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Abstract

Background to the study

Reports have indicated that young people with learning difficulties are at greater risk of
developing mental health problems; yet there is very little provision for this client group and
a lack of understanding of what might be appropnate. This study evaluates counselling in a
school for students with complex needs. The project seeks to understand the effects of
humanistic counselling for young people with learning difficulties from the students’,

teachers’, teaching assistants’ and counsellor’s perspectives.

Method

The study is a mixed methods intervention study using both qualitative and quantitative
measures. Thirty students were referred for counselling by the staff at the school. Fifteen
were selected for the first year intervention; the other fifteen acted as a comparison group for
the first year, and then were given counselling for the second year. The counselling provided
was evaluated using data of four kinds: the counsellor’s notes of sessions; the students’ self-
concept at four times, their opinion of the value of counselling; the staff responses to the

student’s functioning in the classroom at four times; the students’ responses to the Piers-

Harris 2 questionnaire.

Results

Results indicate that many of the students in this project did benefit from humanistic
counselling. Staff in the school identified benefits to over half of the students and reported
that the students’ behaviour, communication, concentration in class, and general levels of
happiness improved. Data from the students and counsellor support these results. The
students’ were able to lessen their secondary handicap, improve communication, increase

their level of autonomy and manage everyday life events more effectively.

Conclusion

The study demonstrated that participants benefited from the intervention; that counselling
met a significant need among students; that additional support for school staff and parents

was desirable; and that counselling of this kind should be much more widely available.
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1.0 Introduction

The purpose of this report is to present the findings of an extended research project on
counselling with young people with learning difficulties. This chapter will offer a
general introduction to the project. It will be followed by a further nine chapters:
literature review; methodology; four chapters of findings; a discussion of the findings;

a discussion of difficulties encountered and the conclusion.

2.0 Background to the study

This section will identify the context of the research and the rationale for the

development of the research project.

2.1 Context and research goals
My personal experience of being a parent of a child with learning difficulties
generated impetus for this study. As his mother I learned that people with learning
disabilities were disadvantaged and oppressed. I found that there were many
inequalities for my son. In terms of medical provision, for example, he was

refused treatment for his hearing loss for three years because he had Down

Syndrome. As far as his educational provision was concerned there were many
difficulties over the years starting from reception. He was refused access to the
classroom for certain periods of the day as the teacher felt the subject being
covered was not appropriate for our son; this was despite being allocated a full
time welfare assistant. During these periods my son was sent home from school.
Additionally, in his reception year he was not allowed to stay at school for the
lunch time penod as the staff felt he was too short and would not be able to select
his meal. These difficulties continued. In social terms I found evidence of
discnimination; for example, people who had been friends with me previously now
avoided me. Through these expenences and those of many friends who also have
children with learning difficulties, I began to observe the impact of discrimination
on people with learning difficulties and their families. For many years 1 became
active fighting for an inclusive community. 1 trained with the disability rights
movement as a disability equality trainer and worked in schools and other
statutory services using Planning Alternative Tomorrows with Hope (PATH) and
Circles of Friendship. However, I felt these initiatives were not sufficient and

further support needed to be offered directly to young people with learning



difficulties. I approached a special school and discussed my views with the head
teacher. He was in agrecement with me and also observed how many of his

students had poor self-esteem after what was considered their failure in a

mainstream school (Bovair, 1993).

Since my son was born I had trained as a counsellor, I had been working in
mainstream schools and was expenenced in working with young people. It was
clear to me that children with learning difficulties needed counselling. Through
my mainstream counselling contact I was able to identify a funder and approached
a Head Teacher in a special school. With his support I then established a
counselling service in the school to support the emotional needs of young people.
The immense needs of the students, far greater than my initial anticipation, soon

became apparent.

In my work I was convinced of the benefits of the counselling service. However, I
began to wonder what the students’ views were and also those of staff members. I
began to read around the subject and was surprised to find very little literature
about counselling young people with leaming difficulties in schools. Furthermore,

no work had been done on the young people’s views of counselling.

More recently there has been literature available identifying the lack of provision
into meeting the emotional needs of young people with learning difficulties
(Meltzer & Gatwood, 2000, Royal College of Psychiatrists, 2003, Pattison, 2006).
It has also been recognised that young people with learning difficulties may be at
greater risk of developing mental health problems (Meltzer & Gatwood, 2000).
However, despite this knowledge the growth of counselling in schools for children
with learning difficulties in the UK is minimal in comparison to counselling for
the rest of the population (Flitton & Buckroyd, 2002) (Appendix 13). If
counselling in schools for children with learning difficulties 1s to develop, then a
model for access to counselling and its subsequent effects have to be thoroughly
researched. The findings of my Masters study exploring the effects of a fourteen-
week person-centred counselling intervention, created the momentum to evaluate

counselling in schools for children with learning difficulties (Flitton & Buckroyd,

2002) (Appendix 13). Furthermore, a successful application for a grant to support



the project from The Diana, Princess of Wales Memonal Fund (Appendix 4)

affirmed wider acceptance of the need for the work.

The aim of the study is to evaluate a counselling service for children who attend a
school for children with moderate learning difficulties. The objectives of the study
are:

1. To review crtically literature on counselling children with learning
difficulties.

2. To evaluate the effects of a humanistic counselling service for children with
learning difficulties in a school for children with complex needs, from the
students’ perspective on three aspects of their own functioning: self-concept,
independence and autonomy, and general well being.

3. To evaluate the effects of the counselling from the teachers’ and teaching
assistants’ perspective on three aspects of the students’ functioning: self-

concept, independence and autonomy, and educational achievement.

4. To evaluate the effects of the counselling from the counsellor’s perspective.

The project took place in a London Borough school for children with moderate
learning difficulties (which was recently re-designated as a school for children with
complex needs). The school caters for children from the ages of four to sixteen, who
have a range of social, emotional and learning difficulties. The school’s intake 1s
representative of a school for children with complex needs. Eighty-one students are

registered at the school, fifty-six male and twenty-five female students.

Thirty students between the ages of ten and sixteen, who attend the school, and twelve
staff members, participated in the project. The age range of the students in the project
was pre-determined by the funding body’s requirements. There were twenty boys and
ten girls in the project, reflecting the ratio of boys to girls in the school. The

imbalance of male to female students in a special school is a recognised issue

(German, 2003).

The participants’ ethnicity included Asian, Black African, Black Canbbean, French,
Greek Cypriot, Italian, Kurdish, Somali, Turkish, White English and White Insh.



The students had a range of social, emotional and learning difficulties, including

specific diagnoses such as Down Syndrome, Asperger Syndrome, Autistic Spectrum

Disorder, learning difficulties and global developmental delay.
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Literature Review ,



1.0 Introduction

This study, The value of counselling in a school for children with complex needs,
covers a number of disciplines and requires a broad look at the available literature.
Counselling children and young people with a learning difficulty is a fairly new and
uncharted area in terms of documented research, particularly in terms of offering
school based counselling. I intend to separate the components of this study by first
offering a definition of the terminology. Then I will present an overview of the
literature for counselling disabled people, including psychoanalytical psychotherapy,
the medical and social models of disability and humanistic therapy. I will briefly look
at the art therapy literature, with specific emphasis on the person centred approach.

This is followed by a review of the literature on counselling young people in schools,

with a focus on young people with a learning difficulty. I will explore the literature
for measuring self-concept, with particular reference to young people with a learning

difficulty. I will identify the gap in the literature and how my research intends to
address that gap.

2.0 Terminology
It would be helpful to first clarify the term, ‘learning disability’. In the current

literature the terms ‘learning disability’ and ‘learning difficulty’ are frequently
interchanged and recently the term ‘complex needs’ has been introduced. However,
amongst many professionals it is understood that learning disability describes
someone functioning cognitively at a low level, and who has an organic impairment; a
person who has an IQ score of 69 or less (Beail, 1995). The term learning difficulty is
more commonly used to describe a person with a specific learning disorder, such as,
dyslexia and those whose impairment is more environmentally caused. The addition
of the term ‘complex needs’ has yet to be adequately defined in any literature, but in
the educational environment it appears to describe a range of children with and
without an organic impairment and also to include those with a specific learning

disorder.

I have discussed the use of terminology with a disabled person and activist for the
disability rights movement. Micheline Mason (michelinemason.com) informs me that

the term “disabled person’ is the term preferred by the disability movement because it



sets out to separate the impairment, meaning the physical or intellectual impairment,
from living in an environment that discriminates against people with impairments.
She further advises this is used as a collective term, and people with intellectual
impairments prefer to use the term ‘people with learning difTiculties’. Therefore, as 1
wish to respect and adopt the preferred terminology of the people with whom I work,
I will use the term ‘disabled person’ as a collective phrase and ‘people with learning

difficulties’ to incorporate all children and young people who have difficulty learning

and functioning in the community, regardless of the origin of the problem.

3.0 History of attitudes to disabled people

In this section I will offer a brief history of attitudes to people with a learning
difficulty in England. Identifying the historical attitudes towards people with learning
difficulties will offer a basis for understanding the development of the medical and
social models of disability, which inform the changing attitudes in the development of

therapeutic scrvices for people with learning difficulties.

3.1 Pre Industrial Age

It appears that until the development of industrialisation in the late 18" century,
people with learning difficulties may have been inconspicuous, but were integrated
within the social fabric. Despite hostile comments from important religious figures
such as St Augustine of Hippo (AD 354-430) and Martin Luther (1483-1546) it

scems that there was a degree of tolerance and inclusion (Bamnes, et al. 2002,
Richardson, 2005, Mencap, 2007).

3.2 Industrialisation
With the coming of the industrial revolution a major shift occurred in the relationships
between masters and servants. The emphasis on productivity and industrial processes

meant that people with learning difficulties were seen as less valuable.

The Poor Law (Home Office [HO] 1834), led to the building of asylums, jails and
houses of correction, (Richardson, 2005) and the first stages of segregation, forcing

people who could not meet the demands of the new legislation into them.



Asylums were onginally intended as places of refuge. They were built in idyllic
settings, and were meant to offer respite for people who were unable to care for
themselves and living in squalor. However, they quickly became overcrowded and
conditions deteriorated. They came to be known as places where cruel and inhumane
routines were enforced. People admitted to asylums began to be seen as dangerous
and in need of restraint. They were considered a drain on society and at risk of
infecting the general population. Segregation came to be seen as necessary and
desirable (Scull, 1979, Bredberg, 1999, Slater, 2004, Richardson, 2005, Mencap,
2007).

3.3 Eugenics movement

Industrialisation had begun to devalue disabled people because they were seen as
unproductive. The eugenics movement compounded the segregation begun earlier, by
turther devaluing disabled pcople because they were seen as incapable of being

educated or included in society.

It was believed that having a learning difficulty was a genetic inheritance, and such
people should be institutionalised and prevented from breeding. These ideas led to the
introduction of the Mental Deficiency Act (Department of Health [DH] 1913). The
Act created four categories: ‘feeble minded’, ‘idiots’, ‘imbeciles’ and ‘moral
defectives’, all of whom were to be confined to institutions. The ‘feeble minded’ were
deemed a menace to society, but worthy of an education. ‘Idiots’ and ‘imbeciles’ were
considered the most dangerous and not worthy of an education. People defined as
‘moral defectives’, including unmarried mothers and any person deemed
‘undesirable’, were admutted to institutions. A person’s admission to an institution
was assessed periodically, but once admitted a person was rarely released. The more

able worked in the institutions to maintain the facilities and look after the less able
(Scull, 1979, Slater, 2004, Richardson, 2005).

In order to ensure that those in institutions could not reproduce, the eugenicists
pursued a sterilization agenda from the late 1920s. However, their arguments did not
lead to sterilisation programs at this time, because it was considered that sterilisation
without consent would be in breach of the Offences Against the Person Act (HO,
1861). By the 1930s their influence had increased, so that sterilisation of a person



with a learning difficulty with consent was authonsed. The eugenicists had more
successes elsewhere. Nazi Germany enforced compulsory sterilisation for all people
with a learning difficulty, and there were further reports of disabled people (amongst
others deemed to be unfit for society) being condemned to death. Additionally, there
were reports that America was enforcing stenlisation for all people ‘unfit to breed’.
By the 1950s, compulsory sterlisation had returned to the agenda in the UK, and it

was agreed that people who were deemed unfit to care for their offspring should be
sterilised (Scull, 1979, Bredberg, 1999, Clarke, 1983, Slater, 2004, Richardson, 2005).

3.4 Medical Model of disability

In the late 1930s, systems were developed for assessing people’s mental capacity via
the application of an IQ test. People who scored below 69 (Beail, 1995) were labelled
‘mentally defective’ and ineducable. These people remained in institutions. However,
in 1946 the National Health Service was formed and saw the development of the
medical model of disability. Institutions were now renamed ‘hospitals’. People who
were admitted into these long stay hospitals were still required to be segregated from
the rest of the community, but the emphasis had shifted from people who were
dangerous, to people requiring treatment (Slater, 2004, Mencap, 2007). This implied
the individual was at fault and in need of fixing to become ‘normal’. Services were
offered at these fixed locations in the hope that the in-patients, when receiving

treatment, would become more able and/or more acceptable to the general public, and

less of a drain on society. People admitted to these institutions were still considered to
be ‘less than whole’, so, thercefore, not able to fulfil a valuable role in society (Barnes
& Mercer, 2003, Richardson, 2005). The term ‘mentally handicapped’ was now

introduced.

The Mental Health Act (DH, 1959) created a distinction between mental illness and
learning difficulty. It further provoked thought as to whether all people currently
institutionalised need to be there (Mencap, 2007). In the early 1970s, reports were
appearing in the newspapers about the appalling standards of care in long stay

hospitals, and the need for people with a mental illness or learning difficuity to be

cared for in the community.



3.5 Normalisation

Following the 1959 Mental Health Act and the reported scandals of long stay
hospitals, media and public pressure began to influence policy. Slowly it began to be
believed that disabled people had the right to live ‘normal’ lives in their community.
The 1970 Education Act ensured that all children, regardless of 1Q, received an
¢ducation. This shifted the emphasis from training to educating, which enabled people
to change their thinking about people with a learning difficulty. By 1980 the theory of

normalisation had influenced the way society saw people with learning difficulties. It
was now acknowledged that disabled people had nghts, and were entitled to choices
and to express optnions. It was also acknowledged that institutionalising disabled
people was not only wrong, but created barriers to social inclusion (O’Brian & Tyne,

1981, Bredberg, 1999, Slater, 2004, Mencap, 2007). By 1990 the implementation of
The National Health Service and Community Care Act recognised the rights of a

disabled person to have a say and be an equal member of the community, and receive

support where needed (O'Brnian & Tyne, 1981, Slater, 2004, Richardson, 2005).

3.6 Social Model of disability

The shift in thinking brought about by the theory of normalisation created an upsurge
in pressure groups from the disability rights movement, as well as from parents of
disabled children, which led to the formulation of the social model of disability
(Rieser & Mason, 1990, Barnes, et al. 2002, Barnes & Mercer, 2003, Richardson,
2005). Currently, these movements have challenged, and are still challenging, charity
led beliefs that disabled people need sympathy and are incompetent. These pressure
groups promote the view that it 1s not the impairment that prevents a person from

having a full and meaningful life, but society that oppresses an individual.

The social model seeks to empower individuals, and to bring about a change in
attitude that will promote pride and self-assurance (Swain et al. 2003). Many disabled
people demand a new social policy that hands back the power to the disabled person
to produce and control their own services. In parts of America, Canada and New
Zealand this is a widely adopted attitude and policy. People with impairments are
offered a financial package, where they have complete control of who they employ to

provide support and which services they require to enable them to have the same

opportunities as their non disabled peers (Forest & Pierpoint, 1994).

O



4.0 Therapeutic services

The implication of the social model approach for counselling is that counsellors need
to understand that any emotional problems in people with learning difficulties may
not be directly related to their impairment, but rather to the disabling environment
(Oliver, 1995, Wilhams & Heslop, 2005). The social model is more in line with the
philosophy of the person centred approach originated by Carl Rogers, although
Rogers himself, believed that people with learning difficulties did not have the
cognitive ability to benefit from person centred therapy (Roger, 1957, Sinason, 1992,
2002a, Jukes & Aldnidge, 2006). To date, very few health professionals have been

willing to challenge this assumption.

Despite Rogers’ views, Jukes and Aldridge (2006) identify a recent interest in the
person centred approach with people with learning difficulties. The person centred
approach is based on a theory of empowerment. It suggests that each individual has

within them the capacity to strive towards self-actualisation, in the presence of the

core conditions.

Williams and Heslop (2005) argue by contrast that psychoanalytical psychotherapy is
steeped in the medical model. Much of the writing from the psychoanalytical
perspective implies the disabled person is at ‘fault’. The difficulties a disabled person
faces are because of their impairment (Swain et al. 2003). Most psychoanalytic
authors describe a parent’s need, and the client’s need, to accept disability as a
process close to bereavement. What is lost is the imagined perfect child who does not
need to be fixed. They claim that the birth of a disabled child is, therefore, a tragedy,

and parents and individuals need to mourn their loss and adjust to the impairment.

5.0 Psychoanalytical psychotherapy

Galton (2002) suggests much of the therapeutic work with disabled people in this
country has developed from the work of Neville Symington. Symington set up the
first clinic at the Tavistock for people who were ‘subnormal’ in 1979. He challenged
the idea that people who were handicapped could not benefit from psychotherapy. He
also raised the issue of the therapist’s counter transference when working with people
with learning difficulties and thought there was significant unconscious prejudice. He

became aware how therapists acted differently when they worked with disabled

10



clients, despite a deep commitment to working in this field. He describes, for
example, how therapists may dress; they may unconsciously decide to dress down
when working with disabled people. He also describes how therapists greeted their
clients with learning difliculties at the clinic by going to meet them rather than
allowing the usual process of the receptionist showing them the way. He describes
this act as contemptuous of the client. He believes that therapists acted in this way
because at some deep level the disabled client stirred within them their handicapped
self and this was too unbearable. If, however, therapists were in touch with their own
impairment they would be able to contain such uncomfortable feelings and would not
need to act in such a manner. Contempt for the client creates the cycle of disdain-

pity, which in turn restricts any further development. These insights enabled the

development of the work at Symington’s clinic.

Valerie Sinason, as a trainee child psychotherapist, then joined Symington. Sinason
had developed an interest in working with people with learning difficulties from her
experience in childhood. Her father was a leading educator in this field; her
contribution was to apply the benefits of psychotherapy to patients with learning
difficulties. Sinason further developed Symington’s work, took over the clinic at the
Tavistock in 1985 and renamed it the ‘mental handicap workshop’.

Sinason (1975, 1986, 1992, 2002a, Sinason & Hollins, 2000, Sinason et al. 2003)
made her work public, not only to show that people with learning difficulties have
emotional intelligence and can benefit from psychoanalytic psychotherapy, but also to
evidence the emotional, physical and sexual abuse that these people were/are
receiving. In 1992 she published, Mental Handicap and the Human Condition: New
approaches from the Tavistock, describing work from the Tavistock Clinic, which has

been descnibed as a landmark in published literature for learning disability (Galton,
2002).

One of Sinason’s major insights concerns the fear, anxiety and contempt, which may
be aroused in us by people with learning difficulties. She (Sinason, 1992) indicates
that the terms to describe people with learning difficulties frequently change and
suggests this is a process of euphemism. She believes, as Symington does, that to look

at disability is to look at something difficult and challenging. As a society we
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frequently change the terminology to make it more acceptable. She gives an extensive
description of the terminology and rationalises her use of the term ‘mental handicap’.
Sinason also explores how we use words like ‘idiot’ and ‘stupid’ ‘backward’ etc with
little regard for their true meaning, to humiliate others. She argues that our own
damaged self, and our inability to feel comfortable with not knowing everything,
makes us disdain less able people. She believes that to pretend we are more
knowledgeable than we are is, in itself, handicapping and that the experience of fear,
or inadequacy when we do not understand, i1s something all therapists may encounter

when working with clients with learning difficulties.

Waitman & Conboy-Hill (1992) agree with Sinason and suggest that ‘learning
difficulty’ or ‘special needs’ may over simplify the impairment, and that ‘learning
disability’ defines the problems, but excludes other developmental and emotional
problems. On the other hand ‘retardation’ evokes a feeling of institutions and ‘mental
handicap’ carries old negative connotations. They believe that there are no simple
answers for what term to use, but that individuals should examine their own
mottvation for the term they decide upon. However, Sinason continued to use mental
handicap until recently, believing that it offers a clearer description of the impairment

to the individual, regardless of the accepted terminology of ‘people with learning

difficulties’.

Sinason has used the example of terminology to illustrate her point that society feels
uncomfortable with cognitive impairment and repeatedly seeks to replace names and
terms that have become unacceptable because of their association with people that we,
as a culture, find it difficult to accept. However, although Sinason makes an important
point in the context of terminology it is necessary to be aware that terms used fifteen
years ago are no longer acceptable and are, in some cases, libellous. New laws, driven
by the disabled community, have bought about these changes. Whilst some
practitioners may continue to defend their use of certain terminology as not bowing to

political correctness, I believe it is important as a therapist to use the terminology that

the client group embraces.

Sinason describes an additional process she defines as secondary handicap. A primary

impairment is one that is organic, chromosomal or as a result of brain injury.
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However, she considers that a person with an organic impairment will create a
secondary handicap as a defence against trauma. A secondary handicap develops
when a person presents a more severe disability than the original impairment to
protect him or herself from further pain or hurt. She advocates addressing the
secondary handicap and remowving the emotional block that is further impeding the
self, to enable the person to function. Additionally, she suggests that many people

with learning difficulties will use a vacant smile to present a “stupid’ persona to meet

the expectations of others and to camouflage and avoid real hurt.

Stnason (1992) has made an enormous contnibution to the welfare of learning disabled
people by her courageous recognition of the trauma and abuse that people with a
learning disability suffer. This mistreatment has been hidden and ignored for many
years, but Sinason has enabled it to be seen and increasingly challenged. She has also
contnbuted to understanding of the effects of trauma on a person with a learning

difficulty. She implies much of the trauma is due to the abuse, including sexual abuse,

which people with learning difficulties receive.

A central theme in Sinason’s writing is her belief that all parents of child with a
learning difficulty regret the loss of the hoped for ‘normal child’ and need to go
through a process of mourning before the real baby can be accepted. She uses the
theory of Bion (1967) to understand difficulties in mother and baby bonding and the
possibility of the start of a false self. On the birth of a disabled child the parents may

have to face a great deal of disappointment and have to make an enormous amount of
adjustment. Sinason offers a lovely description of the baby looking into the mother’s
eyes to discover if they are lovable or wanted. When the mother is unable to offer this
mirror, the child internalises that they are not good or lovable (Sinason, 1992: 276).
Sinason & Hollins (2000) suggest, as Symington had proposed earlier, that the parent
of a disabled child is not able to offer this mirror of unconditional love; the parent
needs to go through a process similar to that of bereavement. This view is shared by
Ditchfield (1992) who believes the parent needs to mourn the loss of their ‘normal’
child to enable them to move forward and adapt to meeting the demands of their
disabled child. Sinason & Hollins (2000) continues to assert that if a parent does not
go through the bereavement process, the parent and child bonding will be affected and

an insecure attachment pattern in the disabled child will be created.
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This widely accepted view is based firmly in the medical model. The viewpoint that
sees a disabled person as not whole, and a drain on society, creates the notion that a
parent needs to mourn the loss of their ‘normal’ child. I have personal experience of
how this model affects attitudes to disability. My experiences of giving birth to a
disabled child were horrific. I was kept in the delivery room for many hours whilst
waiting for the paediatncian, with no explanation. When I was finally told, I was
asked to hold my baby (this was believed to reduce the possibilities of rejection). 1
was not directly told about his impairment, just asked if I had noticed his ‘onental
type features’ and was constantly told, ‘We are very sorry’. I was placed in a side
ward; the team of medical staff that had cared for me during my pregnancy were
unable to make any eye contact or conversation with me. The atmosphere was one of
shame and pity. My experience in the hospital was not of celebration of a birth, but a

message that perhaps I could learn to accept this burden that God had bestowed on

me.

The alternative social model has a different vision of how society might respond to
difference and disability. Without a doubt a family needs to adjust to the demands and
needs of the disabled child. Nevertheless the social model envisages that as society
evolves and we welcome the diversity within disability, the belief in the need to
mourn the loss that the birth of a disabled child represents, will be challenged and
eradicated. A social model of disability argues that with this change of viewpoint the

birth of any child will be a cause of celebration, regardless of its needs.

Wilkins (1992) expands on the psychoanalytical view of the impact a child with a
learning disability has on a family from the perspective of the effect on siblings and
argues a case for the role of family therapy. He describes much of the stress and
difficulty of having a disabled sibling, but again, basing his ideas on a medical model,
sees only the negative aspects of this dynamic. He suggests that a sibling who
participates in a caring role will become emotionally detached. He claims that when
the adolescents continue to care for their disabled sibling, little time can be given to

normal social activities, thus hindering their development. The able bodied sibling

then becomes resentful.
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Wilkins’ view 1s challenged by Russell et al. (2003), from the perspective of a social
model, who suggest that studies explonng the self-concept of siblings of disabled
children show that they compare favourably with their peers. Russell’s paper does
explore some of the negative aspects for siblings of disabled children. It suggests that
siblings may feel embarrassed at the extra attention the family receives or isolated in
periods of family cnsis. They also explore the possibility of siblings becoming
resentful of their disabled brother/sister. However, they suggest this can be overcome
by allowing siblings to express their feelings. The paper continues by exploring some
positive aspects; they suggest that siblings of disabled children are often more tolerant
and insightful. They suggest that siblings are more aware of society’s prejudice and its
consequences, and are generally very proud of their disabled sibling’s
accomplishments. Finally, they suggest that siblings of disabled children learn very
good negotiation skills and have learnt to be strong and to develop a good sense of
humour under stress. These skills and coping strategies are something they learn from
their parents, as the parents have had to fight for the rights of their disabled child.

Siblings become very good advocates for disadvantaged people, not from guilt, but

from understanding and compassion.

These two papers illustrate vividly how the medical model origins of the
psychoanalytical view focus on the negative consequence of disability for siblings,
while the social model can identify difficulties, but can also identify ways in which
disability can have positive and desirable impact on siblings. A further key theme for
Sinason is the need for the disabled person to come to terms with their impairment.
This view is supported by Szivos & Griffiths (1992) and Bates (1992) who suggests
that individuals may have grown up feeling they are loved, but the disability is hated,
so they will try and deny parts of themselves. They see the ‘label’ that society has
given them as a stigma and something negative that society would rather hide and
discount. The authors descnibe a group process where they enable disabled people to
express and resolve such feelings. Mason (1990) uses similar observations, but comes
to different conclusions because she uses the social model. She believes that a
splitting may occur and the disabled person may hate their impairment, but it is the

disabling society that is at fault, not the pathology of the individual.
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Sinason (1992) concludes that not all people with a learning difficulty require therapy;,
as of course some people with a learning difficulty are in a better emotional state than
non-disabled people. However, in her experience, many of her patients are multiply
traumatised. She believes that society will have evolved when the cases presented to
her are more about the usual emotional problems that life evokes, rather than more
specific cases of trauma. However, this view is not shared by Bates (1992) who
recognises that people with learning difficulties also experience ‘normative’
emotional problems. Bates’ view represents a shift in thinking within the
psychoanalytical world.

6.0 Humanistic Approaches

As previously stated Rogers believed that people with a learning disability could not
benefit from psychotherapy (Rogers, 1957). Until recently professionals have not
challenged this view. However, Jukes & Aldridge (2006) identify a recent interest in
the person centred approach with people with learning difficulties. Ommanney &
Symes (2000) claim that the person centred approach contains at its core an anti-
discriminatory position that is most suited to disabled people. This belief has
influenced service providers and has been extended from therapeutic work to work in
general with people with learning difficulties. Pértner (2003) describes developing an
institution utilising humanistic philosophy. She claims that this approach is more
respectful, a view which is supported by Aldridge (2006) who examines the role of
nursing with people with learning difficulties and how the social model of disability
and the person centred approach have changed the way they think about this client
group and have influenced this service. He states, “We now provide a service to

people’.

The impact of developing a person centred service for disabled people is influencing
and encouraging therapists to utilise this model within the therapeutic world. There
are number of authors who have begun to explore the relevance of humanistic ideas
for the establishment of counselling for young people with leaming difficulties.
Fennell and Jones (1998) explore the issues for counselling people with learning
difficulties. They begin from the social model and acknowledge that disabled clients
may have been subject to a devaluing and oppressive expenience in society. Ommaney

& Symes (2000) agree with this view and believe that most of the emotional problems
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experienced by their disabled clients do not stem from their impairment, but from the
disabling environment. It 1s cautioned that counsellors should be able to see past the
label and not assume that the impairment is the source of their clients’ difficulties
(Swain et al. 2003, Wilhlams & Heslop, 2005). Fennell & Jones (1998) also
acknowledge that young people with a leaming difficulty may have been over-
protected and therefore emotionally suppressed. They will need to explore the impact

of their impairment, in the context of a disabling society, upon their sense of self.

A number of authors have recognised that people with learning difficulties may have
had more than usually difficult experience and therefore are in particular need of
counselling. Moulster (1998) and Fennell & Jones (1998) claim that disabled people
have the same emotional needs as anybody else and therefore, require the same access
to counselling. They discuss some of the difficulties in enabling counselling with
people with learning difficulties and advocate different media to overcome speech and
language difficulties (an aspect to be reviewed later). They believe that many disabled
people benefit from experiencing the core conditions; the experience of being
properly listened to is in itself empowering. However, Ommaney & Symes (2000)
caution that because most of us have grown up in a segregated society, our ability to

offer unconditional positive regard will be limited. We need to acknowledge our

inability to truly understand the life experiences of some of our clients.

Sinason’s work has been largely concerned with identifying how learning disabled
people have been mistreated and in suggesting that parents have a large share of the
responsibility of this situation. Hawkins (2002) is more concerned to identify how the
social environment is all too often abusive. She reports, via a case history, her process
and interest 1n the person centred approach with disabled people. Her experience of
working as a classroom assistant in a school and observing how people did not listen
to individuals had a profound effect on her personal and professional development.
She discusses the behavioural approach used with individuals as the result of support
and advice given by school psychologists. She believed that much of this work was
‘counterproductive and wrong® (Hawkins, 2002:2). Although at this stage she had no
training to ground her strong sentiments, she discovered, by trying to listen to

individuals, that much of the bad behaviour was the result of the young people trying
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to find a way to communicate, albeit inappropnately. The environment had failed to

listen empathically to the students.

Sinason’s work has largely been conducted in a clinical environment Hawkins
attempts to apply the social model to the wider social environment. She demonstrates
the absence of empathic listening in a school environment with the story of ‘Danny’.
Danny was a student in the school who needed to have dental work done. His
behaviour created a challenging problem for staff because they did not understand he
was in pain. If the school had tried to listen to Danny and investigated all possibilities
before initiating a behavioural programme, Danny’s challenging behaviour would not
have been an ongoing problem. Hawkins proposes a shift in perception from
challenging behaviour, to challenging needs. She believes that challenging behaviour
communicates something and it is our job to understand this communication. Hawkins
believes that it is most helpful to understand not only the communication, but also to

understand what the person is gaining by such behaviour.

She suggests that behavioural programmes have traditionally relied on eliminating
certain behaviours that are deemed appalling by others, without any consideration of
the meaning of the behaviour. She believes that if the meaning is understood, then
change will naturally occur. Hawkins suggests involving the individual in the process.
She proposes that rather than organising a professionals’ meeting to set out a
programme to eliminate offensive behaviours, professionals and the individual should
meet to explore what the person is trying to communicate and try and understand what
1s being gained from the behaviour, and how that need could be met in a different

way.

An approach such of that of Hawkins can be extremely powerful. Fennell and Jones
(1998) and Ommanney & Symes (2000) report witnessing an increase in their clients’
self-esteem; however, Fennell and Jones (1998) warn that the warmth shown in
empathy may be too overwhelming for a person with learning difficulties and have a
dis- empowering effect. Empathy may be puzzling, confusing or otherwise difficult

for someone whose history has been markedly lacking in empathic relationships.
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7.0 Art Therapy

The symbol strikes its roots in the most secret depths of the soul;
Language skims over the surface of the understanding like a soft
Breeze... .... Words make the infinite finite; symbols carry the mind

beyond the finite world of becoming into the realm of infinite being.
J.J.Bachofen in A.Juddith 1996:304

Art is one medium that can address the dilemma of overcoming inherent speech and
language difficulties that have been identified previously (Sinason, 1992, Fennell &
Jones, 1998, Ommaney & Symes, 2000, Flitton & Buckroyd, 2002, 2005). Art
therapy is a discipline in its own right, however I am suggesting it can be used as an
adjunct to counselling. There has been extensive writing on the use of art therapy with
children and disabled people. There is also extensive writing on the theory of drawing
development and drawing tests. I will start with a brief overview of the history of art
therapy and then continue with the development of drawing tests, placing this in
context with the development of art therapy with children. I will review the literature

in relation to art therapy with disabled children.

7.1 History of art therapy
Interest in art as therapy was developed in the late 1800s by European psychologists
such as Tardieu (1872), Simon (1876) and Lombroso (1895) (Malchiodi, 1998b).

They believed that drawings represented the inner state of a person and could aid
diagnosts, assessment and treatment of the mentally ill. As the use of art developed
from work with mentally ill patients, most of whom were institutionalised, it became

entrenched in the medical model and was informed by psychoanalytic theory

(Malchiodi 1998a) with the result that the interpretation of artwork became the work
of the expert and took little account of the perspective of the patient.

Psychoanalytic theory was initially shaped around the work of Freud. He believed in
the importance of symbols and that an image was a vehicle for the patients to access
suppressed memortes and explore inner conflict (Malchiodi 1998b). Jung was also
interested in the psychological aspect of artwork and expanded on the use of imagery;
he actively encouraged his patients to draw their dreams etc. Jung ascribed meaning to
symbols that was based on his understanding of archetypes. Jung (1956) agreed with
Freud that people could access suppressed aspects of the self through art and could
use art as a way of self-healing.
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The development of art therapy with adults, who were mentally 1ll, provoked interest
in the use of art with children. This initially took the form of studying children’s
artwork and linking it to the child’s internal psychological state. In 1926 Goodenough
expanded this concept and used drawings to measure the child’s intellectual level. She
devised a drawing test, which is commonly known as the ‘draw a man test’ (DAM).
Although this was originally devised to measure a child’s intelligence 1t became clear

that it also illustrated aspects of a child’s personality.

In 1948 Bucks developed another drawing test; the ‘House Tree Person’ (HTP). It 1s
believed that a child will free associate around each object i.e., the house being
family, the tree being environment, and the person being self. Machover (1949)
furthered the work of HTP by creating a scoring system. In 1968 Koppitz further
developed the scoring system by offering thirty characteristics of drawings that may
indicate emotional conflict. Whilst Malchiodi (1998b) suggests that Koppitz was
interested in what the image meant to the child, in humanistic terms there was little

concern for the autonomy of the child. The psychoanalytic influence and tradition of

interpretation remain strong.

More recently Leibowitz (1999) proposed a self-psychological approach to
interpreting projective drawings, basing his theory on that of Kohut (1971). He
suggests that drawings are a representation of aspects of the self and expenences
provided by the self-object. The self-object is believed to be people, things or
situations that are used to maintain the self. This approach is still based on

interpretation of the child’s artwork, and has little concern for the child’s perspective.

7.2 Art Therapy with children with learning difficulties

Malchiodi (1998b) advocates an approach to art that closely resembles the person
centred approach. She wishes to understand and consider the context of the young
person’s artwork and points out a failure to do so could lead to a misinterpretation of
the child’s world. Rees (1998) suggests that analytical art therapy has been very
influential in the way art has been used with disabled people, but feels we are in a
social climate that demands a more humanistic approach. She points to the lack of
training in a humanistic approach to art therapy. She claims that there is no evidence

of humanistic art therapy with disabled people.
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Dalley (1984) has wntten extensively on using art as therapy in her book Art as
Therapy. She suggests that, at the time of writing, art therapy was a fairly new
discipline and there was a lack of understanding of its theory and aims. She draws
links between art and therapy, and describes art as a means of expressing oneself and
therapy as a process of bringing about self-change. Art is a more concrete expression
than words, and can give insight into oneself and be a valuable asset in the process of
therapeutic change. Dalley (Case & Dalley, 1990) describes the application of art
therapy with children. She and other authors suggest art can reduce children’s
difficulties in expressing themselves verbally (Dalley, 1984, Gray, 1985, Silverstone,
1993, Tipple, 1994, Malchiodi, 1998b, Rees, 1998).

Most art therapists believe that art therapy has a specific role in meeting the emotional
needs of children with learning difficulties (Dalley, 1984, Gray, 1985, Silverstone,
1993, Tipple, 1994, Malchiodi, 1998b, Rees, 1998). However, there is debate about
the degree to which learning disabled young people can use art therapy and about the
role of the therapist. Rabiger (1998) suggests that while there is significant gain for
children with severe learning difficulties (S.L.D) from engaging in art, as it can be a
means of expressing conflict and fears for children with no verbal communication,
she considers that art therapy may be inappropriate for some children with S.L.D. The
therapist she believes should gain some knowledge of the intellectual and

developmental level the child has attained before offering art as therapy.

Interestingly this reservation had been previously addressed by Gray (1985). She
presents a case study and demonstrates how a disabled person has the ability to use art
therapeutically to address and resolve inner conflict. She suggests that the therapist
needs to trust the disabled client’s own abilities to make connections. She believes a
person with a learning difficulty may not have the sophistication of language to depict
their understanding of the archetype, but would rely on a different way of showing
their understanding. This view is supported by Tipple (1994) who also argues that
interpretation should be kept to a minimum and to allow meaning to emerge and

further describes interpretation as a dialogue between client and therapist.

Art therapy is clearly a powerful means of working with children with learning

difficulties but the values of an analytical approach are clearly different to those that
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propose a humanistic approach. The humanistic view that has been used in this project
is primarily concerned with enabling the young person to discover and express his or
her own responses as a means of developing the self. Analytical views are more
concerned about identifying pathology. A humanistic approach recognises the
fragility of the emerging self of the learning disabled child and seeks to give space for
its articulation. Interpretation as used by analytical art therapist runs the risk of pre-

empting this delicate process.

8.0 Counselling in schools

In this section I will discuss therapy in the educational setting of schools. I will use
the literature already reviewed, expanding some views and bringing them into the
context of school counselling. I will also explore other authors who have contributed
to school counselling and place them in the context of working with children with a

learning difficulty.

8.1 Current debate

There 1s an ongoing debate on the importance and usefulness of counselling in
schools. Hamblin (1974) explores similanities in the roles of a teacher and counsellor.
He suggests that both teacher and counsellor have the emotional well being of the
individual at heart, although he considers that there is little understanding of the role
of a school counsellor among teachers. He illustrates this by quoting a statement made
by an experienced teacher: ‘counselling is necessary but counsellors are not’
(Hamblin, 1974:2). In many respects that debate has not moved any great distance
since 1974. McLaughlin (1993) believes that as a society we should not regress and
compartmentalise roles by developing ‘school counsellors’, but support teachers to
incorporate counselling in their roles. Whilst I agree with McLaughlin that teachers
need to develop their counselling skills, and the importance of this skill in their roles,

her argument is limited by the lack of understanding of the school counsellor’s role as
identified by Hamblin (1974).

Barwick’s (2000) view is similar to that of Hamblin (1974). He believes that there are

three levels to counselling in schools. A teaching member of staff, offering

counselling skills, could offer the first two levels, but the third level is more intensive
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and is offered by a specialist school counsellor. He claims there are several

advantages to offering a specialist counselling service in schools.

o A counsellor does not have any other role in the school i.e. disciplinary role.
The student knows they can come to talk to an independent person in complete
confidentiality and does not need to interact with this adult in another way.

o The counsellor does not have to fulfil another role so i1s free to offer the
appropriate therapeutic conditions and build a unique relationship conducive
to self-change.

o School counsellors have undergone specific training to hold and facilitate a
person through the process of self-change.

o A requirement of the counselling profession is the appropriate level of clinical
supervision. This supervision enables the counsellor to work ethically and
effectively.

o The counsellor can offer support to staff in understanding children’s behaviour

and meeting their needs.

New legislation in the form of the Children Act (Department for Education and Skills
[DIES], 2004) and the green paper Every Child Matters (DfES, 2003) supports the
potential benefit of counselling. This has evoked an intense, renewed interest in the
role of the school counsellor, because greater emphasis has now been placed on the
emotional welfare of young people. LEAs now have a legal obligation to safeguard
and promote the welfare of young people (Jenkins, 2006). This obligation is widely
defined as not just to do with child protection, but also an aspect of health and safety.
LEAs must therefore address bullying, drug and alcohol use, emotional and
behavioural difficulties, school truancy and school phobia. One of the concerns
identified in the Children Act (DfES, 2004) was to ensure that interventions are
provided for young people before they hit crisis point (Pattison, 2006b).

Jenkins (2006) suggests that 71 percent of schools now provide some form of
counselling service of which 41 percent is a specialist service provided by an external
counsellor. Pattison (2006a) however believes, despite recommendations that school

counselling should be part of an educational provision, that this is not the case. She
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reports that in 2004, in the North of England, fewer than half the schools that she

contacted reported having a school counselling service.

Pattison (2006a) explores the inclusion of young people with a learning difficulty
within the mainstream school counselling service. She suggests that, as a society,
when we learn to value diversity, inclusion will automatically follow. However,
despite current backing for inclusive counselling (e.g. Disability Discrimination Act
1995, United Nations Declaration of the Rights of Disabled Persons 1975, United
Nations Standard Rules in the Equalizations of Opportunities for Persons with
Disabilities 1993, Council for Disabled Children 1994, Special Educational Needs and
Disability Discrimination Act 2001) as a society, it is evident that, we have not yet
learnt to value diversity. In her research she suggests that 62 percent of counsellors
interviewed never offered counselling to young people with learning difficulties, and
only 3 percent offered counselling to this client group frequently. She points out that
this leaves many practitioners open to criticism from the disability rights movement,

and in fact, possibly in breach of human rights legislation.

Not only 1s counselling practice in mainstream schools non-inclusive, there has been
little development of counselling provision in special schools. Flitton and Buckroyd
(2002) suggest that counselling in special schools has traditionally relied on the class
teacher using counselling skills. The staff, unless professionally trained in counselling

and psychotherapy, may lack the necessary skills to offer the most appropnate
therapeutic support and may only be functioning at the first two levels, as defined by
Barwick (2000).

The lack of interest in developing counselling in special schools, and for young
people with a learning difficulty in mainstream schools is probably representative of
the lack of equality for disabled people. Many professionals still believe that people
with a learning difficulty cannot benefit from counselling and this attitude creates a
further obstacle in developing counselling for disabled children (Moulster, 1998).
This view may now be challenged by a surge of reports that advocate the development
of training in disability awareness and equality of service for people with a learning

difficulty, with particular reference to meeting the mental health needs of this client
group (Carpenter, 2002, Morgan, 2003, Royal College of Psychiatnsts, 2003).
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Pattison’s (2006a) article supports the view that there is a lack of equality for disabled
people and identifies possible barriers, which were reported by practitioners, to
developing an inclusive counselling service for young people. Three categories of
barriers were defined; lack of awareness of the needs of young people with a learning
difficulty; lack of knowledge and experience in meeting the needs of disabled young

people; and lack of awareness of wider issues related to disability.

As described earlier, until 1970 people with a learning difficulty were institutionalised
and offered no formal education. Following the 1970 Education Act (Handicapped
Children) the education authorities took responsibility for the education of disabled
children. This was a landmark for this group of people and saw a transition from
‘training’ to ‘special education’ (Warnock, 1978). In the last ten to fifteen years we
have seen a growing disability rights movement among disabled people themselves
(Reiser & Mason, 1990). Disabled people have challenged their oppression and are
demanding equality. More recently we have seen legislation, Special Educational
Needs and Disability Discrimination Act (DfES, 2001), which has recognised the
nights of disabled people, and will lead to a more inclusive society. As we recognise
the nghts of disabled people, and understand that children with a learning difficulty
have the same emotional needs as any other child, we need to explore more inclusive
ways of practising, and understand the most appropriate ways of working with
disabled children and adolescents in schools. The focus on working in clinic settings

by analytic practitioners has meant that they have not so far attempted to extend their

work into the community.

Mallon (1987) suggests the best way to work with children with special needs is the
person centred approach. She believes this is most appropriate because person centred
theory is most compatible with a school setting. If we believe that the school
environment strives to nurture young people, and seeks to enable students to develop
autonomy and independence, then we can understand how person centred theory is
most compatible with a school ethos. Person centred theory 1s about the belief that
each person has within them an ability to grow and self-actualise. Rogers (1967)
believed that under the right conditions people would have the freedom to learn and

would reach their full potential.
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Flitton and Buckroyd (2002) demonstrated in a pilot study that students who attended
a school for children with moderate learning difficulties could make use of and
benefit from person centred counselling. Hawkins (2002) demonstrates via several
case studies the value of person centred approaches with disabled people. Flitton and
Buckroyd (2005, Flitton et al. 2006) also demonstrate, via a single case study and
group work, the benefit and value of working therapeutically with this client group,
but there is still a very little documented research about the person centred approach

with children and adolescents with learning difficulties.

8.2 Access to counselling

Another issue that needs to be addressed is the accessibility of counselling to disabled
children/young people. Many young people lack the verbal skills to ask for any kind
of therapy, and, to date, relied on the parent/carer or professional person involved
with the disabled person to refer the person for counselling. Such a referral would at
this point almost certainly be to a psychoanalytical service with all the implications of
pathology and a medical model that that implies. It seems a more sensible idea, to
have the counselling available where the young person is most likely to be. Children
and adolescents spend a significant amount of time in school; it seems the most
suitable environment for making counselling available to the young disabled person.
Counselling in a school environment has the capacity to improve the child’s mental

health, and also their education (Morgan, 2003). This view was endorsed by
recommendations made in the green paper ‘Every Child Matters’ (DfES, 2003). The
report suggests that schools need to develop an ‘Extended Service’. The report
recommends that a multidisciplinary service should be based in schools; not only to

educate, but also to meet the mental health needs of our children and young people.

Flitton and Buckroyd (2002) descnbe how people with a leaming difficulty have
traditionally been offered behavioural therapy in special schools. This view has been
further reported by several more recent enquiries (Carpenter, 2002, Morgan, 2003,
Royal College of Psychiatrists, 2003). Hawkins (2002) suggests that staff members in
special schools are becoming increasingly disappointed with this approach. The
behavioural approach has little interest in explonng the meaning or ongins of the
child’s behaviour and seeks mainly to alter it. Downs (1999) suggests it is now a

widely accepted view that a young person’s challenging behaviour i1s a form of
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communication, and the task i1s to understand this communication. Downs (1999)
supports the teacher in utilising empathic listening skills to understand the
communication of a young person with learning difficulties. For some students all that
is required may be for the teacher to use counselling skills as described by Barwick
(2000). However, 1t may require a more specialised input, alongside that of the

teacher, to facilitate the self-awareness of a person with learning difficulties.

9.0 Self-concept as a means of measuring the effects of counselling

One issue in evaluating the counselling for children and young people in schools
delivered in this study was how to measure the benefit of the therapeutic input. Along
stde qualitative measures it scemed desirable use a quantitative measure. It seemed
appropriate in the context of humanistic therapy to seek the child’s own subjective
view of any changes. One possibility was to use an instrument to measure self-
concept, to understand any difference in functioning. This section will offer a person
centred definition of self- concept; an overview of the literature in measuring self-
concept in the context of measuring the self-concept of children with learning

difficulties; and an evaluation of different contributions to the field of measuring self-

concept with children with learning difficulties.

9.1 Person centred definition of self-concept

The person centred theory of self-concept has been described as a structured set of
self-perceptions that can be bought into self-awareness (Merry, 1995). Self-perception
1s developed through a lifetime of experiences of how we interact with the world, and
things and people 1n it. In essence it is not a static set of constructs, but a number of
concepts that evolve over time. Rogers (1967) believed that influences in our

childhood expenence directly affect our construct of self. We learn dunng childhood
which behaviours are desired or valued by our caregivers, and which are not. The
value (or in Rogers’ terms ‘regard’) which is placed on any behaviour can be positive
or not (in Rogers’ terms ‘unconditional’ or ‘conditional’). Those behaviours met with
unconditional regard will be allowed, and those met with conditional regard will be
hidden or distorted. For example, if I have expenenced conditional regard in relation
to expressing the emotion of fear, my sense of self-worth will be based on not

expressing this emotion. Rogers described this process as the development of
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conditions of worth; in this example an element of my self-construct would be that I

do not show fear.

Rogers (1967) further suggested a second element of the self: an ideal self. Using the
previous example I may construct the ideal self that I am not afraid of anything. If I
were then exposed to a situation in which I felt frightened, for example, seeing a
spider, I would not be able to express fear appropriately. My expression of fear might
be denied or distorted. Because the expression of fear would be felt to be incongruent
with my self-concept, my feelings and behaviour would not match. The result might

be that I feel at dis-ease with my self.

Person centred theory believes (Rogers, 1967) that the self has the inherent ability to
develop towards wholeness or “self-actualisation’. For this process to be facilitated
three conditions need to be present; unconditional positive regard, congruence and
empathy. In the presence of such conditions the self has the ability to reconstruct the
self-concept, despite earlier experience, thus affecting the way we behave in the world

and develop and sustain relationships. The provision of such conditions is the heart of

person centred counselling.

9.2 Measuring self-concept

Changes in self-concept, as indicated above, are central to the theory of person
centred psychotherapy. Rogers himself was interested in devising a way of measuring
them. He (Rogers, 1967) describes an instrument called a ‘Q sort’, which was devised
by Stephenson (1953) and was modified for the study of the self. This instrument was
based on 100 descriptions of the self that the client was asked to sort, then resort into
statements that represent his/her self-perception. Although useful, the Q sort is not
susceptible to the kind of statistical analysis or validation that is required for

quantitative measures.

Since the early fifties a great deal of other work has been carmnied out in this area.
Wylie (1974) gives an early account of different instruments that are used to measure
self-concept. At that point in the evolution of instruments, the main problem was the
lack of validity and re-test reliability studies. More recently Byrne (1996) gives an up

to date review of different instruments used across the age range and population
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which includes re-test reliability and validity scores. She also clarifies the relationship
between self-esteem and self-concept by establishing that researchers generally agree
that the terms self-concept and self-esteem represent different components of the self.
It 1s now accepted that self-concept characterises a wider definition of the construct of
the self which includes cognitive, emotional and behavioural features, whereas self-

esteem is a partial component of the wider construct of self.

Byrne suggests that there are two main theoretical domains in measuring self-concept:
one-dimensional and multi-dimensional. The one-dimensional model is based on the
proposition that general self-concept 1s measured by evaluating different facets of the
self that overlap, each bearing equal weight. The scores are then added to yield an
overall representation of the self. The multidimensional model is based on the
proposition that unless each factor of the construct of self is understood, an accurate

picture of the self cannot be provided.

Measuring the self-concept of children/adolescents is a complicated procedure as the
construct of the self is still being developed, and in any case “self-concept’ is arguably
easier to define and discuss than it is to measure. Byrne (1996) suggests that as the
child matures and develops, self-description skills expand, so that measurements of
self-concept are both more possible and more sophisticated. As a result more
instruments have been developed for the pre-adolescent than for the pre-school and
younger age group. However, Byme (1996) states, ‘Out of the twenty-nine pre-
adolescent self-concept instruments reviewed only six were considered to be worthy’
(Byrne, 1996:85). Some of these six instruments were specific to either academic or
physical self-concept, so not suitable for my purpose, which was to evaluate self-
concept more broadly. Some of these instruments were designed for age ranges that

were unsuitable for my purposes.

The Piers Harris Children’s Self-concept Scale (Piers & Harris, 1984) is cited as being
the most frequently used and highly recommended instrument for pre-adolescent tests
(Marsh & Holmes 1990). It was also more suitable for the age range and reading
ability of my participants. The instrument was imtially designed by Piers in the early
1960s and published in 1963. The intention of the instrument was to provide a self-

report assessment of a child or an adolescent’s self-concept. It is designed for use with
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children from the ages of seven to eighteen, with the recommendation of a reading
grade of level two (This corresponds to a reading ability appropnate to year 2 as
measured in the UK). The author defines self-concept as, ‘A relatively stable set of

attitudes reflecting both description and evaluation of one’s own behaviour and
attitudes’ (Piers & Hamns, 1984:2).

The instrument was devised as a one-dimensional measure of self-concept, but clearly
has a multidimensional construction and permits the identification and analysis of
sub-scores. It consists of an eighty item self-report questionnaire prompting yes/no
answers. The instrument is extremely user friendly for the administrator, with a built-
in auto score sheet that requires little to no training in psychometric testing. It
provides a total (TOT) score, which reflects the participant’s general self-concept, a
one-dimensional score. Additionally, it offers six domain scales, which assess specific
areas of the structure of the self, behavioural (BEH), intellectual and school status
(INT), physical appearance and attributes (PHY), anxiety (ANX), popularity (POP)
and happiness and satisfaction (HAP). The instrument includes two validity scales;

the inconsistent responding (INC) and a response bias (RES). Previous reports for

reliability range from .96 to .42 with a re-test interval of three to four weeks to four

months.

Byrne (1996) commented that the instrument had not been revised or revamped for
some time and perhaps more recently developed instruments might challenge its
status. However, the instrument has recently been revised and is now called the Piers-
Harris 2 (Piers & Herzberg, 2002). The authors report three significant changes:
firstly, it now contains new nationally representative standard data that offer a better
reflection of the population in terms of ethnicity etc. It has also been reduced to a
sixty item self-report questionnaire. In the domain scales Behaviour has been renamed
behavio<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>