


































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































seven clients involved with a community mental health team. The participants
identified several inequalities that were barriers to being partners in treatment. These
included the degree of sharing within the relationship, with clients sharing personal
and sensitive information while this level of disclosure was not reciprocated by their
therapists. In addition, clients identified that their economic status was lower than
that of therapists. Importantly, they further recognised that the overuse of
professional language led to them feeling inferior. These aspects highlight the power
of the professional and indicate that a practice and power shift is necessary if clients

are truly to become active partners in their healthcare.

Nonetheless, the College of Occupational Therapy has been at the forefront, amongst
health professionals, to make client-centred practice the core of the profession’s
Code of Conduct for several years. The client-centred stance has been taken up by

the Government and is reflected in a range of policy documents (The NHS Plan,

1999)

What is important is that therapists understand the significance of the Code of Ethics
and Professional Conduct and work to meet the standards in the code. As client-
centred practice is explicit in occupational therapy’s guiding principles, it is
necessary for occupational therapists to fully understand the concept and consider the
issues of implementation that may arise in practice. Client-centred practice offers
opportunities and the possibility of conflict for therapists. For example, within this
study some therapists identified strongly their belief in client-centred practice, whilst
others argued that with their clients therapists should be looking for similarities not
differences. Therefore, there existed a contradiction, a practice dilemma. Finlay
(2001) too, identified dilemmas with therapists who were struggling to be both

holistic and client-centred.

An aspect of client-centred practice for the therapists is the requirement to
understand the client’s life and their needs. This is essential for the client to be the
primary decision-maker in directing his or her own treatment and to maintain

personal agency. The therapists in this study valued seeking out and hearing their
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clients’ past histories and their life situations, to discover what was important to
them. Corring and Cook (1999) used focus groups with clients to discuss the
meaning of a client-centred approach to practice. The crucial message from the
participants was that if health providers wished to practise in a client-centred way
they needed to “value and appreciate the life experience of their clients and recognise
their expert knowledge of themselves” (p. 76). Their overall experience of health
professionals was that they had a superficial understanding of their life history and
their current situation. The focus on the individual aimed to facilitate the client to

take a lead role in their therapy, working collaboratively with the therapists.

These aspects knowing the client, partnership and choice were explicitly
acknowledged by the therapists as key elements of client-centre practice. Law,
Baptiste and Mills (1995) identified the concepts underpinning client-centred
practice as: autonomy/choice, partnership, contextual congruence, responsibility,
enablement, accessibility and the respect of diversity. What is interesting is that the
other elements identified above did not feature in the therapists’ discussion of their
practice. Perhaps these aspects are less understood or more difficult to implement in

practice.

At times, the therapists contradicted their own valued beliefs. This dissonance
between what some of the therapists believed and did could be potentially
problematic for them in their practice. This was highlighted in relation to the
therapists’ beliefs with regard to working with clients who self-harm. Several
therapists had difficulty understanding this type of behaviour. Client-centred

practice, however, requires an acceptance of others.

To some degree, the client-centred perspective as identified by the participants may
be constraining occupational therapy’s ability to influence and contribute more
dynamically to shaping service developments. Their focus on the client’s life
situation, autonomy/choice and partnership is to be applauded. However, they have
not highlighted the other aspects of client-centred practice such as contextual

congruence, accessibility and respect of diversity. Perhaps further consideration of
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these aspects may increase occupational therapy’s influence. Cowan (1996) goes
further advocating for a move from client-centred practice to women-centred
services that place women’s needs at the centre of treatment. However, it is
acknowledged that such a move and its benefits would not occur unless it was
specifically fostered and nurtured (Subotsky, 1991). Furthermore, the adoption of a
women-centred philosophy without full understanding of the implications of such an

approach would not necessarily improve care for women.

It is clear that a focus on meeting the individual’s needs is enshrined in occupational
therapy. Nonetheless, there could be an inherent problem with this way of working.
The practice described by the therapists focused on promoting change for a specific
client, but this individual orientation has two drawbacks. First, it locates problems
with the individual and places the onus on the individual to change; as a
consequence, if there is no change the failure is said to lie with the individual rather
than with the therapist or the intervention (Abberley, 1995). This may lead to further
individual distress (Perkins, 1992). The second drawback is that it may limit the
definition of service needs and therefore service planning for populations of clients.
Therapists may become expert in working with a range of individuals but fail to
address problems or offer solutions that would impact on wider society. Clients’
needs could be addressed through development of both service provision and
individual care. By investigating a broader knowledge base, changed ways of
thinking could develop alternative working practices that should lead to system

changes (Roberts, 2002).

Feminism in a post modernist world may offer the profession a way forward, as it
acknowledges diversity, context and temporality (Lyon, 1994). This view is essential
for understanding health and sickness.as it recognises the individual’s interpretation
of these concepts. Mitchell (1996) advocated that healthcare professions should
revise their knowledge and oppose dominant practices that limit individual’s choices.
For occupational therapy, that requires the profession to reconsider its beliefs and
stop trying to compete with the dominant medical model of psychiatry (Creek, 1997).

The profession is in a good position to forge new relationships and to play a

310



distinctive part in health and social care. Furthermore, as the composition of the
occupational therapy profession continues to change to include women from
different backgrounds, including more working class and black therapists, there will
be an increasing need to review our understandings. Shifting practice away from our
institutional-based settings has to some extent occurred. However, our thinking still
lags behind. To move our thinking forward, consideration of social and cultural
theories is necessary if we are to question our theoretical underpinnings and our
understanding of women’s lives. We need to create local solutions and develop
different partnerships that meet women’s needs within their own contexts (Weinblat

& Avrech-Bar, 2001).

This section has provided an overview of the core beliefs of the occupational
therapists namely, occupation and client-centred working and it has considered the
influence of these on practice within mental health contexts. These beliefs and the
therapists’ perspective of occupational therapy as different have been discussed and
it is proposed that there are some key issues that require to be addressed further if

practice is to move forward.

TREATMENT ISSUES AND WOMEN

The therapists reported that as women they were able to identify with the women
with whom they worked with on the whole. It is fundamental that those who are
working with women must understand women’s experience as women and how these
experiences may have affected their development of their illness. It is suggested that

only then can effective services be created for women (Newbigging, 1996).

Factors influencing relationships

From the therapists, there was recognition that on occasions their life experiences
were very different and that these differences could obstruct working with clients.
The therapists explicitly acknowledged age, class, race and, to a lesser extent, gender

and sexuality. The discussion will focus on these aspects.
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Age was identified as an issue from the perspective of a “young” therapist working
with older clients. Some of the therapists identified that their age, (they were for the
most part significantly younger than their clients) could be a barrier to their
establishing a positive working relationship. They identified that their perceived
“limited” life experience could result in their credibility as a professional being
called into question. Others, however, recognised that on occasion being younger

was of benefit.

Social class and resulting issues were raised by some of the therapists in this study.
Class has always been an issue for occupational therapists, although not explicitly
addressed. Traditionally, the early pioneers of the profession were women
originating from the upper and middle-class who provided assistance to others, often
women, less fortunate than themselves. Another class-related factor was
acknowledged by the therapists, with some identifying they had very different life
experiences from their clients. As a result, difficulties could arise if therapists had
little experience of the social conditions in which the majority of their clients lived
(Pollard and Walsh, 2000). This can act to distance the therapist from the client and

for the client to disregard the treatment offered as being irrelevant.

Race and ethnicity were for the most part superficially discussed during the focus
groups, with therapists identifying that women from ethnic minority backgrounds
might have different treatment needs. The location of the study may have influenced
the nature of this discussion and the therapists’ experience of working with clients
from different cultures. However, they identified that as a result of a lack of
appropriate facilities women from ethnic minority backgrounds were not using the

current services.

The therapists identified that gender was not overtly considered in their practice,
whether in terms of themselves as women working with women or in relation to their
women clients. Some stated that gender was not an issue considered explicitly by
them whilst others strongly believed that it was. A further group said they were

unaware of gender issues. Clearly, within this small number of therapists
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contradictions existed. Nahmias and Froelich (1993) report that gender related issues
are virtually absent in occupational therapy literature. Indeed, many standard UK

textbooks make only a fleeting reference to gender issues (Pollard and Walsh, 2000).

This absence of gender awareness may have occurred for several reasons; gender
was implicit in practice, discussion of gender issues may have caused discomfort or
alternatively gender was not considered as an important factor. For whatever reasons,
with gender issues little included in the profession’s literature the lack of debate in
the workplace may reflect this situation. The therapists’ expressed opinions may
relate to underlying beliefs that practice is gender neutral. An alternative explanation
could be that the therapists believe the focus for their intervention is tailored to the
individual and that gender is implicitly taken into account. Townsend and Brintnell
(1997) support this perspective, stating “client-centred practice respects the worth of
all persons regardless of gender or other characteristics” (p. 23). They proposed that
gender equity that is “fairness in opportunities for men and women” should be of

great relevance to occupational therapy.

The therapists did agree that there was a need to raise awareness of gender issues at
the personal, professional and organisational levels. The therapists considered
however, that the focus should be on similarities and not on seeking difference. This
contrasts with their stated belief regarding client-centred practice. However, Faugier
(1992) contradicted this stance. She argued that health professionals needed to
understand and analyse the nature of gender differences, thereby working to improve
the services for all. Her message was supported by a recent document from the
Commonwealth Secretariat on Gender and Health (Harding & Sills, 1999). This
advocated that:

All categories of health workers to undergo training in how to analyse issues
from a gender perspective and how to consult, plan and implement activities
that take account of the different health needs and health experiences of
women and men” (p. 2).

This aim to permeate health education with a gender perspective should facilitate the

translation of the principles into practice and actions. For occupational therapy, part
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of this education involves considering gender and its relationship to occupational
therapy as a predominantly female profession and the resultant implications and
consequences of that when working mostly in the patriarchal world of psychiatry. It
is acknowledged that while more women than men work in the national health
service, men continue to occupy positions of power (Newbigging, 1996). Sexuality
was little considered in relation to women. There was no discussion of lesbianism,
although there was some mention of transsexuals and their specific issues. Sexuality,

too, may be an invisible issue in working with women (Kingsley & Molineux, 2000).

Women’s Roles

The therapists in this study identified that loss of roles was difficult for their women
patients. Furthermore, they also identified that the maternal role was the major
concern for women. This perspective, it could be argued, placed women in the
traditional stereotypical position: women in the home, caring for others as the
primary caretakers (Test and Berlin, 1981; McGrath et al., 1990). The therapists here
suggested that women clients had difficulties in prioritising their own needs over
those of others. Again, it could be argued that if women placed their own needs over
their care-taking duties they would be criticised for failing to meet the demands of
their primary role. Therefore, women are faced with a dilemma: either choice makes

them vulnerable to criticism from health care providers and wider society.

Of interest was the therapists’ belief that they further contributed to the women’s
difficulties by providing intervention in their clients’ homes. The home environment,
although in the community, may not be the ideal place for receiving treatment when
the women is burdened with the normal responsibilities of daily living, children and
partners. There is a need to develop contexts that facilitate their treatment, and if
necessary they should include flexible patterns of treatment delivery and childcare

facilities.
With regard to women, previous work has highlighted that mental health services

perhaps have had lower expectations of women and therefore provided fewer

opportunities for their needs to be met (Bachrach and Nadelson, 1988; Perkins,
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1992). There is work to suggest that clients have been critical of occupational
therapy’s tendency to offer activities that are stereotypical or reduced to the lowest
common denominator (Pollard and Walsh, 2000). Lindsey (1996) highlights her own
experience: on attending occupational therapy she was offered cookery or sewing
classes. However, she wished to participate in the woodwork group, something few
women had done before. She recalled, “To get my one morning a week in
woodwork I had to compromise, I agreed to go to sewing classes” (p. 85). She was
fortunate to be able to negotiate an occupation that met her interests, although her
experience reinforces the previous findings that women may have fewer treatment

opportunities and that those offered may be gender specific in a stereotypical way.

Experiencing negativity

An important aspect that arose from the findings was the negative feelings of some
of the therapists with regard to certain types of behaviour exhibited by women, such
as deliberate self-harm or eating disorders. Arnold and Babiker (1998) highlighted
that most professional training provided little or no preparation for working with
individuals who self-injure. Therefore, deliberate self-harm poses a problem for
health professionals who are generally motivated by a desire to improve health and

prevent injury.

LeFevre (1996) offers a vivid account of her experiences of being a recipient of care:

...when I came to see you in the surgery with two open wounds that I had
inflicted upon myself, you said to me that you had better things to do than
sew me up. I could not believe that you could be so hostile, so cruel when
you must have known how wretched I was feeling (p. 33).
Such feelings can only compound the helplessness of the individual. Certainly, acts
of deliberate self-harm elicit strong reactions from health staff, including discomfort,
despair, helplessness, frustration and rage (Johnstone, 1997). These feelings can
create a dilemma for the practitioner who is struggling to accommodate the realities
of practice with conflicting valued professional beliefs. For some occupational

therapists their feelings regarding self-harm runs counter to their professed beliefs in

client-centred practice. For individuals who self-harm, this is their choice for

315



whatever reason. Therapists need to work to support individuals who self-harm. If
they are unable to do this they should be supported to declare their position, inform
the client and organise for treatment to be delivered by another occupational
therapist. This situation is not covered explicitly within the Code of Ethics but could
be considered under Section Four 4.2:

The College considers it unethical for occupational therapists to indulge in
relationships which may impair their professional judgement and objectivity
and/or may give rise to advantageous/disadvantageous treatment of the client.

(p. 615)
If there are no mechanisms for the practitioner’s emotions to be addressed safely,
such as monitoring, support or supervision, the practitioner may develop strategies
that may ultimately affect their relationship with the client and impede their
treatment. The practitioner’s strategies may include avoidance, denial, condemning
the client, simplistic explanations of self-harm, and taking an authoritative stance.
As a result, staff may distance themselves from such patients rationalising that the

patient is manipulative, attention-seeking or cannot be helped.

This section has addressed the issues that the therapists highlighted in working with
women. What emerged was practice that was infused with contradictions for the
practitioners. The therapists identified a range of issues that impacted on their work,
including age, race, gender and class. Age, race and class seemed to be discussed
easily. However, discussion around gender seemed to create more discomfort and
raise more issues for the therapists. Prior to these focus groups, it seemed some of the
therapists had given little thought to gender. Therapists were willing to say that
further discussion, debate and education regarding women and gender was

warranted.

They discussed women’s roles. For the most part these were seen to involve caring
for others, and therefore treatment decisions were taken to help assist this role
function. Most treatment options were focused on community living skills or
activities of daily living. There was little discussion about work or vocational

rehabilitation. The therapists offered a traditional treatment approach. This of course
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may have been what their clients identified as being most useful. However,

awareness of alternative ways of working was not raised.

The final section highlighted dilemmas that therapists experienced in relation to
clients who self-harm. This aspect of work requires much further study. What is clear
is that therapists have found themselves holding contradictory positions: being client-
centred but having difficulty in accepting aspects of their client’s life-style. Self-
harm was the issue identified here but it could be other aspects that need greater

professional attention.

PRESSURES ON PRACTICE

This final section considers the pressures and the barriers that exist for occupational
therapists in the provision of their services. The environment, including the
organisation, was identified as a major influence. It is interesting to note that
amongst the participants there was little recognition of psychological pressures such
as stress and burnout. These were not raised during the focus groups. They, did,
however identify frustration with their contribution not being recognised by other
mental health staff. Similarly, some raised aspects of their individual practice that
caused concern and could lead to increased stress in their work. Finally, the

participants highlighted the need for continuing professional development.

Environmental concerns

The therapists stated that the environment was important for enhancing or restricting
occupational therapy practice. Within occupational therapy literature, the
environment has been considered as encompassing cultural, economic, legal,
physical, political and social environments (Sumsion, 1999). Furthermore, the
environment has been considered at length in occupational therapy literature
particularly, the physical environment (Law, 1991; McKay, 1996; Townsend 1996;
Sumsion, 1999). The importance of the environment to clients is well considered,
indeed, Kielhofner (1997) discussed “the environment as a critical factor in human
performance (p. 60). Recently, what has begun to be considered are the ways in

“which the environment may limit the occupational therapist’s capacity to meet
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clients’ needs. As French (2001) stated, the “organisational environment is a

legitimate, but neglected target for occupational therapy” (p. 176).

Townsend (1996) further emphasised the importance of the environment on
occupational therapy. She proposed a theoretical representation of how the mental
health context shaped everyday occupational therapy practice. She identified that for
the therapists their primary concern of enabling empowerment through occupation
became subordinated in the context of the organisation, which incorporated the
medical and psychological professions, management and funding. She argued that
the organisation silenced occupational therapy at many levels, advocating for

changes that “not only empowered our clients but ourselves” (p. 193).

The significance of the environment and its relationship to client-centred practice has
been considered previously. Occupational therapy as a profession must somehow
address the dilemma of working on the edge by addressing the wider environment
and its potential to limit or offer opportunities to occupational therapy and therefore
to clients. Alternatively, the profession could utilise its position on the edge to

develop relationships and partnerships beyond the traditional boundaries of

psychiatry.

For the participants in this study, physical environments, the wards, the corridors and
day hospitals were identified as being “lousy”. They were of poor design and the
decorative order was largely shoddy. These environs did not stop therapy
progressing. However, they did contribute to the perceived value or otherwise of the

client, the staff and the work they undertook.

The therapists also identified that the economic environment created barriers to
practice and these incorporated aspects such as a lack of resources, including staff
and finance. These culminated in a loss of clinical time and all impacted on care
negatively. Away from the institutional settings, the wider community or the social
environment included factors such as transport availability and transport costs, which

also curtailed clients’ capacities to make the most of treatment opportunities.
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Evaluation and review

Important aspects raised were evaluation of an individual’s care and review of the
service. These can be considered as an aspect of the environment. These were
internal processes aimed to monitor and evaluate changes. However, the therapists
perceived that at the organisational level there was no coherent monitoring and
review structure. They acknowledged that service users and staff should be actively

involved in any such evaluations and in the implementation of service changes.

Nurturing development

The participants highlighted their need for continued professional development at a
range of levels, but they emphasised that time for such activities was restricted. At an
individual level, practical support and supervision are already present. However,
these could be used more to engage therapists in thinking about such aspects as
women and mental health. A second level of development was also called for in the
shape of in-service courses and education. The participants also highlighted post-

graduate education opportunities.

The need for changes to the undergraduate curriculum content was highlighted. The
aim was to enable students to be more aware of mental health issues and the wider

socio-cultural factors that influence their work.

The pressures on practice described here have been highlighted elsewhere. The
prominent finding here was the influence of the environment, including the
organisation’s impact on the therapists’ practice and the ability of the therapist to
contribute and to make changes to the environment that would benefit both the

clients and the profession.

Overall, this section has highlighted the pressures that impact on therapists within
their work environment. Within the study, the environment has emerged as crucial to
both fostering and limiting the therapists and their practice. The need for continued

review and strategies that facilitate services users’ views were identified. The need



for continuing professional development across a range of subjects was also

considered.

Conclusion

To conclude, this chapter has presented new insights into and understandings of,
women’s lives and therapists’ practice. What has emerged are findings that portray
life and practice as complex, messy and contradictory. The five women and the
sixteen therapists shared their stories and their perspectives; their experiences were
unique to them and describe their specific contexts. Nonetheless, the findings did
meet the aims of the study by describing the women’s experience of living with
enduring mental illness and examining the factors that influence therapists’ practice.
To strengthen the findings, these have been supported by additional literature.
However, the literature rarely captures the diversity and manifold human aspects of

life and practice.

Reflections - mapping my research journey

When I started out on this journey I had little idea of my final
destination. At the start, I had an idea of the route and the possible
stages but the pathways to and through these stages were not visible.
My journey has enabled me to meet amazing, complex and warm
travellers who have been eager to share their past journeys with me.
This is true for both the women and the therapists. Both groups placed
their trust in me that I would hear about their lives and their practice
and that I would do them no harm. The women's lives particularly have
touched me in many ways and at many levels, I have gained much from
hearing of their lives and recreating their stories. I may have on
occasions wandered of f the most direct route. Sometimes these
wanderings have proved significant, at other times they have been cul de
sacs sending me back to my original idea or to my supervisors for
guidance.

This has been a journey not only with the participants but also with
ideas. It is no surprise that ten years previously this type of work within
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UK occupational therapy would not have been considered important or
indeed valid. Times have changed and thinking has shifted. There is now a
recognition that occupational therapy research is interested in the
individual's or the group’s experience of living. I, too, have changed, as
have my views and understandings of people, practice, research and

education. Moving these insights into the professional domain is the next
step forward.
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CHAPTER SEVEN

Learning the Lessons:

Critique, Implications and Conclusions

Introduction

This chapter critiques the study, highlighting the strengths and weaknesses of the
research design and methods. Consideration will be given to the implications of this

work for practice, education and research.

Critique of the study

The study design addressed the following questions:

1. What is the lived experience of women with enduring mental illness?

2. How do occupational therapists work with women users of mental health
services?

A qualitative methodology offered the most appropriate route to gain the depth of

information required. With regards to the methodology chosen, consideration was

given to which particular epistemological stance I would adopt. In exploring others’

lives and therapists’ practice, it was acknowledged that it is not possible to separate

the individual’s experiences and perceptions from the outside world: therefore, a

social constructionist stance was a significant influence.

In addition, in considering each woman within her wider community and the
therapists in their practice contexts, I wished to develop collaborative, non-
exploitative relationships to empower them to share their experiences. It was hoped
this approach would lend authority to the participants’ perspectives and reduce the
element of power inherent in such research relationships. Therefore, this aim was
central to the research methods chosen and the procedures followed. This hope that

the researcher and the researched would be equal and active participants, jointly
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constructing knowledge, was admiral. However, in reality, creating contexts for

empowering individuals cannot alone guarantee empowered individuals.

With both sets of women, I wished to acknowledge the collaborative nature of the
work by having them contribute at every stage of analysis and interpretation.
Importantly, with the life historians, I wished them to share authority for the final
product. The life history participants all took the opportunity to contribute to this
process; however, these were unequal contributions in the end. This also occurred
with the therapists’ contributions. Several therapists did not respond to opportunities
to shape the work, and only six therapists replied to the final presentation of the
focus group findings. This may be accounted for in a number of ways. My own wish
to be collaborative may not have been reciprocated by the research participants; they
may have perceived the relationship as a time-limited, working partnership.
Furthermore, their motivations to be involved in the study may not have included
continued input. They may have indeed been exercising their power by choosing to
limit their participation in the study at a given point. On reflection, a tension existed
between the researcher and the participants’ perspectives of empowerment and it
may be that in the end the power inherent in the researcher’s position may always

influence the relationship.

From the outset, I adopted a reflexive approach seeking to be aware of how I was
impacting on the whole of the research process. My past role as an occupational

therapist who worked in mental health could have impacted on both phases of the
study. As was described in Chapter Two, my past roles were made explicit to the

participants.

At this stage, it is useful to state what this research was not. Although this work was
conducted by a woman, exploring women’s living, working experiences and social
roles within the wider socio-cultural context, it was not defined as a feminist study.
This was for several reasons. My knowledge and understanding of feminist theories
has grown throughout this study, but it was not central to the development of the

research. This desi-gn drew on the principles of sound qualitative research which have
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been acknowledged as useful for conducting research with women and have been
much promoted as feminist methods. I came to this field of research to be open to the
women’s and the therapists’ meanings and understandings. If I had come to the work
from a feminist perspective, my lens for categorising and interpreting the data would
have been influenced or limited by that particular stance. This would have produced
very different work. That said, feminist theory has much to offer future occupational

therapy research and practice.

METHODS

The next aspect to be considered was which qualitative methods should be employed
in this research. There were certain aspects that also had to be carefully thought
about. First, the vulnerability of women with enduring mental illness was
acknowledged. Second, the issues that may arise from practitioners who may feel
their professional practice is under scrutiny required sensitivity and, perhaps, safety
in numbers. Methods were required that would facilitate the women to share their life
experiences, and the therapists their practice stories. Therefore, life-history narratives
and the focus group method were chosen to facilitate hearing the voices of the two
groups of participants. These methods will be critiqued below and other relevant

aspects addressed, including analysis, credibility and representation.

Life-history

Life history is a qualitative research method for gathering information on the
“subjective essence of a person’s entire life” (Atkinson, 1998, p. 3). Having
acknowledged the vulnerability of the women an approach that placed them in
control was required. Therefore, the use of a “grand tour”, open question in the first
interview, with little questioning from myself, was selected as a deliberate approach
(Anderson & Jack, 1991). This had the advantage that the participants were in charge
of the information that they shared and the direction of their story. On reflection,
overall, the participants seemed to have little difficulty with starting their stories.
They began from their childhood and moved forward to the present. Only one
participant started from the onset of her depression and worked forwards and then

backward.
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Each of their narratives was different. This was expected: as Reissman (1993) stated,
“telling about complex and troubling events should vary because the past is a
selective reconstruction” (p. 64). The women’s narratives revealed their story,
emphasising some parts, playing down others and undoubtedly omitting others. Their
story, initially, was deliberately not structured or influenced by an external tool, for
example an interview guide. This unstructured interview format achieved its goal:
the participants drove their story forward in their own way and in their own words.
As identified previously, this unstructured technique could have a major drawback,
namely, that participants retell dominant narratives from their lives. In this case the
women may have only told of their psychiatric histories. However, this did not

transpire, with women sharing narratives across the spectrum of their lives.

However, this strategy meant that with the first interview, in particular, I had to listen
carefully. During these interviews there were many occasions where I wished to ask
for more information but held back, not wishing to disrupt their flow or importantly
remove their sense of personal control over the process. Therefore, opportunities for
what I thought may have been fruitful questioning to give more depth or gather

specific incidences were lost.

The second interview did allow for further information to be gained and for examples
or clarification of issues to be addressed. In addition, at this time follow-up questions
were also asked of participants. However, it became clear from the participants that
some questions would not receive further responses. Striking examples come from
Sarah, who was not willing to discuss her childhood, and from Marguerite, who did
not wish to revisit her hospital experiences. Although this limits the information
gathered, it was necessary for me as the interviewer to judge how far an individual
would go. I chose to respect both the verbal and non-verbal feedback from the
women that indicated that they wished to conclude a particular questioning route,
preferring to balance some information with no information. The discussion of the
chronological profile and the concept map, developed from the first interview data
and shared at the beginning of the second interview, further facilitated the

participants’ recall and re-orientated them to the work.
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The concept map was particularly useful way to visually represent the patterns and
the inter-relationships that were evident in the first narrative (Atkinson, 1998). The
participants seemed to find these methods useful and an engaging start to the second
interview. However, the use of these tools, although useful for re-orientation, could
have influenced the participants’ input into the second interview, by limiting perhaps

the scope of the session.

During the second interviews all the women revealed more about their lives and their
situation, perhaps as a result of our prolonged contact and the trust that we jointly
had built up. Perhaps they were reassured that I was handling their lives with the
respect and care they demanded. Alternatively, the process of engagement with this

research may have allowed the women time to reflect and review their own position.

On returning their completed narrative to them, the participants’ responses to their
own story indicated their engagement with them. For example, Pat stated her story
had not captured her sense of anger with her psychiatrist and it was revised to reflect
this aspect. The women expressed that my representations of their life stories were
on the whole a credible representation of their life and they were able to recognise
this particular portrayal of the “self”’. Several acknowledged their feelings on seeing
their life represented in this manner. It is acknowledged that my interpretation and
representation would be different from those of another researcher at another time.
Reissman (1993) reminds us that such member checks, although useful for building
trustworthiness, can be questionable as the participants’ perspectives may change
over time: they have their own issues and may try to present themselves in a

particular light.

An additional aspect that must be considered with regards to the use of this method
with this particular group was the inherent therapeutic potential of the method
(Atkinson, 1998; Jones, 1998). This research was not meant to be therapeutic but the
telling of one’s story, having someone listen to and value your perspective, can
combine to create a process that can mirror therapy. Moreover, the production of a

final representation may enable the participant to review, or to reposition themselves
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with regard to their past actions and understandings. This overview of their life can

help them make sense of certain aspects of their lives (Rickard, 1998).

The life history method was successful in that it met its purpose of accessing first-
person, detailed accounts of these women’s experiences. The narratives are unique
portraits of the women’s lives. Nonetheless, it was a time-consuming methodology,
rich in data, which required commitment from the participants as well as the
researcher. It was a process that enriched my understanding of their lives: their

stories were created from a collaborative effort that helped their voices to be heard.

Focus Group Method

The four focus groups by necessity, took place over a two-day period. Ideally, I
would have preferred at least a day between the groups to allow myself time for
reflection on the process and the content of the groups. However, finance and studio
availability determined the focus group timetable. The structured interview format,
“questioning route” employed for the groups seemed to be useful. It appeared to be
logical and coherent, enabling the members to contribute to the group early on and to
become more involved as the group progressed. The interview questions and the
stimulus quotes used seemed for the most part to generate interesting responses and
debate. Questions following up on participants’ responses were asked on occasions.
However, it is acknowledged that on some of these occasions such questions could
have been more strongly followed through. Within Focus Group Three attempts to
widen the discussion by using follow-up questions proved unfruitful. It is essential to
remember that the nature of focus groups demands a similarity of questions across all
groups. Therefore, too many follow-up questions could have disrupted the
construction of the groups and detracted from the use of a semi-structured

questioning format.

With regard to specific questions, a general question about gender and the
participants’ understanding of the term should have been included; this would have
given a base-line of the range of understandings around this term. There was an

assumption that my understanding would also be the same as that of the group
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participants. A more experienced researcher may have utilised a less structured

interview style and this may have led to different responses.

The focus groups did work as a method to explore practice issues in a dynamic and
supported context. On some occasions, | was aware that participants were addressing
their responses to me directly. However, for the most part there was a flow of
discussion, with spontaneous involvement with all the group members (Kvale, 1996).
Needless to say, some were more involved whilst others required an invitation to
contribute. As with the individual interviews, some opportunities were lost to seek
further detail or explanation within the group for fear of interrupting the flow or

imposing my perspective.

The use of the observer on Day One of the focus groups was extremely useful for a
variety of reasons. She was able to contribute to the debrief following each of the
first two groups, to make relevant comments on my performance as an interviewer
and on the questioning route which was most helpful. These comments certainly
contributed to the focus groups being useful. Furthermore, she acted as the external

auditor, examining both the process and the product of the focus groups (Cresswell,

1998).

In the light of some surprising omissions from the participants’ responses with regard
to personal practice issues (for example stress, and frustration) further consideration
was given to the social context in which the groups took place. It was felt that this
“created” context presented a non-secure environment for the disclosure of such
information. It may indicate that for personal aspects of practice to be explored,

individual interviews may be a more appropriate method.

Overall, the focus group was a very useful method for facilitating discussion of a
range of issues. On reflection, the methods facilitated further understanding of the
women’s experiences and the ways in which they made sense of their lives and their

practice contributing to the evidence base of the profession.
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ANALYSIS ISSUES

Management to allow for successful analysis of the data resulted in the adoption of a
practical approach, the creation of a range of word processing files that facilitated
accessing and moving the data between codes, categories and across files. From the
outset, I preferred the physical handling of the data as this process facilitated my
immersion with the material and developed the analysis. The decision not to utilise
computer software such as NUD*IST or any qualitative data-handling programme
was influenced by my past experience. I considered that the data obtained would be
manageable and that the coding, storing and rearranging of sets of data could be done
effectively without the use of such a programme that requires the researcher’s
engagement with the data in reading and coding (Depoy & Gitlin, 1998). Further,
Cresswell (1998) says that such programmes provide “little assistance in procedures

used in writing narratives” (p. 156).

Narrative analysis and constant comparative analysis were utilised within this study.
Narrative analysis, as a method of dealing with biographical data has few structured
procedures, whereas by comparison, the constant comparative method has reasonably
detailed protocols for conducting analysis (Cresswell, 1998). The narrative analysis
criteria identified in Chapter Two proved useful tools to process and consider each
woman’s data. The majority of data was examined under the relevant headings,
thereby highlighting different facets, relationships and patterns between these

elements.

Particularly illuminating was the domain of the “embodied nature of the protagonist”
as this crystallised the importance of the body for experiencing emotion and life.
This domain focussed attention on the body, and the internal and external ways the
body bears witness to the women’s lives. Best examples that demonstrate different
aspects of embodiment come from Sarah and Marguerite. Sarah commented on how
her body shape has changed. She discussed how previously she was very thin and
childlike and described herself as “empty.” She now recognised that physical
changes to her body had occurred. She has filled out, becoming an adult woman as

she has worked to resolve her abuse. Marguerite’s body bears witness in a different
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but equally powerful manner. She was able to identify physical scars and damage,
such as her limp, that attest to her life with mental illness. This is an important area

which may have otherwise been overlooked.

The constant comparative method achieved its purpose capturing the themes of the
women’s lifetime experiences and the influences on therapists’ practice. Both
methods created a significant amount of data. The analysis procedures were time
consuming and required my engagement with the data. I also needed to remain open

and be reflexive with the emerging findings.

Issues were evident in maintaining the trustworthiness of the data from transcription
to text. Throughout analysis, interpretation and construction of the findings, both sets
of participants were involved as partners. Therefore, individual and focus group
transcripts were forwarded to the participants for member checking. Some
participants made comments, some clarified points, whilst others returned their
transcripts unmarked. Likewise, findings were forwarded to all participants for

further comments.

CREDIBILITY

Several methods to ensure the accurate representation of the participant’s
perspectives were identified in Chapter Two: these included triangulation, member
checking, reflexivity, peer debriefing and a coherent audit trail. The women were
involved throughout and their amendments were incorporated in the final versions of
their narratives, thereby strengthening the trustworthiness. Similarly, the participants
of the focus groups had an opportunity to respond to the transcripts and to input to
the final findings. It is acknowledged that ultimately, as the storyteller, although I
wished to respect my participants’ ideas, I had the final say over the production of

the narratives and for the findings (Reissman, 1993).
These measures woven into the method enhanced the trustworthiness of the work

produced. Furthermore, credibility was increased by the use of quotations, both thick

description and dialogue from the informants to support issues raised. To reduce the
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imposition of my interpretations, the continued use of in vivo language acted to
maintain the insider’s perspective throughout. Where appropriate in reporting the
focus groups’ findings, excerpts of dialogue were also included to illustrate the

dynamics of the conversation and the ambiguous nature of the findings.

REPRESENTATION

The purpose of qualitative research is to discover patterns and themes through the
exploration of particular phenomena through thick description and thoughtful
analysis of the research topic. Here, across both phases of this work a small number
of women were interviewed individually or as part of a group: five women were
interviewed in phase one, with sixteen therapists being interviewed through the focus
groups in phase two. This study set out to explore and describe their lives or their
practice. It did not seek to generalise but to describe rich contextually bound

findings.

In relation to phase one, there were no women with a diagnosis of schizophrenia in
the study cohort. This could be seen as a limitation, as women with schizophrenia are
considered within the spectrum of enduring mental illness. However, it is
acknowledged that this group of women can be problematic to engage in research
(Mayers, 2000). The recruitment strategy used a mental health resource centre as a
point of access. At an initial meeting at the centre with possible participants, two
women identified that they had schizophrenia but neither opted to take part in the
study. The most common diagnosis, depression, was represented in this group of
women. There were no women from an ethnic minority background in the final
cohort. One woman from an Asian background consented to take part but withdrew
at a later stage. The final group may reflect the make-up of the women users of this
particular mental health facility, with few users being from the ethnic minority

population.
The small number of women, five in total, cannot claim to be representative of any,

let alone all, women with mental illness. However, the methods used, the depth of

information gained from the women’s lives, the similarities and the differences they
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experienced, and their unique perspectives strengthen the value of the work.
Moreover, to some extent these findings are reinforced by other literature. The
women’s narratives highlight their experiences, beliefs, personal meanings and
feelings. Although they constitute a small sample, there are similarities and
variations among the women’s experiences, and so inferences can be drawn from the
work. The unique narratives of the women and the comparison across their

narratives may help others to consider and understand their lived experiences.

Another factor to be considered in relation to being representative was the Scottish
context of the work. Scottish mental health services have been slower to close large
psychiatric hospitals than their English and Welsh counterparts. This has led to a
slower, more planned development of community care. Therefore, although
community services exist, the psychiatric hospital as an institution still has a
significant role in both power and place. This context may have had implications for
the focus groups as the therapists involved were drawn from the foremost psychiatric
service in Scotland, which in comparison to other services still has a significant way
to move forward. This situation may result in a particular perspective being put
forward that may or may not be borne out with a group of therapists located

elsewhere.

The focus group members reflected a range of ages and grades, but there were no
therapists from an ethnic minority background. Again, this situation realistically
reflects the small number of occupational therapists from an ethnic minority
background who are currently on the UK occupational therapy register. Furthermore,
the Scottish context has to be considered in relation to ethnicity, as there are few
therapists from an ethnic minority background practising in Scotland. An additional
concern was the membership composition of the fourth focus group, which was not
ideal. Unfortunately, because of member changes two service managers participated
in the same group. This group was also the most difficult one for me as the
researcher, as both managers were well known to me as past colleagues. This group

could easily have lost its focus, as I found that a blurring of my roles as researcher,
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therapist and past colleague occurred. I had to draw back from the discussion and re-

assert my researcher’s role.

In summary, several key strengths of the study have been indicated as well as aspects
that could be improved. The prolonged engagement with the participants has led to a
depth of work that would not have been possible with alternative methods. The
collaborative nature of the work, particularly with the women, has been beneficial to
the final product. To an extent this is less true of the occupational therapists who
ultimately had less invested in this research process. Another strength was the
observer who also acted as an external auditor: her contribution ensured that the final
findings reflected the data. My own understanding and familiarity with the world of
occupational therapy and mental health practice provided me with an insider’s
perspective. This to some degree was a two-edged sword: I was aware of my own
assumptions and had to work to identify my subjectivity and how this could have
influenced the findings and the study’s implications. As a footnote, for both groups
permission for the tape and video recordings to be placed in appropriate archives was
not requested; therefore a valuable opportunity was lost. With future, similar work,
permission would be sought as part of the consent process for such tapes to be

incorporated into an archive.

Implications and conclusions

This study has juxtaposed the stories of two groups of women: women who have
lived with mental illness for the majority of their lives and women occupational
therapists who work in mental health services. The women’s narratives have
unveiled the complex interweaving of their pasts with their present and their
possible, future lives. The therapists’ stories revealed the intricacy of their practice,

their professional beliefs and dilemmas within the mental health context.
Previous research has indicated that women are disadvantaged socially, particularly

so when they have contact with mental health services (Showalter, 1987, Ussher,

1991; Repper et al., 1998). This study has further demonstrated that this is indeed the
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case, with the majority of the participants expressing widespread dissatisfaction with
services they received. Furthermore, disadvantages and dilemmas were also found
amongst a group of mental health professionals, namely occupational therapists, who
worked with similar women clients. Both groups of women were restricted and
controlled by the organisations in which they were treated or worked. Organisational
forces impacted on the provision and delivery of occupational therapy within mental

health services.

The key outcomes from this study clearly indicate the potential for lessons to be
learnt, specifically by occupational therapy. Implications arise in the areas of
occupational therapy practice, education and research. Each of these three areas will
be considered in turn. However, there are also messages for other professionals

working with women.

Key findings from the study

Overall, this work has emphasised the women’s lived experiences and the myriad
ways in which the women perceived they had been failed, by mental health services
in particular and society in general, when they had mental health problems. The
women'’s lives spanned the greater part of the twentieth century. For one of the
participants contact with psychiatric services began in the 1950s. What emerged in
varying degrees for all of the women, were portraits of their lives that were changed
as a result of their mental illness. Key findings included the women’s experiences as
both victims and importantly, as agents for themselves and others. Related to this
personal agency was the need for future goals and hopes to be recognised and
nurtured by health care professionals. Furthermore, the significance of the women’s
experiences along the continuum of motherhood adds to our understanding of the
long-term impact of continuing mental illness on women, their children and families.
Overall, what emerged were women who identified that they were experts in their
own life. The women’s accounts highlight that against the background of the rhetoric
of Government initiatives and National Health Services directives little has changed

from their perspective. In the past 10 years, however, there has been a growing
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awareness of the need for gender sensitive services. The overall findings to emerge

from these women’s narratives and the focus groups are summarised below.

Women’s words illustrating their worlds

e The significance of formative experiences

o The importance of women'’s roles

e The need for occupational engagement

e The shared experiences of mental illness

e The presence of suicidal thinking

e The impact of stigma and discrimination

e The emergence of victimic and agentic roles
e The place of supportive frameworks

Common ground — A meeting of minds

e The need for safe environments
e The experience of powerlessness
e The wish to be heard

Practising in psychiatry

The uniqueness of occupational therapy: something unique to offer
The client-centred dilemma

Treatment issues and women

The invisibility of gender on practice

The pressures on practice

In hearing the women’s stories and recognising the similarities that emerged, it is
hard to dispute the power of their experiences. Furthermore, it is difficult to ignore
their call for changes. These changes appear reasonable and, on the surface, some
have few financial implications. Their recommendations included the right to be
heard, to be valued and respected, to be safe, to be cared for, to have access to
women carers or women-only environments, if requested, and finally, most
importantly, to be the seen as the experts on their own lives. The question arises how
can mental health practitioners meet these requests? The answer to this question is
not simple and involves changes across a range of spheres including practice and

education.
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However, there is an overarching aspect that should be considered first. As health
and social care continues to change and demand different responses from its
employees, occupational therapists must have a dynamic professional thinking
capability in order to demonstrate to stakeholders that occupational therapy offers a
valid and necessary service to health and social care arenas. Occupational therapists
need to think out their roles within the wider sociocultural contexts in which they
practice and be proactive in developing and changing not only their practice, but also
the wider services in which they are employed (Roberts, 2002). Therapists need to be
encouraged to engage and debate issues beyond the professional literature. This need

to build professional capability has implications for practice, research and education.

Implications for Practice

The findings of this work reflect the College of Occupational Therapists research
priorities, namely the incorporation of users’ perspectives, the relationship between
occupation, health and well-being and research concerning service configuration.
(Illot & White, 2001). The contributions of these findings to the above priorities are
modest. However, possible implications for practice have emerged. These are
presented under four headings. The first considers the need for therapists to
acknowledge aspects of working as women with women. The second deals with
principles for how occupational therapists work with women. The third aspect
considers the need for safe practice, thereby ensuring better services for women. The

final section addresses wider issues in relation to mental health services.

Women working with women

e There is a need for occupational therapists to raise awareness of the factors that
impact on women clients and themselves, as women. These include issues of
stereotyping, oppression and the multiple aspects of discrimination: gender, age,
race and class. Anti-discriminatory education needs to be available to all staff and
be integrated within their practice. This aspect of practice is well established in

social work education and this could offer a useful model.
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o Therapists need to recognise their status and related issues of power and
powerlessness in their work and to advocate for change and empowerment within
their practice by developing communication and political skills to work
effectively in the ever-changing climate of health and social care. Higgs and
Edwards (1999) identify the above as ‘entrepreneurship’. However, it is
recognised that such transformation will only occur if wider organisational

changes also take place.

Practice intervention principles

In this study, life history and narrative offered a way to gain insight into the lives of

the women. It proved an extremely useful method, eliciting rich accounts of the

women’s experiences that went beyond the superficial (Corring & Cook, 1999).

Recognising and incorporating narrative within occupational therapy practice would

help women to tell their own stories, importantly, in their own way. Therapists

through collaborative working can help share and shape their client’s future life-
story, helping them to become different, to be transformed. Mattingly (1998) stated,
that “recovery...rarely means a return to a life one once had. It means, rather, the
remaking of a life” (p. 64). Burke and Kern (1996) advocated the use of narrative in

occupational therapy stressing it ““is not a matter of it taking more or less time, it is a

matter of being the essence of practice” (p. 391). Therefore, the use of narrative

within occupational therapy practice should be further explored and developed.

o Narrative strategies should be incorporated into assessment procedures. For
example, the assessment tool, the Occupational Performance History Interview (a
historical interview) seeks to gather information about a client’s past and present
occupational behaviour (Kielhofner, 1997, p. 203). The challenge is to develop
better means of eliciting clients’ narratives that acknowledge the client as the

expert.

In relation to assessment, given the prevalence of sexual and physical abuse in
women’s histories there is a need for these issues to be explicitly considered in the
assessment process. Therapists should be open to these issues when working with

women.
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From the evidence, the women had significant roles and they valued engagement in

occupation throughout their lives. The women identified the importance of

occupation to their well-being and health; being able to do what they wanted and

needed to do was highly regarded by them. This included recognising the importance

of women’s roles, especially as mothers and primary carers.

A specific recommendation is for therapists to acknowledge the significance of
mothering, and work collaboratively with women who are mothers to assist the
development of effective coping strategies. This is particularly important in the
early stages of infant-mother relationships when the primary role is that of
caregiver. This may include the provision of advice or demonstration: physical
and emotional contact with children, types of play and equipment usage, practical
assistance in the home and information on support networks available. However,
as the mothering role develops over time, therapists need to be attuned to meeting

the client’s changing needs.

Therapists should aim to optimise the quality of life for women by providing support

to facilitate improvement in their functioning.

Women and therapists should work collaboratively to provide intrinsically
meaningful occupations, with consideration given to the provision of appropriate
treatments that do not stereotype or limit opportunities. An important aspect
relates to that of supporting clients to re-engage with their employment, if they
wish to return to their workplace. If paid work is not appropriate then women
should be supported to preserve and develop social networks that maintain their
inclusion within their wider communities.

Intervention should focus on strengthening the client’s agentic self, and
supporting the client’s sense of self. Therapy should offer hope to women by
acknowledging their goals and future aspirations and by supporting these to be
met.

The concept of client-centred practice within occupational therapy requires
further development and understanding by therapists. The least known aspects of

the concept namely, contextual congruence, accessibility and respect for
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diversity, should be given further consideration as to how they can be

implemented in practice and the consequences that may arise.

Occupational therapists have much to learn from those who use our services. We
should be proactive in consulting women users, engaging them and supporting their
involvement in service reviews and evaluations. Similarly, they have a pivotal role to
play in the wider planning and monitoring of service development. We must,
however, be careful not to exploit or abuse these users’ perspectives or use this
information once given ineffectively. Moreover, some service users may be prepared

to share their knowledge through staff development by acting as consultants.

Support for safe practice

The issues of practising safely and risk-taking were evident in the findings in a

variety of ways. Practising safely will be considered first. It is apparent that there

should be appropriate support for all women in mental health settings including:

e confidential opportunities to confront fears or their own feelings of distress raised
in their practice, for example, feelings raised by a client’s self-harming.

e access to regular supervision providing an opportunity to reflect on their practice

experiences and to debrief from critical incidents or situations.

Supervision is already acknowledged as a core element of occupational therapy
practice, especially in mental health settings. The benefits and the perceived need for
professional supervision within occupational therapy have been dealt with elsewhere
(Scholtenberg & Delworth, 1987; Hawkins & Shohet, 1989; Allen & Ledwith, 1998;
Sweeney et al., 2001a; Sweeney et al., 2001b). Stories from practice can be shared
and different perspectives can be considered. This mechanism could be used to

address some of the above issues.

Additional support may be necessary for staff who work with women who have been
sexually abused. This should include opportunities for women workers to explore

their own history of sexual abuse, if necessary.
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o Staff should be encouraged to access other supportive frameworks that may
already exist within their own organisations, such as staff counselling services. It
is recognised that individuals may be wary of such workplace resources in light

of confidentiality issues.

Existing policies for risk reduction, safe working, sexual harassment and violence at

work should be displayed and be accessible to all clients and staff members.

o Individual therapists and organisations must maintain safe working practices and
environments and continue to be aware of the potential risk for violence in the
course of their work (Blank, 2001a). Risk assessments of work practices should

be undertaken in a regular and systematic manner.

Wider issues related to mental health intervention

Mental health services need to encourage the maintenance of parenting roles by
providing appropriate areas for children’s visiting or creche facilities in hospitals and
mental health day centres where women are receiving care. As was evidenced, the
home environment in some instances may not be the ideal place for women to
receive their intervention if their home responsibilities impinge on the effectiveness
of that treatment. Therefore, there is a need for suitable community resources to be
available, with appropriate childcare facilities such as community drop-ins or other

facilities.

An area for further consideration for mental health staff is the team’s responsibility
for initially giving information about diagnosis and support agencies. Occupational
therapists, like others, have the responsibility to assist their client to make sense of
what is happening to them. The need for informed choices is paramount throughout
the treatment process. The continual existence of stigma and discrimination as
experienced by the participants places a duty on all mental health professionals to
actively promote understanding of mental health and mental illness in the wider

community. This also reflects current Government policy.
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Implications for Education

The College of Occupational Therapists’ Statement on Lifelong Learning
emphasised the importance of continuing personal and professional development for
all members to meet the goal of delivering safe, efficient and effective person-
centred interventions (COT, 2002). Therefore, professional education activities
require the incorporation of aspects of concern to women within relevant course

content.

Undergraduate courses
There are several areas to be considered within the undergraduate curriculum: gender
and anti-discriminatory practice; communicating effectively; developing critical

thinking; client-centred practice and mental health education.

The undergraduate curriculum for occupational therapy within the UK is based on
national guidelines from the College of Occupational Therapy. The existing
guidelines do not stress gender issues or anti-discriminatory practice. Several
measures are proposed:

e Review COT guidelines to emphasise and incorporate gender issues and anti-
discriminatory practice, thereby placing these as integral components of the
undergraduate curriculum. The new benchmark statement for Occupational
Therapy from the Quality Assurance Agency for Higher Education (QAAHE,
2001) states that healthcare professionals “... should be able to practise in an
anti-discriminatory, anti-oppressive manner” (p. 2.). These benchmark statements
are to be used as a source of reference when new occupational therapy
programmes are being designed and developed. Therefore, anti-discriminatory
practice should be a key component of learning, both in university and fieldwork
settings. Social Work courses may provide a model of best practice of teaching
and learning anti-discrimination within their curricula.

* Inclusion of women’s specific issues in the curriculum.
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Communicating effectively

Students need to develop the skills to interview and listen to clients through both

verbal and non-verbal communication. The use of structured assessments may limit

or narrow the focus, since these are driven by the profession’s view in contrast to the

client’s perspective. Meyer, a prominent figure in the development of occupational

therapy, stressed as early as 1912 the importance of taking and recording the

person’s life history to understand the client’s situation (as cited in Serret, et al.,

1985).

o Ensure that students can facilitate clients’ telling their own story of their lives in
their own way through multiple methods including narrative. This requires

opportunities to practice these skills in the university and the fieldwork setting.

Developing Critical Thinking

Students need to be able to engage in debating the issues that impact on occupational

therapy in particular and on the wider sociocultural aspects in general. This requires

structured engagement with topics that encourage the expression of their personal

and professional views. This in turn can lead to a shift in thinking and therefore a

change in behaviour. They must continue to develop their practice and knowledge in

an uncertain, ever-changing world (Higgs & Titchen, 2001). Many undergraduate
courses already utilise myriad teaching and learning methodologies, including
problem based learning which aims to develop the learners’ thinking and their
problem solving skills. Undergraduate courses should present students with:

e More use of literature to explore individuals’ perspectives of health, illness and
care. Medical humanities offers a possible way forward by using literature to
encourage and facilitate the discussion of a range of issues, allowing the personal
story of each participant to infuse the discussion and thereby leading to a rich and
meaningful learning experience (Murray, 1997).

» Increased use of debate to encourage the verbalisation of ideas, including
opportunities for argument of professional and social issues. This would enable
the development of evaluative practitioners who are able to scrutinise their own

and others’ knowledge base.
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Client-centred practice
The concept of client-centred practice needs to be fully explored and understood by
learners and academic staff. The implications of client-centred practice, barriers to its

use and the responsibilities it places on these future therapists must be considered

and debated.

Continued professional development

Maintaining and developing a skilled practitioner is at the forefront of the

Government’s changes within the National Health Service. The following measures

would develop the necessary knowledge and skills:

o Education that deals with specific issues including sexual abuse, physical abuse,
deliberate self-harm, consequences and treatment implications.

e In-service education to develop gender awareness within their own practice.
(This already exists in some areas for example high security hospitals. This could
provide a framework for inclusion in general psychiatry areas).

e Access to assertion training for professionals.

e Women’s studies and feminist perspectives

Implications for Future Research

Women & mental health

The commissioning of collaborative research with women service users to:

e Investigate their occupational needs including possible occupational therapy
solutions.

¢ Explore mothering further as an occupation and the implications for occupational
therapy.

e Develop and evaluate women-centred mental health projects.

e Ascertain the user’s perspective of client-centred care.

o Explore the effectiveness of narrative as assessment and treatment.

Educational research

There is a need for research within occupational therapy to:
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o Determine the benefits of narrative on graduate’s understanding of mental health
1Ssues.

o Establish students’ and occupational therapists’ personal and professional
understanding of discrimination issues.

e Ascertain the impact of anti-discriminatory education within educational
programmes at the under-graduate and postgraduate levels.

o Identify the implications of anti-discriminatory education on practice.

This work, although small in scale, has highlighted many areas that may require
further attention or research. Realistically, the implications focused on education

may have the greatest impact in the shortest time.

Conclusions

The findings of this study have contributed to the body of knowledge of women and
mental illness, whether of women who live with mental illness or of women who
work as occupational therapists in this speciality. It has given insight into the realities
of the women living with mental illness and of occupational therapists practising in
mental health settings, creating both increased knowledge and understanding of the

experiences of the two groups.

The occupational therapists here were committed to their clients. They clearly
wished to value each person as unique and aimed to provide a meaningful service to
the individual. However, as they were part of a larger system they were also limited
by that system. Their work and status within the broader organisation were little
understood, and to some degree was perceived by the therapists as unrecognised. The
therapists articulated their work roles and they were aware that they offered
something different from other team members. This sense of being different could be
capitalised on to develop localised, creative solutions beyond the dominant

organisation.
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The women’s individual narratives uniquely told of their lives, past and present.

They have many messages for practitioners who wish to understand their clients’

lives more fully and adapt and develop their practice accordingly.

In conclusion, occupational therapists can gain much from the women who use their
services. It is imperative that occupational therapy listens to, and learns from, women

users and that the profession employs this knowledge to shape and develop future

occupational therapy theory and practice.
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Appendix A

Wanted

Are you a woman who has a severe mental health problem?
Would you be willing to tell your life history?

I am undertaking a study investigating the life histories of
women with severe mental health problems. As part of the
study I am seeking to interview women about their life and
experiences. The findings will be used to inform the education
and practice of occupational therapists.

If you are willing to take part, you will be interviewed at home
or at a suitable local venue.

Your story will be tape-recorded. It will then be used
anonymously to inform occupational therapists both in health
and education. The interview will last from 1 to 1" hours.

Please contact

Elizabeth McKay on 01524 383 386

or write to

Elizabeth McKay, St Martins University College,
Bowerham Road Lancaster Lal 3JD.
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Appendix B

Research Information Sheet

EXPLORING LIFE HISTORIES OF WOMEN WITH MENTAL
HEALTH PROBLEMS: A QUALITATIVE STUDY.

Researcher: Elizabeth Anne McKay

Contact Details St Martins University College, Bowerham
Road, Lancaster LA1 3JD

The Study

This study aims to explore the life histories of women who are identified
as suffering from mental health problems. The study will focus on you
as a woman who has a mental health problem. I am interested in hearing
about your life experiences. I hope that this information will be useful to
mental health professionals in their work.

Your involvement

The study will give you an opportunity to tell your life story in your own
words. This would be achieved by in-depth interview, the interview will
be directed by you. Interviews will be used as the main way of
collecting your story, these interviews will be audio taped. Interviews
may take up to 1 to 11/2 hours. Later on some follow up time will also
be required. You will determine a suitable time and place for the
interview to take place. All tapes will be destroyed after the study is
complete. All information will be confidential and your name will not
appear in any documentation or papers.

You will be given as much time as it takes for you to decide about
participating in the study. You are under no obligation to participate and
you are able to withdraw from the study at any time without your care
being affected.

Once the data analysis is complete I am very willing to share the findings
with you. Thank you for taking the time to consider the study. If you
have any questions or would like clarification please contact me at the

above address.
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Appendix C

Participant’s Consent From

I have read and understood the information provided.
I am willing to take part in the interviews.
I am aware that I am under no obligation to participate

I am able to withdraw from the study at any time without my care being affected.

....................................................................................

....................................................................................
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Appendix D

Department of Health
Brunel University
Osterley Campus
Borough Road
Isleworth

July 2000 TW75DU

Dear Colleague

Focus Group Research

First let me introduce myself. I am Elizabeth McKay a lecturer in occupational
therapy at Brunel University, London. Ihave been given permission to approach the
occupational therapy staff by (name removed). I have just completed Phase One of
my doctoral study ° the lived experience of women with severe mental illness: an
occupational therapy perspective’. This phase involved in-depth interviews with
women with enduring mental illness. Following analysis and interpretation of these
interviews I would like to discuss the findings with occupational therapists within
mental health settings, who regularly work with women with severe mental illness.
For the purpose of this study enduring mental illness is defined as

A mental disorder (i.e. psychotic disorders including schizophrenia, manic depression, severe
depression or severe neurotic conditions and personality disorders) of such intensity that it
disables people, preventing them from functioning adequately as determined on the basis of
their culture and background (The Sainsbury Centre for Mental Health, 1998, p. 12).

To allow this discussion to take place I am aiming in December 2000 to run a series
of Focus Groups at (name removed). I would like to invite you to take part in one of
these groups to discuss the findings with other occupational therapists. The focus
groups will take a maximum of two hours, if you agree to participate you will only
attend one group. The groups will be video taped to ensure an accurate record of the
sessions. In addition an observer will be present to monitor the session.
Confidentiality will be maintained at all times. The videotape will only be viewed by
myself and following the research it will be destroyed. Any quotes used in the
research will not be identifiable.

As I am aware that you have busy schedules, to maximise possible participation I
would like to plan the timing of the sessions to meet your needs. If you are
interested in participating can you please complete and sign the attached information
sheet. Please indicate what day and session would be best for you. I enclose a stamp-
addressed envelope for your convenience. [ would welcome a reply by September 4,
2000. Thank you for your time and interest. I will be in contact in the very near
future with regards to date and timing of the group.

Yours sincerely
Elizabeth McKay MSc BSc, (Hons) Dip COT, SROT

372



Appendix D

Focus Group Volunteers:
Consent to Participate

Designation............c..c...ooue....
What area do you currently work in (please tick)

Acute admissions Day hospital Community mental health team
Rehabilitation Unit  Forensic Unit

How long have you been in your current post?

Contact AdAreSS .oovnee e

....................................................................................

....................................................................................

Lo am willing to take part in the focus group. I agree to
participate in the session and to maintain confidentiality following the group.

SIgNAture. ........ovvvviiiiiiiiiiii e Date.........coooveennn..

Monday Tuesday Wednesday Thursday Friday

AM PM AM PM AM PM AM PM AM PM
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Appendix E
Follow Up letter

Department of Health
Brunel University
Osterley Campus
Borough Road
Isleworth

TW7 5DU

October 2000

Dear

Focus Group Research

Thank you for agreeing to take part in this research, by being a participant in a focus
group. The location and the time of your allocated group are listed below. The group
you will be attending will be formed from occupational therapists that work with
women with severe mental illness. The focus group will begin with a number of
general questions before moving on to discuss with you questions derived from the
first phase of the study. Throughout the session your perceptions and views on these
will be sought. Please note there are no right or wrong answers.

As the groups will be small the success and quality of the discussion is based on the
people who attend. Your participation in the discussion will aid making this research
project a success. In making the allocation I attempted to meet all requests. However,
due to the hiring of the studio, this was not achievable for all. You have been
allocated to the group below.

Date and Time of Focus Group
Friday 8 December 10.00 — 12noon
Location:

A map is enclosed

If for some reason you are unable to attend, please call me as soon as possible We
may be able to allocate you do another group. My telephone number is 020 8891
01212 Ext. 2483. Thank you for your support with this research

I look forward to meeting with you on December 8.

Yours sincerely

Elizabeth McKay
MSc BSc, (Hons) Dip COT, SROT
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Appendix F

Questions for Second Interview

Standard Probes: What was that experience like for you, what happened next. Tell
me more about that?

Review of life summary to aid telling the story, bring back to the
focus. Atkinson(1998).

Internal Questions (concern the story as told previously)

1st phase:

B. Review chronicle with the person. Add or alter the information there, (get
DOB if not already got)

2" phase:
Present main plots (NB. different for each)

External questions (New questions)

-
=9

phase: Reflective overview

How do you see yourself today?

What or whom motivates you?

What has been the most important learning experience in your life?
What relationships in your life have been most significant?

What have been your greatest accomplishments?

What matters, the most to you now?

How have your life experiences shaped the person you are today?
When you think about your future how do you feel and why?

Do you have any advice for people who work in mental health?

WX h W =W

losure

What, if in any way(s) has telling your story had on you?

What are you feelings about this research and all that we have covered?
. Is there anything we’ve left out of your story that should be there?
Do you feel you have given a fair picture of yourself?

el S e

Is there anything else you would like to add?

Thanks
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Appendix H

PROTOCOL FOR FOCUS GROUP

Exploring occupational therapists perspectives
of working with women with enduring mental illness

INTRODUCTION TO SESSION (pre-recording)

Thanks for attendance and welcome

Outline of the session — how the session will be organised, notes will be taken for
summary

Role of the observer

Timing of the session (1hr 45mins)

Domestic arrangements (toilets, refreshments)

Confidentiality

Start of Video Recording

1.

2.

Introductions

Why invited — senior occupational therapists who work with women with
enduring mental illness in a range of clinical settings.

My research - Need their assistance.
To explore the perspectives of occupational therapists working with this group.
To explore some of the findings from phase one of the study.

This session as a focus group — dynamic process. Respect the views and opinions
of others, may agree/disagree, change your mind. The group process is important.

Invite questions from the group members

Opening question - Can each of you tell the group where you are currently
working with women with enduring mental illness and how long you have been

in that post?

CONCLUSION TO THE SESSION
Thanks to each member. The next stage: Feedback: transcriptions of this group will
be sent for your verification. Acknowledge for their contribution. Re-stress

anonymity
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APPENDIX I

‘The Questioning route’

Exploring occupational therapists’ perspectives

of working with women with enduring mental illness
FOCUS GROUP RESEARCH: 7/8 DECEMBER 2000

Opening question
Can each of you tell the group where you are currently working with women with

enduring mental illness and how long have you been in that post?

Introductory question

What interventions do you utilise with women with enduring mental illness?

Transitional questions: exploring: forum to think about

What does it mean to you being a woman working with other women?

In your opinion is your gender and the client’s gender a central concern in
understanding women’s mental illness.

To what extent does gender impact on your own practice?

Reflecting on your practice describe any issues that have been raised in your work
with women with enduring mental illness?

To what extent do these issues differ for men clients that you work with, or do they?
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Transition their reactions to my research/my interpretations

Key questions

Occupation as central
1 Occupation was crucial and was identified as essential by all the women.

STIMULUS Pat’s quote (what does this say - not meaningful not meeting her
needs).
e What opportunities are offered for women clients to make choices about
their intervention in your clinical area?
e What opportunities are offered for women clients to be involved in
programme development within your clinical area?

e Do women clients use these opportunities?

2 Women’s Roles.
STIMULUS: The complexity of their lives and their occupational roles were not
always recognised by mental health professionals.

e What are the implications of this lack of recognition for women clients in
contact with mental health services?

e What do you think occupational therapists can do to prevent/reduce this

lack of recognition of the complexity of womens’ clients’ lives?

3. Meeting needs
STIMULUS - Not all this positive. Women in this study felt that they were
unheard - they wanted mental health professionals to listen to them.
In what ways do you ‘hear’ women in your practice?
4. Safe & secure.
Within your clinical areas are there women only groups/environments?
Describe these groups/environments?

5 Education

In your opinion is there a need for staff development or education in relation
to working with women with enduring mental illness?
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‘The Questioning route’ (continued)

Ending questions

The summary - Was this an adequate review of the session?

Final question — Have we missed anything?

The “all things considered’ question - What for you was the most important aspect

raised in this group’s discussion?

CONCLUSION TO THE SESSION

Thanks to each member

The next stage: Feedback: transcriptions of this group will be sent for your
verification.

Acknowledge for their contribution.

Re-stress anonymity
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Appendix J

Focus Group — Stimulus Material

Stimulus One: Occupation is essential

Sarah spent 7 years in a wheelchair:
“For some of the years I worked in the garden it was the only place I could go out to
and probably that’s what kept me alive, kept me focused.”

Hilda:
“I’m always working through problems don’t get me wrong when I’'m doing it
(writing) its like I’m doing something...it stimulates your mind.

Stimulus Two: When one door opens:

“I used to walk into the occupational therapy department and out the other door. See,
if  was asked - I wasn’t lying when I said yes. I hadn’t lied, I’d been in it and
straight out.”

Stimulus Three: Lives are multi-dimensional

Roles: workers, mothers and grand mother, carers, lovers, patients/clients,
colleagues, sisters, daughters, counsellors, activists, volunteers, mental health service
user, choir members, gardeners, writers...

Stimulus Four: Meeting needs

Pam

“I mean I went there, the day hospital, about three times a week. ...I mean you were
well cared for, you really did have your own occupational therapy and carer you
know anything you needed it was like that (snapped her fingers). They made time for
you.”

381



Appendix K

Example of Units of Meaning from Transcript

Transcript Essence

I took the first sort of serious breakdown I suppose you would say and | My friend’s
I had already my friend, my friend I was telling you about that’s had an | trip
Accident to her eye she went to night school and there was a special

thing they were doing at night school an exchange to Germany we had

arranged to go on that it was the year that

I had I wasn’t really well and ehm my minds gone blank(laughs) eh [ wasn’t

right I had been ill I had ended up in the hospital but also I remember
she reminds me of it I had got out of the hospital and I was swithering

whether it would be all right to go the holiday and

Then it ended up I had this hairspray in my hand and I sprayed it all
over her eyes and face it was really totally out of character I don’t
know why I did it or anything it was really weird but anyway was that
before or after I’d been in the hospital I think that might have been

before I went into the hospital.

I was in the hospital I was only as I say seventeen I had whatever they
gave me medication then they decided to give me ECT which if ever I
was asked to take it again I wouldn’t take it I just wouldn’t take it any
more I’ve had more after that but I really don’t think they know they
don’t knew how it works basically so I had ECT I was a bit better I said
to the doctor we had this holiday arranged and they said yes it was all
right

I had been out for a couple of weeks but I had to keep taking my

medication which was liquid cosh and of course that meant I was on a

really well

Totally out

of character

ECT they
don’t know
how 1t

works!

Falling

asleep
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Jower dosage but poor M had to put up with me falling asleep nearly all
the time and when we were away it was very warm as well it was July
when we went and she I mean she nobody else knew they knew I
hadn’t been well but nobody knew what but she knew what I had sort
of been through I really felt it spoiled her holiday (laughs).

We do have a lot of happy memories of this holiday. There was one of
them we went into this café it was called the ‘copedolemento’ that was
there top thing was this ice-cream called the copedolemento so we kept
getting this for the fortnight then we discovered the base was rum
(laughs heartily) so that was why we liked the copedolemento. That

was a little aside
Beth How long were you in hospital the first time?

[ was in I think about six weeks as far as I can remember so it must
have been earlier in the summer right and actually at that point I was

still on a sort of trial with the civil service and they extended it because

[ had been ill

I did eventually what is you become permanent they don’t call it
permanent there’s a name for it but I thought I was going to end up
never ever getting made permanent. Cos everyone that came after me
seemed to be getting made permanent but eh I was in about six weeks

now I don’t remember an awful lot about it but I know....
(telephone rings)

Interview stopped for 6 minutes
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Appendix L

Unitising the data
(Example)

Marguerite
Page Word or phrase the essence of the unit of meaning

1 Earliest childhood memory
Coming to O.
Brothers and sisters
One died of diphtheria
I was at the opening of school
Catching lice — worse thing about primary

2 My friend’s holiday
I wasn’t really well
Totally out of character
ECT they don’t know how it work
Falling asleep nearly all the time
I was still on sort of trial
Never getting made permanent

3 I liked sports
Don’t want to be in a class of boys.
I stayed off, and stayed off
Two jobs at the same time
Working when I was sixteen
Rosebud and speedwells
30 year medal
Sunday school
I liked sports and team games
I didn’t get anything — o levels
Delayed reaction to leaving school
First sort of serious breakdown

2 My friend — exchange to Germany
I wasn’t really well
Totally out of character
Given ECT - they don’t know how it works
Medication — falling asleep all the time
I was still on a sort of trial

3 I was probably high
Sister’s breakdown a cause?
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Mother — she has a heart like a Mountie
Parents - mum; highly strung dad: depressed
It’s difficult to remember

It just wasn’t like me

It had taken me two years were normally it would take a year

I liked working with people and I like working with figures

I’ve not got him anymore

Friend christened together

Met husband — that went on and the next year we got engaged and
then the next we got married

Everybody was getting married
I wasn’t very well
I was whipped into hospital

Didn’t get to bond with my daughter

Mother-in-law — she nearly moved in, she more or less took over
Very little chance of getting custody — that was his advice and I took
1t.

I wondered if I had done the right thing

I just often regret never having tried

I choose to leave and I left my daughter

Do I want to do this do I want to do anything

A few folk know but not everyone knows

I’ve nothing what is there?

It was in the paper they got it wrong thank goodness.
They weren’t sure whether I was going to survive
My angel of mercy

I thought it was self inflicted

? Medication

I had a couple of wee goes — suicide attempts

Still here with my funny walk

Recovery and reconstructionboring job good crowd.
I don’t know whether to tell

Abortion

GP was a catholic doctor she wasn’t entertaining anything
It ended up I went in ad got a termination

It was a very difficult decision to make

I’ve got mixed up with who knows and who doesn’t

I didn’t know what to do

My mother wasn’t daft

Others - it was going to be an inconvenience

I don’t think I could cope with another child
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10

11

14

15

16

17

18

19

20

You have regrets

Hardest decision I’ve ever had to make
Every so often you think

You can’t undo that one

Doctors were very particular

[ wouldn’t have been able to deliver

I didn’t want to stay —so I left

I had never put it on the form — mental illness

Job wasn’t going any place

Mum and dad were finding the stairs difficult
Work - they upgraded me

I’m more manic than depressed

Spend lots of money

She didn’t want me in her section

I was sure that was then put on my record
They could have fired me

As soon as you put it (mental illness)

I tried for a few promotions —
But if you were male you didn’t get anywhere.
I never got any higher

Do I need to stay here and get all this hassle — early retirement?

I’ve not hung about

I was eating them (painkillers) like sweeties
Too young for artificial hip

You’re going to have a limp

Friend at work

You’ve had a real shake

You’re arisk to their figures

Triggers — dead died breakdown in September
Sister is very aware

Dad’s cancer
Too far gone to do anything

If I’d known
I had been in and out that often

Various doctors — somewhere along the way you should see the

Consultant

Come off medication

Lots of side effects with lithium
Being monitored
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21

22

ECT and medication
If I had had a supportive husband

I took the whole bottle

I feel in a way this is as cured and I’m going to get
Brother’s illness
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Appendix M

Discovery Themes
1. What are the recurring words/ phrases and topics in the data.

Initial Codings

Surviving, People not recognising, Experiences of care - Insensitive handling, Safety
Issues, Not being protected, Stigma, Discrimination, Parental relationship, Diagnosis,
Medication and side effects, Being busy: doing, Being a mother, Relationships with
men, Having survived, Lack of power, Guilt

2. Other codes arising from the data

Using my voice, Supporting others, Understanding mental illness

Help available or not! , No cure, Relative problems* moved to mother section
Growing up, Friends, Catalysts & tell tale signs,

Suicide, Taking control, Faith

Siblings, Becoming

2. What are the concepts the interviewees use to capture their experiences
Treated badly: Surviving; Living with mental illness; destroying your life

Others not understanding; Helping others; Doing it for themselves

Mental health services being inadequate; writing as helpful

3. Other concepts that capture re-occurring phenomenon in the data that
helps sensitise you

Caring for others; being valued - being validated; making the best.

4. Patterns

Poor relationships; childhood experiences and environments
Mental health experiences not always good
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Surviving
Marguerite

Helen

Pam

Pat

Sarah

They weren’t sure whether I was going to survive
Still here with my funny walk

I feel in a way this is as cured as I’m going to get
It’s how you manage the illness

Not overcoming but living with manic depression
I’m taking care of myself

I’m helping myself the best way I can

I’ve got to work my day out right

I needed to know my rights

I was hanging on

You just kind of plodded on from bit to bit

You’ve got to survive

I don’t know how I survived

One of them is surviving the mental health system really
To have survived my life experiences to see a future

o People not recognising

Helen

Pam

Pat

Sarah

They didn’t see it

I told you for weeks I knew I was ill
How did people not notice?

How did nobody else know?

My husband never noticed

You could cry your heart out over there
Listen more to what is being said to you
Definitely listen

listen to the patient and accept what they are telling you

But they wouldn’t let me talk about it

e Insensitive/neglectful handling

Marg

Helen

Pam
Pat

I didn’t know you had a daughter

It’s like you were a second class citizen

I was condemned for being ill; You were condemned
They would stand and have a blether

It’s very sensitive because you would love a bit of bacon
They didn’t come up to her standards.

I didn’t feel I belonged anywhere

They would shut the door in your face
You can’t do that you’re working here
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Sarah Putting me out of my house
I haven’t said a word about the hospital the treatment I had in hospital
She was shouting at me for wasting her time

Safety issues

Helen
I felt safe for the first time in my life
I went there for safety I was afraid
Pam
Insisted I go to hospital that was the best thing ever
Pat
I had to for the safety of myself for the safety of my children
Sarah

It is a very scary thing to expose

It wasn’t a secret it was to keep me safe
e Not being protected
Pat

Both boys were sexually abused when they were in care
Sarah

I needed to be protected during that time

They weren’t making sure I was alright

Stigma/discrimination
Marg
I was still on a sort of trial
It had taken me two years were normally it would take a year
Very little chance of getting custody — that was his advice and I took
it.
A few folk know but not everyone knows.
It was in the paper they got it wrong thank goodness.
I don’t know whether to tell
GP was a catholic doctor she wasn’t entertaining anything
I had never put it on the form — mental illness
She didn’t want me in her section
I was sure that was then put on my record
They could have fired me
As soon as you put it (mental illness)
I tried for a few promotions
Too young for artificial hip
You’re a risk to their figures
Why should we be ashamed?
Talk about it openly
Helen
TB a big lot of trouble
At least this is a real illness (GP’s attitude)
They were all running for X-rays
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Stigma/discrimination (cont.)

They were all ashamed TB

It’s a shame

If you’re in their books you’ll always be reminded

Rip that whole book up, I’ve changed I’m not that person.
They were putting it down to nerves again

We were treated for being poor

wearing designer labels since [ was five

I thought it was normal to be poor

Pam
Mental health gets the least amount of money
I haven’t told my parents I wouldn’t like them to know
Pat
The minute the social worker said L attends Leverndale not a thing
was done
You’re an unfit mother
Nobody here knows by the way
she would tell everybody
In that house they are all out of Leverndale
she not to come near me
You are not coming near me
It’s none of your dam business
Take all references to that out of my file
All references of the mental hospital are taken out of my notes
Sarah

That’s me finished I’ll never be able to do anything

o Parental Relationships

Marg
Mother — she has a heart like a Mountie
Parents - mum; highly strung dad: depressed
Mother-in-law — she nearly moved in, she more or less took over
My mother wasn’t daft
Mum and dad were finding the stairs difficult
Dad’s cancer: too far gone to do anything
If I’d known
I had been in and out that often
Caring for mum
Everyone’s mother is part of their lives
Caring for mum it was difficult time
My mother was very important to me

Helen
Parents they were there all the time
They were a mixed couple
They were good parents
Mum’s support to get the right job
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Pam broken promise — my father didn’t get the farm
No matter what I did it was never quite good enough
I never reached a standard that was acceptable to my father
I thought the world of him(father)
My dad has power of attorney for me

Pat My grandmother on my father’s side was a bit loopy
My father was bothered with his nerves
My mother — she was a very positive women
You two will never get anywhere you are hopeless
My mother never ever
My mother never forgave me for that
Surely a mother was never like that
You’ve got to ask your parents first
Parents never get it right
She nearly broke the whole family up (mother)
Sarah
The only thing I was remembering was the abuse in my home
Parents — I’m not in communication with them
I know my dad has abused me
The terror of being angry at my mum or angry at
my dad.
He was coming across like my dad and in my way I was dealing with
my dad and I couldn’t take it
Feeling the pain of being abused by my father
Because eof my parents

Discovery themes - Reflective Diary (example)

Essence

Amazed at the openness

Impressed by the richness yet ordinariness of this life

A sense of loss intermingled against a background of tragedy

She and her family have coped; I knew nothing of her

Listen to her story; Feeling inferior less valid than others

A battler who had met her fights face on

Daughter and husband didn’t feature much in her story

Hearing about things I hadn’t expected

How comfortable I felt with her hatred towards her psychiatrist

Insensitive belligerent approach to his parents

| felt unhappy with my way of responding

A woman who has survived in spite of what the world threw at her

Sadness disappointment and dismay

Her own family made fleeting appearances; Not being listen to

Doing being and becoming

She is using her skills and abilities to focus on mental health issues

New roles with the local community; This can be different .
She has become an agent for change; Not believing or feeling her life her existence
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Complex and convoluted;

I left feeling confused and horrified at the life this woman led.

Let down by others who should have known better

Put the pros and the cons of the data and argument

] do feel responsible for ensuring theses women are “treated well”

[ feel somewhat guilty....

She’d never get her o’level and she did

It was important to hear Pat’s story (time pressure)

Missing hospital stories

Helen opened the door I was taken aback by how different she looked from the last
time

Been trying to sort out things in her own mind

Trying to make sense of her life perhaps a kind of closure

Interview would not follow my plan

I just let her talk

On reflection her account felt like a winding up a sorting out a final act
So painful with H taking a lot of responsibility for how things turned out
It felt very business like almost like applying for a loan

I began to get the feeling that she was allowing me access to a fuller ‘her’ than before
The finding of herself through the illness experience

She had been OK as a mother (psychologist told her)
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1. Category:

Inclusion rule:

2. Category

Inclusion rule:

3. Category

Inclusion rule:

4. Category

Inclusion rule

Appendix N

Categories and rules for inclusion

Still here with my funny walk

The women highlight that at times in their lives surviving is of
paramount importance. Surviving can be a life and death
experience or it can be just getting through a period of their
life. Included within this concept are the ideas of acceptance
e.g. as good as it gets. But importantly both self- responsibility
and self-management are also evident in enabling people to
cope. For the women there is a feel of coming through the war
but not unscathed.

I discovered that I was bipolar, it meant nothing to me.

All of the women experienced difficulty in getting to know
and understand their diagnosis and the consequences of their
diagnosis not only to themselves but to their family. Not
knowing left them unable to make sense of what was
happening to them or what could happen to them. In addition
not being told left them unable to seek out further information
that would have been beneficial to them. It made them the
passive recipients of a care regime.

I went there for safety

The women recognise that there is a need for a “place of
safety”. This for the majority initially was the hospital.
However some felt unsafe in the hospital. Others felt that they
were not being kept safe or indeed protected whilst at home.

It’s an unsaid you’re the patient and you have no rights

In their interactions with those in authority the women fell
they had no sense of power. They felt they had few or no
choices, no rights and were considered of low status.
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5. Category

Inclusion rule

6. Category

Inclusion rule

7. Category
Inclusion rule

8. Category

Inclusion rule

9. Category

Inclusion rule

10. Category

Inclusion rule

You have regrets *

The women experience a sense of blame for things that happen
to them or to family members. This results in them feeling
unworthy, undeserving and perceiving themselves as invalid.
*(This category became part of the category “I hadn’t
discovered quantum physics or anything!)

You’ve had a real shake

The physical painful effects of mental illness are not generally
recognised by others. Most of the women believe that current
physical ailments are either directly or indirectly related to
their mental illness history. The women believe that physical
illness is often negated in the presence of mental illness. More
emphasis should be placed on monitoring the physical health
of people.

You were my voice*

Evidence of women taking up the challenge of speaking out
for themselves and advocating for others.*( This category
became part of the category “I ‘m doing something about
this!)

I phone her on a Tuesday

The women are offering in a variety of ways informal support
systems. These include regular meetings and telephone calls.
to advocating for others and providing emergency telephone
support.

Everybody can understand pain, mental pain they can’t!

The women have identified a lack of understanding of mental
illness amongst others. They perceive that they can understand
physical illness more easily. Some acknowledge that as a
result of their experiences their own understanding has

increased.
A place to walk into....
The women felt that help was generally not available. The help

that was available was limited by its location or opening hours.
In addition, help that women found for themselves had been
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11.  Category

Inclusion rule

12.  Category

Inclusion rule

13.  Category

Inclusion rule

14.  Category

Inclusion rule

15. Category

Inclusion rule

16.  Category

Inclusion rule

17.  Category
Inclusion rule

experienced as not good or indeed unhealthy. Help takes a
range of forms from day centres, support groups to practical
help such as home-helps.

It’s the loss of your life

Mental illness for some was viewed as something that
negatively influenced your life to something that ruined your
life resulting in significant loss of life.

But mostly just to be.

The women believe that they have in a sense ‘found’
themselves, the majority feel happy with themselves now than
in their past.

I still drink a lot of irn bru

The women believe that physical treatments and drug regimes
have impacted and continue to significantly affect their lives.

It came from childhood*

Each of the women identify aspects of their development that
are ordinary shared human experiences i.e. starting school. In
addition some felt that their childhood experiences had
significantly influenced their adult hood. *(This category
became part of the category Because of my parents)

My friends were the ones who stuck by me

All of the women valued the important roles their friendships
had played on their lives. Significant friends identified were
also women.

I even scrubbed the coalbunker

The women identify behaviours that were unusual or out of
character for themselves either before or during illness
episode.

I haven’t discovered quantum physics or anything

The women recognised that at some point in their lives, for
some prior to contact with MH services, that they had
contemplated or actively engaged in suicidal behaviours.
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18.  Category

Inclusion rule

19. Category

Inclusion rule

20.  Category

Inclusion rule

21.  Category

Inclusion rule

22.  Category

Inclusion rule

23.  Category

Inclusion rule

24.  Category

Inclusion rule

I’m doing something about this!

The women demonstrated times in their lives when they

actively altered the direction of their life to bring about
change.

My sanity was my faith

For the majority spirituality holds an important place in the
women’s lives offering support, help and friendships.

Because of my parents

Parental relationships were recognised by the women as
impacting on their lives in either a constructive or destructive
manner.

I always wanted to be a teacher.

For the women involvement in meaningful occupations across
the stages of their lives was of paramount importance.
Occupation is considered as paid and voluntary work, leisure,
and self-care. Occupations mentioned are many. Occupation is
considered as being multifaceted and experienced as unique to
the individual.

I was going to be a perfect mother

Represents the continuum of motherhood and the affect of
mental illness on this valued role.

Rip that whole book up, I’ve changed I’m not that person

The women have experienced both stigma and discrimination
as a result of their mental health.

Brothers and sisters
Relationships with siblings raised both negative and positive
feelings and attitudes. In general where siblings had similar

issues relationships were more positive in contrast to siblings
who had no mental health issues.
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25. Category For better or worse

Inclusion rule Represents the impact of marriage and its possible
consequences for the women in the study

26. Category You could cry your heart out over there!

Inclusion rule This represents the participant’s experiences of care which has
been both negative and positive.

27. Category Listen to the patient

Inclusion rule This women belief that health professional require to listen
and believe individuals.

Categories Subsumed: 5, 7, & 14.

398



Appendix O

Focus Group - Initial Themes

Being a woman therapist can be beneficial when working with women
Challenges do exist

Women are perceived as having difficulty in prioritising their needs over others.
Gender is not specifically considered in understanding women’s mental illness
There is uncertainty in regard to the notion of gender.

Occupational therapy can be therapeutic if focussed on the individual and their

needs
Enabling choice is important

Amongst other staff members there is a lack of understanding of occupational

therapy
Occupational therapy is different from other mental health professions

The environment is important to the practice of occupational therapy
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Appendix P

Focus Group
Category and Rules for Inclusion (RI)

Category: Sometimes you can’t help

RI:  Therapists highlighted negative feelings to certain types of behaviour or when
people were unable to make the simplest decisions.

Category: Opportunity to see things in a different way

RI Education in a range of formats at uni-disciplinary and multidisciplinary
levels was felt to be used for all staff.

Category There are lots of barriers around

RI therapists identified that lack of resources staff; finance and time can be
detrimental to their work.

Category They do feel unsafe

RI Participants highlighted that personal safety, as an issue was a valid concern
for both clients and themselves.

Category Lousy Environments

RI Environment was seen as being an important factor that could enhance or
restrict treatment. Hospital ward environments were portrayed as poor only offering
limited choices. While the community was considered more favourable with
increased treatment choices. Although a need for women only environments was
acknowledged few existed.

Category People treated as people without reference to gender
RI Participants identified that gender issues were not something they considered.

They acknowledged that it was an area that perhaps required more attention at a
personal, professional and organisational level.

Category The service would never be perfect .
RI The members highlighted that services need to be reviewed to

maximise meeting people’s needs. However the process of what information to
collect and when to collect it was identified as problematic. As service changes may
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impact on an individual’s health status care must be taken in the implementation of
service change.

Category: The whole juggling process

RI Therapists perceived women clients to have difficulty in prioritising
their needs over others they care for and that women place themselves under pressure
because of their expectations of themselves.

Category: It’s the loss of roles women find difficult

RI Therapists indicate that women have many occupational roles, which
may be affected by mental illness in a number of ways. A reduction in roles,
complete removal of these roles for a time period, or alternatively limited
opportunity to develop a range of roles. The parental role is highlighted specifically.
Woman may experience grief at the loss or reduction in these roles and relationships.
However services may fail to recognise the severity of this and may not provide
opportunities for these issues to be discussed.

Category Occupational therapists have a really different approach

RI OT’s believe that they provide a unique approach that differs from
other MH professionals. This approach focuses on the individuals roles and needs.
This differs from other professionals who focus on diagnosis and medication. Other
professionals understanding of occupational therapy can impact negatively on
occupational therapy provision.

Category Collaborate with clients

RI therapists identify the need for clients to be included in their treatment
and suggest working in partnership in a client centred manner. However, they
acknowledge that partnerships can be difficult.

Category Feedback from clients

RI Processes both informal and formal exist to facilitate feedback from
individuals.

Category What is their life like? . .
Through assessment processes both formal and informal therapists require at the.
outset to seek out their clients pats histories, to listen an understand the complexity of

that individuals life checking out their understanding throughout the
process.
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Category Offering Choice

RI therapists identify that offering choice though out the treatment
process is essential to successful outcomes. Clients should be offered choices to
attend occupational therapy or not with opportunities for choice being built into the
individual treatment plan. They recognise that choices may be limited and that
making choices can be difficult for clients

Category We treat people as individuals

RI Therapists stated that the focus of treatment was on meeting
individual needs that are important and relevant to them. They acknowledge that the
organisation can constrain their ability to work at the individual level.

Category Occupations gives people a different role

RI Therapists identified that engagement in meaningful occupation was
positive in facilitating the person ability to do, be and become.

Category Identify more with women and their issues

RI Therapists identified that as women working with other women this
was advantageous to the treatment relationship.

Category Gulf between them and us

RI Recognition that for some therapists their lives and lived experiences
were very different from the majority of the women with whom they work and that
this can impact on therapeutic relationships.

Category I think of myself as asexual at work

RI Gender issues were considered as multi-factorial including cultural
and societal, biological and sexuality. Therapists were uncomfortable with the focus
on women. They actively placed men in the discussion, similarly so to were ethnic
minorities they considered similarities should be the focus not seeking differences.
Reflecting perhaps the idea of the gender-neutral practice.
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Appendix Q

Comments on Focus Group Findings

Your personal thoughts on the overall findings

How do you as an occupational therapist react to them?

What do you think are the messages of this research for individual practitioners?

What do you think are the messages of this research for the profession?

In light of the findings please comment on gender and its significance to practice.

In light of the findings, please comment on the issue of deliberate self harm and its
impact on the therapists and their practice

Please feel free to comment on these or any other aspects.
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Appendix R

Instructions for external auditor

Check videos and the transcripts.
Overall are the transcripts accurate and a reflection of what occurred in the groups.
Comments please.

The groups were identified by photocopying each group in a different colour.

Green Group I; Blue Group 2; Pink Group 3; White Group Four. Each group’s
transcript was deconstructed with responses relating to a question being placed under
the appropriate question number; for example, all the questions one, twos etc.

For each question area, my initial impressions of the responses are included. (hand-
written)

In the text, there is coding across all the questions. I am looking for the essence of a
response. You are free to disagree and note anything you think I should have noted

or included. I used underlining and the shorthand of those words in the texts. I then

created a file for each question and placed all the codes into the appropriate file.

I address the responses across the questions.

Please read draft 1 pages 1-20. Comments please. Is it a fair reflection of the groups’
responses? Are there other interpretations that I have dismissed too soon or missed
completely?

On page 20 I have a table which I use the perceptions (as headings) for the discovery
phase. That is to say using these headings the data across the questions is
reconstructed under different headings. I also use a few more headings that I feel
have been evidenced in the data. Do these seem accurate? Are similar things under
the headings? Some data left over at this stage.

Following this process, these headings are searched for look alike feel/alike
categories and these are grouped together. These categories are searched for the
meaning, put forward as propositional statements with accompanying rules for
inclusion.

You need to be thinking are these groupings realistic, do they fit or are they forced.
Do the groups hang together?

P21-28 will give you the final version. Comments please.
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