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IASW AGM & National Social Work Conference 2018

Annual General Meeting

Date: Thursday 10 May @ 4:30pm 

Venue: The Ashling Hotel, Parkgate Street, Dublin 8

Further information can be found on www.iasw.ie 

National Conference

Title: Keeping Adults Safe: Rights, Risks and Vulnerability

Date: Friday 11 May – Full Day Conference 

Venue: The Ashling Hotel, Parkgate Street, Dublin 8

Cost: €30 IASW members / €100 non-members

Confirmed speakers include

•	 Patricia	Rickard-Clarke,	Chair,	Adult	Safeguarding	Committee

•	 Aine	Flynn,	Director,	Decision	Support	Service

•	 Sarah	Donnelly,	Asst	Prof	Social	Work,	UCD

To book	onto	this	event	please	go	to	www.iasw.ie,	bookings	can	only	be	
made	online	via	the	website.	
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EDITORIAL 

Dear Members,

I am pleased to be able to present the Spring 
edition of “The Irish Social Worker” journal. 

The journal has an eclectic mix of articles, 
but	all	offer	the	opportunity	to	reflect	on	the	
varied	aspects	to	social	work	practice.	I	would	
like to thank the members of the Journal 
Committee	Steven	Peet,	and	Majella	Hickey	
who	have	assisted	me	in	reviewing	every	
article	submitted	and	in	offering	constructive	
feedback. 

On behalf of the Journal Committee I would 
like to express our gratitude to all the authors 
for contributing to this generic social work 
edition. In particular I would like to thank 
Francesca	Giraldo	who	has	provided	the	
picture	for	our	journal	cover,	which	is	referred	
to in her journal article.

The Journal Committee would like to 
encourage all of our members to submit an 
article for publication. 

The Journal Committee welcomes both 
research based articles and also articles 
with	a	reflective	practice	focus.	The	Journal	
Committee	will	offer	support	and	guidance	
as required. All articles published in the Irish 
Social	Worker	Journal	will	be	available	after	
six months, (with the author’s permission) to 
Lenus the HSE open access repository for Irish 
health publications. This facilitates authors 
to disseminate their work to a much wider 
audience both in Ireland and internationally. 

The Journal Committee would be delighted to 
facilitate	the	submission	of	a	peer	reviewed	
article with any potential author. 

This	will	involve	additional	work	and	time	
with the recruitment of external expert peer 
reviewers.		

I hope you will enjoy this Spring journal edition 
of	the	Irish	Social	Worker	as	much	as	I	have	
done.

Frank Browne A/Editor
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PUTTING TOGETHER THE BROKEN PIECES OF OUR LIVES - 
INTERCONNECT - A PROJECT RUN FOR SERVICE RECIPIENTS OF 
THE ADULT AND OLD AGE MENTAL HEALTH SERVICES IN THE HSE 
DUBLIN SOUTH CENTRAL AREA
 Author: Francesca Giraldo 

1 Department of Health and Children (2006) A Vision for Change
2 Mental Health Commission, (2005) A Vision for a Recovery Model in Irish Mental Health Service
3 Frankl, Viktor (2006) Man’s Search for Meaning, see p. 67

Francesca	Giraldo	is	a	professionally	qualified	
Mental Health Social Worker and since 2010 
I	has	worked	for	a	community	based	service	
in Old Age Psychiatry. In 2012, she did an 
introductory	course	in	Expressive	Arts	followed	
by Mindfulness Practice Training for Mental 
Health Professionals in 2013. After completing 
her diploma in a psychotherapy called 
Logotherapy and Existential Analysis in 2015, 
she	founded	an	Initiative	called	InterConnect.	
This is in line with Vision for Change1 policy, 
and	Advancing	Recovery	Ireland2 principles. 

Abstract
This article is an introduction and description 
of InterConnect as my concept for group work 
with	service	recipients	from	adult	and	older	
age	mental	health	services,	with	a	reflection	on	
my pilot group called InterConnect LIFE. This 
pilot group was named after the 24 000-piece 
jigsaw puzzle called LIFE designed by artist 
Royce B. McClure which the group assembled 
in four stages between February 2016 and 
August	2017.	The	purpose	of	this	endeavour	
was to connect participants meaningfully 
and	to	give	them	the	opportunity	to	unite	
in	a	collective	achievement.	InterConnect	
was	founded	to	enhance	recovery,	to	foster	
community	engagement	and	to	cultivate	social	
inclusion. It further promoted opportunities 
for team work, peer support, sharing wisdom, 
respect,	validation,	self-transcendence	and	
acceptance. 

InterConnet	combined	three	evidence-based	
therapies,	namely	Expressive	Arts,	Mindfulness	
Practice and Viktor Frankl’s meaning-centred 
psychotherapy Logotherapy. The pilot group 
achieved	what	it	set	out	to	do	by	completing	
one of the world’s largest jigsaw puzzles and 
to later donate it to the Laura Lynn Ireland’s 
Children’s Hospice. 

This	is	a	largely	descriptive	and	reflective	
article.	As	part	of	the	reflective	process	I	
made assertions and conclusions based on 
my professional knowledge, training and work 
experiences. The bibliography comprises 
literature,	media	and	resources	that	have	
informed the InterConnect LIFE programme 
in planning and running and are listed for 
information	along	with	resources	that	have	
directly fed into this article.

Surveys	mentioned	in	the	article	are	to	show	
that	as	part	of	running	a	group,	evaluations	
and analysis were done to inform practice as 
per	recovery	approach,	they	do	not	refer	to	
scientific	research.	 
Amongst mindfulness awareness and artistic 
expression, InterConnect has at its heart 
Frankl’s paradigm3 that people can transcend 
their	suffering	and	rise	above	it,	if	they	wish,	
and	the	pilot	group	InterConnect	LIFE	provided	
the opportunity to do this. 
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Observations,	completion	of	goals,	
participants’ and colleagues feedback 

all	reflected	that	the	group	gave	a	sense	
of	achievement,	belonging	and	purpose.	
InterConnect has the potential to be applied in 
other areas than mental health.

Keywords: Expressive-Arts, Mindfulness, 
Logotherapy, Recovery, Groups, Inclusion, 
Meaning, Community, Mental Health

1. Vision 
How often do you get praise? What kind of 
things	have	you	accomplished?	Do	you	have	
certificates,	titles	and	accolades	to	show	for	
it? Do you belong to a group? How often do 
you get to be part of something great? Those 
are	questions	that	the	average	healthy	human	
being	in	a	developed	society	might	answer	in	
the	affirmative.	However,	for	someone	with	an	
enduring mental illness, questions of success 
and	achievement	beyond	a	recovery	almost	
never	arise.	Chances	are	that	with	an	enduring	
mental	health	illness	many	may	have	lost	out	
on	opportunity	to	shine,	to	receive	praise	or	
to know what it is like to be connected to 
something noteworthy. 

Psychiatrist, neurologist and philosopher 
Prof.	Viktor	E.	Frankl,	a	holocaust	survivor,	
was the originator of the meaning-centred 
psychotherapeutic approach called 
Logotherapy4.	He	gives	this	analogy	from	
architecture: in order to restore a decrepit arch, 
a	top-weight	needs	to	be	placed	to	prevent	
collapsing, while in addition structural support 
is	given5.

4 Frankl, Viktor (2006) Man’s Search for Meaning
5 Frankl, Viktor (2006) Man’s Search for Meaning, compare p. 10
6 Frankl, Viktor (2006) Man’s Search for Meaning, compare p. 67

If	we	apply	this	to	the	recovery	process	of	a	
mental	health	service	recipient,	we	can	say	
the	following:	the	scaffold	is	in	place	where	
there is existing support from mental health 
professionals, treatment, doctor, community 
and maybe most important of all family 
supports, but where or what is the top weight? 
While we might think that an additional 
load on someone who is unwell would be a 
burden,	it	can	be	in	fact	a	stabilizing	influence	
if applied appropriately. This can come from 
a	meaningful	goal	that	breaks	the	perceived	
and actual isolation that accompanies mental 
illness	and	that	(re-)connects	the	recovering	
person	with	themselves,	others	and	relevant	
causes.  

So why not present an assignment to someone 
while they are processing their un-wellness 
and	navigating	their	recovery?	Can	someone	
who	is	unwell	be	expected	to	achieve?	The	
answer is yes. According to Viktor Frankl’s 
teachings	people	can	transcend	their	suffering	
if they decide to focus their will on meaning6. 
This has also been my experience. Where 
there is “will to meaning”, there is a way. 

But not only is it important to engage in 
meaningful	objectives	as	part	of	recovery,	
there is also an opportunity to expose 
the	recovering	person	to	the	idea	and	the	
experience that challenge is actually a part of 
success and that patience and persistence are 
required to get better.

Accordingly, I formulated my mission 
statement	as	follows:	Provide	an	opportunity	
for	mental	health	service	recipients	to	be	part	
of	a	collective	achievement	and	to	experience	
continuous challenge as part of success.
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2. From Dream To Reality 
In 2007, the world’s largest jigsaw puzzle was 
a 24 000-piece work of art designed by New 
Zealand designer Royce B. McClure, who 
aptly named it LIFE7. It is a collage of animals, 
underwater worlds, skies, air and sea features, 
mountains, planets and galaxies and it appears 
to	comprise	every	colour	of	the	spectrum.	
This feast for the eyes was calling out to be 
made someday which led to this idea. While 
it has since been surpassed as the world’s 
largest jigsaw puzzle, it has lost nothing of 
its	vibrancy	and	beauty,	and	the	cornucopia	
of beautifully assembled images remains a 
source	of	endless	discovery	and	awe.	Its	visual	
appeal and the spark that was ignited back in 
2007,	had	never	ceased	over	the	years,	which	
is	what	made	it	such	an	enduringly	motivating	
group project and an ideal gift for the Laura 
Lynn Ireland’s Children’s Hospice.  

3. The Making Of A Group Project  
Working	in	a	service	that	comprises	a	Day	
Hospital	with	various	programmes	for	
attendees	gave	me	plenty	of	opportunity	for	
group	facilitation.	In	my	experience	over	the	
years, it has been shown time and again that 
group	work	is	a	valuable	resource.	It	not	only	
allows	working	with	the	benefit	of	a	multi-
disciplinary	setting	but	also	can	benefit	many	
service	recipients	in	the	process.	Pre-	and	post	
group	surveys	that	I	undertook	of	various	Day	
Hospital	groups	I	was	involved	with,	reflected	
that during the course of a group programme 
a	dynamic	develops	amongst	participants	
that	can	lead	to	notable	improvement	for	
individuals.	This	resulted	in	mutual	support,	
feedback, shared wisdom, reaching out and 
comfort amongst peers – components that 
were	not	only	observable	from	a	facilitator’s	
perspective,	but	also	were	indicated	by	
participants	when	they	were	confident	in	their	
7 http://www.worldslargestpuzzle.com/

responsibility	for	personal	recovery	and	where	

they saw purpose in attending the programme. 
The possibility of humanly connecting with 
other people in similar situations was said 
to be appreciated the most. This empirical 
evidence	gave	me	the	confidence	to	channel	
continuous professional learning and work 
experience into a new format that could 
benefit	as	many	people	as	possible.	It	created	
the needed opportunity to assemble the LIFE 
jigsaw puzzle. 

Laying the foundations for the new format 
meant introducing the idea to my sector 
team and management and show how it 
would	be	beneficial	for	service	and	attendees	
alike. Simply put, this new group would 
make a large jigsaw puzzle and be based 
on	Mindfulness	Practice,	Expressive	Arts	
and Logotherapy. I had already established 
a six-week mindfulness practice course for 
the	Day	Hospital	service	attendees,	which	
meant colleagues were familiar with one of the 
evidence	bases	for	the	new	format.	I	further	
gave	a	presentation	on	Logotherapy	and	
Expressive	Arts	to	acquaint	the	team	with	the	
other principles for the new group. 
The next steps were conceptualization of the 
format,	developing	the	work	process,	obtaining	
resources and materials, scouting for locations 
and	liaising	with	various	agencies	to	see	if	they	
might	be	interested	in	being	gifted	the	finished	
piece.

To make it a reality was a personal dream 
but the execution was always meant to be a 
venture	that	meaningfully	connected	as	many	
people	as	possible.	Having	experienced	the	
benefits	of	co-facilitation,	I	found	a	supporter	
in a fellow colleague of Mental Health Social 
Work who was interested in the meaning 
centred	and	general	ethos	of	the	venture.
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Once it was established that the format could 
be piloted, the mental health teams in the HSE 
Dublin South Central area were informed of 
this upcoming programme and referrals were 
made from Old Age Psychiatry and General 
Adult	Mental	Health	Services.

3.1 Ethos 
The	philosophy	of	the	initiative	went	beyond	
the	previously	mentioned	mission	statement.	 
The underlying idea was the theme of 
making	comprehensive	connections	on	a	
physical,	psychological	and	spiritual	level.	
By	that	is	meant	firstly	the	obvious	physical	
connecting of jigsaw pieces, but also the 
connecting of people and organizations in the 
community. Secondly, it means the linking of 
the psychological connections i.e. education, 
knowledge and communication. Thirdly, the 
nurturing of intangible spirit connections of 
likeminded people, united in mindfulness 
awareness,	meaning	and	purpose.	To	reflect	
this,	the	initiative	was	called	InterConnect.

From the onset it was important to be age-
inclusive	of	all	adult	mental	health	service	
recipients. This meant that referrals were 
accepted from both older age (+65 years) 
and general adult (18-65 years) mental health 
services.	

After	the	first	of	the	four	total	InterConnect	
stages, the referrals were further opened 
to	voluntary	and	other	adult	mental	health	
services	within	the	catchment	area	HSE	Dublin	
South Central. The end goal was the gifting of 
the	finished	product	to	the	Laura	Lynn	Ireland’s	
Children’s Hospice, so two things were guiding 
principles from the onset:

One was self-transcendence8, i.e. the 
overcoming	of	hardship	or	limitations	with

8 Frankl, Viktor (1978) The Unheard Cry for Meaning: Psychotherapy and Humanism, p.35

 a focus on contemplation and realization of 
meaning. Participants were encouraged and 
affirmed	in	their	on-going	commitment	in	spite	
of	personal	suffering.	Simply	not	feeling	too	
good was not an excluding factor. In fact, it 
was embraced. The continuous message was 
that	all	human	beings	can	achieve	and	do	
something worthy in spite of circumstances if 
they wish.

The other guiding principle was that of 
letting go. During the four phases required 
to assemble the jigsaw puzzle a conscious 
process was fostered of creating something 
of	beauty	only	to	give	it	up	in	the	end.	As	a	
participant put it: to come away with nothing – 
and	everything.	

3.2 Referral Criteria 
InterConnect	was	a	project	offered	to	enhance	
mental	health	service	recipient’s	recovery.	
The group did not replace existing treatment 
as	referring	services	were	asked	to	make	
sure that their support of participants would 
continue while they took part. Participants 
were	affirmed	as	capable	human	beings	in	
recovery	who	knew	they	could	rely	on	their	
respective	mental	health	services	for	clinical	
support if they needed it while they undertook 
this challenge. There was no focus on 
morbidity or diagnosis, there was no focus on 
patient role.

The	programme	invited	people	who	experience	
clinical	depression,	anxiety,	grief,	have	a	sense	
of existential despair, struggle with emotional 
regulation,	have	difficulties	concentrating,	
difficulties	accepting	life	circumstances,	or	feel	
a	sense	of	meaninglessness	in	their	lives.

 



8 9

It was a condition that partakers agreed to 
rules, which were independent transport, 
punctuality, respect for self and others, no 
breaks other than necessity breaks during 
sessions, strictly no smoking, no food, handle 
the	pieces	with	care	and	give	advance	notice	if	
they could not attend.

3.3 The Practicalities 
Implementation and management meant 
balancing the need for space, time, funding 
and referrals. Progress depended on restriction 
in resources, time and location, uncertain 
referral	rate,	fluctuating	attendance	and	
dropout rate.

3.3.1 Location 
Initial scouting for a suitable location that 
could host such an undertaking at no cost 
- from safe storage to the weekly facilitation - 
proved	difficult.	When	the	Ballyfermot	Library	
presented itself as an option InterConnect 
was launched in February 2016 and ran until 
August 2017.

3.3.2 Funding 
The	majority	of	the	funding	was	provided	by	
Dublin City Council which was later followed 
by a HSE supplement. In addition, it was self-
funded.	Funding	account	governance	was	
provided	through	the	Walkinstown	Greenhills	
Resource Centre. 

4. Work Process 
As the 24 000-pieces came packed in four 
bags of 6000 pieces each it could be broken 
down into four separate stages. Not knowing 
how	long	it	would	take	to	assemble	the	first	
quarter, I proposed 2 hours of weekly puzzle 
time plus 30 minutes of psychoeducation 
each	Friday	over	the	course	of	eight	weeks.	
Very soon additional time was sought and the 
group suggested another session during the 
week	which	I	facilitated	on	a	chosen	evening	

from 17:00 for three hours of puzzle time. 
With this, LIFE panel 1 of 4 was completed 
within 10 weeks or 42 hours. The timeline for 
the following panels 2, 3 and 4 was set to 
the	same	format	and	they	respectively	were	
completed in 47 hours, 58 hours and 55 hours. 
Throughout the four stages the focus remained 
on experience and creation, relaxation, 
exposure	to	expressive	arts	and	meaning.	The	
nature	of	the	setting	was	non-competitive.	
There was no pressure with regards to 
completion time, attendance numbers or other 
markers of contest.

4.1 Experience 
The techniques of mindfulness practice and 
expressive	arts	were	facilitated	for	five	hours	
weekly in assembling the jigsaw puzzle. 
These techniques will be described below. 
Some participants had made a jigsaw puzzle 
before, but none had apparently made one 
that consisted of more than 2000 pieces, 
so assembling 24 000 pieces seemed 
insurmountable. I mapped out the process 
which was guided at all stages. Participants 
operated as a working group from the start 
and instructions were explained prior to each 
session. Applying mindfulness in making 
a	jigsaw	puzzle	became	a	reflection	and	
a metaphor of the personal journey and a 
testing	ground	of	individual’s	attitudes,	as	
each	and	every	one	came	to	experience	
themselves	in	this	setting.	Not	only	was	there	
a goal to be accomplished, there was a call 
for awareness of the process, the thoughts, 
emotions and bodily sensations that came 
with	the	experience.	Whether	by	verbal	or	non-
verbal	communication	there	was	interaction.	
There was a web of awareness from the 
connection of working with puzzle pieces. It 
took	a	while	to	sink	in	how	simple	yet	difficult	
this	endeavour	was,	as	seemingly	all	it	took	
was commitment to sorting and matching the 
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right pieces; it just had to be done thousands 
of times. Facing this great unknown, it took 
trust that the process of sifting through a sea 
of	broken	pieces	would	eventually	yield	its	
rewards. The common approach to beginning 
a jigsaw was taken by sorting edge pieces and 
making the frame, which turned a gargantuan 
task	into	achievable	step	by	step	goals	that	
boosted	confidence.	Appropriate	praise	and	
self-endorsement were fostered throughout. 
Collective	recognition	helped	people	to	get	
to	know	each	other	and	gave	a	sense	of	
accomplishment. 

What those who took the leap into this 
venture	discovered,	was	that	the	weekly	get-
together became more important than pace 
or progress. It was the simplicity of the task 
that reinforced a sense of purpose as success 
could	be	perceived	by	finding	matching	
pieces,	but	also	by	discovering	which	pieces	
didn’t	fit.	

4.2 Integrating Experience – 
Psychoeducation 
Each Friday session concluded with a half 
hour	of	psychoeducation.	This	was	provided	
to help participants integrate the experience 
of this enduring and challenging task and to 
give	them	empowering	learning	opportunities.	
Every	second	Friday	related	to	the	ethos	
and learning process. There was a lecture 
series	and	collective	discussions	about	
meaning as per Viktor Frankl’s Logotherapy 
approach.	In	the	alternative	week,	the	focus	
was on mindfulness and relaxation practice 
which consisted of meditations, relaxation 
and breathing techniques. This format was 
maintained	during	the	first	three	stages	of	

9 http://www.expressiveartsireland.com/

panels	1,	2	and	3.	For	the	final	stage	that	
was panel 4 this format was changed slightly. 
The reason for this was the approaching 
completion of the goal which meant there 
was a need to prepare for the conclusion, to 
transition from a now well-established circle of 
people.	Accordingly,	every	second	Friday	the	
psychoeducation session became a forum for 
sharing about life learning and wisdom. The 
reason	for	this	was	to	provide	an	opportunity	
for attitudinal change toward empowerment 
and	initiative.	

Psychoeducation was facilitated in a relaxed 
and	informal	way	with	everyone	seated	
on chairs in a circle following storing the 
equipment away and a brief settling down 
period.	The	naturally	quiet	environment	of	the	
library	proved	to	be	perfect	for	this.

Elements of the underlying principles and the 
psychoeducation shall be expanded on further.

4.2.1 Expressive Arts 
Expressive	Arts9 is a therapeutic approach 
whereby	people	are	encouraged	to	find	self-
expression, healing and acceptance through 
artistic means in a dynamic process that may 
entail	use	of	one	or	various	artistic	forms	such	
as music, poetry, dance, drama, drawing, 
painting, pottery etc. InterConnect LIFE 
facilitated	exposure	to	visual	arts,	complex	
pattern recognition and tactile stimulation. 
The emphasis was on the process of creation, 
experience and expression, rather than the 
timing of progress. Throughout the process of 
creative	expression	participants	were	learning	
to	observe	body,	thoughts,	emotions	and	
actions.  
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4.2.2 Logotherapy 
Logotherapy and Existential Analysis - 
also called the third Viennese School of 
Psychotherapy - is a meaning centred, 
philosophical	therapy	devised	by	Viktor	E.	
Frankl that is aimed at helping people to re-/
discover	meaning	in	life.	For	this,	techniques	
are	useful	in	personal	therapy	or	collectively,	
such	as	“dereflection”10 (a process of re-
orientation onto meaning) and “Socratic 
dialogue”11 (to draw out hidden meaning in 
philosophical communication).

4.2.3 Mindfulness Practice 
Mindfulness awareness is a practice that 
allows a person to be present in the moment. 
It	is	non-judgemental	observing,	behaving	
with compassion. Breathing techniques are a 
key component. Mindfulness practice helps 
to	develop	dimensional	awareness	and	to	
be able to access the wise mind, free from 
the	automatic	pilot.	It	can	help	to	cultivate	
essential coping and relational skills12&13.

4.2.4 Relaxation Practice 
In order to expose people to knowledge of 
relaxation and to guide them to the practiceof 
relaxation, audio tools and techniques 
were used to contrast sound and silence 
and to ease distractions of the mind. Some 
techniques included easy to moderate physical 
activity.	One	resource	contained	the	topics	
Muscular Relaxation, Diaphragmatic Breathing, 
Guided Meditation and Autogenic Training. A 
second compilation was based on the internet-
based	resource	THE	FREE	MINDFULNESS	
PROJECT, comprising the themes Three 

10 Frankl, Viktor (1973) Psychotherapy and Existentialism: Selected Papers on Logotherapy, p.152-153
11 Frankl, Viktor (1973) Psychotherapy and Existentialism: Selected Papers on Logotherapy, p.62
12 Williams, Mark; Penman, Danny (2011) Mindfulness a Practical Guide to Finding Peace in a Frantic  
 World
13 https://www.mindfulnessclinic.ie/
14  Frankl, Viktor (1988) The Will to Meaning: Foundations and Applications of Logotherapy, p.72

Minute Breathing Space, Brief Mindfulness 
Practice, Breathworks Body Scan, Opening To 
Self And Others, Equanimity Practice. A read 
out guided meditation and body awareness 
exercise were also appreciated. A background 
of nature sounds and white noise for 
selectively	timed	meditations	was	used	every	
so often. Breathing exercises were concluded 
with	a	bell	sound,	as	an	alternative	to	Tibetan	
Tingsha bells. In support of soft gazing to 
relax	the	eyes,	visual	appreciation	techniques	
were	shown	such	as	arrangements	of	floating	
candles,	flowers,	fruit	and	water	bowls.	

4.2.5 Shared Wisdom  
I	have	facilitated	various	programmes	for	
mental	health	service	recipients	over	the	years	
and	another	personal	observation	that	stood	
out	for	me	was	how	much	collective	wisdom	
could	be	found	amongst	attendees.	Even	if	
unbeknownst	to	the	individual,	the	collective	
appeared to possess a deeper or higher 
knowledge	by	virtue	of	shared	recovery	and	
responsibility for their own betterment. This 
collective	wisdom	was	seen	as	a	potential	
resource that could be harnessed to the 
benefit	of	all.	To	that	end,	there	was	a	forum	
provided	in	the	fourth	and	final	stage	that	
allowed	participants	to	share	what	subjective	
wisdom	they	gained	from	overcome	difficulties.	
This	forum	supported	the	wise	suffering	human	
being and by wise is meant wisdom gained 
from	braving	unavoidable	suffering14. This 
approach was an opportunity to pay homage 
to	individuals’	knowledge	and	coping	skills.	It	
affirmed	them	as	capable	experts	in	their	own	
recovery	process	and	affirmed	them	as	peers	
who	could	give	support	to	other	people	in	
similar situation. 
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In this manner, participants were repeatedly 
exposed to a meaning-oriented way of 
thinking about their experiences and about 
themselves.	They	could	view	themselves	as	
successful	human	beings	who	have	a	life	
inherently meaningful as they continue to face 
and embrace life’s trials by using the, as Frankl 
coins	it,	“defiant	power	of	the	human	spirit”15. 

Most importantly, they can retain a sense that 
life	has	not	lost	meaning	because	of	suffering,	
but that life retains meaning in spite of it16.

5. Reflections 
At the start of writing this article, all the jigsaw 
pieces were completed and glued on mesh 
as 1sq. ft tiles, waiting to be attached and 
sealed to a backing board. This was done in 
November	2017	and	the	finished	piece	is	now	
wall-mounted at its destination. It can be said 
that from a personal and professional point 
of	view	it	was	a	rewarding	experience	worth	
every	minute.	If	I	want	to	inspire	other	social	
workers	or	clinicians	to	develop	concepts	then	
I	need	to	say	at	the	very	least,	how	important	
it	was	to	conduct	surveys	at	the	end	of	all	four	
cycles to inform practice; as mentioned before, 
this	was	not	done	for	scientific	research,	but	
to consult participants in their opinions as 
per	Advancing	Recovery	Ireland	principles,	
and also to contextualize the InterConnect 
concept in the reality of front-line clinical work. 
It	needed	to	be	justified	why	this	group	work	
was	undertaken:	because	it	was	proving	to	be	
beneficial	for	participants	and	service	alike,	
based	on	observations,	progress	of	project	
stages, participant’s feedback, and also 
colleagues’	feedback,	otherwise	investing	2	
years	of	resources	could	not	be	justified	or	
sustained. 

15 Frankl, Viktor (1973) Psychotherapy and Existentialism: Selected Papers on   
 Logotherapy, p.98, 129
16 Frankl, Viktor (2011) The Will to Meaning, see pp.74-75

During the making of the project, the 
outpouring of goodwill and frequent well-
wishing from anyone who heard about 
InterConnect	was	heartening	and	reflected	that	
people understand and care about meaning 
and connecting with others.

5.1 Review Of Goals 
The aim of InterConnect LIFE was the 
completion	of	a	difficult	task	and	the	reaching	
of	an	objective.	The	mindful	and	meaningful	
use	of	expressive	arts	became	a	way	to	
learn about: frustration tolerance, emotional 
regulation, awareness, resilience building, 
personal	meaning,	visual	appreciation,	
perception, communication, connectedness, 
positive	thinking,	self-esteem	and	acceptance	
of life circumstances.

5.2 Summary Of Task 
The	previously	mentioned	aims	became	a	
secondary learning experience by focusing on 
a primary goal. This was something that united 
people in a purposeful get-together in a safe, 
non-judgemental space. It was a place where 
people were encouraged but without pressure 
to	perform	well.	The	primary	objective	was	
to assemble one of the world’s largest jigsaw 
puzzles. In attaining this, it was not necessary 
to complete it under time pressure, but to learn 
from	the	process.	The	goal	was	reached	over	
a	number	of	stages	which	gave	attendants	
opportunity	to	reflect	on	their	journey.	The	
result	is	an	artistic	piece	honouring	a	collective	
achievement.

5.3 Outcomes And Conclusions 
During the last phase that was stage four, 
participants were regularly made aware of 
and	actively	prepared	for	the	ending	of	the	
group. At the same time suggestions for 
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a transition were made. Those who saw it 
through formed a connection that helped them 
to	remain	in	contact	and	to	continue	convening	
independently.

Participants’	feedback	reflected	that	the	format	
was	found	to	be	beneficial,	enjoyable	and	
recommendable.  Other appreciated factors 
were the social aspect of meeting people, the 
non-judgemental	environment	and	calmness.	
It	was	further	said	that	education	provided	
about mental health was important and helpful 
for	positive	attitudinal	change,	knowledge	and	
skills building.  

In	facing	and	overcoming	the	obstacles	that	
came with assembling the jigsaw puzzle, a 
sense	of	facing	and	overcoming	personal	
challenges in relation to mental health was 
made apparent. Personal qualities and 
strengths	(re)discovered	through	this	process	
are just as applicable to managing challenges 
related	to	mental	health	recovery	and	to	
promoting general health and quality of life.

Breaking patterns and changing of attitude 
can	sometimes	be	the	instant	flick-of-a-
switch experience. More often though in the 
face of persisting struggles and enduring 
mental	health	difficulties	it	is	the	repetition	of	
a	positive	affirmation,	habit	or	practice	that	
will	bring	about	the	change.	The	group	gave	
participants meaning and it was a break from 
their usual routine, a steady source of peer 
support and it posed an enduring test as a 
reminder that lasting success takes time. This 
is	what	this	format	wanted	to	achieve	and	it	
has the potential to continue to do it.

6. Summary 
On summary, it is important to highlight 
the	involving	of	generations	and	different	
age groups. InterConnect LIFE included 
participants in adulthood and older age. The 

gifting	of	the	finished	jigsaw	puzzle	to	the	
children’s hospice links with the youngest of 
generations and with this a circle of ages is 
closed.	But	not	only	is	this	final	connection	
a symbolic link with this young age group, it 
specifically	raises	awareness	of	children	who	
are at their own end of life stage. During group 
discussions, the question was raised and 
answered	of	what	meaningful	living	is	-	it	is	
about	depth	and	not	about	age.	Bevan	Ritchie,	
Head of Care at the Laura Lynn Ireland’s 
Children’s Hospice, put it succinctly when he 
said: “Here, it is all about life - and quality of 
life”.	How	fitting	it	is	that	the	jigsaw	puzzle	is	
called	LIFE	as	well.	●

“We do not escape into philosophy, 
psychology, and art - we go there to restore 
our	shattered	selves	into	whole	ones.”	―	Anaïs	
Nin 
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Abstract

Objectives: By exploring the role of the 
therapeutic alliance in the treatment of 
anorexia	nervosa	(AN),	the	author	aims	to	add	
to the current discourse on the best ways to 
support a young person with a diagnosis of AN 
attending CAMHS. 

Results: Four	themes	were	identified.	
These	included	interventions	currently	
used in the treatment of AN, the role of the 
therapeutic alliance, the challenges of forming 
a therapeutic alliance and the impact on 
clinicians’ of working with this client group.

Conclusion: There was consensus among 
clinicians that a family based approach is best 
practice. The therapeutic alliance between 
the clinician and young person and between 
the	clinician	and	parents	was	identified	as	
an	important	component	in	intervention. 
Clinicians	identified	the	egosyntonic	nature	of	
the	disorder	and	families’	previous	negative	
experiences	of	services	as	challenges	to	
forming an alliance. An unexpected theme to 
emerge was the impact on clinicians of 

working with children and adolescents with a 
diagnosis of AN.

Key words:	Adolescents,	anorexia	nervosa,	
children, child and adolescent mental health 
service,	clinicians,	qualitative	research,	
thematic analysis, therapeutic alliance. 

Background

Anorexia	nervosa	(AN)	remains	the	psychiatric	
disorder with the highest mortality rate and 
is characterised by distorted body image, 
feelings of guilt associated with eating 
and often accompanied by the physical 
symptoms	of	starvation.	Onset	usually	occurs	
in adolescence, with the youngest reported 
cases estimated to be around eight years of 
age (Lask & Byrant-Waugh 2013). 

Research	findings	consistently	show	that	early	
intervention	results	in	the	most	promising	
treatment outcomes (Murray & Le Grange 
2014).	Contemporary	research	provides	an	
evidence	base	to	support	manualised	

interventions	such	as	family	based	therapy	
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(FBT)	and	cognitive	behavioural	therapy	(CBT)	
(Lock et al. 2015; Lock & Le Grange 2013; 
Waller et. al. 2012). Family therapy has also 
featured in the treatment of eating disorders 
in	adolescents	for	over	40	years	(Murray	&	Le	
Grange 2014). Currently, FBT is recommended 
as best practice for the treatment of child 
and adolescent eating disorders (Murray & Le 
Grange 2014; Lafrance Robinson et al. 2015; 
Wagner et al. 2016). FBT has a substantial 
evidence	base	supporting	it,	as	demonstrated	
by research carried out by Lock et al. (2015) 
indicating that this approach is both highly 
effective	and	likely	decreases	the	need	for	
hospitalisation. For instance, between 50-
75% of those undergoing treatment are 
typically	weight	restored	within	twelve	months	
of commencing treatment, with 40% being 
remitted	of	all	cognitive	symptoms	by	the	end	
of treatment (Murray & Le Grange 2014). Whilst 
FBT for adolescent AN is the recommended 
first	line	treatment,	even	when	we	consider	
Lock	et.	al.’s	(2015)	findings,	a	substantial	
portion of patients do not experience 
remission by the end of treatment, particularly 
in	the	area	of	cognitive	distortions.	Given	poor	
recovery	outcomes,	more	research	is	needed	
in exploring the treatment options for children 
and adolescents with a diagnosis of AN. 

Whichever	therapeutic	approach	is	used,	
consideration of the role of the therapeutic 
alliance may be useful. The establishment 
and maintenance of the therapeutic alliance is 
commonly held as an important change factor 
in	clinical	outcomes	(Waller	et	al.	2012;	Saffron	
et	al.	2006;	Johnson	&	Wright	2002).	Zaitsoff	
et	al.	(2015)	carried	out	a	systematic	review	
of nineteen studies which indicated that the 
therapeutic relationship is an important factor 
in therapy for eating disorders. Another study 
by	Graves	et	al.	(2017),	which	analysed	twenty	
studies, found that early symptom reduction 

enhances the therapeutic relationship in eating 
disorders and that building the alliance early 
on is central for younger patients. In 1979 
Bordin (1979) published a theory describing a 
working therapeutic alliance between clients 
and therapists as ‘one of the keys, if not the 
key, to the change process’. The role of the 
therapeutic alliance as a change agent is also 
highlighted by Yalom (2002) who suggests 
that	clients	profit	enormously	simply	from	the	
experience of being seen and fully understood, 
and that it is the building of the relationship 
between the client and therapist that becomes 
the change agent. 

While the therapeutic alliance is established 
as an important agent of change, only recently 
has attention turned to its role in the context 
of adolescent eating disorders (Forsberg et 
al. 2013). Forsberg et al. (2013) note that 
challenges to the therapeutic alliance may 
be	even	greater	when	working	with	children	
and adolescents with AN.  Such challenges 
include the young person being brought to 
treatment by their parents, not accepting 
there	is	a	problem	with	their	behaviours	
and thinking, and mis-trust of adults’ ability 
to understand their concerns. AN is often 
described as an ‘egosyntonic’ disorder 
(Forsberg et al 2013; LoTempio et al. 2013). 
Nunn (2013) notes that this inability to 
recognise the seriousness of AN is one of the 
most perplexing aspects of the illness and it 
is this inability to see ‘the enemy’ that makes 
‘the enemy’ all the more dangerous for the 
client with a diagnosis of AN.. Thus for many 
young	people	acknowledging	that	they	have	
a problem is challenging, partly because of 
the	positive	value	placed	by	those	with	AN	
on	their	behaviour	(Gowers	&	Byrant-Waugh	
2004).	It	can	therefore	be	very	hard	to	establish	
a therapeutic alliance in which both therapist 
and	client	have	shared	therapeutic	aims	(Jones	
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2016). When considering the therapeutic 
alliance with children and adolescents with 
eating disorders it is also important to pay 
attention to the therapist’s alliance with 
parents and family members. The NICE 
guidelines (2004) stress that family members 
should	be	involved	in	the	intervention	when	a	
child or adolescent present with a diagnosis of 
AN, therefore it is important to create alliances 
with family members.

By exploring the role of the therapeutic alliance 
in the treatment of AN, the author aims to add 
to the current discourse on the best ways to 
support a young person with a diagnosis of AN 
attending CAMHS. 

Method

In	order	to	capture	the	clinicians’	lived	
experience of working with this client group 
and	their	views	on	the	role	of	the	therapeutic	
alliance to treatment outcomes, in-depth 
semi	structured	qualitative	interviews	were	
utilised. Audio recordings were made of 
each	qualitative	interview.	The	main	research	
question	explored	the	clinicians’	perspectives	
of the role of the therapeutic alliance in the 
treatment of children and adolescents with a 
diagnosis	of	anorexia	nervosa	within	a	CAMHS	
service.	

The following questions are embedded within 
the research question:

•	 What	are	the	interventions	currently	being	
used in the treatment of children and 
adolescents with a diagnosis of anorexia 
nervosa?

•	 Which	interventions	would	clinicians’	
consider	to	be	most	effective?

•	 What are clinicians’ understanding of 
and how important do clinicians’ think 
the therapeutic alliance is between the 

clinician and the child/adolescent with 
anorexia	nervosa	to	treatment	outcomes?

•	 What are the particular challenges for 
clinicians’ in establishing and maintaining a 
therapeutic alliance when working with this 
client group?

For the purpose of this research four clinicians 
were	selected	using	convenience	sampling	
and	interviewed	within	DNC	&	C	CAMHS.	
Participants were selected based on their 
experience of working with this population 
group within CAMHS and their willingness 
to participate in the study. The researcher 
selected two clinicians employed as consultant 
child and adolescent psychiatrist and two 
clinicians employed as senior mental health 
social workers within DNC & C CAMHS. Within 
this	cohort	two	respondents	have	additional	
training as family therapists, two respondents 
have	participated	in	the	family	based	therapy	
training being rolled out through the National 
Clinical	Programme	for	Early	Intervention	in	
Eating Disorders. 

The guiding principle for the current research is 
drawn	from	the	reflective	‘lifeworld’	approach	
described by Dahlberg et al. 2008. Dalhberg 
et. al (2008) describe this lifeworld approach 
as	having	a	focus	on	how	the	world	with	its	
everyday	phenomena	is	lived,	experienced,	
acted and described by humans. Central to 
this	approach	are	the	clinicians	own	views	and	
experiences in their own lifeworld. Thematic 
analysis was used to analyse the data from the 
qualitative	interviews	in	order	to	elicit	dominant	
themes. The thematic analysis was in line with 
Braun and Clarke’s (2006) six stage guide to 
thematic analysis. 
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Findings and Discussion:The themes that 
emerged are explored below. As this was an 
exploratory	study,	no	specific	predictions	were	
made. 

Theme 1: Interventions used in the 
treatment of children and adolescents 
with a diagnosis of AN within a community 
CAMHS

There was consensus among clinicians 
interviewed	that	a	family	based	approach	
should	be	the	first	line	treatment	offered	
to children and adolescents presenting to 
CAMHS with a diagnosis of AN. FBT and 
systemic	family	therapy	were	identified	as	
best practice models. Both approaches regard 
the family as the best resource in treatment. 
Participants	identified	the	key	strengths	of	the	
FBT model as empowering parents to take 
charge and externalising the eating disorder. 
Re-feeding	is	a	necessary	intervention	for	
some young people presenting with AN, and 
is	imperative	when	the	child	or	adolescent	
presents with a low BMI and/or dysfunctional 
eating	behaviours.	When	parents	feel	
empowered	they	can	take	charge	and	effect	
change in the young person’s eating patterns. 

‘start with family based therapy, start with the 
family meal, start with getting the parents to 
take control over the eating and get that in 
place.’ [Interview	3]

It was suggested that externalising the AN may 
facilitate greater collaboration with the young 
person and their family in working towards the 
goals	of	recovery.	As	one	participant	outlined:

‘If you can get the child to externalise it, 
then you can get the child to see that you 
are working with the child against anorexia 
nervosa..’ [Interview	2]

The	views	of	participants	were	not	unilateral	in	
relation to the use of FBT. While all participants 
felt that FBT was useful, three participants 
voiced	that	the	intervention	needed	to	be	
tailored	and	adapted	to	the	individual	case	
and	other	interventions	used	in	conjunction	
with it.  One example of this tailored approach 
would	be	the	involvement	of	a	dietician	in	the	
treatment plan.

‘The Lock method [FBT] says you don’t need 
to have a dietician, you don’t have to have 
a family therapist, but if you look at what is 
provided in the very successful units in the UK, 
they all have access to a dietician and they all 
have access to a family therapist.’ [Interview	3]
Tailoring	the	intervention	to	meet	the	needs	of	
the young person and their family often means 
using an eclectic approach, drawing from 
different	modalities.	As	one	respondent	stated:

 ‘say like the inpatient unit that we are working 
with at the moment they are not using pure, a 
pure model, they are using  mixed models. So 
they are using DBT, there’s some CBT, there’s 
family therapy, there’s individual therapy and 
there is an overarching kind of family based 
therapy. So it’s, you know it’s a mix, because 
it’s not straight forward.’ [interview	2]

The	provision	of	an	individual	therapeutic	
space for the young person along with 
systemic family therapy or FBT was 
considered	as	beneficial	by	a	number	of	the	
participants. One participant spoke about her 
experiencing	of	co-working	a	case	involving	
both	individual	and	family	therapy,	along	with	
working with a dietician:

‘where there is a very defined separated space 
for the young person which I often think is very 
valuable.’ [Interview	4]
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Waller et al. (2012) suggest that using a 
manualised approach such as FBT or CBT 
leads to better outcomes. While using a 
manualised	approach	was	identified	as	
important one participant felt that this alone 
is not enough. They highlighted the need 
to	frame	these	interventions	within	the	
therapeutic alliance.

‘I think also you realise how delicate it is if you 
have a young, less experienced person with 
you, and they’ve read the manual, and you 
are thinking okay its really great that you’ve 
read it and, you know, you’ve read the steps 
of intervention that would be really laid out, 
really neat; the challenge is the therapeutic 
engagement.’ [Interview	2]

Participants in this study highlighted the need 
to get a balance between the therapeutic 
alliance	and	focus	on	achieving	goals.	
The key is to not lose sight of the anorexia 
nervosa	which	is	often	described	like	another	
person	in	the	room,	who	is	actively	working	
against	the	very	people	who	want	to	help	the	
young	person’s	recovery.	Talking	about	and	
challenging the anorexia begins to reduce its 
power	over	the	young	person	and	their	family,	
with	the	therapeutic	alliance	paving	the	way	for	
the	young	person	to	eventually	let	go	of	their	
eating disorder.

 ‘and then it is to put some structure on it, 
you know you can get lost in therapeutic 
engagement and be seduced by the eating 
disorder yourself, and that’s actually really 
important, like where’s the eating disorder 
today.’ [Interview	2]

Theme 2: The role of the therapeutic 
alliance in the treatment of children and 
adolescents with a diagnosis of AN

The	findings	of	this	study	suggest	that	the	
therapeutic alliance between the clinician and 
the young person and between the clinician 
and parents is an important component in 
intervention.  Wampold (2015:271) highlights 
how the initial meeting between the client and 
the therapist is essentially the meeting of two 
strangers with the client assessing whether 
the therapist is trustworthy, has the necessary 
expertise, and will take the time to really listen 
and understand both the problem and its 
context. Stewart and Echterling (2014:158) 
drawing on Bordin’s (1979) pan theoretical 
model for the therapeutic alliance identify the 
therapeutic alliance as comprising of three key 
components; goals, tasks and bonds. 

Participants	identified	core	characteristics	
of the relational bond in the therapeutic 
alliance as incorporating listening, empathy, 
non-judgemental attitude, taking time to 
hear the client’s story and understanding 
how they experience things. How these core 
characteristics create a sense of safety for 
the young person and their family, in which 
their story is genuinely listened to and heard, 
supports a therapeutic alliance where the 
young person and their family begin to feel 
safe	to	start	to	challenge	the	anorexia	nervosa:

‘I think important factors are mm... I think 
listening is really important, so trying to 
hear what is important for the people 
in the room. Really listening, so not just 
listening for symptom talk or problem talk 
but really trying to know where the person 
is coming from. And I think that that also 
can take a lot of time.’    [Interview	4]																																																																																																																																															
The importance of a genuine and congruent 
relationship between the client and therapist 
was explored further by two participants. They 
spoke about the importance of holding the 
client in mind, not just within the session but 
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between sessions. This refers to the emotional 
connection between the therapist and their 
client, which when genuine, does not only exist 
within the therapy room.  

‘so if they are on your books, as it were, you 
are always holding them in your mind and I 
think you are to some extent you are... that’s 
still a relationship that you have, it’s not only a 
relationship that exists in the room; it’s in your 
life wherever you are. It’s still a relationship, but 
you might not be thinking about it all the time 
but it’s still there. And I think that’s mmm... 
probably also, I think if it wasn’t, then it would 
be hard to genuinely have a good therapeutic 
alliance.’ [Interview	4]

As well as the emotional connection 
between the therapist and client, participants 
highlighted the importance of establishing 
goals and agreement on the desired outcome 
of the treatment. Waller et al. (2012) discuss 
the establishment of shared goals between 
the patient and clinician as important, as well 
as acceptance of the task that each needs to 
perform. 

‘you know there has to be trust there that 
allows you to push them at times, push them 
out of their comfort zone and that they may go 
with that’ [Interview	1]

‘gently challenge it as well because that’s 
actually, that’s part of the therapeutic alliance, 
actually you know, respectfully really trying to 
acknowledge but challenge, acknowledge but 
challenge.’ [Interview	2]

While the role of the therapeutic alliance 
was	identified	as	an	important	component	
to	treatment	it	was	also	identified	as	not	
sufficient	alone	to	effect	change.		Waller	et	
al.	(2012)	indicate	that	the	evidence	suggests	
only weak to moderate associations between 

the therapeutic alliance and outcomes in the 
treatment of eating disorders. Waller et al. 
(2012) suggest that physiological changes 
associated with weight restoration may allow 
the young person and their parents/carers to 
develop	a	stronger	alliance	with	their	clinicians	
and	treatment	providers.	It	may	also	be	that	
when the young person is able to make 
changes	in	their	symptoms	that	they	view	their	
therapist as more trustworthy and helpful.

Theme 3: Challenges to forming a 
therapeutic alliance

The	egosyntonic	nature	of	anorexia	nervosa,	
denying that there is a problem with their 
behaviour	and	a	real	phobia	about	putting	
on weight by eating were highlighted as key 
challenges in the formation of a therapeutic 
alliance with the young person. Roots et 
al. (2009:336) note that there is generally 
some	ambivalence	and	at	times	determined	
opposition to treatment for the young person. 
Participants felt that this could lead to mistrust 
in interpersonal relationship with the therapist 
and extreme apprehension about loss of 
control. 

‘I think at its core, and I think this is one of the 
nastiest bits of an eating disorder is that for 
a lot of young people it has made them think 
that the disordered eating, the eating disorder, 
the anorexia, the bulimia; normally the anorexia 
more so is the thing that makes them feel safe. 
That makes them feel okay and then we are 
saying to them you need to stop doing this.’ 
[Interview	1]

One participant described the ego syntonic 
nature of the eating disorder as similar to 
having	another	person	in	the	room	constantly	
resisting the challenge to change and work 
towards the agreed goals:
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‘You want to establish this alliance. You want to 
kind of have this trusting relationship... mmm... 
and I kind of get the impression that anorexia 
or whatever the eating disorder is, is there kind 
of whispering in the ear of the young person 
don’t listen.’ [Interview	4]

Previous	negative	experiences	of	services	
were	also	identified	as	a	potential	challenge	
to	forming	a	therapeutic	alliance.	As	Horvath	
(2000)	points	out	clients	are	influenced	by	
their	previous	interpersonal	experiences	that	
become represented in, or transferred to, 
the therapeutic alliance. Three participants 
highlighted this sub theme noting the impact 
on the young person and family when they 
have	experienced	repeated	failures	in	their	
involvement	with	services	to	date:

‘being very aware of the, I think the anxiety 
and the lack of...you know...the back story of 
disappointment, trauma, lack of trust, broken 
trust, a sense of betrayal, being let down.’  
[Interview	2]

Being	linked	with	multiple	services	was	
also highlighted as a challenge to forming a 
therapeutic alliance with the young person 
and their family. The young person and their 
family	may	have	already	been	involved	with	
multiple	services	prior	to	their	involvement	in	
CAMHS.	Similarly	where	multiple	services	are	
still	involved	one	participant	highlighted	the	
lack	of	co-ordination	between	services	as	a	
potential barrier to establishing a therapeutic 
alliance.	One	respondent	reflected	on	the	
impact	of	involvement	with	multiple	services	
on a particular case that she was working on:

‘I mean she had been involved with, at this 
stage, this was probably her third complete 
team that she was involved with; I’m think 
about... no more, maybe her fourth. She had 
gone to a previous centre, she had been with 

another CAMHS team, she’d been with a 
paediatric liaison team and now in an inpatient 
unit. And then as well as that the additional 
challenge for this young person and her family 
to also engage with the future team, which is 
us.’ [Interview	2]

Theme 4:  Impact on clinicians

An unexpected theme to emerge through this 
research was the impact on clinicians, both 
professionally and personally, of working with 
children and adolescents with a diagnosis of 
AN. The participants selected in this study 
all had experience of working with children 
and adolescents with a diagnosis of AN in 
a CAMHS setting. Participants discussed 
how they were drawn to this work due to 
the complexity and challenging nature of the 
cases, along with belief in the potential for 
change	and	recovery	from	the	AN:

‘I think the potential for change is huge, mm, 
and, and, obvious as well, there’s something 
kind of gratifying seeing somebody get better.’ 
[Interview	4]

‘And I suppose I enjoy working with them 
because I think they’re. I enjoy the complexity 
and I enjoy the challenge of engaging with the 
family and the young person.’ [Interview	2]

Three participants spoke about the challenges 
of working with this client population due to 
the complex nature of the disorder. As one 
respondent articulated:

‘I think they are really complex and I think mm 
the results may not be, you know progress 
isn’t made particularly quickly. They are really 
messy’ [Interview	2]

In terms of the personal impact of this work 
on them as clinicians, participants highlighted 
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that the cases of young people with AN tend 
to be the cases that stay in their mind and the 
cases that they go home thinking about. As 
one participant described, these cases often 
leave	the	clinician	feeling	drained	due	to	the	
huge	commitment	invested	by	the	clinician	
into forming the therapeutic alliance and 
supporting the young person and their parents 
in challenging the AN. As one participant 
stated:

‘so huge energy and effort goes into forming a 
therapeutic alliance. Sometimes I feel that we, 
we...mmm...compromise ourselves and you go 
home very drained... it’s very distressing, it’s 
very heavy going.’	[Interview	3]

Respondents all spoke about the professional 
impact of working with these cases and 
how	often	they	leave	the	clinician	feeling	
disempowered:

‘sometimes it gets worse before it gets 
better, mmm and sometimes, it can be really 
disempowering for the therapist and I think 
it’s really demanding on the therapist really to 
try and understand what’s going on but also 
to make, to be very careful about what their, 
where their positioning is in the room as well.’ 
[Interview	2]

Lask and Byrant-Waugh (2013:109) highlight 
the importance of multi disciplinary input 
through	supervision	and	case	discussion.	The	
importance of supports from colleagues and 
peers	and	having	supervision	was	highlighted	
as an important resource to clinicians working 
in this area:

‘Working on a multidisciplinary team can be 
very helpful. Mmm but sometimes like in a 
previous service I worked in only maybe two of 
us were interested in working with these eating 
disorders. So it’s kind of, it’s not a very popular 
area’	[Interview	2]

Conclusion
This paper highlights the complexity for 
clinicians of working with children and 
adolescents with a diagnosis of anorexia 
nervosa.	Family	based	approaches	were	
identified	as	best	practice,	however,	a	
manualised approach alone may not be 
enough to meet the complex needs of this 
population group. Participants highlighted 
the	need	to	tailor	the	intervention	to	meet	the	
needs of the young person and their family, 
involving	a	more	eclectic	and	multi	disciplinary	
approach. Consideration of the role of the 
therapeutic alliance between the clinician and 
the young person and between the clinician 
and parents was highlighted as an important 
component	in	intervention.	They	identified	
the egosyntonic nature of the disorder and 
families’	previous	negative	experiences	of	
services	as	challenges	to	forming	an	alliance.	
This study also highlights the challenges 
for clinicians in working in this area in terms 
of the emotional impact on clinicians both 
personally and professionally. There is a 
potential	risk	with	interventions	becoming	
more and more manualised that they are losing 
their humanistic component. Further research 
into the role of the therapeutic alliance in the 
treatment of children and adolescents with a 
diagnosis	of	anorexia	nervosa	may	ameliorate	
our	understanding	of	the	lived	experiences	for	
the young person and their family of engaging 
in treatment.
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Abstract

This is a conceptual paper, an extract from the 
original article published in Practice, Social 
Work	in	Action	BASW	peer	review	publication.	
This article uses a critical practice approach 
to	how	a	social	worker’s	interpretive	lens	may	
transform after they become a parent.  With a 
composite	case	example,	I	reflect	on	my	own	
biographical	maternal	narrative,	which	aims	
to enhance the recognition of, and solidarity 
with,	ambivalent	representations	in	the	journey	
of motherhood.  I conceptualise maternal 
narratives	with	Fook’s	critical	approaches	
to	practice	framework	(2016).		I	interweave	
a composite case example that I had direct 
experience	of	and	privilege	of	working	with,	
along with my own biographical experience 
of	mothering.	The	central	themes	that	have	
emerged	from	my	critical	reflective	analysis	
are;	ambivalence,	imperfection	and	guilt.	This	
open-ended inquiry outlines a new way of 
knowing. The primary data is biographical. For 
the	purpose	of	this	critical	reflective	article	I	

am a mother, and hence I refer to my gendered 
experience. The article attempts to explore 
how	my	social	work	practice	is	afforded	a	new	
interpretative	lens	and	reconstruction	after	my	
own transition into motherhood.  

Extract reprinted by permission of Taylor & 
Francis Ltd, http://www.tandfonline.com on 
behalf of British Association of Social Workers.

Keywords: critical approaches to social 
work practice; ambiguous representations in 
maternal	narratives;	biographical	method;	child	
protection social work

Introduction

In conceptualising maternal representations, I 
reflect	on	a	social	work	composite	case	study,	
biographical	data	and	relevant	literature.	In	
this	critical	reflective	analysis,	the	overarching	
themes	of	ambivalence,	imperfection	and	
guilt emerged. These three complex themes 
are explored in an in-depth way using Fook’s 
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critical approaches to practice framework 
(2016).  This	critical	analysis	aims	to	reflect	and	
expose the normalcy of these representations, 
in	order	to	develop	our	recognition	of,	and	
solidarity with, our social work clients, 
engaged in the maternal care of infants and 
small children.  

In	my	reflective	practice	journey,	I	consulted	
the	key	journals	and	text	books,	to	find	
support for the themes that were stark and 
true	in	my	lived	experience.	The	repository	of	
results	from	the	various	databases	suggests	
that	introspective	explorations	of	how,	as	a	
social worker, transitioning to parenting and 
the impact on casework in child protection is 
not widely conceptualised. The subsequent 
results indicate that there is a dearth of 
literature examining how becoming a parent 
affects	a	Social	Worker’s	interpretative	lens	in	
child protection practice

The biographical method ‘emphasises 
the	inner	experiences	of	individuals	and	
its	connections	with	changing	events	and	
phases throughout the life course’ (Bryman, 
2012, 712). It is a method that facilitates the 
researcher		‘to		remember,	focus	on	and	give	
senses and meanings to all people lifelong 
and lifewide experienced, to better understand 
what	they	lived	and	did…’	(Aleandri,	
2015, 352). The poststructuralist idea of 
deconstruction is central to critical practice.  
Fook’s critical approach framework helps 
with deconstructing case work, which tests 
our current assumptions, that results in an 
enhanced understanding of clients’ situations 
and empowerment (as cited in Payne, 2014, 
344). 

The	autobiographical	and	the	self	in	reflection	
is	influenced	by	Habermas	(1972)	who	
emphasised three kinds of human knowledge 
– technical, practical and emancipatory – 

which are intrinsically interlinked and created 
by	the	professional	in	the	health	services.		
It is Habermas’s third kind of knowledge, 
emancipatory, that is in itself biographical, 
self-reflective	(as	cited	in	Howatson-Jones	et	
al, 2014, 2). We can be liberated from ideology 
and error through what Habermas terms as 
critical-dialectical thought (as cited in Fulcher 
&	Scott,	2011,	56).		Interwoven	into	the	critical	
approach to practice is my biographical 
maternal	narrative	and	its	intersection	with	
case work.  

The critical approach to practice framework 
presents us with a way of critically analysing 
our case work. This is not a linear framework, 
but one which takes into consideration 
new ways of knowing, power, discourse, 
language,	narrative	and	identity,	difference.		By	
employing the engine of critical practice, we 
move	into	the	possibility	of	a	more	meaningful	
encounter	for	our	clients	with	advocacy	and	
empowerment (Payne, 2014, 345). 

 ‘One of the very interesting challenges of 
postmodern and poststructural thinking is the 
way in which it makes us question not just 
what we know, but also how we know it. In 
this sense, this newer way of thinking is very 
different from more modernist or ‘structural’ 
ways of thinking in that modernist thinking 
tends to assume that there is an underlying 
‘structure’ that explains the ‘causes’ of a 
phenomenon’  (Fook, 2016, 45).  
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Figure 1 (Fook’s Critical Practice- Source: 
Adapted from Fook 2012 in Payne, 2014, 345)

The Composite Case Study -Anna 

This	case	work	reflects	some	of	the	key	
themes	emerging	from	the	lived	experience	of	
many of my child protection cases.  Anna is a 
pseudonym.

Brief psycho-social background

Anna initially presented as a young, pregnant 
homeless drug-user, attending a drug 
treatment centre. Her partner was in prison. 
Reviewing	the	chronological	system,	Anna’s	
access	to	education	was	non-existent,	leaving	
her unable to read or write. Her limited phrases 
and use of language meant that she was often 
misunderstood by professionals.  When I was 
allocated this case, the referrer in the report 
had listed a number of pathologised labels 
upon Anna’s potential to mother. As I was 
mindful of labelling theory, I was tasked to look 
beyond	these	labels	and	negative	discourses	
to	find	the	strengths	in	Anna,	while	being	
cognisant of the obstacles. 

Anna had deep feelings of protection for her 
unborn	infant.	However,	the	way	in	which	she	
communicated her mothering experience was 

interpreted by the middle class cultural health 
care	system,	as	pathologically	aggressive	
and	hence	she	was	labelled	as	‘aggressive’.		
Social workers in training learn that they are 
required ‘to lean into the discomfort’.  One 
leans in, tuning into the essence of what is 
being communicated, listening to both the 
verbal	and	more	importantly	non-verbal	cues	
from the client. Thus, one looks beyond the 
typical obscenities Anna used when talking 
to professionals and focuses, instead, on the 
intention behind her communication. 

Ambivalence 

I	recall	my	first	meeting	with	Anna,	telling	me	
her life was not about to change ‘one iota’ 
after she had her new baby. Her anticipation of 
birthing this baby and her projected image of 
her daily life, was that it was not going to alter 
in	any	significant	way.	At	the	time,	I	remember	
being concerned how this mother thought of 
her life pre-baby and post-baby was going 
to	be	relatively	similar.	However,	projecting	
forward to consider my own pre-birth image of 
my ‘babymoon’ and the subsequent maternity 
leave,	it	was	that	my	life	was	bound	to	
positively	change,	irreversibly.	However,	similar	
to Anna, the extent of my whole life changing 
to orientate to my precious infant, did not 
compare	with	my	preconceived	ideas.	

The	lived	reality	for	both	Anna	and	me	with	
our	newborn	infants	was	very	different	
from	our	preconceived	thoughts	of	caring	
for an infant. Anna to a great extent came 
into her motherhood some days after birth. 
She	explained	the	love	she	felt	but	also	the	
struggles of literally learning to hold her baby.  
Following the methodology of the Watch, 
Wait and Wonder attachment work (Muir & 
Lojkasek ,1999), meant going to meet with 
Anna in the neo-natal ward, on a daily basis 
for at least two weeks. The focus of these 
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visits	was	to	support	Anna	in	the	attachment	
of her baby. The outcome of this intense 
social	work	intervention	suggested	that	Anna	
had a capacity to synergise with her baby’s 
needs. She demonstrated the ability to learn 
the	necessary	skills	to	confidently	meet	her	
baby’s needs. A wrap-around support plan 
from community social work was put in place 
for discharge.  

I had assumed that when I became a mother, 
all my academic knowledge, my personal and 
professional life that had exposed me to little 
babies and their care would stand to me in 
my	mothering.	However	the	truth	is,	I	recall	
that like Anna I had my own steep learning 
curve	of	breast-feeding,	bathing,	dressing	and	
caring for my baby. According to Fook’s critical 
practice framework, we need to focus on new 
ways	of	knowing;	hence	the	maternal	narrative	
is the focus of exploration.  The understanding 
of	subjectivity	and	ambivalence,	are	the	new 
way of knowing the complexities of mothering 
in	a	multitude	of	contexts.	(Davies	et	al,	2007,	
23,	Fook,	2016).	Ambivalence	refers	here,	
to opposing thoughts and feelings, usually 
recognising the coexistence of strong feelings 
of	love	and	hatred	(Brown,	2010,	122).	In	this	
reflection	and	discussion,	ambivalence	is	
linked	to	the	feelings	of	vulnerability	which	are	
argued to be a common experience of those 
journeying into parenting. By recognising 
that, in the consistent and reliable response 
from the parent to soothe their infant from 
disequilibrium to equilibrium (distress to calm), 
is what establishes the infant’s secure internal 
working model. In this process the parent’s 
self is abandoned and that it is this joining 
to	the	infant	that	is	ambivalent,	in	the	never	
ending cycle of demands and challenges. 
This abandoning of self is echoed in Lawler’s 
book Mothering the Self, Mothers, Daughters, 
Subjects;

‘A	construction	of	maternity	which	defines	it	
only in relation to the needs of children must 
necessarily	occlude	maternal	subjectivity…	
Having	been	brought	in	to	theories	of	child	
development	as	the	nurturer	of	the	child’s	
needs, then, the mother is simultaneously 
written out, as all other aspects of her 
subjectivity	are	obscured.	In	nurturing	the	
child’s ‘self’, the mother’s self threatens to 
disappear’ .(Lawler, 2000, p133).

Perhaps we don’t like to consider our parents 
having	any	ambivalence	towards	parenting	
us, which makes this frame of reference 
difficult	to	accept.	According	to	Brown,	the	
writers of mother memoirs had a perception 
that there was a lack of openness in talking 
about motherhood issues, in particular the 
darker	ones.	They	justified	their	writing	to	
satisfy a need for openness on maternal 
ambivalence,	thus	breaking	the	silence	(Wolf,	
2001, Fox 2003 as cited in Brown, 2010, 135). 
Parker states that in her analysis, ‘all mothers 
experience	complex	and	conflicting	feelings	
about their babies’ (Parker 2005, as cited in 
Brown, 2010, 122.) 

Miller	in	her	research,	using	the	narrative	
method	with	first	time	mothers,	highlights;	

‘The institution of motherhood in the Western 
world is, then, historically, socially, culturally, 
politically and, importantly morally, shaped. In 
turn, it powerfully shapes our experiences as 
women, whether or not we become mothers, 
because of the cultural assumptions related 
to the women’s desire to be mothers. It also 
makes it hard to talk about unexpected and/or 
difficult	aspects	to	new	mothering,	leading	us	
to conceal what are normal experiences and 
reactions, and so perpetuates the old myths of 
motherhood (2005, 3).
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The	issue	of	maternal	ambivalence	is	not	
an	overarching	theme	in	advice	books	or	
multimedia milieu, because our society mainly 
sees	ambivalence	as	deviant	and	problematic	
(Parker, 2005, Hollway & Feathstone, 1997, 
as cited in Brown, 2010, 124). In order to be 
a mother, many authors, felt that they needed 
to experience a transformation of who they 
were and created a new motherhood ‘self’. 
This	process	was	ambivalent	for	many	(Brown	
2010, p.129).  

Imperfection

Hourican (2013) in her book, ‘How to really 
be a mother’, shows how motherhood is now 
‘mothershould’; it is, at times, a comical, 
subjective	account	of	how	unrealistic	
expectations are externally and internally 
placed on mothers. She describes how the 
mass	media	socially	constructs	the	vision	of	
the perfect family life with small children. She 
suggests, that if one comes to expect one’s 
own family life to meet this ideal, the reality is 
going	to	be	very	far	removed.		

‘In reality, those conservatory windows would 
be smeared with grime and the floor littered 
with the general debris of getting through a 
day with a small baby.  The mother would be 
wondering to herself, ‘Is this child ever going to 
anything but feed?’ It’s only been forty minutes 
since the last one….’ (Hourican, 2013, 13). 

Referring to the composite case study, 
Anna, and the biographical data, a number 
of illuminations became reconstructed. In 
the	main,	mothers,	irrespective	of	social	
class, internalise to a larger or lesser extent, 
the	mass	media’s	perfect	vision	of	being	
a	mother.		This	is	evidenced	when	Anna	
explicitly stated that she judged herself to 
be the imperfect mother when she did not 
have	her	infant	dressed	in	high-end	designer	

baby clothes and footwear. The multi-layered 
stressful challenges this young mother was 
required to negotiate daily were somewhat 
alleviated	by	the	personal	joy	she	had	in	her	
baby’s fashionable wardrobe. As a new social 
work graduate, I was of the opinion that baby 
clothing was functional, necessary to keep 
your infant appropriately dressed for the 
weather.	Yet,	the	positive,	palatable	energy	
and	enthusiasm	Anna	had	in	her	baby’s	every	
garment, was to be respected. 

A new ways of knowing that became 
apparent to me after I became a parent, was 
an unsettling of the dominant discourse of 
‘normal’.		This	involves	an	unrelenting	focus	
on	infants’	and	children’s	developmental	
milestones.	The	emphasis	of	health	visitors	
and Public Health Nurses (PHN) on the 
developmental	milestones,	on	measured	
charts and their suggestions for how a baby 
may	achieve	them	is	the	focus	of	interaction	
with parents.  In my composite case study, 
a PHN examined the infant at the 12 week 
check-up. She was concerned about baby 
developing	her	muscular	system.		It	was	
recommended that baby needed a minimum 
of an hour of tummy time, during the day 
and	again	in	the	evening.	Due	to	Anna’s	
homelessness,	it	was	a	significant	structural	
barrier	for	her	to	find	a	safe	floor	to	put	her	
precious infant on, to facilitate essential 
motor skills. She self-disclosed that baby was 
constantly in the push chair. A family support 
worker	set	aside	time	every	week	day	to	meet	
Anna	and	her	baby	for	this	floor	play	time.		
Anna’s attendance at this centre was always 
erratic.	Upon	exploring	the	barriers	for	Anna	
in	engaging	in	this	service,	it	was	apparent	
that her priority was the presentation of her 
infant and the lack of understanding of the 
value	of	floor	play.	Baby’s	safety,	meeting	
developmental	milestones	and	monitoring	the	
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maintenance phase in this mother’s addiction, 
were	the	social	work	goals	of	intervention.	
I	spent	significant	time	social	modelling	to	
Anna,	how	to	support	tummy	time	and	floor	
play. At this stage in my social work career, 
I had assumed this reluctance in Anna to 
engage in play with her infant was a symptom 
of my client’s marginalisation, yet again my 
interpretative	lens	needed	adjusting	or	shaking	
up.  As Fook’s critical practice framework 
emphasises, to ‘unsettle’ the dominant 
discourses that seem implicit in our thinking, 
presents the new ways of knowing (2016). 

Anna’s	reluctance	to	engage	in	the	floor	play	
also	was	reflected	as	‘normal’	by	some	of	
the parents I met at the infant groups. While 
in	the	main,	most	mothers	seemed	to	have	
knowledge of the importance of playing with 
your baby there were exceptions.  Sitting on 
floors	with	your	infant	for	designated	play	time	
was	not	in	every	parent’s	comfort	zone.	What	
became apparent to me was that a middle-
class mother not supporting their infant’s 
floor	play,	was	never	going	to	be	in	the	social	
services	radar.	My	social	work	training	had	
exposed me to the theoretical and practical 
skills of the importance of play, essential for 
me to connect with the young children on my 
case	load.	I	reflect	back	at	what	I	now	consider	
the unrealistic expectation for Anna, to put her 
baby	down	for	floor	play	at	a	family	centre,	
used by many social groups from 7.30 a.m. 
until 9 p.m. There had to be another solution. 
How	does	one	meet	an	infant’s	developmental	
requirements when you’re in temporary 
homeless accommodation, requiring you and 
your	baby	to	absent	yourself	every	day	for	
eight hours?

A facility such as the Parent-Child 
Psychological Support Programme Service 
attempts to address the needs of a wide 

range of parents’ and infant’s requirements. 
This	service	would	have	been	ideal	for	Anna	
and	baby,	however	was	not	in	our	catchment	
area	at	that	time.		This	service	framework	
recognises the new way of knowing the 
imperfection in parenting, as the norm. It 
was in operation up until June 2016, based 
in Ballymun, Ireland. It has regrettably closed 
due	to	central	government	funding	cuts.	The	
service	worked	on	the shared understanding 
that	parenting	is	difficult	and	demanding	as	
well	as	very	rewarding.  

‘Connected	with	this	has	been	a	move	away	
from ‘rescuing’ children at risk from ‘bad’ 
parents	to	perceiving	parenting	as	a	difficult	
and complex task that requires support and 
understanding. This has resulted in a leaning 
toward	developing	partnership	with	parents	
and	offering	support,	guidance	or	practical	
assistance’.  (Cerezo, Dasi, Ruiz, 2013, 12)

Stadlen’s outlines that, from a sociological 
perspective,	‘motherly	achievements	often	
go unseen’ (2004, p. 17). She goes on to 
explain	that	our	social	worlds	offer	no	words	
to women to explain what a mother does and 
demonstrates how women, when minding 
their young infants, are asked ‘what are you 
doing?’ mothers will commonly answer by 
saying “nothing” or “nothing much”. Stadlen 
goes on to outline the words used to describe 
what mothers do when they are pathologised 
by	services.	

‘We	don’t	seem	to	have	a	problem	when	it	
comes	to	finding	fault.	We	have	plenty	of	
words to describe what mothers do when they 
relate badly to their children. We could pack a 
small glossary with a depressing list of words 
and	expressions;	negligent,	selfish,	heartless,	
narcissistic,	cold,	uncaring….’	(Stadlen,	2004,	
p 17). 
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It is clearly stated by Stadlen that, in an 
articulate	world,	we	give	women	and	men,	who	
are parents, a dictionary of words to condemn, 
but no words to praise (2004, p19). According 
to Walkerdine and Lucey (1989), there is a 
long history of state-generated discourses of 
‘not good enough’, ‘bad mothers’, ‘maternal 
deprivation’,	‘latchkey	kids’	and	‘dual	worker’,	
this relationship between mothers and their 
children is pathologised (as cited in Haywood 
& Mac an Ghail, 2007, p56).  

Guilt

It	is	evident	that	the	omnipresent	‘mother	
blame’ is not only internalised by the mother 
but by the health care or educational 
professionals they come into contact with. 
‘…mothers	are	simultaneously	idealised	and	
demonised.’ (Caplan, 2000, Featherstone, 
1997	as	cited	in	Davies	et	al,	2007,	25).

Rachel Cusk in her book ‘A life’s work - 
becoming a Mother’ (2001), the following lines 
might resonate with parents of small infants:  

“I witness that WHICH I CANNOT 
PERSONALLY REMEMBER, my early 
existence in this white state, this world of milk 
and shadows and nothingness” (Cusk, 2001, 
84). 

Cusk (2001) is not alone in writing about the 
reality in one’s early mothering journey. This 
may conjure up feelings of guilt towards 
parenting. Anna, in her parenting, struggled 
with post-addiction isolation. Now, in her 
post-baby life of the methadone maintenance 
programme, with the omnipotence of the 
social work system assessing her capacity, she 
felt the guilt of missing these people, that life 
of addiction. Yet mothering of her infant was 
opening new relationships with other parents 
and	services	that	she	was	linked	in	with.	
She	named	how	being	a	mother	gave	her	a	

purpose, a focus for her maintenance phase of 
her addiction. The new role of being a mother 
give	her	a	feeling	of	belonging,	legitimised	her	
space in the world around her and she could 
name what she was doing well in mothering.   

Similarly like Anna I recall the feeling of being 
isolated from my pre-baby self, being at home 
with	my	newborn.	Until	my	maternity	leave	
commenced, aside from my four weeks annual 
holidays	and	weekends,	I	was	never	at	home	
for	extended	periods	of	time.		An	active	social	
life prior to my early months with my baby 
stayed on the pause button. I felt guilt in not 
being accessible to my friends as I had been 
pre-baby.	If	my	good	friends	visited,	it	was	
a cycle of interruptions with baby feeding, 
changing and soothing. Those friends and 
colleagues would mutter ‘are you back to 
yourself?’	To	be	honest,	I	was	never	going	
back to my pre-baby self. Just as a back-
packing trip to Central America or a social 
work placement in South Africa changed my 
world	view,	this	new	dimension	of	being	a	
mother was now intrinsically part of me. On 
my	return	to	work,	I	felt	guilty	about	leaving	
my baby in childcare. The emotional burden of 
juggling my career and my young’s care needs 
were always present. Certainly juggling this 
task of emotional labour taught me the new 
acute skill of prioritisation! 

According	to	Fook,	critical	reflection	is	an	
approach ‘which can assist us in subjecting 
our practice to a more critical gaze, at the 
same time allowing us to integrate our 
theory	and	practice	in	creative	and	complex	
ways’ (2016, 51).  Hence my critical gaze of 
this normal understanding of parental guilt 
emerged from the themes that arose in my 
informal	conversations	in	the	sharing	of	the	
day-to-day experience of my own mothering 
journey.  To hear mothers in mothering groups 
say things like; 
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‘I am so tired I could die.... ‘
‘I could lie on the couch all day while the 
toddler watched telly, nursing my baby as I 
confused all those around me because I could 
not string two sentences adequately.... ‘
‘I shouted at my baby, it was my third time 
going back to sleep that night’. 

As a practitioner in a child protection role it 
raised a question, if these aforementioned 
legitimate	narratives	were	uttered	by	a	
mother subject to an assessment of risk, how 
empowered would this woman be in nurturing 
her child or children? How would she be 
perceived	by	the	statutory	services?		

Adrienne Rich a feminist author, sums up this 
ambivalence	and	guilt	very	well	in	this	quote;	

‘The bad and the good moments are 
inseparable for me….. I remember moments of 
peace when for some reason it was possible 
to go to the bathroom alone. I remember being 
uprooted from already meagre sleep to answer 
a childish nightmare, pull up a blanket, warm 
a consoling bottle, lead a half asleep child to 
the toilet. I remember going back to bed starkly 
awake, brittle with anger, knowing that my 
broken sleep would make next day a hell, that 
there would be more nightmares, more need 
for consolation, because out of my weariness I 
would rage at those children for no reason they 
could understand. I remember thinking I would 
never dream again’. (Rich, 1986,31)

Perhaps the guilt associated with mothering 
has risen in line with the proliferation 
of childrearing books and expanding 
psychological understandings of what 
infants and children require. One of Lawler’s 
interviewees	alluded	to	this	when	she	said;

‘I wonder if it’s because there are so many 
books written on childcare and how to bring 

up	your	kids	that	we	suffer	so	much	more	than	
older generations did. I mean mothers just 
used	to	get	on	with	it…’	(2000,	143).

Guilt has become another aspect of the 
modern experience of mothering. One learns 
to	live	with	guilt	only	when	there	is	a	shared	
understanding	of	its	subjectivity.	Containment	
of guilt is aided by humour, honesty and a 
good dose of self-compassion. 

Recognition and Solidarity 
Those professionals who understand and 
empathise with the assumption that parenting 
is challenging and complex are in solidarity 
with	their	clients,	whom	they	are	privileged	to	
walk alongside. There are nights of parenting 
tasks, such as accompanying little ones to the 
toilet in the dim-lit hall, or a need for a night 
time suckle to ensure the infant is content, or 
a reassuring cuddle after a little one is woken 
from a bad dream. I, the mother, may often feel 
every	ounce	of	extreme	exhaustion.	

Reflecting	on	what	Fook	refers	to	as	the	
‘power inequalities and a commitment to the 
empowerment of the powerless people, has 
been a cornerstone of more modernist critical 
approaches‘(2016, 63). A social worker with 
a	family	supportive	role	requires	an	in-depth	
understanding of the ‘normal’ feelings of 
mothering and fathering an infant after birth, 
so the assessments can be made, based 
on a shared platform of understandings and 
expectations.  

‘Feminist analysts (Davies et al., 2003; Krane, 
2003; Swift, 1995) have argued that social 
work practices in child welfare are, in fact, 
practices that centre on scrutinizing maternal 
capacities… the conception of their mandate 
as saving children- in which the child is the 
client as opposed to the mother or family- 
makes it almost impossible for child protection 
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workers to imagine how they might listen 
to and embrace the voices and concerns of 
women as mothers’	(As	cited	in	Davies	et	al,	
2007, 24).

Kennedy’s book on maternity in Ireland was 
a	welcome	and	very	pertinent	example	of	
offering	visibility	to	women	at	the	time	of	
child-bearing and mothering. It is argued that 
in Ireland, despite the fact that in excess of 
50,000	women	give	birth	every	year,	there	is	
a huge gap in analysis of this dimension of 
women’s	lives	(2000,	1).	

‘Motherhood is both personal and political. 
Mothers live their lives where the public 
and private meet. Their everyday lives are 
influenced by public expectations, prescribed 
roles, social, political, economic, and cultural 
constraints and circumstances while on a 
parallel level private, biographical, emotional, 
physical and psychological experiences have 
to be coped with by these same mothers’ 

(Kennedy, 2002, p. 2).

The more mothering is understood with 
its	alternative	perspectives,	a	new	way	of	
knowing will undoubtedly enhance an anti-
oppressive	paradigm.		With	this	shared	frame	
of reference social workers and other health 
professionals	empower	and	advocate	for	those	
who are immersed in the care of their infants 
and young. One questions if marginalised 
parents,	who	have	additional	challenges	
interfacing with social workers, feel free to 
express	the	same	honest	maternal	narrative	
that a parent cocooned by social inclusion may 
describe with other parents, face to face or 
online?  Are the ambiguous representations of 
parenting considered legitimate and accepted 
as the ‘normalcy’?  

Working class women are framed in a unique 

relationship to this pathologisation. They are 
often	described	as	‘bad’,	‘insensitive’,	‘laden	
with sexuality’, ‘dirt’, or displaying the wrong 
amount and type of femininity, exotic and 
repulsive	‘others’,	when	studied	or	assessed	
from	the	middle	class	perspective	(Skeggs,	
1997, Steedman, 1982, 1986, Walkerdine and 
Lucey, 1989, Walkerdine, 1990, as cited in 
Lawler, 2000, p 104).  

We need to be aware that social work is not 
gender-balanced. The majority of social work 
practitioners are women, who are, in the main, 
working with clients who are poor women 
in	marginalised	families	(Davies	et	al,	2007,	
23).		All	parents	by	virtue	of	being	a	parent	of	
infants and /or small children do experience 
ambivalence,	imperfection	and	guilt	in	this	
role. These feelings for some may be dominant 
or not so dominant throughout the journey 
of motherhood and fatherhood, but they do 
remain	all	the	same.		Reviewing	our	narratives	
of parenting is in line with critical approaches 
to practice, thinking about how people’s 
subjective	thoughts	about	their	social	world	
and their place within, is created, co-created 
and sustained (Fook, 2016, 78). 

Projecting forward, when I became a mother, 
I	experienced	a	depth	of	unwavering	love	
and, to my core, a belief that I would gladly 
do	anything	for	my	infant’s	survival.	While	
engulfed	in	this	enduring	love	for	my	infant,	
I	was	bulldozed	over	by	the	huge	sense	of	
responsibility	I	now	felt.	Never	before	had	I	
been so responsible for another person, who 
was	totally	dependent	and	vulnerable.		It	was	
this recognition of the responsibility and its 
impact	that	I	never	fully	understood	until	I	
became a mother. 

Reflecting	on	this	social	work	composite	case	
study, had I mandatorily exited from homeless 
accommodation at 10 a.m., collected 
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methadone	by	11	a.m.,	had	no	private	place	
to rest, other than a family support centre until 
late	evening,	could	this	have	been	a	perfect	
recipe for a serious mental health episode?  
My	emotional	availability	to	mother	my	young	
had a direct correlation to the support I had 
from my informal support network - my 
spouse, my family, friends and neighbours. 
These	informal	networks	are	invaluable	to	a	
new	mother	for	alleviating	the	challenges	of	
parenting.	However,	we	do	recognise	in	our	
case load there are many scenarios whereby 
the informal network is non-existent, so it is 
the appointed social worker or family support 
worker	that	fills	this	lacuna.

In using the critical approach to practice 
framework, another consideration is identity 
and	difference.	Fook’s	critical	practice	
framework helps practitioners to understand 
that a person’s sense of self is integral to 
their health.  We need to be accountable for 
the	types	of	change,	the	types	of	‘selves’	we	
are hoping to create (2016, 95). Considering 
the	types	of	selves,	I	hoped	to	co-create	in	
working with Anna, I recall her persistent 
desire	to	have	a	place	called	home,	a	place	to	
be	safe	and	to	have	privacy.		Although	I	made	
a	concerted	effort	to	petition	the	local	authority	
for adequate accommodation suitable for 
a	small	family	with	an	infant,	this	advocacy	
was	merely	on	an	individual	basis	and	would	
not	affect	public	housing	policy.	Using	the	
critical	approaches	to	practice	with	the	various	
domains	in	Fook’s	framework,	I	reflect	was	
enough done by the social welfare system 
and me to support this mother?  It was almost 
two	years	before	she	moved	out	of	homeless	
accommodation. I recall Anna telling me that 
her	new	home	affected	her	sense	of	self	in	a	
very	positive	way,	casting	off	her	internalised	
shame and blame for homelessness. 

After I became a mother, this transition 
in	my	own	life	cycle	was	transformative.	I	
retrospectively	questioned	the	case	work	
experience, of interfacing with parents like 
Anna. I consciously consider whether my 
social work assessments of parent’s capacity 
to meet their infant’s needs were realistic 
or	attainable?	Reflecting	back	in	this	case	
example, the question on my team leader’s 
lips	at	every	monthly	supervision	session;	‘Is 
Anna coping?’  Those mothers that do attempt 
to cope, to parent their young in extraordinary 
iron-caged structural challenges are worthy 
of	real	visibility.	We,	as	social	workers,	are	
privileged	to	witness	their	resilience	and	
personal	strength	to	mother	in	adversity.	

Becoming	a	mother	offered	me	new	
introspections into parenting.  Parenting an 
infant alone is a difficult and, at the same time, 
a	fortunate	endeavour.	It	is	this	love	labour,	
of mothering carried out, while also homeless 
or coping with any additional challenge that 
deserves	some	consideration.	By	naming	the	
structure and/or other challenges that make 
parenting hard to cope with, shifts the focus 
or lens from the parent, to the external factors 
that	are	obstacles	to	be	removed,	reoriented	
or the target of action by social work. Support 
services	that	work	with	families	empathise	with	
the parents they work with, by being cognisant 
of the structural marginalisation, constructed 
through history, social policy, political and 
economic,	that	make	it	very	challenging.		
This appreciation of Anna and the barriers 
she faced, while being a young mother, were 
further crystallised after I became a mother. 
Becoming a parent helped me to appreciate 
the	struggles	of	another,	less	advantaged	
parent whom I worked alongside. 

Barriers	and	challenges	are	present	for	every	
mother to a greater or lesser extent. I recall 
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the	sleepless,	agonising	anxiety	over	finding	
suitable childcare. I was cognisant of Rich 
when she states; 

‘as daughters we need mothers who want their 
freedom	and	ours….	Because	a	woman	who	
can	believe	in	herself,	who	is	a	fighter,	and	who	
continues	to	struggle	to	create	livable	space	
around her, is demonstrating to her daughter 
that	these	possibilities	exist…	‘	(1986,	247).	

The	Irish	poet	Eavan	Boland’s	poem	written	
in	1982	depicts	the	private	narrative	of	
mothering,	which	reflects	many	of	these	
paper’s	conceptual	themes	of	ambivalence,	
imperfection and guilt. In reading this poem 
it may enhance recognition and solidarity for 
the	maternal	narrative;	Hence,	the personal is 
political.

Night Feed

This is dawn. 
Believe	me 
This is your season, little daughter. 
The moment daisies open, 
The hour mercurial rainwater 
Makes a mirror for sparrows. 
It’s time we drowned our sorrows.

I tiptoe in. 
I lift you up 
Wriggling 
In your rosy, zipped sleeper. 
Yes, this is the hour 
For the early bird and me 
When	finder	is	keeper.

I crook the bottle. 
How you suckle! 
This is the best I can be, 
Housewife 
To this nursery 

Where you hold on, 
Dear Life.

A silt of milk. 
The last suck. 
And now your eyes are open, 
Birth-colored	and	offended. 
Earth wakes. 
You go back to sleep. 
The feed is ended.

Worms turn. 
Stars go in. 
Even	the	moon	is	losing	face. 
Poplars stilt for dawn 
And we begin 
The long fall from grace. 
I tuck you in.

(Boland, 2009)

Recommendations

I suggest that social workers in their training 
are	offered	reflection in action learning 
opportunities, which place the trainee in the 
vicinity	of	the	everyday	parenting	stories.	This	
experiential learning helps the social work 
student to hear the normalcy of parenting. 
In this way, in training, social workers 
meet parents who are, in the main, caring 
for their infants and children without any 
additional challenges of addiction, mental 
illness, homelessness and other structural 
marginalisation,	so	they	have	a	norm	reference	
to draw upon. This norm reference can only 
develop	from	our	informal	familial	networks,	
experiential learning and reading, at a starting 
point, publications such as; Rich, 1986 & 1996, 
Miller, 2005, Stadlen, 2004, Cusk 2001, Lawlor, 
2000, and Brown 2010.  

Social workers, in their training, need to be 
exposed to ambiguous representations of 
parenting. With a shared understanding of this 
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normalcy, social workers that are entrusted 
to	support	family	life,	have	a	concrete	
understanding	of	parents’	lived	experiences.	
It is through induction and deduction of 
knowledge	that	we	hope	service	users	will	
have	an	empowering	experience	(Payne,	2014	
7). 

‘If some people have greater resources than 
others, they have greater freedom to control 
their conditions of life, which conversely means 
that some people have less control or freedom 
to make choices with respect to their life 
conditions’. (Mullaly, 2007, 124). 

Parents require social workers to recognise 
that a lack of words for mothering and 
fathering tasks demotes and ensures its 
invisibility	and	powerlessness.	This	may	affect	
the	narratives	of	the	assessments,	feeding	into	
support	services	that	wrap	around	families.	
It is suggested that social work practice 
must	aspire	to	give	parents	a	discovery	and	
fluency	to	their	complete	representation	of	the	
parenting experience, as one would say; ‘take 
the rough with the smooth’.  

I suggest that child protection assessments 
have	an	opportunity	to	expand	if	there	is	
a	mechanism	to	hear	the	narratives	from	
community parents and health professionals 
who	are	parents.	By	opening	up	avenues	
of dialogue with other parents in the 
relevant	communities	of	our	clients,	‘…
our	understanding	might….	gain	a	different	
perspective	and	can	learn	through	dialogue	
and debate with other people’ (Fook, 2016, 
93). Child protection assessment and 
supportive	goals	may	be	orientated	with	the	
nuanced	cultural	reflexivity	required	for	a	
broader assessment.  The community parents, 
in collaboration with the social worker, may 
offer	their	interpretation	on	composite	case	
scenarios, with the aim to critically interpret 

the complexity of the case work from many 
perspectives.	In	this	way,	the	assessment	may	
capture	the	postmodern	view	of	‘identities	that	
may change, be contradictory and multiple’ 
(Fook, 2016, 99).

	Social	policy	must	strive	to	support	
parenting	from	a	macro	and	micro	level,	so	
we as a society recognise the complexity of 
maternal	narratives,	while	also	emphasising	
a meaningful solidarity with those parents 
rearing our youngest citizens.

Conclusion
This conceptual paper asks the reader to 
consider	that	ambivalence,	guilt,	imperfection	
and	the	recognition	of	these	narratives	
in parenting is normal and that those 
professionals,	that	are	privileged	to	support	
families,	work	in	solidarity	to	hear	their	service	
users’ and clients’ ambiguous representations. 
This article has sought to raise open-
ended questions with a critical approach to 
practice framework, which encompasses 
new ways of knowing, power, discourse, 
language,	narrative,	identity	and	difference	
(Fook, 2016).  Practitioners’ assumption 
of parenting requires critical analysis. The 
critical approach to practice framework, 
synthesised with a composite case, the 
biographical	data	and	relevant	literature,	may	
enhance the conceptual understandings of 
the	transformative	experience	of	becoming	a	
parent. This article raises more questions than 
it attempts to answer.  

I	have	full	admiration	for	those	social	workers	
who work tirelessly with parents and children 
in their communities in the name of social 
justice.  One can testify only too well the 
kaleidoscopic complexity of the cases that 
social	workers	have	the	privilege	of	interfacing	
with.  There is no black or white, but a mix of 
grey. 
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Abstract
This article is an account of practice teaching, 
describing	its	importance	for	the	development	
of professional competencies for social work 
students.	The	advantages	of	practice	teaching	
for	qualified	social	workers	is	examined.	It	
also looks at how social workers can ready 
themselves	for	the	experience	of	practice	
teaching and what preparation, supports 
and	training	are	available	to	them	before	and	
during the period of placement. Feedback 
from experienced practice teachers is cited 
throughout the article. It also outlines the 
supports	that	are	available	from	the	University	
for	social	workers	who	supervise	students.

Key words:  practice teaching, placements, 
social work students, supervision.

As Fieldwork Coordinator, it is my 
responsibility to procure and maintain quality 
placements for MSW and BSW students on 
both	social	work	courses	in	UCC.	I	have	been	
working as the Fieldwork Coordinator in the 
School	of	Applied	Social	Studies	in	UCC	for	
the last 15 years. Prior to this I worked as a 
social worker in Adoption for 20 years.

I	took	leave	of	absence	from	that	work	for	
three years, to work abroad between 1989-
1992.  One of my own placements while 
training to be a social worker was in Adoption. 
I mention that as from my experience and 
anecdotally from the many social workers I 
meet, especially those on the Postgraduate 
Diploma	in	Advanced	Fieldwork	Practice	and	
Supervision	(Social	Work),	they	tell	me	that	
they	have	never	forgotten	the	experience	of	
having	been	on	placement	when	they	were	
social	work	students.	Social	workers	have	
said they might not recall some of the content/
subject matter taught to them as students but 
invariably	they	recall	their	student	placements	
with great clarity. It is not uncommon for these 
placements to lead to employment and/or a 
lifelong	interest	in	specific	areas	of	social	work.	
This was my experience with my placement 
in Adoption. Janine Buck, in her article in the 
Journal of Practice Teaching and Learning 
7(1) 2006-2007 wrote that ‘practice learning 
is the cornerstone of social work education, 
and the experience that is most likely to be 
remembered	post-qualification’	(p12).

Before	detailing	what	is	involved	for	social	
workers who practice teach, it might be useful 
to	first	outline	how	the	student	allocation	
process works, and later detail what supports 
are there for the social workers who choose 
to	supervise	students.	The	allocation	of	
placements occurs in the following way. The 
students	fill	out	a	placement	application	form,	
which requests information on the students 
previous	practice	experience	related	to	social	
work and the geographical preference of 
the student. The form also asks the student 
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to identify his/her learning needs for the 
placement ahead. All students are placed 
in small tutorial groups in the term prior to 
placement, and the students’ tutors get to 
know	the	students	very	well	during	this	time.	
Through discussion with these tutors, the 
Fieldwork Coordinator begins the allocation 
process of the students. Tutors are then 
invited	to	attend	a	pre-allocation	placement	
meeting	whereby	the	tutors	view	where	their	
students are likely to be placed. Sometimes 
a discussion ensues as to whether the tutor 
deems the placement appropriate; most other 
times the tutor indicates that he/she is happy 
with	the	allocation.	Once	all	students	have	a	
placement, the practice teachers are written 
to, and sent a package that includes details 
on the student, the student’s CV, the student’s 
Garda	vetting	results,	the	Practice	Teacher	
Manual,	a	copy	of	the	University’s	Insurance	
and	an	invitation	to	a	call-in	day	to	help	the	
Practice Teacher prepare for the placement 
ahead. 

The	significance	of	placements	to	social	work	
students cannot be underestimated due its 
importance for the personal and professional 
development	of	students.		We	all	know	it	is	an	
intrinsic part of their training, not least because 
students cannot qualify if they do not succeed 
on	placement.		Placements	offer	the	students	
the	opportunity	for	reflection	and	reflexivity	on	
their	emerging	professional	selves.	Being	on	
placement	and	working	collaboratively	with	
an experienced social worker facilitates this 
process.	I	cannot	overstate	the	key	role	that	
the practice teacher plays in this regard as he/
she will model good professional practice, act 
as	mentor,	advisor	and	“critical	companion”	
in this learning journey. The placements also 
afford	them	the	opportunity	to	apply	academic	
and theoretical learning to real life situations. 

Mark Doel in his book ’Social Work 
Placements,	A	Traveller’s	Guide’,	outlines	
four functions of practice teaching. These 
are: Education, Support, Management 
and Assessment. He maintains that ‘good 
supervision	is	the	skilful	integration’	of	all	four	
of these (p102).  As the goal of a social work 
placement is to test whether the student has 
developed	social	work	knowledge,	values	and	
skills that equip him/her for the world of social 
work	after	graduation,	the	supervisor	makes	
a judgement about the student’s suitability to 
practice in the future.  The Practice Teacher is 
the assessor and may engage other colleagues 
also, who may take the student to meetings, 
on	home	visits,	multi-disciplinary	team	
meetings, and so on.  Doel also emphasises 
that	‘supervision	is	not	counselling,	and	
any serious personal problems should be 
addressed	outside	supervision’.	I	would	
concur with this and students who experience 
personal	problems	are	advised	to	liaise	with	
the	student	counselling	service	available	to	
them	at	the	University.

	I	am	very	aware	of	both	the	responsibility	
and extra work that taking a student on 
placement	involves	and	to	support	those	
thinking	of	supervising	a	student,	I	offer	a	
two-day Fieldwork Training Workshop in early 
September each year. This is open to any 
social worker who is considering taking a 
student on placement, or social workers who 
have	not	supervised	a	student	for	many	years.

For	social	workers	about	to	supervise	a	
student,	support	is	offered	in	the	following	
ways:

•	 A call-in day is held the week before 
placements begin to help Practice Teacher 
prepare for placement

•	 A further call-in morning is held about 
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eight weeks into the placement. This is 
an opportunity to check in with Practice 
Teachers on how the placement is 
progressing

•	 Detailed Handbooks are sent to all 
Practice Teachers with all placement tools 
included

•	 We	invite	Practice	Teachers	to	contact	us	
and follow up any queries/requests with 
phone calls and sometimes meetings

•	 At least two three meetings (Practice 
Teacher, student, Tutor) are held during 
the placement. These are opportunities to 
collaborate with the Department’s Tutors 
and the Programme’s Directors

•	 Feedback at the end of placements is 
welcome from Practice Teachers, Tutors 
and students.

•	 Formal training, i.e., the Postgraduate 
Diploma	in	Advanced	Fieldwork	Practice	
and	Supervision	(Social	Work),	a	first	in	
Ireland, is an accredited Postgraduate 
Programme	for	social	workers	offered	by	
UCC.

Despite	the	ever-increasing	demands	being	
put	on	social	work	services,	many	social	
workers take students on placements. This 
commitment to our profession is admirable. 
It must be acknowledged that without the 
goodwill of the practice teachers professional 
social work courses could not operate. The 
insights and feedback of social workers/
practice	teachers	supervising	students	is	
invaluable	to	the	School	of	Applied	Social	
Studies, because this feedback loop 
strengthens our understanding of current and 
arising issues in professional practice.   

The feedback from practice teachers who 

have	had	students	is	mainly	very	positive;	
some	examples	of	this	is	exemplified	by	the	
following:

‘Having	a	student	is	a	good	revision	of	your	
own training and the theoretical base of what 
we do.’

‘I	had	gained	so	much	experience	over	the	
years,	it	might	have	become	lost	if	I	had	not	
shared it.’

‘I practice taught for my own professional 
development	and	the	experience	of	
supervising	someone.	I	also	was	able	to	show	
my Principal Social Worker I was capable of 
the extra responsibility.’

‘I	was	motivated	to	practice	teach	to	provide	
a student social worker with good learning 
opportunities,	to	provide	them	with	the	
experience	to	help	them	develop	their	skills	
and identify their future leaning needs.’

‘I	wanted	to	help	students	develop	the	
capacity	for	reflection	and	self-awareness	and	
pass	on	these	values	to	future	social	work	
students.’

These social workers were also asked were 
there	benefits	to	their	career	development?

One social worker commented that: ‘at multi-
disciplinary	meetings,	the	skills	I	learnt	have	
enabled me to help other clinicians to take a 
moment	longer	in	reflection	before	making	final	
decisions about drawing up treatment plans 
or	closing	off	cases’.	Another	said	that	‘taking	
a student is extra work, but is rewarding, 
especially as you see the student grow and 
develop	over	the	course	of	the	placement.’

 When asked for suggestions that they would 
put forward to someone who was thinking 
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about	supervising	a	student,	they	offered	the	
following	advice:

‘Do	not	overlook	the	importance	of	a	good	and	
detailed placement contract with the student. 
I would also suggest a Practice Teacher keep 
a	learning	journal	to	help	reflect	on	their	own	
experiences. Being familiar with the Kolb 
cycle,	and	Morrison’s	supervision	model,	is	
also helpful.’

‘Try	to	help	develop	the	capacity	in	the	student	
for	reflection	and	self-awareness.	Having	had	
two	very	committed,	skilled	and	reflective	
Practice Teachers as a student inspired and 
motivated	me	to	practice	teach.	Therefore,	I	
try	to	create	an	environment	where	a	student	
can learn from experience and make mistakes. 
The	ability	to	give	critical	feedback	without	the	
student feeling he/she had done something 
seriously	wrong,	is	very	important.’

The Fieldwork Coordinator seeks feedback 
on	placements	once	finished	by	meeting	the	
students when they are back in the classroom 
setting.	The	students	are	all	requested	to	fill	in	
a two-page form that asks them to detail what 
areas of social work experience the placement 
offers,	what	the	learning	opportunities	
are	specific	to	the	agency	and	what	skill	
development	the	placement	facilitates.	The	
students are also asked about practical 
considerations associated with the placement, 
and any other factors relating to the placement 
that the student considers important. These 
feedback	sheets	are	reviewed	by	the	Fieldwork	
Coordinator and placement secretary for future 
reference. 

Points to consider for best practice when 
considering supervising a student in the 
future 

Prior to the pre-placement meeting with the 

student, Practice Teachers should take a 
good	look	at	the	student’s	CV.	This	CV	gives	
an	indication	of	the	student’s	previous	life	
experience,	including	any	voluntary	and	paid	
employment, and any other qualities and 
skills	they	say	they	have.	The	CV	should	also	
highlight the student’ s gaps in knowledge 
and hoped-for learning experiences for this 
coming	placement.	Having	a	conversation	
about what is on the CV is then helpful before 
the placement begins. A useful question is to 
ask then of the student is: ‘is there anything I 
should know before the placement begins?’ 
These could be matters like: has the student 
dyslexia	and/or	writing	difficulties,	illnesses,	
child care commitments, caring responsibilities 
for	older	relatives	or	any	other	possible	
personal	issues	relevant	that	the	Practice	
Teacher should know about. 

If	you	are	about	to	supervise	a	student,	the	
following	supports	are	offered:

•	 A preparation day (or call-in day) for 
the	Practice	Teachers	at	the	University	
to help you prepare for the placement. 
The Social Work Registration Board 
strongly recommends Practice Teachers 
attendance at these training days to 
support the placements.

•	 At	this	call-in	day,	topics	covered	are:	the	
role	of	supervision	and	the	importance	of	
weekly	supervision,	the	learning	contract,	
use	of	diary,	the	significance	of	regular	
feedback, the College’s requirement that 
students write Practice Learning Enquiries 
or Learning Incidents, student’s access 
to	confidential	information	and	files	etc.,	
student	agency	visits,	relevant	reading	
for the student and legislation pertaining 
to the agency. Suggestions are made as 
to	how	to	engage	other	professional	staff	
with your student, in ways that may be a 
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support to you.

•	 A further call-in morning is organised mid-
way through the placement cycle. This 
morning is intended to help you prepare 
for	the	mid-way	evaluation	of	the	student,	
help iron out any matters that may be 
arising,	and	preparation	for	the	final	
placement report ahead.

•	 Contact	with	the	social	work	staff	at	
the School, ideally the student’s Tutor, 
or the Fieldwork Coordinator, if more 
appropriate,	is	available	to	you	when	
clarity about any matter is required

Finally,	if	you	are	thinking	of	supervising	a	
student	for	the	first	time,	it	is	advisable	at	
the	outset,	to	have	the	go-ahead	from	your	
Senior/Principal and try to go on a training/
preparation course. If you work with people 
who	have	supervised	before,	talk	to	them	for	
advice	and	get	suggestions.	You	can	also	
consider sharing a student with a colleague.  
Remember, you had to go on placement twice 
yourself when training. You are in the best 
position	to	give	back	to	the	profession,	by	
offering	a	social	work	student	the	opportunity	
to	learn	and	develop.	“It	is	part	of	the	gate-
keeping	process	that	ensures	that	service	
users	can	feel	confident	that	their	social	
worker has been rigorously educated, trained 
and tested”. (Doel, 2010). I sincerely thank all 
the	social	workers	who	have	taken	students	
on placement heretofore, and I would like to 
encourage those of you who are considering 
taking a student on placement to take the 
plunge. Your professionalism, practice 
experience and corporate knowledge is one of 
the	most	valuable	learning	resources	available	

to trainee social workers.
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ABSTRACT

Despite	low	prevalence	of	tuberculosis	(TB)	
in	Ireland	challenges	remain	for	the	delivery	
of care which focuses on multi-disciplinary 
team (MDT) input. The aim of this study was 
to identify the social needs of TB patients 
attending a national centre.  The study sought 
to examine how a medical social worker 
(MSW)	role	might	be	developed	within	the	TB	
outpatients’	service.		Action	research	provided	
a framework for the project and a mixed 
method approach was used.

Findings 

•	 Evidence	of	MSW	supporting	the	complex	
social needs of TB patients. 

•	 MDT aware of the social needs of TB 
patients;	however,	a	medical	model	of	
care was dominant.

•	 MDT	identified	that	MSW	support	was	
required;	however,	they	appeared	to	have	
limited understanding of this role.

Applications

·	 Work of MSW is fundamental to 
supporting TB patients. 

·	 Action research is an appropriate 
methodology for Social Work practitioner 
research.

Key Words: Service development, multi-
disciplinary team relationships, medical 
social work, and tuberculosis 

Introduction 

Europe saw a decline in tuberculosis (TB) in 
the	last	century	as	a	result	of	improved	living	
conditions	and	preventative	and	treatment	
measures.	More	recently,	overall	rates	in	the	
WHO	European	region	have	increased	from	
28	notifications	per	100,000	population	per	
year	in	1994	to	51	notifications	per	100,000	
population in 2007 and dropped again in 
2014 to 32 per 100,000 (European Centre 
for	Disease	Prevention	and	Control/WHO	
Regional	Office	for	Europe,	2015).			Despite	
low	prevalence	of	TB	in	Ireland	(8.4/100,000/y)	
(HPSC	2014),	challenges	for	delivery	of	care,	
which bring a focus on multi-disciplinary team 
(MDT) input, still remain.  These challenges 
include managing an infectious disease; 
increasing incidence of strains that are 
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resistant to existing therapies (multi-resistant 
TB); associated stigma (Macq et al., 2006) and 
linking	with	marginalised	groups	and	levels	of	
poverty	(Reeves	et	al.,	2014).		

This paper seeks to illustrate the complexity of 
introducing a social work role into an already 
well-established multi-disciplinary team.  
However,	well-supported	the	case	for	a	social	
work role by the team may appear, knowledge 
about a particular allied health discipline may 
not	reflect	the	individual	discipline’s	own	
experience	with	its	underpinning	values	and	
beliefs.	The	paper	will	first	outline	the	idea	
of	healthcare	and	the	MDT	specifically,	as	a	
melting	pot	of	competing	unequal	narratives.		
This will be followed by the story of the action 
research project including methods used 
and	findings.		The	third	and	final	section	will	
discuss	the	implications	of	the	findings.

Background 
 
This action research project was undertaken 
in an acute hospital which is a national referral 
centre for TB patients in Ireland.  The hospital’s 
catchment area includes the inner city, 
covering	a	population	of	high	unemployment	
and	associated	poverty.	It	accepts	complex	
referrals from other treatment centres 
nationally. A MDT comprising of consultant 
respiratory physicians, registrar, public health 
doctors and nurses, senior pharmacist, TB 
nurse	manager	and	administration	staff	
provide	TB	care.		Historically,	social	work	
support	for	the	TB	service	was	limited	to	25%	
of a social work post that focused entirely 
on inpatients. This meant that there was no 
outpatient-based	social	work	service,	despite	
the fact that the majority of TB patients are 
treated on an outpatient basis.  Treatment 
as an outpatient is a key element of TB 
care in Ireland. Treatment adherence is of 

particular importance because of the risk 
of treatment failure, spread of infection and 
risk	of	developing	resistance.	Measures	
supporting adherence include; frequent clinic 
appointments	for	supervision	and	support	of	
disease management, medication adherence 
and	side	effects;	a	named	key	worker;	and,	
Directly	Observed	Therapy	(DOTs),	wherein	a	
healthcare	professional	observes	the	patient	
swallowing their daily medication.

 Economic, social, cultural, addiction and 
mental	health	related	issues	can	influence	
adherence with treatment, resulting in poorer 
health	or	even	death	and	the	spread	of	
infection. To begin to address this gap, funding 
was	received	for	a	Medical	Social	Worker	
(MSW) to work with the team for a ten month 
period as a scoping project to assess the 
need for a longer term MSW role.  During this 
period, this study was conducted to:

a) identify the social needs of TB patients; 

b) examine the potential contribution of a 
MSW to TB patient care and the MDT; and

c) examine how a MSW could be integrated 
into	the	existing	service	in	a	way	that	
supports	the	service	aims.

The Medical Social Worker
The role of the MSW is to assist patients 
and	families	resolve	any	social,	practical	or	
emotional	difficulties	that	impact	on	their	ability	
to cope with their illness. In Ireland, there are  
4237 (Coru 2018)  registered Social Workers 
and it is estimated that 10% are employed in 
a hospital setting (Forman, 2015). Research 
with	Irish	service	users	suggests	that	MSWs	
need	to	raise	awareness	of	their	profile,	that	
the	timing	of	intervention	is	important	and	
counselling	was	identified	as	a	key	MSW	
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support to patients (Forman, 2015). 
Given	the	particular	challenges	relating	to	
TB management, it is not surprising that the 
importance of the social worker has been 
highlighted (Black and Bruce, 1998;  Craig 
et al., 2007; Craig et al., 2008) . A study by 
Craig	et	al.	(2007)	highlights	the	benefits	of	
a	TB	Link	Worker	(TBLW)	in	developing	a	
social model of care in TB treatment. In their 
study, the link worker was a Social Worker.  
MSWs	have	also	reported	on	the	importance	
of challenging the medical model and better 
defining	their	role	(Davis	et	al.,	2005;	Shelley	
& Muskat, 2013).  TB care and management 
illustrates the struggle between competing 
narratives.		The	medical	model	of	care	focuses	
on the pathophysiology and pharmokinetics 
of TB. Management of medication compliance 
is	informed	by	behaviourism.		In	juxtaposition	
to	this,	illness	experiences	reflect	issues	such	
as stigma, (Lönnroth et al., 2010; Morris et 
al., 2013; Paz-Soldán et al., 2013)  feelings of 
shame,	isolation	and	fear	(Juniarti	and	Evans,	
2011)	and	diverse	emotional	impact	(Gerrish	
et al., 2012). The literature suggests that a 
purely medical approach to the control of TB is 
insufficient	(Rasanathan	et	al.,	2011).	Services	
are rarely designed with users’ social needs in 
mind	and	often	do	not	fit	into	people’s	lives,	
making	compliance	difficult	(Noyes	and	Popay,	
2007). 

Hierarchy and languages of healthcare
The hierarchical nature of the healthcare 
environment	has	long	been	recognised,	giving	
rise	to	concerns	about	voice	and	context	
(Cornwell, 2014, Baeza et al., 2014), and 
team function ( Opie, 1997a; Opie, 1997b; 
Opie, 1997c).  Hierarchy in this sense extends 
beyond who leads the team to include 
engagement with the MDT. For our purposes, 
disciplinary	voice	represents	the	knowledge	
base,	values,	language	and	positionality	

that	any	individual	discipline	brings	to	the	
table.	Disciplinary	positionality	is	reflected	in	
how	the	voices	of	disciplines	differ	from	but	
continuously engage with one another in a 
way that brings complementarity and tensions 
to engagement. The idea of heteroglossia 
as Mikhail Bakhtin’s (1895-1975) has been 
used to illustrate this (Hynes et al., 2012; 
Hynes et al., 2014). Here, heteroglossia refers 
to	the	stratification	of	language.	Pathology	
investigations	and	reports,	health-related	
quality of life, biochemistry, protocols and 
indeed, the MSW are all familiar terms within 
any	hospital	environment,	but	each	reflects	
a	particular	narrative	and	the	privileging	of	
certain	views	over	others.		In	heteroglossia,	
languages	are	value-laden,	hierarchical	and	in	
conflict	with	one	another.		Those	that	are	less	
dominant	seek	to	avoid	being	subsumed	by	
those that are top of the hierarchy. Therefore, 
the	introduction	of	a	social	work	role,	however	
well supported, presents issues of power. 
In the case of TB, diagnosis and treatment 
is underpinned by a focus on complex 
medical	decision	making	that	is	reflected	in	a	
strong	bio-medical	narrative	as	evidenced	in	
treatment guidelines and publications.     

Methods
This project set out to examine how a social 
work	role	might	be	developed	within	the	TB	
outpatients’	service	in	a	TB	national	service	
centre.		The	specific	project	aims	were:	

1. To	examine	how	specific	social	needs	
of	patients	in	the	TB	service	might	be	
addressed through a social work role.

2. To examine how a social work role could 
be embedded and complement TB care 
in an already established acute hospital 
service.	

Action	research	provided	a	framework	for	
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the project.  The project team understood 
action research as a process of inquiry 
that is oriented towards integrating applied 
behavioural	knowledge	with	existing	
organisational knowledge seeking to address 
problems in real time (Shani and Pasmore, 
2010	[1985]).	Importantly,	action	research	is	
concerned with both change and knowledge 
generation. In this case, the change was 
the introduction of a MSW role to the TB 
outpatient clinic. 
In keeping with an action research framework, 
the project progressed through a cyclical 
process of problem construction, planning, 
action,	review	and	problem	construction	
(Coghlan and Brannick, 2014). The project 
included three main cycles each informing the 
next (Figure 1). The third cycle, a trial, emerged 
from	the	findings	of	the	2nd cycle. 

Figure 1: Action Research Cycles

Data collection 

Several	data	collection	methods	were	used	
and	included	a	chart	survey,	direct	observation	
of	the	MDT,	a	focus	group	interview	and	
referrals	to	the	MSW	(first	author)	during	a	trial	
period (Table 1). 

	
Medical  

Chart Audit

Focus Group 
and Direct 
Observation

Trial of 
 Outpatient 
Service
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Table 1: Data Collection Methods

Cycle Methods Data Collection 
Method

Analysis

Cycle 1 Chart Audit:

Retrospective	audit	of	
medical charts;

Audit of patients attending 
a	TB	outpatient’s	service	in	
2014

Psychosocial 
assessment tool

Descriptive	
statistics

Cycle 2 MDT	interview Focus group Content 
analysis

Direct	Observation Field notes Content 
analysis

Cycle 3 MSW Trial Field notes Content 
analysis

Cycles 1-3 Reflective	Diary Reflection
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The	MSW	also	recorded	her	observations	
for	the	duration	of	the	project	in	a	reflective	
journal, which is an important element of the 
research process (Jasper, 2005). The entries 
focused	on	issues	the	social	worker	identified	
as	relevant	to	the	research,	in	her	roles	as	
researcher and a member of the TB team. 

Cycle 1: Medical Chart Review

The	medical	chart	review	consisted	of	
two	elements;	(a)	a	retrospective	audit	of	
medical charts and (b) an audit of patients 
attending	a	TB	outpatient’s	service	in	2014.		
A	psychosocial	assessment	tool	developed	
by the London TB Workforce (Royal College 
of Nursing, 2012, Appendix page 30) was 
applied.  This tool gathers basic social and 
demographic information including gender, 
housing, employment, substance abuse, 
travel	and	mental	health	issues.	For	our	
purposes, the tool was used in its original 
format	to	survey	medical	charts	and	gather	
information on the social background of 
patients. Each patient was assigned a code 
and all information was anonymised to ensure 
confidentiality.

Of	the	total	medical	charts	reviewed,	108	were	
from TB patients attending the outpatient’s 
clinic	from	April-	November	2014.	In	addition,	
the	project	team	aimed	to	survey	30	charts	
of patients who attended the clinic pre 
2014 (2010-2014). This was to ensure that 
a	comprehensive	mix	of	patients	would	be	
captured	in	the	chart	review.		However,	11	
medical charts from this group could not be 
located or were in use at the time of the audit. 
Thus,	the	final	number	of	charts	surveyed	was	
127.		Chart	data	were	analysed	for	descriptive	
statistics using SPSS V20 (SPSS Inc. Chicago 
IL). 

Cycle 2: Focus group and direct 
observations

The	chart	audit	provided	evidence	of	patient’s	
unmet	social	needs	that	could	have	been	
addressed by a MSW role.  A focus group 
was organised in order to gain a better 
understanding about the issues that the TB 
team felt were important for the establishment 
of the MSW role and to explore how the social 
needs of patients are currently understood and 
addressed in the absence of a social worker 
as part of the team. Nine members of the TB 
team, including two Consultants, a Registrar, 
a Nurse Manager on a TB ward, a TB Nurse 
Specialist, an Administrator and Pharmacist 
were	invited	to	participate	in	the	focus	group.	
Five	people	attended	the	focus	group	including	
two doctors, two nurses and a pharmacist. 
Comprehensive	notes	were	taken	during	the	
focus group. The notes were analysed using 
content analysis (Vaismoradi et al., 2013)
.   
Direct observations and reflective writing

During the early months of the project, 
the	MSW	researcher	(first	author)	directly	
observed	members	of	the	TB	team,	over	
a four-week period during ward rounds, 
patient assessments and team meetings. The 
researcher	took	on	the	role	of	observer-as-
participant (Gold 1958) which is considered 
more as a research role (Parahoo 2006). 
Observations	and	input	by	the	MSW	to	MDT	
team	discussions	were	recorded	in	field	notes	
and	were	analysed	using	conventional	content	
analysis (Hsieh and Shannon, 2005)
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Cycle 3 Trial of an outpatient Social Work 
service
Following the action research cyclical process 
of	observation	and	reflection	on	findings	from	
each	of	the	cycles	outlined	above,	the	MSW	
provided	an	outpatient	social	work	service	to	
TB	patients	over	a	three-month	period.	The	
purpose of this trial period was to explore the 
feasibility	of	an	outpatient	MSW	service	and	to	
identify how the MSW might address the social 
needs of patients in a TB outpatient’s clinic. 
During	the	first	six	weeks	of	the	service	trial,	
the TB team referred only three patients.  
As referrals were low, for the remainder 
of the trial the MSW made the decision to 
proactively	target	and	assess	patients	who	
may require MSW input. A two-pronged 
approach was taken. All TB patients had to 
attend the pharmacist for medications. The 
pharmacist then referred patients to the MSW 
for assessment.  The MSW also met patients 
waiting in clinic and introduced her role and 
offered	her	service.		In	total,	24	patients	were	
assessed	by	the	MSW.	All	interventions	were	
recorded using the standard MSW assessment 
form that is used by all MSWs in the Hospital.  
This	assessment	form	included	fields	that	
collected	both	qualitative	and	quantitative	
data.	Qualitative	data	were	analysed	using	
content analysis (Vaismoradi et al., 2013)  
and	quantitative	data	were	analysed	using	
SPSS V20 (SPSS Inc. Chicago IL). All patients 
were allocated codes and information was 
anonymised	to	ensure	confidentiality.

Findings
Content	analysis	of	all	the	qualitative	data	
resulted in the emergence of four key themes: 

•	 the	provision	of	support;	

•	 the	effect	of	TB	on	the	patient’s	life;	

•	 the role of the family; and

•	 the role of the professional- MSW and TB 
team. 

Findings related to these themes will be 
presented	under	the	different	cycles	of	the	
project.  

Cycle 1: Medical chart audit 

The Medical charts indicated that some 
professionals recorded a lot of information on 
social issues, while others recorded minimal 
information. There was no clear practice on 
how much information was collected, which 
in	turn	resulted	in	limited	data	being	available	
to the MSW on patient’s social background 
or personal circumstances. Table 2 below 
outlines	the	key	quantitative	findings	from	the	
medical chart audit. 
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Table 2: Chart Audit and Case Review

Total

(N)

Total

(%)

Charts assessed 127

Age   

Average age 44.6yrs

Age range  18-88yrs

Accommodation  

Stable accommodation 123 97.0

Urgent Housing issue 4 3.0

Substance Abuse  

Consuming Alcohol 47 37.0

Drinking to excess 4 6.0

Smoking 38 29.0

Receiving methadone 5 4.0

Mental health  

Active mental health issues (low mood, 
depression, stress, bipolar disorder and anxiety)

22 17.0

Occupational Status/Income   

Unemployed 61 48.0

Employed 63 49.6

Unknown 3 2.4

Receiving Social Welfare 51 40.0

No income 10 7.9

Directly	Observed	Therapy	(DOTs)  

Receiving DOTs 21 16.5
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The	findings	indicate	that	3%	of	patients	
self-reported drinking to excess. There is a 
reported link between alcohol consumption 
and TB risk (Rehm et al., 2009). Housing 
issues and the risk of homelessness was 
also	highlighted	with	18%	of	patients	having	
housing	issues	that	have	a	negative	impact	
on the treatment and management of TB. The 
chart	survey	also	recorded	patients	expressing	
felt stigma. For example, one patient reported 
that friends were ignoring her due to her 
illness.  Other patients did not want people, 
including their family and friends, to know 
about	the	diagnosis	due	to	the	perceived	
stigma attached to the condition. This 
reflects	findings	elsewhere	where	felt	stigma	
associated with TB has been highlighted 
(Lönnroth et al., 2010, Morris et al., 2013, 
Paz-Soldán	et	al.,	2013).	Over	16%	of	patients	
were	identified	as	having	an	increased	risk	
of non-adherence to medication and were 
referred to a community-based nurse for DOTs.
The medical chart audit highlighted examples 
where	patients	could	have	benefited	from	
emotional support from a MSW. Table 3 
summarises the social issues that were 
highlighted and that could best be addressed 
through a MSW role. These include issues 
with social isolation, social stressors following 
diagnosis. 
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Table 3: Issues identified in Chart Survey that are relevant to MSW Role

Issue Manifestation

Diagnosis Felt stigma

Social isolation

Social stressors Carer strain including caring for a child with a 
disability, childcare issues and isolation from 
family who were abroad

Social isolation Adjusting to diagnosis

Lifestyle Alcohol excess

Poverty	 Overcrowded	accommodation

Risk	of	eviction

Immigration Visa	difficulties
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Cycle 2: Focus group and direct observation

Themes:

1. MSW support to colleagues and patients.

2. The need for the MSW to educate the 
team on MSW role.

Different	views	were	expressed	by	the	MDT	
on how the MSW could support patients.  
Participants stressed the importance of the 
MSW becoming embedded within the team 
and being the liaison person between the 
medical team and the patient/family. They 
believed	the	MSW	role	could	improve	service	
delivery	and	patient	outcomes	by	addressing	
issues	including	poverty,	homelessness	and	
alcohol	excess.	Participants	also	viewed	
the	MSW	as	having	particular	expertise	in	
substance abuse issues, including alcohol 
consumption and acting as the “middle 
person” between the team and the patient.  In 
relation to the role of the MSW, suggestions 
from participants included:

•	 Assurance	that	all	the	supports	available	
have	been	offered	to	‘chaotic’	patients.	
The term chaotic was used to describe 
patients	who	have	difficulties	in	coping	
due to complex social circumstances and 
social stressors. 

•	 The	provision	of	practical	and	emotional	
support to the patient.

•	 Addressing	specific	supports	such	as	
addiction	counselling,	visa	application,	
liaising with prisons and dealing with 
community	services.

Participants expressed awareness of the 
issues facing TB patients and the need for 
a	MSW	given	the	number	of	patients	who	
were presenting with complex social issues. 

However,	there	was	limited	understanding	
of	the	actives	and	scope	of	an	MSW	role	to	
address these issues.   

Direct observation

During	the	direct	observation	the	researcher	
noted that patient’s personal issues, such as 
side-effects	of	medications,	work	and	other	
health issues are often raised but were not 
explored.		The	researcher	identified	several	
areas	where	the	services	and	intervention	of	
a	MSW	would	be	beneficial.	Indeed,	several	
patients	indicated	that	they	would	have	liked	
to	have	had	emotional	support	when	they	
received	their	diagnosis.	

The researcher concluded that on ward 
rounds, the bio-markers of the disease and 
infectivity	took	precedence	with	little	or	
no	discussion	on	social	issues.	However,	
the presence of the MSW during the direct 
observation	phase	did	prompt	sharing	of	some	
information that, in one instance, resulted in 
further	intervention	regarding	a	statutory	issue.		
One TB team member said that he felt that 
having	an	MSW	on	the	team	would	allow	other	
professionals to focus more on their roles 
indicating	an	MDT	view	that	social	issues	were	
not the remit of the medical team. 

Cycle 3: Trial of an outpatient Social Work 
service

Table	4	outlines	the	key	findings	from	the	trial	
outpatient’s	service	assessment.		

During	the	service	trial,	for	the	24	patients	
who	were	referred	to	the	MSW,	interventions	
related to alcohol counselling, assistance with 
accommodation	issues,	financial	and	social	
welfare	advice	and	visa	and	immigration	
issues.   Many of these patients required follow 
up with the MSW. The majority of the work 
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carried	out	by	the	MSW	involved	practical	
support	such	as	support	with	finances,	
housing	and	advocacy.		

Patients	were	also	provided	with	emotional	
support.	Fear	and	felt	stigma	about	infectivity	
was	prevalent,	including	difficulties	in	wearing	
a mask, for example, and fear that TB could be 
passed on to family and friends. One patient 
was concerned that his mother could catch TB 
as she was unwell at the time of his diagnosis.  
The MSW also worked with a patient who was 
afraid she could not hold her baby because of 
TB. Other patients talked about how long stays 
in	hospital	made	it	more	difficult	to	interact	
with	other	people.	Almost	all	patients	involved	
in	the	MSW	service	trial	stated	that	their	
family was their main support illustrating the 
importance of informal support networks.
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Table 4: Medical Social Work Outpatient Service

 Total (N) Total (%)
No. of patients referred to MSW 25  
Directly assessed 24  
Not	assessed	(referred	to	service	but	did	not	attend) 1  
Country of Origin  
Ireland 15 63
Poland 2 8
Somalia 2 8
Other (Algeria, China, Hungary, India, Nigeria, Pakistan, Hungary)              5 20
Reason for referral  
Accommodation issues 3 12
Assessment of home/community supports 14 56
Counseling 8 32
Outside agencies MSW liaised with  
Dept. of Social Protection 6 24
Medical	Card	office 1 4
Community Nursing 1 4
Child Protection Social Worker 1 4
County Council 1 4
Prison	Service 1 4
Accommodation  
Living	Alone 5 20
Living	with	others	(house	share/with	family) 20 80
Local Authority Housing 5 20
Private	rental 11 44
Receiving	rent	allowance	 4 16
Owner occupier 6 24
In prison 1 4
Homeless accommodation 2 8
Issues with present accommodation (e.g. arrears, rent allowance 
entitlement,	substandard	housing,	risk	of	eviction)

5 20

Sources of Support  
Family 19 76
Other 5 20
Substance Abuse  
Linked	with	addiction	support	services 4 16
Occupational status/Income  
Full time employment 3 12
Part time employment 2 8
Self employed 1 4
Student 1 4
In receipt of Social Welfare 14 56
In prison 1 4
Other (support from family) 3 12
Requests	referral	to	Community	Welfare	Officer	 1 4
Supportive Counseling  
Patients	requiring	supportive	counseling	from	MSW	(effect	of	TB	on	life,	
alcohol counseling, social stressors)

9 36
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The Reflective Diary 

Reflection	is	a	key	aspect	of	action	research	
and during each cycle a process of planning, 
acting,	evaluating,	revising	and	reflecting	was	
undertaken.	Part	of	the	reflection	process	
involved	reflective	writing	in	the	form	of	a	
‘reflective	diary’	where	the	researcher	kept	field	
notes. The entries focused on issues the social 
worker	identified	as	relevant	to	the	research,	
in her roles as researcher and a member of the 
TB team.   

Learning from reflective diary

•	 In	setting	up	the	Social	Work	Service	
the MSW faced barriers including 
accessing	a	suitable	venue,	
receiving	referrals	and	identifying	
suitable patients for assessment.  

•	 Having	‘champions’	for	the	service	is	
essential in getting referrals from the 
team. Identifying these champions 
would be an important element in 
any	future	service.	

•	 The dominance of the medical model 
of interaction with patients made 
focusing on other psycho-social 
aspects	of	TB	difficult.	Education	
about the social model would play a 
key	part	should	a	service	be	set	up	
in the future.

Discussion
Action	research	provided	an	opportunity	
to examine learning from both the process 
and	findings	from	each	cycle	so	that	the	
project actions could be adapted throughout.  
Specifically,	a	focus	on	context	drew	attention	
to	the	environmental	factors,	political	
forces	and	alignment	of	individual	and	team	

goals.		Environmental	factors	included	the	
organisation of TB care and management for 
outpatients.  Political forces drew attention 
to the organisation of care in terms of patient 
throughput, responding to the needs of 
marginalised	groups	and	negotiating	services	
dealing with homelessness, addictions and 
so	on.	Alignment	of	individual	and	team	goals	
enabled a focus on the complexity surrounding 
the introduction of a role within an established 
team.	Individuals’	social	needs	included	
support for addressing practical needs such as 
housing and social welfare issues; enhancing 
coping mechanisms and enabling resilience all 
of which are core to the role of the MSW. 

There was strong support for the introduction 
of	a	MSW	TB	outpatients’	service	to	the	
extent that the project was funded by the 
hospital with medical and nursing team 
members leading the proposal. As the project 
unfolded	there	was	evidence	of	the	complex	
social needs of the patients with TB who 
were attending the clinics. The chart audit 
and	focus	group	reflected	an	awareness	of	
support needs among the multi-disciplinary 
team.	However,	that	awareness	was	infused	
with limited understanding of the MSW role. 
The	direct	observation	findings	illustrate	
both	the	potential	for	brief	interventions	by	
a MSW to address immediate problems and 
the	dominant	bio-medical	narrative	for	patient	
care.  

To return to the idea of heteroglossia, the 
findings	from	the	three	project	cycles	reflect	
not	a	single	narrative,	but	rather	a	dominant	
bio-medical	narrative	with	other	narratives	
bubbling beneath the surface including those 
reflecting	care	and	whole	illness	experience	
and welfare. The challenges facing the MSW 
were not necessarily related only to a lack of 
awareness among the MDT about the social 



58 59

needs of patients. Rather, the issues were that 
these	needs	were	viewed	more	from	a	bio-
medical	vantage	point	or	world	view.		

In other words, the challenges faced by 
the MSW were two-fold. Firstly, the bio-
medical	narrative	viewed	the	MSW	role	as	
diagnosing and treating social problems such 
as substance misuse.  The MDT meetings’ 
decision making was hinged on microbe 
classification,	drug	sensitivity	and	antibiotic	
regimes. This focus meant that social 
needs	were	viewed	more	as	a	hindrance	to	
successful treatment and the MSW role was 
about	fixing	these	problems.	

Secondly,	the	bio-medical	narrative	that	
dominated MDT meetings and ward 
rounds and was unable to ‘absorb’ a shift 
in discussions to social needs. During the 
direct	observations	it	was	clear	that	social	
needs were being raised by patients.  While 
the team acknowledged these issues there 
was	no	active	response	to	how	they	might	
be addressed or their impact on patients 
illness experience. In the focus group it was 
suggested that the presence of a MSW could 
address	these	kinds	of	social	issues.	However,	
despite this awareness during the trial period 
the MDT largely failed to refer patients to the 
MSW. 

The point here is that the introduction of a 
MSW,	however	well	supported,	is	not	simply	
a matter of adding a much-needed role to a 
service.	Rather,	in	heteroglossia	terms,	the	
MSW	role	brings	a	different	narrative	and	
dynamic to the MDT. A feature of heteroglossia 
is hierarchy and the link between dominant 
narratives	and	official speak whereby that 
which	is	dominant	or	official	will	subsume	
other	narratives.	In	practical	terms,	this	would	
mean that the MSW role risks remaining 
peripheral to the ‘main business’ of the team 

while	her	effectiveness	would	ultimately	
be questioned because of her inability to 
successfully treat the social problems. 

Problems such as addiction, stigma, social 
isolation	and	homelessness	pose	obvious	and	
immediate risks to medication compliance. 
The MSW role has the potential to make a 
significant	contribution	to	addressing	such	
issues.		However,	such	a	role	will	need	to	
incorporate a strategy to challenge the 
everyday	language	of	TB	management.	Such	
a strategy would require the MSW to become 
embedded	in	the	MDT	activities	such	as	ward	
rounds,	MDT	meetings	and	research,	however	
medically focused these may be.   In so 
doing,	the	values	underpinning	the	disciplinary	
narrative	of	social	work	stand	a	better	chance	
of	influencing	TB	management	and	the	MDT	
narrative.

Conclusion
The role of the MSW in TB care is surprisingly 
an under-researched one.  Our scoping 
project lent support for a MSW role in a TB 
outpatients’	service.		The	apparent	conflict	
between awareness of social needs of patients 
and the need for a MSW on the one hand, and 
the struggle to translate this to actual referrals 
on the other hand might be understood in 
terms	of	dominant	narratives	within	a	MDT.		
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Abstract
The construct of what constitutes a ‘family 
unit’ in contemporary Irish society is 
remarkably	different	to	what	it	was	in	the	mid	
twentieth century, when much of the legislation 
that	still	governs	our	legal	system	was	derived.	
This	is	exemplified	by	the	fact	that	since	the	
enactment of the Irish constitution in 1937, 
the	judiciary	have	viewed	the	‘family	unit’	
as a singular legal construct; the ‘marital 
family unit’. Consequently, ‘The Children and 
Family Relationships Act 2015’, hereafter 
referred to as the ‘2015 Act’, was enacted in 
order that family law accounted for changes 
in contemporary family structures. While 
the introduction of the 2015 Act was widely 
welcomed, this article will examine the 2015 
Act	in	order	to	identify	the	more	significant	
legislative	changes,	and	subsequently	argue	
that there are key omissions within the 2015 
Act which prohibits it from being a truly 
reforming and modernised piece of legislation. 
Consequently, the purpose of this article will 
be to examine the ‘The Children and Family 

 
Relationships Act 2015’ through the form of a 
critical lens. 

Key words: Family Law, Social Work 
Guardianship, Legislation, Child centred 
practice

Introduction
While Ireland still grapples with a litany of 
historical failures in respect of children; 
professionals, policy makers, and legislators 
have	recognised	the	need	for	policy	and	law	
that concerns children to be in a consistent 
state	of	evolution.	This	is	recognised	as	
crucial	to	account	for	evolving	societal	
norms, growing research with respect to 
childhood experiences, as well as the archaic 
nature of much of Irish legislation and policy. 
Consequently, it could be interpreted that any 
policy	or	legislative	shift	is	conducive	to	Ireland	
making	positive	strides	in	enhancing	the	rights	
of	children,	advocating	for	positive	childhood	
experiences,	as	well	as	developing	policy	
and legislation that is more in line with the 
contemporary realities of Irish families, where 
children are born to non-married parents much 
more	frequently.	Notwithstanding	this	however,	
it is crucial that we are cognisant of the need 
to	remain	objective	when	examining	any	and	
all	perceived	‘advancements’	in	policy	and	
legislation,	in	order	that	advancements	are	
realities rather than perceptions. 

While there is little doubt that the ‘The 
Children and Family Relationships Act 2015’ 
was ground-breaking in an Irish context, this 
article will argue that there are elements of the 
Act	which	are	out	of	line	with	comparatively	
modernised	legislation.	With	a	view	to	
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identifying and exploring anomalies within the 
Act, the ensuing article will outline four of the 
fundamental elements of the Act, and then 
critique two of these elements more rigorously. 
By critiquing two aspects of the Act, it is my 
aim	to	highlight	how	an	overall	progressive	Act	
like the aforementioned ‘Children and Family 
Relationships	Act	2015’,	is	not	the	finished	
article,	and	how	advancements	could	be	made	
to bring it further into line with legislation that 
puts the child at the centre of all family law 
considerations. 

What’s Changed?

1. The Child’s Best Interests

When commenting on the then impending 
introduction of the 2015 Act, Keogh (2014: 
1) outlined how “the Children and Family 
Relationships Bill 2015 (hereinafter “the Bill”) 
promises to bring child centred reform to 
family law in Ireland which will address the 
needs	of	children	living	in	modern	families”.	
In one of their key comments on the 2015 
Act, The Department of Justice and Equality 
stated that the 2015 Act itself was enacted 
in	order	to	legislatively	“establish	that	the	
best interests of the child are paramount 
in decisions on custody, guardianship and 
access” Department of Justice and Equality 
(2015). Consequently, this ‘best interests’ 
principle transgresses all of the key elements 
of the 2015 Act itself, and therein can be 
viewed	as	the	key	change	brought	about	by	
the introduction of this modernised legislation. 

Accounting for the ‘best interests’ or ‘welfare’ 
of a child in Irish legislation is not entirely a 
new phenomenon; “the Guardianship of Infants 
Act 1964, the Adoption Act 2010 and the 
Child and Family Agency Act 2013” Children’s 
Rights Alliance (2013), all make reference to 
these	‘interests’.	However,	what	marks	the	

2015	Act	out	as	progressive	is	the	fact	that	
these	‘best	interests’	are	defined	in	law,	and	
statutory	criteria	are	available	for	use	in	family	
law cases. The ‘best interests’ paradigm 
covers	eleven	key	areas,	which	are	collectively	
seen as essential elements in the protection 
of a child’s present and future well-being. 
Furthermore, this ‘best interests’ framework 
further	compounds	the	provision	set	out	in	
Article 42A.1 of the Irish Constitution (1937: 
170), for the state to respect the “natural and 
imprescriptible” rights of a child.

2. Child’s Views

In line with the ‘best interests’ principle, 
the	2015	Act	legislatively	provided	for	a	
child’s	views	to	be	heard	in	any	proceedings	
concerning guardianship, custody or access. 
In	doing	so,	the	court	is	to	have	regard	for	
the	voice,	and	subsequent	wishes	of	the	
child, while also taking into account the 
age and maturity of said child. Furthermore, 
while the ‘Family Law Act 1995’ permitted 
the High Court to “procure a report on any 
question	affecting	the	welfare	of	a	party	to	
the proceedings, including children” Cronin 
(2016:	4),	there	was	no	legislative	provision	
that allowed a District Court to apply for 
such an expert in family law cases before 
them. Following the enactment of the 2015 
Act, it is now within a District Court’s remit, 
to	procure	an	expert	report	on	the	views	of	
any	child	involved	in	proceedings	related	to	
guardianship, custody or access before it.  

3. Guardianship

Part	IV	of	the	2015	Act	makes	specific	
changes to ‘The Guardianship of Infants Act 
1964’, hereafter referred to as the ‘1964 Act’. 
There are four key updates to the 1964 Act; 
namely around automatic guardianship, non-
parental guardianship, qualifying guardians 
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and third party guardians and their rights. 
With respect to the granting of automatic 
guardianship, the 2015 Act dramatically 
“expands on the number of situations where 
automatic guardianship can be granted” 
Keogh (2016). Section 6C allows the court 
to appoint a non-parental guardian. In these 
deliberations, there are certain criteria around 
the proposed guardian’s relationship with 
a parent of the child, or the day-to-day 
care	of	the	child,	which	must	be	satisfied.	
Furthermore, there are other considerations 
that must be taken into account when making 
a	verdict;	most	notably	the	Child	and	Family	
Agency’s	viewpoint,	as	well	as	the	approval	of	
all the child’s existing guardians. 

4. Custody & Access

The 2015 Act greatly expanded the contingent 
of	individuals	that	can	apply	for	access	with	
a child. Most notably, access can now be 
applied for, and granted, in the case of “a 
person with whom the child resides where 
the	person	is	or	was	married	to,	or	is	a	civil	
partner, or has been cohabiting with the 
parent of the child and has for two or more 
years shared parental responsibility for the 
child’s day-to-day care” Keogh (2014: 8). 
Furthermore, in the absence of a parent or 
guardian,	non-familial	individuals	can	apply	for	
custody	and/or	access	if	they	have	provided	
for the day-to-day care of the child in question 
for	twelve	months	or	more.	Finally,	the	court	
is also now permitted to hear applications 
for joint custody from persons who are both 
relatives,	and/or	have	invested	in	the	day-to-
day	care	of	the	child,	as	set	out	above.	In	all	
deliberations, the court must take account of 
the ‘best interests’ of the child.  

What needs to Change?

1. Section V and the ‘Best Interests’ 
Paradigm

Commenting on the principle of ‘best interests’ 
in relation to children, Mnookin et al (1983: 8) 
stated	that	“the	flaw	is	that	what	is	best	for	
any	child	or	even	children	in	general	is	often	
indeterminate	and	speculative	and	requires	
a	highly	individualized	choice	between	
alternatives”.	Up	until	the	enactment	of	the	
2015 Act, this was the criticism aimed at the 
principle	of	‘best	interests’	in	an	Irish	legislative	
context;	it	was	overly	ambiguous	and	had	no	
defined	basis	in	law.	Consequently	the	creation	
of	eleven	specific	criteria	of	‘best	interests,’	
that	provide	the	judiciary	with	a	specific	set	
of	guidelines	when	presiding	over	cases	that	
involve	children	was	long	overdue.	There	
remains	inherent	flaws	within	the	construct	of	
the ‘best interests’ paradigm in the 2015 Act.

One	of	the	key	issues	with	the	eleven	‘best	
interests’ criteria, as set out in the 2015 Act, 
is that “none of these factors are stated as 
having	priority”	Shannon	(2016:	22).	As	the	
collective	influence	of	the	eleven	factors	are	
so	significant,	yet	equally	so	broad,	it	still	
leaves	interpretation	of	what	constitutes	the	
‘best	interests’	of	a	child	overly	ambiguous.	
When commenting on the concept of ‘best 
interests’ McPartland (2013: 122) noted; “the 
word ‘interests’ is plural but the word ‘child’ 
is singular”. While this distinction is important 
with respect to placing the ‘best interests’ 
paradigm	into	the	context	of	individual	
children’s	lives,	it	could	be	argued	that	this	
could	have	negative	outcomes	for	children.	
For	example,	by	not	giving	more	weight	to	the	
“physical, psychological and emotional needs” 
of	a	child	over	the	“religious,	spiritual,	cultural	
and	linguistic	upbringing”	Government	of	
Ireland (2015: 60), of that child, is the 2015 Act 
giving	equal,	or	even	more	regard,	to	the	rights	
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and  desires of parents than it is to the 
tangible rights of a child? This ambiguity “risks 
inconsistency and unpredictability” Shannon 
(2016: 18), and the breath of unweighted ‘best 
interests’	leaves	courts	open	to	give	precedent	
to pre-existing judgements of what constitutes 
a	prevailing	‘best	interest’.

	Furthermore,	there	remain	inconclusive	
elements	around	the	consideration	given	to	
‘best interests’ when it comes to domestic 
violence.	While	section	63	of	the	2015	
Act is clear, in that it requires “the court to 
have	regard	to	any	‘household	violence’	in	
determining the child’s best interests” Shannon 
(2016:	23),	the	proofs	regarding	such	violence	
are	not	well-defined.	Shannon	(2016:	24)	
comments; “The English jurisprudence, and 
in particular the case of Re L, suggests that 
there is not, and should not be a presumption 
that	on	proof	of	domestic	violence,	the	
offending	parent	must	surmount	a	prima	facie	
barrier of no contact”. Once more, by not 
providing	for	specific	weighting	in	the	cases	
of	domestic	violence,	and	the	complexities	
of family law cases which include domestic 
violence	put	before	family	court,	the	2015	
Act	allows	the	judiciary	a	surplus	of	influence	
in what determines a child’s ‘best interests’ 
when faced with family law cases that include 
domestic	violence.

2. Guardianship

While	the	overall	consensus	is	that	the	2015	
Act	made	significantly	positive	changes	to	
1964 Act, there remains one contentious 
section within the 2015 Act. While the 
automatic guardianship prerequisite existed 
in the 1964 Act, its construct was based on 
the premise that all fathers and mothers were 
married	couples,	and	so	only	provided	for	
automatic guardianship in the cases of married 

couples. In the case of unmarried parents, 
automatic guardianship was only granted to 
the mother, and fathers had to apply through 
the courts to be granted guardianship rights. 
The	2015	Act	makes	some	significant	and	
welcome changes in that regard; automatic 
guardianship can now be granted to fathers 
who	can	prove	that	they	cohabitated	with	the	
child’s	mother	for	twelve	consecutive	months,	
which must include at least three months 
subsequent to the birth of the child. While 
any	advancement	in	the	law	around	equal	
rights for mothers and fathers are welcome, 
there	are	some	significant	issues	that	still	
remain	following	the	enactment	of	this	specific	
section. 

Firstly, while the 2015 Act outlines that there 
is a burden of proof put upon the father with 
respect to proof of cohabitation, there are no 
specific	criteria	set	out	with	respect	to	the	
weight of proof required. Consequently, unless 
agreement regarding guardianship is reached 
between the mother and father, the court puts 
upon the father an obligation to prove, before 
being	given	legal	rights	around	his	involvement	
in important aspects of a child’s upbringing. 
This particular form of automatic guardianship 
is almost unique in an international context; in 
Northern Ireland, Britain, Australia and in many 
European countries, automatic guardianship 
is	there	to	be	revoked	rather	than	granted	
to	fathers.	Reflecting	on	this	against	the	
context of the ‘New Zealand Care of Children 
Act 2004’, The Law Reform Commission 
(2009:	60-61)	“provisionally	concluded	that	a	
statutory presumption that a non-marital father 
be granted an order for guardianship/parental 
responsibility should be introduced, unless to 
do so would be contrary to the best interests 
of the child or would jeopardise the welfare of 
the child”.  Furthermore, as far back as 1982, 
the Law Reform commission outlined how a 
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legal relationship should automatically exist 
between a parent and child, commenting that 
any	other	approach	“approach	would	offend	
against the principle of equality”; furthermore, 
they outlined how this relationship “should 
not be subject to any exceptions or prior 
conditions”. 

This approach to automatic guardianship 
rights appears somewhat at odds with the 
overall	philosophy	of	the	Act	which	remains	
rigorously child centred. In commenting on 
children’s rights within the family unit, Kilkelly 
(2008:	8)	noted	how	the	UN	Convention	on	
the rights of the child outlined how “the best 
interests must be a primary consideration 
in all actions concerning the child”. In his 
commentary on the 2015 Act, Shannon (2016: 
17) noted; “among the most fundamental 
rights	of	the	child	is	the	right	to	have	his	or	
her best interests regarded as a paramount 
consideration	in	any	decision	affecting	him	or	
her”.	However,	the	position	of	Section	49	of	
the 2015 Act is to place the full weight of proof 
of	co-habitation,	over	what	is	in	the	child’s	best	
interests,	as	a	deciding	factor	on	the	provision	
of automatic guardianship for a father. This 
hasn’t gone unnoticed. Commenting on 
the 2015 Act, the Irish Human Rights and 
Equality Commission (2015: 11) noted both 
the unequal way in which men were being 
treated in law, as well as the fact that the 
‘best interests’ principle which transgressed 
the	rest	of	the	Act,	was	subservient	to	other	
considerations in the context of automatic 
guardianship; “the Law Reform Commission 
considered the application of two principles in 
this	field:	(a)	the	rights	and	best	interests	of	the	
child and (b) equality, in particular in relation 
to gender and marital status”. Shannon 
(2016: 59) remarked on the Law Reform 
Commission’s recommendation in this regard; 
“The Commission also recommended that 

there be a clear record of those with paternal 
responsibility for children and concluded 
that automatic parental responsibility be 
linked to compulsory joint registration of the 
birth	of	a	child”.	Furthermore,	by	not	giving	
adequate consideration to the existence of 
non-cohabiting parents, it is clear that this 
prerequisite	flies	in	the	face	of	the	need	for	
legislation to respect family life, under Article 8 
of the European Court of Human Rights. 

Conclusion
The	emergence	of	more	diverse	family	
structures within Ireland ensured the Irish 
legislator	had	no	option	but	to	provide	for	“a	
much	more	comprehensive	review	of	family	
law in Ireland” Keogh (2015: 3). While the 
enactment of the one hundred and eight 
sections	within	the	2015	Act	have	been	an	
overwhelmingly	positive	development	in	the	
recognition	of	the	diversity	of	contemporary	
family structures, there are a small, yet 
significant,	number	of	issues	that	remain.	As	
Irish family law attempts to mark itself out as 
child-centred, consistent with contemporary 
realities,	and	a	purveyor	of	egalitarian	‘justice’,	
it	cannot	ignore	the	flaws	that	remain	in	the	
2015 Act. In an age where fatherhood is 
recognised as more wide-ranging and holistic, 
it is incomprehensible that family law would 
discriminate against parents on the basis of 
gender.		Moving	forward,	automatic	rights	to	
legal	guardianship	can,	and	must	be	provided	
for,	as	amendments	to	the	2015	Act.	This	move	
will	not	only	provide	for	equality	in	law,	but	also	
will	ensure	that	a	child’s	right	to	be	‘provided	
for’ by both parents will be cemented in 
legislation. This could be seen as a bridging 
between the rights and responsibilities of both 
parents,	irrespective	of	gender.	Perhaps	more	
fundamentally	than	this	however,	is	the	need	
to	grade	the	importance	of	the	eleven	criteria	
around ‘best interests’ of the child. While there 
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is a recognition that contemporary societies 
consist	of	a	vast	array	of	cultural	and	societal	
norms around parenting, there needs to be 
consistency and certainty in how Irish society 
views	the	‘best	interests’	of	all	her	children.
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Abstract:
Travellers	experience	alarming	rates	of	
poor mental health and suicide within their 
community. For a population that represents 
less than 1% of the total Irish population 
suicide	is	the	cause	of	11%	of	Traveller	deaths	
(AITHS,	2010).	Government	policies	recognise	
Travellers	as	a	priority	target	group	for	mental	
health	provision	where	a	culturally	sensitive	
response within the context of the model of 
community mental health is the way forward. 
This	article	examines	how	delivering	culturally	
appropriate	family	tailored	interventions	
from	within	a	community	development	
Traveller	Rights	Organisation	has	a	positive	
impact	on	Traveller	health	and	wellbeing	and	
demonstrates the success of this approach in 
tackling	crisis	levels	of	mental	ill	health	among	
the	Traveller	community.	

Keywords: Travellers, mental health, 
suicide, recovery, family based 
interventions, Travelling to Wellbeing

Introduction
Family	based	interventions	including	family	
therapy;	a	flexible	culturally	appropriate	service	
that is open to including family members in 
all	aspects	of	recovery	is	the	way	forward	to	
tackle the mental health crisis of a community 
(Rountree, 2016).  This research will explore 
the	prevalence	of	Travellers	mental	ill	health	
within	the	Traveller	community	in	Ireland	today.	
Some potential causes of this are examined 
before	highlighting	the	various	government	
policies in place to tackle this issue. Family 

tailored	support	services	are	explored	before	
presenting a unique culturally appropriate 
Traveller	mental	health	service	being	offered	
in	Offaly.	It	will	examine	how	this	service	
addresses the needs of a local community 
and	how	family	is	included	in	interventions	if	
appropriate. 

Traveller Mental Health
Irish	Travellers	are	a	small	indigenous	minority	
ethnic	group	who	have	been	part	of	Irish	
Society for hundreds of years (Cemlyn, 
2008).	They	have	a	distinct	set	of	values,	
customs, traditions and culture that sets them 
apart	from	the	majority	population.	Having	
their own identity, language and nomadic 
tradition is unique to this minority community. 
The	All-Ireland	Traveller	Health	Study	2010	
suggests that the island of Ireland is home to 
an	estimated	40,129	Irish	Travellers	(AITHS,	
2010).

It is researched worldwide that indigenous 
minority ethnic groups experience increased 
levels	of	mental	ill	health	compared	to	the	
majority populations (McGorrian et al. 2013) 
and	indeed	the	prevalence	of	poor	mental	
health	in	the	Traveller	Community	in	Ireland	is	
very	high.	According	to	the	All-Ireland	Traveller	
Health	Study	(2010)	Irish	Travellers	experience	
a higher rate of mental illness and suicide 
when compared to the settled population. This 
study	revealed	that	62.7%	of	Traveller	women	
said that their mental health was not good for 
one or more days in the last 30 days compared 
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to 19.9% of GMS female card holders. 
Similarly	59.4%	of	Traveller	men	said	that	their	
mental health was not good for one or more 
days in the last 30 days compared to 21.8% 
of GMS male card holders (AITHS, 2010). 
Although	Travellers	represent	less	than	1%	of	
the total population in Ireland, suicide is the 
cause	of	11%	of	Traveller	deaths.	The	suicide	
rate	for	female	Travellers	is	6	times	higher	than	
their settled counterparts and 7 times higher 
for males. This represents an alarming high 
rate of mental ill health and death by suicide 
within	the	Traveller	community. 

Goward et.al. (2006) highlights four main 
causes of disproportionate mental health 
concerns	among	Travellers:	hostility	
(discrimination), reluctance, housing and 
practical issues.  Costello (2015) in her 
research	identifies	a	number	of	factors	that	
have	a	negative	impact	on	Traveller	mental	
health including mistrust, discrimination, and 
a	lack	of	cultural	competence	within	services.	
McGorrian et.al. (2013) looks at patterns of 
health inequality for minority groupings and 
suggest there is a strong association between 
mental	distress	and	various	aspects	of	life	
experience, a combination of discrimination, 
social	exclusion	and	poverty.	Cooper	et.al.	
(2012) reports that racism, a lack of knowledge 
around	mental	health	and	services	and	cultural	
competence are factors why those from ethnic 
minority groups are less likely to seek help 
for mental health issues. Indeed as far back 
as the 1980’s and 1990’s research suggests 
that	persistent	discrimination	has	a	negative	
impact	on	Travellers	emotional	wellbeing	(cited	
in Goward, 2006) and what is known is that 
without tackling societal attitudes towards 
Travellers	there	is	limited	scope	for	health	
improvements	(Cleemput,	2010).

Mental Health Policy
The	Irish	Government	has	recognised	
Travellers	as	a	priority	target	group	for	mental	
health	provision.	In	January	2006	‘A	Vision	
for	Change’	(AVFC)	the	Government’s	policy	
framework for mental health was introduced 
and set out a 10 year plan for the direction of 
mental	health	services	in	Ireland.		This	was	a	
welcomed	document	as	mental	health	service	
provision	going	forward	was	to	be	culturally	
sensitive	responding	to	the	health	needs	of	
minority	groups.	Travellers	were	identified	as	a	
key	target	minority	group	who	“require	specific	
knowledge and understanding on the part 
of	those	delivering	mental	health	services	in	
terms of their culture and other characteristics” 
(Department of Health & Children, 2006, p. 
40). Indeed AVFC (2006) calls for “community 
initiatives	aimed	at	providing	care	and	support	
around the mental health needs of people 
from	diverse	cultures	and	ethnic	backgrounds”	
which will be supported and promoted within 
the context of the model of community mental 
health (Department of Health & Children, 
2006, p.13). Similarly The National Intercultural 
Health Strategy 2007-2012	was	developed	
on foot of the National Action Plan against 
Racism launched in 2005 and “maintained that 
the health of people from an ethnic minority 
group is important” and stated that “enhancing 
access	to	mental	health	services	is	a	priority”.
(Health	Service	Executive,	2008,	p.40).

Mental Health Recovery
Recovery-orientated	practice	has	a	global	
focus and is central to mental health policy 
in Ireland (O’Doherty & Doherty 2010: Leese  
et al. 2014). Craig (2008) suggests that 
recovery	refers	to	more	than	just	the	absence	
of	symptoms	to	a	broader	view	of	social	
and occupational functioning and that both 
the	individual	and	environmental	factors	are	
linked	and	contributes	to	personal	recovery.	
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Supporting	recovery	is	more	about	building	
the resilience of people experiencing mental ill 
health and not just on treating and managing 
their symptoms (Mental Health Ireland, 
2016).	While	there	is	no	universally	accepted	
definition	of	recovery	much	of	the	literature	
describes	recovery	as	an	individual	process	
(Hydén, 1995: Deegan,1988). Anthony (1993) 
states	that	recovery	is:

“a deeply personal, unique process of 
changing	one’s	attitudes,	values,	feelings,	
goals,	skills	and/or	roles.	It	is	a	way	of	living	a	
satisfying,	hopeful,	and	contributing	life	even	
with	limitations	caused	by	the	illness.	Recovery	
involves	the	development	of	new	meaning	and	
purpose in one’s life as one grows beyond the 
catastrophic	effects	of	mental	illness”.

(Anthony, 1993, p.15)

AVFC	recommends	that	services	‘adopt	a	
recovery	perspective	at	all	levels	of	service	
delivery’	and	treat	service	users	with	‘dignity	
and respect’ and respond to ‘practical needs’ 
(Department of Health & Children, 2006, p. 13). 
Cheng	et.	al.	(2011,	p.2)	in	examining	recovery	
competencies in mental health states that “the 
common	recovery	competencies	identified	
are fostering empowerment, diminishing 
stigma,	involving	family,	understanding	
service	recipients	from	bio-psycho-social	
perspectives,	accessing	resources	and	
developing	collaborative	relationships”.

Despite	considerable	efforts	by	the	Irish	
Government	to	reduce	health	inequalities	
and	improve	the	health	and	wellbeing	of	the	
nation (Department of Health, 2013) existing 
literature	suggests	that	Irish	Travellers	
continue to experience poorer mental health 
and higher rates of suicide compared to the 
general population  (National Research Suicide 
Foundation, 2015).

Family Tailored Support Services

AVFC (2006) recognises the role of the family 
in the care of people with mental ill health 
and highlights the need to include carers in 
the	planning	and	delivery	of	mental	health	
services.	O’Doherty	et.al.	(2006)	confirm	
this and suggest that families and carers 
play an important role in the treatment and 
rehabilitation of a person with mental health 
issues. Indeed family can play an important 
role	in	helping	a	loved	one	with	mental	health	
issues	get	on	the	road	to	recovery.	Family	
support	services	offer	a	whole	family	approach	
designed	to	meet	the	needs	of	the	service	user	
and their family systems. 

Marsh	(2001),	Lefley	(2001)	and	Doherty	et.al.	
(2006)	discuss	the	five	most	effective	types	of	
family support resources for a person with a 
mental illness and their family members. Those 
listed are family consultation, family education, 
family	psycho-education,	advocacy	groups	
and family counselling or psychotherapy and 
support. 

These are important factors when considering 
members	of	the	Traveller	community	who	
experience mental ill health. The literature 
suggests	that	Travellers	emphasise	the	
importance of family and their preference of 
living	within	extended	family	systems.	Indeed	
family	is	of	particular	importance	to	Travellers	
who	have	a	strong	sense	of	family	loyalty	
and	duty	(Pavee	Point,	2010)	and	therefore	
involving	them	in	the	individuals	recovery	
process	may	prove	to	be	vital	in	the	recovery	
process. Rountree (2016) in her work with 
Travellers	highlights	the	importance	of	family	
support	and	engagement	with	services.	
Murphy	(2014,	p.14)	confirms	this	stating	
“engagement of the family unit maybe the 
difference	between	success	and	failure…
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family	participation	may	even	prove	to	be	the	
difference	between	somebody	accessing	a	…
service	or	not”.	

This article will now examine a mental health 
service	unique	to	Travellers	Travelling to 
Wellbeing. 	Its	focus	is	on	recovery,	family	
tailored	interventions	and	Psychotherapy	
as	culturally	appropriate	interventions	for	
members	of	the	Traveller	community	who	
experience mental ill health. 

Travelling to Wellbeing
A	new	service	was	developed	in	Offaly	
Traveller	Movement	in	2012	in	response	to	
the All Ireland Traveller Health Status Study 
2010 that highlighted high rates of suicide 
and	poor	mental	health	among	the	Traveller	
Community.	This	service	offers	individualised	
and	family	recovery	plans/programmes	with	
Travellers	experiencing	mental	health	issues	
and	developed	a	culturally	appropriate	
recovery	model	using	a	community	
development	approach.	In	developing	the	
service	it	addressed	inequalities	by	working	
with	Travellers	and	service	providers	to	deepen	
their	understanding	of	Traveller	mental	health,	
improve	referral	pathways	and	aid	recovery.	
The	benefit	of	this	service	is	that	Travellers	
and their families get the support they need 
to	aid	their	recovery	from	mental	health	issues	
(Exchange House Ireland, 2015).

As a mental health social worker with this 
service	my	role	was	to	provide	a	dedicated	
clinical,	therapeutic	recovery	focused	mental	
health	service	to	Travellers	and	their	families	
in	Offaly.	I	work	with	individuals	and	families	
with	a	view	to	ensuring	continuity	of	care	and	
the	coordination	of	services	so	as	to	maximise	
their wellbeing and quality of life that may 
contribute	to	positive	mental	health.	Including	
family	tailored	support	services	has	been	

critical	to	the	outcomes	achieved.	Between	
2013	and	2015	a	total	of	124	Travellers	
engaged	with	the	service,	9	under	the	age	of	
18 years, 90 between the ages of 19 and 54 
years	and	22	aged	55	years	and	over.	Although	
I	did	not	work	with	children	the	flexibility	of	
the	service	allowed	support	to	be	offered	
through	their	family	systems.		For	the	service	
user	this	was	the	first	Traveller	specific	mental	
health	service	in	Ireland	offered	through	a	
local	community	development	Traveller	rights	
organisation	providing	an	evidenced	based	
therapeutic	service	to	individuals	and	their	
families.	Culturally	sensitive	individualised	
care	plans	are	developed	with	the	service	
users and often members of their families. 
The approach and type of supports for each 
service	user	varies	quite	substantially.	For	
example for clients in a crisis situation a more 
practical approach is often required with a 
more therapeutic approach introduced once 
the	service	users	circumstances	stabilised.	
Indeed support is both practical and emotional 
in	nature.	The	service	is	often	offered	to	family	
members	of	the	service	user	should	this	be	
deemed	useful	to	the	service	user	and	or	the	
family member. Social isolation is addressed 
through one to one therapeutic support, group 
support as well as through social and cultural 
events.	The	support	offered	to	service	users	is	
often	seen	as	a	bridging	role	to	support	service	
users	in	accessing	mainstream	services.	
This	often	involves	accompanying	a	service	
user	to	their	first	meeting	with	for	example	
a psychotherapist or enabling the therapy 
session	to	take	place	in	a	private	room	in	the	
Traveller	organisation.	Stigma	associated	
with mental health issues is addressed with 
clients through one to one work, by creating 
a	safe	and	confidential	space	to	discuss	their	
mental	health,	offering	invitations	to	them	and	
their families to attend wellbeing workshops, 
seminars,	facilitating	Traveller	participation	in	
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local	mental	health	initiatives	for	the	general	
population and addressing mental health 
through art and drama. 

It was recognised during the early stages of 
Travelling to Wellbeing	that	Travellers	were	
actively	engaging	and	seeking	support	for	
mental	health	issues.	However	as	the	demand	
for	the	service	continued	to	grow	it	became	
evident	that	some	individuals	and	families	
who	were	distressed	could	benefit	from	more	
intensive	therapeutic	support.	A	pilot	scheme	
for	a	psychotherapeutic	family	support	service	
for	Travellers	evolved	as	an	add-on	to	the	
existing	service.	A	range	of	evidenced	based	
psychotherapeutic	approaches	were	offered	
to	Travellers	and	their	families	over	a	two	year	
period including Systemic Psychotherapy, 
Narrative	Therapy,	Collaborative	Practice,	
W.R.A.P, Solution Focused work and Just 
Therapy. 

“Psychological	interventions	are	one	approach	
to the treatment and management of mental 
health	problems	and	associated	difficulties”	
(Hatchett et. al. 2015, p.89). Psychotherapy 
involves	a	variety	of	treatment	techniques	
for people experiencing mental ill health. 
It	is	a	collaborative	treatment	between	the	
practitioner	and	service	user	grounded	in	
dialogue (American Psychological Association, 
2016) and “a process that helps the client 
make their life better by focusing on the area 
of	their	lives	that	cause	them	problems	or	
distress” (Milne, 2010, p.5)

A strong body of research indicates that 
psychological	therapies	are	effective	
interventions	and	this	is	why		in	the	UK	the	
National	Health	Service	have	rolled	this	
type	of	intervention	out	across	the	country	
as a treatment for the mentally distressed 
(Claringbull, 2011). Similarly in Ireland the 
Health	Service	Executive	offer	a	counselling	

service	to	anyone	experiencing	mild	to	
moderate	psychological	difficulties	(HSE,	
2016).  Green and Latchford (2012) agree that 
psychotherapy	and	counselling	are	effective	
frontline treatments for mental health issues.

Therapy is uniquely placed to work with 
individuals,	couples	and	families	(Enright,	et.	
al.	2000).	Individual	counselling	and	family	
counselling	offers	a	clinically	proven	way	
of	reducing	stress	and	positively	impacting	
people at risk (Rountree, 2016).  O’Doherty 
et. al. (2006) highlights the importance of 
individual	and	family	counselling	for	recovery	
and suggests that family tailored support 
services	should	include	family	counselling	
involving	service	users	and	their	family	
members.

Rountree	(2016,	p.vi)	conducted	research	on	a	
pilot	psychotherapeutic	family	support	service	
for	Travellers	in	Offaly	and	concluded	in	her	
report My Geel Glorying -I Am Listening  that 
the	service	“promptly	met	Traveller	individuals	
and	family	in	crisis	and	at	risk	of	developing	
further health complications in a prompt and 
culturally	sensitive	way”.	The	service	offered	
an outreach wraparound systemic family 
support	service	while	working	with	mainstream	
specialist	services	and	building	a	better	
understanding of what counselling is and 
can	offer	for	Travellers.	Rountree	(2016,	p.37)	
stated	that	“when	the	Traveller	community	
meet	a	positive	service	they	respond	and	
encourage	their	peers	to	engage”.	The	findings	
from this report highlighted the ongoing need 
for	a	culturally	sensitive	psychotherapeutic	
approach	to	mental	health	recovery	for	
Travellers.
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Conclusion
It	is	evident	that	Travellers	experience	
alarming rates of mental illness and suicide 
within their community. A number of 
contributing	factors	that	have	a	negative	
impact	on	Traveller	mental	health	includes	
mistrust	in	services,	discrimination,	and	a	
lack	of	cultural	competence	within	services.	
However	this	research	has	demonstrated	
that	delivering	a	family	tailored	culturally	
sensitive	service	for	Travellers	can	have	a	
positive	impact	on	their	mental	health	and	
wellbeing.	Combining	individual	support	
and family support, addressing both the 
practical	and	emotional	needs	of	Travellers,	
has had successful outcomes for members 
of	the	Traveller	community	in	Offaly.	This	
article has demonstrated that a combination 
of culturally appropriate family support and 
psychotherapeutic	family	interventions	that	are	
evidenced	based	approaches	are	successful	
in addressing the mental health needs of 
individuals	and	family	members	of	the	Traveller	
community.	Family	is	a	very	important	aspect	
of	Traveller	culture	and	therefore	the	family	
when	engaged	whenever	possible	in	mental	
health	interventions	can	have	the	potential	to	
contribute	positively	to	supporting	those	in	
crisis. The outcomes of this approach were 
successful	in	tackling	the	crisis	levels	of	mental	
ill	health	among	the	Traveller	community.

Bibliography

All	Ireland	Travellers	Health	Study	Team	(2010)	
All Ireland Traveller Health Study summary of 
findings, Dublin: Department of Health and 
Children.

American Psychological Association (2016). 
Understanding	Psychotherapy	and	how	it	
works.	Available	at:		http://www.apa.org/
helpcenter/understanding-psychotherapy.aspx  

[Accessed	10	December	2016]

Anthony,	W.A.	(1993)	‘Recovery	from	mental	
illness:	The	guiding	vision	of	the	mental	health	
service	system	in	the	1990’s’	Psychosocial 
Rehabilitation Journal, 16 (4), pp.11-23.

Cemlyn, S. (2008) ‘Human Rights and 
Gypsies	and	Travellers:	An	exploration	of	the	
application	of	a	human	rights	perspective	
to social work with a minority community in 
Britain’, British Journal of Social Work, 38 (1), 
pp.153-173.

Cheng, S.P, Krupa, T, Lysaght, R, McCay, 
E,	and	Piat,	M.	(2013)	‘The	Development	
of	Recovery	Competencies	for	In-patient	
Mental	Health	Providers	Working	with	People	
with Serious Mental Illness’, Journal of 
Administration and Policy in Mental Health 
and Mental Health Services Research, 40 (2), 
pp.96-116

Claringbull, N. (2011). Mental health in 
Counselling and Psychotherapy.	Devon:	
Learning Matters.

Copper.	C,	Spiers,	N,	Livingston,	G,	Jenkins,	
R, Meltzer, H, Brugha, T, McManus, S, Weich, 
S. and Bebbington, P.  Ethnic inequalities 
in	the	use	of	health	services	for	common	
mental disorders in England. Social Psychiatry 
Psychiatric Epidemiology (2013) 48: 685-692.

Craig,	T.	(2008)	‘Recovery:	Say	what	you	mean	
and mean what you say’, Journal of Mental 
Health, 17, (2), pp.  125-128.

 Costello, L. (2015) Travelling to Wellbeing. 
Dublin: Exchange House Ireland.

Deegan,	P.E.	(1988)	‘Recovery:	The	lived	



74 75

experience of rehabilitation’, Psychosocial 
Rehabilitation Journal, 11, pp. 11-19.

Department of Health (2013), ‘Healthy 
Ireland,	A	Framework	for	improved	health	
and wellbeing 2013-2025’, Dublin: Stationery 
Office.

Department of Health & Children (2006) ‘A 
Vision for Change’ Report of the Expert Group 
on Mental Health Policy. Dublin: Stationary 
Office.	

Enright, R.  Fitzgibbons, D and Richard, P. 
(2000). Helping clients forgive: An empirical 
guide for resolving anger and restoring 
hope . Washington: American Psychological 
Association.

Exchange	House	Ireland	(2015).	Travelling	
to	Wellbeing.	Available	at:	http://www.
exchangehouse.ie/TravellingtoWellbeing.php 
[Accessed	05	December	2016]

Government	of	Ireland	(2006)	A Vision for 
Change: Report of the Expert Group on Mental 
Health Strategy.	Dublin,	Stationery	Office.	

Goward, P, Repper, J, Appleton, L, and Hagan, 
T. (2006) ‘Crossing boundaries. Identifying and 
meeting the mental health needs of Gypsies 
and	Travellers,’	Journal of Mental Health, 15 
(3), pp.315-327.

Green, D. and Latchford, G. (2012) Maximising 
the benefits of Psychotherapy A Practice-
based evidence approach. Sussex: Wiley-
Blackwell

Hatchett,	V,	Pybis,	J,	Tebbet-Duffen,	U,	and	
Rowland,	N.	(2015)	‘Provision	of	mental	
health	interventions	in	women’s	centres:	An	
exploratory study’, British Association of 
Counselling and Psychotherapy Research, 15 
(2), pp. 88-97.

Health	Service	Executive,	(2016).		Counselling	
in	Primary	Care.	Available	at:	http://www.hse.
ie/eng/services/list/4/Mental_Health_Services/
counsellingpc/,	[Accessed	04	December	2016].

Health	Service	Executive	(2008)	‘The	National	
Intercultural Health Strategy 2007-2012’. 
Dublin: HSE.

Hydén,	L.	-C.	(1995)	‘The	rhetoric	of	recovery	
and change’, Culture, Medicine and Psychiatry, 
19, pp. 73-90.

Leese, D, Smithies, E, & Green, J. (2014) 
‘Recovery-focused	practice	in	mental	health’,	
Nursing Times, 110 (12), pp. 20-22.

Lefley,	H.P.	(2001)	‘The	impact	of	mental	
disorders on families and carers’. In 
Thornicroft, G. et al. eds. Textbook of 
Community Psychiatry. Oxford:	University	
Press.

Marsh, D.T. (2001) A family-focused approach 
to serious mental illness: empirically supported 
intervention. Sarasota: Professional Resource 
Press.

McGorrian, C., Hamid, N.A., Fitzpatrick, P., 
Daly, L., Malone, K.M. and Kelleher, C. (2013) 
‘Frequent mental distress (FMD) in Irish 
Travellers:	Discrimination	and	bereavement	
negatively	influence	mental	health	in	the	All	
Ireland	Traveller	Health	Study’,	Transcultural 
Psychiatry 50 (4) 559-578.

Mental Health Ireland, (2016) ‘Recovery’, http://
www.mentalhealthireland.ie/a-to-z/recovery/, 
[Accessed	on	09	December	2016].

Milne, A. (2010) Understand Counselling. 
Oxon: Bookpoint Ltd. Murphy, E. (2014) 
Exploring the role of the Traveller Family in 
supporting Travellers experiencing addiction. 
University	College	Cork.	http://www.ucc.ie/en/
scishop/completed/ [Accessed 05 December 
2016]



76

National Suicide Research Foundation, (2015) 
‘Evidence	Brief:	Mental	and	Health	and	Suicide	
in	the	Traveller	Community.	Available	at:	
http://nsrf.ie/wp-content/uploads/Briefings/
Briefings%20and%20bulletins/Evidence%20
bref%20NSRF%20-%20Mental%20
Health%20and%20Suicide%20among%20
Travellers%2002-07-2015.pdf. [Accessed 20 
November	2016]

O’Doherty, Y.K. and Doherty, D.T. (2010) 
‘Recovering	from	recurrent	mental	health	
problems:	Giving	up	and	fighting	to	get	better’,	
International Journal of Mental Health Nursing, 
(19) pp.3-15.

Pavee	Point	(2010).	Profile	of	the	Traveller	
Family	for	Family	Resource	Centres.	Available	
at: http://www.paveepoint.ie/wp-content/
uploads/2010/07/Profile-of-the-Traveller-
Family.pdf, [Accessed 09 December 2016.

Rountree, C. (2016) My geel glorying: I am 
Listening. Offaly:	Offaly	Traveller	Movement
Van Cleemput,  P. (2010) ‘Social exclusion of 
Gypsies	and	Travellers:	health	impact’,		Journal 
of Research in Nursing, 15 (4), pp. 315-327. 
Available	at:	file:///C:/Users/otm/Downloads/
JRN%20Social%20Exclusion%20of%20
G&Ts%20health%20impact.pdf [accessed 10 
December 2016.



76 77

HOW TO BE A CRITICAL CONSUMER OF RESEARCH: STRATEGIES FOR LOCATING AND 
CRITICALLY READING PUBLISHED RESEARCH
Author: Eavan	Brady	

19 Using	an	evidence-informed	practice	approach	means	making	decisions	about	how	to	meet		
	 the	needs	of	clients/service	users	that	are	informed	by	an	understanding	of	1)	The	best	available		
	 research	evidence;	2)	Practitioner	knowledge	and	experience;	3)	Client	preferences	and	values;	and		
 4) Case circumstances and context (Shera & Dill, 2011; Rubin & Babbie, 2011; Rubin & Bellamy, 
 2012).

Eavan	Brady	is	an	Assistant	Professor	in	
Social Work in the School of Social Work and 
Social	Policy	at	Trinity	College	Dublin.	Eavan’s	
research interests relate to the education 
and well-being of children, youth, and adults 
with experience of the child welfare and 
care systems. She is currently pursuing her 
PhD exploring the educational pathways of 
care-experienced	adults	aged	25-35.	Eavan	
previously	worked	in	the	homelessness,	
housing, mental health, and knowledge 
exchange sectors gaining experience in both 
Dublin	and	Toronto,	Canada.	Eavan	teaches	
psychology and research modules to students 
on the Masters in Social Work and Bachelor in 
Social Studies programmes in Trinity College 
Dublin. bradye3@tcd.ie

Abstract

This	article	seeks	to	provide	readers	with	a	
number of strategies for locating, reading, and 
critiquing	published	research.	The	objectives	
of this article are to:

•	 Outline what we mean by ‘published 
research’

•	 Identify where published research can be 
found

•	 Highlight key questions to consider when 
reading published research in order 
to	establish	its	relevance	and	value	to	
individual	cases	and	research	projects

Key words: critical reading, published 
research, practitioner-research

Introduction
You might be reading this article for a number 
of reasons. Perhaps you are a practitioner-
researcher (or are working towards this) and 
are keen to get a handle on how to most 
effectively	read	and	learn	from	published	
research? Maybe you are planning an 
evaluation	or	hope	to	introduce	a	new	
intervention/programme	to	your	service	and	
are	keen	to	learn	more	about	how	others	have	
done this? Or it could be that you  are focused 
on	drawing	on	evidence-informed	practice	in	
your day-to-day work and would like to know 
more	about	how	the	‘best	available	research	
evidence’19 can help you to inform your 
practice? 

Regardless of why you are keen to learn more, 
the strategies outlined below aim to support 
the	development	of	those	skills	necessary	
to become a ‘critical consumer’ of research. 
Different	readers	will	likely	have	different	
levels	of	familiarity	and	comfort	with	reading	
published research; I hope that this article will 
serve	as	an	accessible	introduction	for	some,	
and an opportunity to recap for others. 

What is published research and where can 
I find it?

When we talk about accessing and reading 
published research we are talking about those 



78

research	studies	that	have	been	written-up	
and	published	in	a	variety	of	places	including	
peer-reviewed	journal	articles	and	books.	In	his	
book, Research Skills for Social Work, Andrew 
Whittaker	(2012:	27)	identifies	four	primary	
sources of published research:

•	 Journal articles	are	available	in	printed	
and electronic form. They are generally 
regarded as being of the highest quality 
because	most	journals	are	peer-reviewed.	
This means that articles submitted to 
the journals are anonymised and sent 
to	reviewers	who	have	expertise	in	the	
field.	These	reviewers	evaluate	the	article	
and then submit detailed feedback that 
the author must address before it is of a 
publishable standard. While this does not 
necessarily	guarantee	that	everything	in	
an	article	is	correct,	it	is	relatively	rigorous	
so the likelihood of incorrect information 
being included is extremely low. Articles 
from non-refereed journals may be of a 
similar	standard	however,	they	have	not	
been through this process.

•	 Books	are	available	in	printed	and	
electronic form. While there are good 
quality control mechanisms built into book 
publishing, they are not regarded as being 
as stringent as those in place for peer-
reviewed	journals.	

•	 Official and legal publications include 
legislation, policy and discussion 
documents as well research studies and 
summaries	of	research	findings	in	specific	
subject	areas.	As	well	as	governmental	
bodies, this includes material from other 
public organisations, for example the 
Economic and Social Research Institute.

•	 Grey literature is material that is 
not published through traditional, 

commercial	sources	but	is	available	
through specialised sources, for example, 
research reports from local public or 
voluntary	organisations	such	as	Focus	
Ireland.	It	is	often	difficult	to	ascertain	
what	quality	control	systems	have	been	
used	in	the	writing	and	development	of	
these publications but they may contain 
some	very	useful	and	relevant	information.

There	are	a	variety	of	ways	of	accessing	these	
publications.	While	anyone	affiliated	with	a	
university	or	institute	of	technology	is	likely	
to be able to access countless books and 
journal	articles	via	library	databases	such	as	
Academic Search Complete, there are other 
ways to access this material too. The following 
list,	while	not	exhaustive,	is	intended	to	help	
you to think about where you might be able 
access	relevant	published	research:

•	 There are a number of free or ‘Open 
Access’ journals that can be accessed 
online including Critical Social Work, 
Irish Journal of Applied Social Studies, 
International Journal of Child, Youth & 
Family Studies. A Google search for each 
of	these	titles	will	bring	you	to	the	relevant	
journal home page;

•	 Many workplaces, particularly hospitals, 
may	have	a	library/librarian	–	an	invaluable	
source of published research;

•	 Some	organisations	will	have	a	research	
‘Hub’ or ‘Repository’ for example the 
Tusla Research Centre; HSE Lenus: The 
Irish Health Repository; HRB National 
Drugs Library (practitioner portal); 

•	 Google	Scholar	provides	a	way	of	
accessing	study	abstracts	at	the	very	
least	and	sometimes	provides	links	to	
articles in pdf format;
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•	 Publications such as Practice Links 
provide	summaries	of	research	and	details	
on Open Access journals, useful websites 
etc.; 

•	 Official	and	legal	publications	as	well	as	
grey	literature	tend	to	be	available	on	the	
internet and may be accessed by a quick 
Google search;

•	 If you come across an article that you 
think is critical to your practice/research 
plans another option is to contact the 
author directly. They may be willing 
to share a copy of the article with you 
(subject to the terms of their copyright 
agreement). Authors are generally 
delighted to be contacted about their 
work and may be only too happy to 
oblige!

So you’ve found an article you want to read 
- what next? 

Setting out to read a journal article can be a 
daunting task for us all, particularly if you are 
not entirely familiar with much of the research 
terminology that is used. The aim of this 
section is to equip you with some strategies 
and steps to work through in order to begin 
the process of becoming a critical consumer 
of research. While these strategies are written 
with journal articles in mind, the steps and 
strategies can be applied to reading other 
texts such as research reports published by 
government	bodies	and	non-profit	agencies.	

Before you start reading the article you 
have	found,	there	are	a	number	of	things	to	
consider:

1.) It is useful to think about why you are 
reading this particular piece. Your needs may 
influence	how	you	read	the	article	and	what	
you focus on. For example:

•	 Are you interested in the practice 
implications of the study and how these 
were reached by the author?

•	 Are you interested in the particular 
methods used by the author?

•	 Are you researching to introduce a 
new	intervention	or	carry	out	a	service	
evaluation?

•	 Will you be presenting the article at a team 
meeting?

2) Take some time to consider the following 
questions	before	reviewing	the	article	content:

•	 Where	was	the	article	published?	A	US	
journal?	A	UK	journal?	A	social	work	
journal? A policy journal? 

•	 What year was it published? 

•	 What is the standpoint of the author?

- Their discipline/professional background?

- Where is he/she from?

•	 What is the underlying premise of the 
article?

•	 Who was this piece written for?

•	 Are	there	any	conflicts	of	interest?

•	 Who funded this piece of work?

3) Finally, before you start to read it is 
important to familiarise yourself with what is 
generally	covered	in	each	section	of	a	journal	
article. Most journal articles are organised as 
follows: 

• Title: Outlines the major ideas and 
participants at the heart of the article 
as well as the key focus of the study in 
question



80

• Abstract: Provides	a	brief	overview/
summary of the article

• Introduction: Provides	the	context/
background to the study, the rationale for 
study,	and	details	on	the	aim,	objectives,	
and research questions/hypothesis 
guiding the study

• Literature Review: Provides	a	critical	
evaluation	of	significant	literature	
surrounding the topic or research area

• Methods: Gives	details	of	how	the	study	
was conducted i.e. who participated, 
how data was collected, how data was 
analysed

• Findings: Outlines	the	key	findings	of	the	
study, e.g. themes that emerged from 
analysis 

• Discussion: Provides	the	authors’	
interpretation	of	the	findings	in	the	context	
of existing literature 

• Conclusion: Provides	a	summary	of	the	
study, limitations of the study, implications 
for practice, and directions for future 
research (adapted from Subramanyam, 
2013).

Now that you are ready to read, try to adhere 
to	the	following	‘Golden	Rule’:	never	start	
out by reading an article or piece of material 
from the beginning to the end (Subramanyam, 
2013). Begin by carefully reading the article 
title, abstract, introduction, and conclusion. 
Having	done	this,	ask	yourself	if	the	article	
still	appears	useful	and	relevant	in	light	of	
the reason or reasons why you are reading 
the	article.	If	having	read	the	introduction,	
abstract, and conclusion you feel the article 
is	indeed	relevant	and	useful	then	it	is	time	
to ‘skim’ the article taking care to note the 
sections	included,	sub-headings,	and	relevant	

themes	as	you	do	so.	Having	done	this,	it	is	
now time to read the full article critically (see 
below) with greater care and attention. You 
may	find	it	helpful	to	jot	down	key	points	either	
on the document itself if you are reading a hard 
copy or using the ‘comment’ and highlighter 
functions on Adobe Acrobat. If you plan on 
reading a number of articles on a particular 
topic you may wish to start a ‘notes’ Word 
document to keep a record of the following:

•	 Names of author(s)

•	 Title of paper, book, etc.

•	 Date of publication

•	 Publisher and place of publication

•	 Source details – for example, name of 
journal	and	volume,	number,	etc.

•	 A summary of key points raised in the 
article, paper, chapter, etc. (Carey, 2013)

When reading an article in detail be sure to 
also	note	any	relevant	unread	references	the	
author	cites	to	locate	when	you	have	finished	
reading. 

Critically Reading an Article

When you read journal articles it is important 
that you are able to assess them critically with 
regard to the study methods and findings 
(Flick, 2015). That is, being able to examine 
what	other	authors	have	written	or	said	about	
the topic in question. In light of what we 
know	about	what	is	generally	covered	in	each	
section	of	a	journal	article	(outlined	above)	you	
may	find	the	following	questions	useful	to	keep	
in mind as you read:
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Title:

•	 What are the major ideas addressed in the 
article?

•	 Who were the participants?

Abstract:

•	 What was the aim of the study?

•	 How was the study carried out?

•	 What	were	the	major	findings/implications	
of the study?

Introduction:

•	 What is the rationale for the study/article?

•	 What research question(s) guided the 
study?

•	 Why is this research important/what gap 
in	knowledge	does	it	fill?

Literature	review:

•	 How	does	this	study/article	fit	with	what	
we already know?

•	 Are there any gaps in the literature 
covered?

•	 How	does	the	author	define	key	terms	
used?

•	 Has the author critically analysed the 
literature and not just described it? For 
example, has the author compared and 
contrasted existing literature on the topic? 
Are	key	debates	in	the	area	reflected?	Has	
the	author	provided	sufficient	detail	on	the	
context	and	scale	of	relevant	studies?

Methodology:

•	 What research methods were used by the 
author? 

•	 Do they seem appropriate to the aims/
research questions?

•	 Do	you	have	enough	information	to	
replicate the study?  

Findings:

•	 Can	you	understand	the	findings	
presented in the paper?

•	 Has	the	author	presented	the	findings	in	a	
clear and succinct way?

Discussion:

•	 Does the author discuss the study 
findings	in	the	context	of	existing	
literature?

•	 Are the author’s interpretations of the 
study	findings	backed	up	by	evidence	(i.e.	
the	study	findings)?	

Conclusion:

•	 Has the author jumped to conclusions 
about anything, or made assumptions that 
are	not	backed	up	by	evidence?

•	 Has the author outlined limitations to the 
study? What are they?

•	 Does it tell us something important? If so, 
what does it tell us? (Adapted from author 
unknown, n.d.; Whittaker, 2012)

As	you	read	each	section,	you	may	find	
it helpful to note the answers to some of 
these questions while also jotting down any 
connections to what you are working on – this 
comes back to being clear on why you are 
reading a particular article or text.



82

Conclusion

By	reading	an	article	or	text	with	the	above	
questions in mind you are engaging with the 
material	critically	and	actively.	At	its	heart,	this	
process is about reading with curiosity and 
with a questioning mindset. If you keep this 
in	mind	as	you	read	you	will	continually	refine	
and hone your skills as a critical consumer of 
research. 

Acknowledgements

This	article	is	based	on	a	presentation	given	
to the IASW Practitioner Researcher SIG in 
June	2017.	I	am	very	grateful	to	the	SIG	and	
the IASW for the opportunity to both present 
and write up this material. Special thanks also 
to Dr. Erna O’Connor (School of Social Work 
and Social Policy, Trinity College Dublin) for her 
thoughtful feedback on this article. 

Reference
Author	Unknown	(n.d.).	Critically Reading 
Journal Articles.	Retrieved	from:	www.colby.
edu/biology/bi319/GuideReadJour.doc
Carey, M. (2013). The Social Work Dissertation: 
Using Small-scale Qualitative Methodology. 
Berkshire:	Open	University	Press.
Flick,	U.	(2015).	Introducing Research 
Methodology: A Beginner’s Guide to doing a 
Research Project. London: Sage Publications.
Rubin, A., & Babbie, E. (2011). Research 
Methods for Social Work (7th ed.). Belmont, 
CA: Brooks/Cole.
Rubin, A., & Bellamy, J. (2012). Practitioner’s 
Guide to using Research for Evidence-based 
Practice. New Jersey: John Wiley & Sons.
Shera, W. & Dill, K. (2011). Promoting 
evidence-informed	practice	in	child	welfare	
in Ontario: progress, challenges and future 
directions. Research on Social Work Practice, 
22(2), 204-213.

Subramanyam, R. V. (2013). Art of reading a 
journal	article:	Methodically	and	effectively.	
Journal of Oral and Maxillofacial Pathology: 
JOMFP, 17(1), 65.

Whittaker, A. (2012). Research Sk



82 83

THE CPD REQUIREMENTS OF REGISTRATION – A SNAPSHOT 
Author: Clíona	Murphy,	Professional	Development	Coordinator,	IASW 
Email:	cpdofficer@iasw.ie

Clíona	Murphy	is	the	professional	development	
coordinator with the IASW and a registered 
social worker. She began her social work 
career with the Eastern Health Board in 1993 
followed by a short stint at the Rotunda 
hospital. She brought her social work skills, 
values	and	knowledge	to	her	research	and	
evaluation	work	in	the	Children’s	Research	
Centre, Trinity College before working in policy 
development	and	advocacy	roles	at	national	
and	European	levels.	

Introduction
In light of the changes made by the Social 
Workers Registration Board (SWRB) to CPD 
last	summer,	we	thought	it	helpful	to	provide	
IASW members with a snapshot of the current 
CPD Standard and Requirements for social 
workers. Members will be kept updated on 
any	new	developments	through	member	mails	
and the members only section IASW CPD 
Resources on www.iasw.ie
. 
Time-period for CPD

The CPD Standard and Requirements are no 
longer	specified	in	defined	cycles.	Instead,	the	
requirements are articulated for a 12-month 
period. Registrants can start this 12-month 
period from 31st May 2017 or another date 
nominated by the registrant. 

‘Another date nominated by the registrant’ 
refers to new entrants to the register (e.g. who 
register in October 2017) to begin their 12 
month period from the date of registering or for 
those returning to practice on the date of their 
return to the register.  

Credit requirement 

Registrants are required to accumulate 30 CPD 
credits	in	a	given	12-month	period.	Four	CPD	
credits can be allocated to the maintenance of 
their portfolio. 

Reflections 

Registrants	must	include	four	reflective	
practice reports as part of their portfolio. 

Audit 

The Social Workers Registration Board will 
not be conducting audits of compliance 
until	further	notice	and	will	provide	at	least	
12-months’ notice of the introduction of an 
audit. 

Portfolios 

Registrants must still keep a record of their 
CPD	engagement	as	specified	in	the	Code	of	
Professional Conduct and Ethics. 

(Based	on	an	extract	from	CORU’s	
correspondence to registrants)

The Code of Professional Conduct and 
Ethics continues to require you to keep 
your knowledge and skills up to date, that 
registrants take part in CPD and keep clear 
and accurate records of CPD. Continuing 
professional	development	supports	social	
workers to focus on what interests and 
motivates	them	in	their	role,	to	build	on	their	
strengths and interests. It is an opportunity 
to	engage	with	the	passion	and	drive	that	
motivated	you	to	become	a	social	worker,	to	
harness the aspects of the work that inspire 
and	sustain	you	in	your	role.	It	provides	a	
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framework for new learning, new skills and 
developing	new	approaches.	

The IASW recommends that our members 
use	the	CPD	Portfolio	template	provided	by	
CORU	to	demonstrate	their	engagement	with	
the	CPD	process.	There	are	five	sections	in	the	
portfolio:

 1. Professional role and practice setting; 

 2. Personal learning plan; 

	3.	Record	of	CPD	activities	(planned	and	
unplanned); 

	4.	Reflections	on	four	different	learning	
activities;	

	5.	Evidence	of	CPD	learning	activities.

CPD	activities	need	to	be	relevant	to	your	
professional role and consider current and 
future practice. 

Upcoming 

CORU	is	currently	undertaking	a	review	of	the	
CPD Standard and Requirements Framework 
as well as the Code of Professional Conduct 
and	Ethics.	When	the	reviews	are	completed	
and	approved	by	the	CORU	Council,	the	
SWRB	will	have	the	task	of	adapting	same	for	
social work. The IASW will keep you informed 
of	opportunities	to	influence	the	process.	

CORU	also	intend	to	give	feedback	to	
registrants on the trends and key learning 
from	their	review	of	the	2017	audit	of	CPD	
portfolios. IASW members will be kept updated 
and informed of how this learning can be used 
to support their engagement in CPD.

 

Further information and advice

For further information on CPD and to access 
relevant	documents	and	templates,	log	on	to	
www.iasw.ie	to	visit	the	member	only	IASW	
CPD Resources section. IASW members can 
download the updated IASW CPD Policy_July 
2017	version	and	the	updated	CORU	CPD	
Portfolio Template dated March 2017 from 
this	section.	If	you	haven’t	done	so	already,	
please replace the now outdated documents 
in your IASW CPD Folder with the replacement 
versions.	

Seminars on CPD & the Requirements of 
Registration will take place nationally in 
2018 and are free for IASW members. Online 
booking is essential to secure your place. 
Check www.iasw.ie for details. 

Please go to http://www.coru.ie/en/education/
cpd_for_sw for further information about the 
SWRB’s Standard and Requirements. You 
can	contact	CORU	at	cpd@coru.ie	or	call	the	
team on 01 4727937. Please don’t hesitate to 
contact Clíona Murphy 
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BOOK REVIEW: THE SECOND CURVE; THOUGHTS ON REINVENTING SOCIETY 

Author: Charles Handy (2015)
Publisher: Random House, London 2015

Born in Kildare in the 1930’s, Charles Handy 
is widely recognised as a business philosophy 
and management guru. As an author of twenty 
books,	he	has	accurately	identified	business	
and social trends and correctly highlighted the 
challenges and potential they bring. 

Structured	over	sixteen	chapters	of	
approximately three thousand word each, 
Handy is correct in highlighting that this book 
is best read in sections allowing periods of 
reflection	between	sittings.	It	is	a	perfect	
lunch	or	night	time	read,	very	accessible,	
succinct	and	thought	provoking	without	being	
cumbersome	or	overly	technical.	

The	premise	of	the	second	curve	is	that	
usually	a	person’s	life,	career,	even	trajectory	
of organisations follows a path which Handy 
represents	using	a	Sigmund	curve.	This	looks	
much like a truncated S at ninety degrees. 
Initially,	there	is	a	period	of	investment	
with limited return, for example education 
or	training	or	the	early	development	of	an	
organisation. If successful, there then follows 
a	period	where	the	cumulative	effect	of	
investment	includes	increasing	return,	e.g.	
improved	satisfaction	and/	or	monetary	
compensation, where an organisation is 
successful	and	develops,	etc.	This	continues	
to	a	pinnacle	where	investment	becomes	
marginal but the return is at its peak. This has 
the potential to be a tipping point where the 
return begins to steadily decline. This could 
be due to reduced satisfaction or diminished 
opportunities	for	further	personal	development	
or perhaps income reduction such as at 
retirement. In the case of an organisation, it 
could be a loss of focus, decline in energy or 
dynamism, obsolescence or superior products 

provided	by	competitors.	Handy	contends	
that	the	key	to	avoiding	such	decline	is	to	
adjust	ones	focus	and	aspirations,	to	invest	
in necessary changes and follow an alternate 
path. This needs to occur when there is the 
reserve	of	energy	and	resources	necessary	to	
make changes and to allow for a new path to 
develop,	prior	to	a	pervasive	decline.

Handy proceeds to highlight the trends of 
labour market disruption in an era of increased 
technological	advancements,	a	critique	in	the	
position of “the market” in addressing human 
need, the dilemma of seeking constant growth 
and	the	flaws	of	using	GDP	as	a	measure	of	
societal worth. He expresses concern for what 
he calls the “Glass Towers of Capitalism” and 
suggests	that	organisations	will	need	to	move	
toward more truly democratic structures. This 
could facilitate the energy and enthusiasm of 
those	involved	are	maximised	through	greater	
participation in decision making. Concern is 
expressed	for	the	commodification	of	and	
retrenchment	from	the	provision	of	universal	
services	that	benefit	human	well-being.	Handy	
highlights	that	if	everything	is	for	sale	this	
accentuates	the	differences	between	rich	and	
poor in all areas of life. 

Handy rails against the “Ponzi Society” 
and inappropriate access to easy credit. In 
addition to its expense, this leads to large 
numbers	of	people	living	in	the	present	and	
letting the future take care of itself which he 
highlights	never	works	well.	He	promotes	
the need for a “Just Society” where there is 
greater and fairer distribution of what society 
create.	Handy	suggests	that	the	provision	of	
educational opportunities is important but also 
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the nurturing of talents outside the traditionally 
academic	and	proper	recognition	of	their	value	
to society. He suggests the two most crucial 
are intra personal skills, an understanding 
of oneself and interpersonal skills, an 
understanding of others.   

The book concludes with a challenge for 
democracy	to	become	less	adversarial	and	
citizenship needing to be more formally 
supported and promoted.  Handy proposes 
that	technological	advances	could	lead	to	
pervasive	levels	of	loneliness	and	we	will	
need to recognise the necessity of others 
in	our	personal	lives	but	also	require	shared	
workplaces that facilitate human interaction. 

The messages for social work can be deduced 
from his analysis of societal shifts and their 
impact	on	individuals	and	organisations.	
Handy suggests that despite technological 
advances	and	their	impact	on	the	labour	
market there will be a number of jobs that 
require	human	creativity	or	personal	attention	
and names social work as one such area. He 
challenges organisations to consider new 
forms of management where the adherence 
to	detail,	controls	and	efficiency	are	balanced	
with an understanding of the importance 
of	leadership	to	identify	vision	and	inject	
passion into the workforce. Handy bemoans 
the	drive	for	efficiencies	where	the	focus	of	
saving	on	inputs	is	not	balanced	with	sufficient	
consideration	for	effectiveness.	The	inclusion	
of a quote from another management guru, 
Peter Ducker, will no doubt resonate with 
social workers and managers, “There is 
nothing quite so useless as doing something 
with great efficiency that should not be done 
at all”.  

A criticism could be that the book is 
overly	aspirational	and	that	producing	a	

successful “Second Curve”, either on an 
individual	or	organisational	level,	is	hugely	
dependant on circumstances, resources 
and	even	luck.	However,	what	would	be	the	
point of Charles Handy writing a book on 
“Thoughts for Reinventing Society” if it did 
not	challenge,	inspire	and	require	effort	and	
change.	Ultimately,	he	seems	to	make	a	lot	
of sense and this is certainly a book I would 
recommend. 

Reviewed	by:	Shane	O’Meara,	Social	Worker,	
Five	Rivers	Fostering,	Cork.	
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BOOK REVIEW  
MARITAL SEPARATION IN CONTEMPORARY IRELAND: WOMEN’S EXPERIENCES 

Author: Lucy Hyland 
Publisher: Peter Lang (2016)

ISBN: 978-3034318365

Lucy Hyland has a background in social work. 
She worked in the Probation and Welfare 
service	from	1983-1996	and	in	Enable	Ireland,	
Kilkenny from 1986-2004. She is currently a 
lecturer in Carlow College.

This	informative	and	timely	book	is	an	essential	
sociological study based on the experiences 
of	fourteen	women	who	have	been	through	
marital separation in contemporary Ireland. It is 
a must for all couple’s counsellors, relationship 
and family therapists and anyone interested 
in how patterns, roles and expectations in 
marriage are changing. It is structured around 
the following key areas: the attitudes of Irish 
culture and families to marital breakdown; 
typical	events	that	lead	to	breakdown;	
losses and gains as part of the transition of 
separation; reconstruction of relationships and 
family post separation.

These	questions	provide	a	structure	that	assist	
the	focus	to	move	back	and	forth	from	detailed	
personal  experiences to the broader impact 
of culture and family systems in which the 
experiences are embedded. The uniqueness 
of	each	woman’s	individual	experience	
is	sensitively	engaged	with	and	deeply	
respected, as themes unfold.

Increased awareness of gender equality in 
the	1970s	and	1980s	influenced	how	women	
and men failed to adapt to the changes in 
traditional roles assigned to them. They were 
unable to communicate their needs and 
expectations. Because most of the marriages 
lasted twenty years or more, the impact was 

greater and more complex than in the case 
of marital breakdown after a shorter period 
of time and the biggest loss was often one of 
self-esteem and identity.

A distinct pattern in each case forming a series 
of	events	led	to	the	eventual	breakdown.	While	
children	in	some	cases	were	relieved	because	
the	years	of	tension	and	conflict	they	had	
witnessed were ending, most children were 
shocked that their parents were separating. 
Non-initiators, both men and women, were 
also shocked and often in denial that the 
relationship had reached a point of no return. 
Six	of	the	women	identified	themselves	
as non-initiators and in these cases the 
separations were triggered by the husbands’ 
affairs.	The	book	provides	a	number	of	
informative	tables	which	provide	the	statistics	
around	these	and	other	findings.	In	almost	all	
cases, the women were left to deal with the 
impact of the loss on their children, while the 
men disappeared and were either not willing or 
not	invited	to	participate	in	family	events	and	
rituals after the separation.

Lack of organizational support systems 
that	offer	specific	help	around	separation	
(particularly outside of Dublin) and lack of 
communal	rituals	compounded	the	difficult	
emotions, shock, denial and heartbreak. Mixed 
results in terms of counselling are referred to 
with many of the women acknowledging that 
it	was	too	late	for	counselling	to	save	their	
marriages. 
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While most of the women in the book said 
they	would	never	marry	again,	Hyland	(2016)	
provides	some	valuable	insight	and	hope	
around the process they went through in 
rebuilding	themselves	and	their	lives,	and	
shaping a new future. She reminds us that 
regardless	of	our	liberal	views,	those	of	us	
who	have	been	through	separation	often	
end up with a sense of internalised shame. 
She	also	reminds	us	that	we	have	to	stop	
blaming	ourselves	and	adopt	a	more	positive	
construction of separation. Most of the women 
in the book left their marriages because of not 
feeling	loved.	This	book	implores	and	supports	
the need for us to start exploring exactly 
what	kind	of	love	sustains	relationships	and	
marriages. 

We	need	to	offer	more	loving	respect	and	
support to those who experience separation, 
whether it comes as a shock, or the incredibly 
difficult	end	point	of	a	decision-making	
process based on courage, emotional honesty 
and a strong enough sense of self, to step out 
of the pain of a broken marriage.   

Reviewed	by:	Pauline	Macey,	MIACP,	ICEEFT,	
M.Sc. Family Counselling

This	review	first	appeared	in	Éisteach,	a	journal	
of the Irish Association for Counselling and 
Psychotherapy, Volume 16, Issue 3, Autumn 
2016.
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BOOK REVIEW: SOCIAL  WORK IN IRELAND:  CHANGES AND CONTINUITIES 

Edited by: Alister Christie, Brid Featherstone, Suzanne Quin and Trish Walsh 

This unique publication showcases the wide 
range of current social work practice in Ireland.  
In the best spirit of social work cooperation 
the chapters are each co-authored by two 
social work academics, representing all social 
work	qualifying	universities	in	the	Republic	of	
Ireland. 

Outside the profession, not many people know 
the breath of areas in which social workers 
provide	services	in	Ireland	today	and	where	
practice is at the cutting edge of engaging with 
policy change. This book remedies this, and 
most	interestingly,	in	the	first	three	chapters,	
sets out the particular challenges for social 
work in a post Celtic Tiger Ireland. These early 
chapters place   current social work within 
a ‘globized’ Ireland and make the case that 
keeping ethics at the heart of practice remains 
more	relevant	than	ever.	The	remaining	
chapters deal with specialist practice areas in 
all	social	work	environments.	

The	opening	chapters,	Revisiting	our	History	
post ‘Celtic Tiger’ by Caroline McGregor 
(NUIG)	and	Suzanne	Quinn	(UCD)	,	and	Social	
Work in a Globalised Ireland by Alister Christie 
(UCC)	and	Trish	Walsh	(TCD)		set	the	scene	
for a serious of questions that frame the 
following	chapters.	John	Pinkerton,	QUB,	In	
his thoughtful forward poses these as 

•	 In what ways is social work in Ireland 
responding to rapidly changing social 
cultural and economic circumstances?

•	 How will the new relationships between 
the	state,	voluntary	and	private	sector	
impact	on	the	provision	of	social	
services?

•	 How	can	social	work	advance	a	critical	
analysis	and	a	progressive	politics	within	
a post –Celtic Tiger Ireland? and 

•	 How does, and will social work respond to 
the	needs	of	specific	service	user	groups?

He	points	out	that	the	authors	provide	clear	
evidence	of	how	national	social		policy	is	being	
implemented in   21st century Ireland and cites  
individual	chapters	as	contributing	to	our	
understanding of the rapid changes in Ireland 
over	the	past	number	of	years.		

Brid	Featherstone	(OU)	and	Fred	Powell’s	
(UCC)	chapter	on	ethics	provides	a	
provocative	and	thoughtful	account	of	the	
impact of past and current economic and 
social policies on our society. The impact 
of austerity on reducing inequality and 
poverty	are	shown	not	to	be	shared	equally.	
Interestingly, the authors draw on the social 
and housing crisis of the late nineteenth 
century	to	highlight	the	first	trained	social	
worker was appointed to a position in housing 
management – where the combination of 
unemployment and slum conditions was 
closely associated with child abuse. 

Helen Buckley (TCD) and Kenneth Burns 
(UCC)	write	on	child	welfare	and	protection	
developments	over	the	past	30	years,	drawing	
our	attention	to	current	issues	reflecting	much	
of what was set out in the  Task Force on Child 
Care	Services	(1980).		This	comprehensive	
chapter concludes with a challenge to social 
workers working in Tusla, the Child and Family 
Agency, to promote social and community 
integration,	to	be	critical	of	government	
policies	and	to	reject	individual	personal	
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blaming	approaches	in	favour	of	ecological	
and structural understandings of social and 
interpersonal issues.  This chapter should 
also	prove	useful	to	those	bodies	established	
to	undertake	‘look	back	reviews’	of	historical	
cases. 

Space	does	not	allow	for	a	review	of	
all chapters but the editors are to be 
congratulated for ensuring that authors 
adopted	an	even	tone		outlining	the	shifting	
challenges for social workers across 
economic, cultural, political and demographics 
changes	and	the	move	from	a	charity	to	rights	
model.  

This	volume	deserves	a	broad	audience	and	
would	prove	to	be	especially	interesting	for	
those	involved	in	policy,	research,	the	media	
and of course students of social care and 
social	work.	It	demonstrates	the	values	in	
combatting a competence only approach to 
social	work	and	giving	space	for	the	political	
context to sit alongside the personal.  It 
showcases the research specialism of Irish 
academic social workers and, as a whole, 
makes a far greater contribution that the 
individual	chapters	might	have	in	different	
volumes.	The	editors	are	to	be	congratulated.	

Reviewed	by:	Michele	Clarke

Chief Social Worker 
Department	of	Children	and	Youth	Affairs
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OBITUARY

CATHERINE CARROLL

It was with great sadness that IASW learned 
of the death of Catherine (Kathleen) Carroll 
after a short illness on 21st of January 2018. 
Catherine had worked in CAMHS (Dublin 
South	Central)	for	over	10	years	and	previously	
had worked as a local authority housing social 
worker. Catherine was a member of the IASW, 
CAMHS special interest group and a regular 
attendee	at	IASW	CPD	events.	Catherine	had	a	
strong	Christian	faith	and	was	an	active	within	
the	Focolare	Movement.	On	behalf	of	IASW,	I	
extend our sincere condolences to Catherine’s 
brother	Jim,	relatives	and	friends.

The IASW Journal Guidelines (Updated 
January 2018)

These IASW Journal guidelines were updated 
as	a	means	to	offer	additional	guidance	for	the	
Author(s),	assist	those	in	reviewing	the	articles	
(reviewers/Editor)	and	enhance	the	quality	
of articles published. Part one includes the 
additional guidance.

The IASW Journal Committee requests 
Authors to follow the guidance below.

Please include the following: 

Part One

1. Submission Process

All articles should be submitted by Email 
for the attention of the Journal Editor. 
Email: office@iasw.ie 

2. The Article Title Page 

The title page should include the paper 
title,	be	concise	and	informative.	Titles	
are	often	used	in	information-retrieval	
systems	so	avoid	abbreviations	

3. Author Details 
 
Name	of	author(s),	qualifications,	author	
job	title,	brief	relevant	experience	and	
email address 

4.  Abstract (Summary) and Key-Words 

The page following the title page should 
carry an abstract followed by a list of 
three to ten key-words. The abstract, 
up to 150 words should include; a short 
outline of the article, the main purposes, 



92

findings	and	conclusions	of	the	article	or	
study while emphasising what is new or 
important. 

5. Introduction

Include a short introduction, introducing 
the	reader	to	the	topic,	your	motivation	
for	writing	the	article,	a	brief	review	of	the	
existing knowledge related to the topic 
and a summary of your conclusions

6. Conclusion

Include a short conclusion summarising 
your thoughts and the importance of the 
article’s	findings.

7. Acknowledgement

Please acknowledge anyone who has 
contributed to the process of completing 
the article

8. Text 

•	 The article should be typed, double-
spaced and in 12-point Times New 
Roman font. 

•	 Pages should be numbered but 
do not use any other automated 
features. 

•	 Numbers one to ten should be 
written as words in the text, unless 
used as a unit of measurement; all 
numbers should be written in digits 
in	tables	and	figures.	

•	 All numbers which start sentences 
should be written in words, not 
digits. 

•	 Bold type-face should be used 
for headings of sections and sub-
sections within the paper. 

•	 Writing should be clear, simple and 

direct. 

•	 Short sentences are preferred. 

9. Tables

Please submit tables as editable text 
and not as images. Number any tables 
consecutively	in	accordance	with	their	
appearance in the text and place any 
table notes below the table body.

10. Word length

Articles should be 2,000/4,000 words in 
length

11. Include agreement not to publish the 
complete article in any other Journal 
(exception HSE Lenus, Open Access 
health repository with an agreement of 
six months delay: IASW will forward each 
published Journal to Lenus the HSE 
health repository for delayed publication)

Part Two: Publications House Style: 

Harvard Referencing System

Citing references in the text

Writers’ surnames only, with year of publication 
and	page	number,	are	given	in	brackets	after	
the reference.

Example
1. Reference from book

Quotes of 3 lines or less are included in 
the	normal	flow	of	text	and	are	given	single	
quotation marks.

And	as	one	writer	suggests	‘all	living	systems	
have	boundaries	which	mark	them	off	from	
their	environment’.	(Preston	–Shoot	and	Agass,	
1990:45)
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If longer than 3 lines, then the quote is 
indented and no quotation marks are used.

If you are quoting some information about 
systems thinking and you want to use more 
than	the	3	lines	of	the	above	example	it	will	
look like this

The metaphor of open and closed systems 
can fruitfully be applied to many aspects of 
human functioning, as well as to theories and 
belief-systems. It can be used as a sort of 
shorthand	to	evaluate	the	condition	of	any	
human	system,	from	individual	to	an	entire	
social or national group. For example, an 
individual	who	is	open	to	other	people,	to	
new experiences and to new ideas and who 
interacts	productively	with	the	environment.	
(Preston-Shoot and Agass, 1990:47)
And the rest of the paragraph reads like this 
back to normal format. 

2. Reference from article:

‘The coming together of such and 
impressive	and	yet	diverse	array	of	
organisations	for	the	specific	purpose	
was in itself an historic landmark’ (Lorenz, 
1997:11)

3. References from edited book:

‘The claim was that social workers had 
too	much	power	to	intervene	in	family	life	
without	being	either	useful	or	effective’.		
(Howe, 1996:83)

4. Bibliography

List all references in alphabetical order.

The format for listing books is as follows:

Author’s	surname,	first	name	or	initials,	
year of publication, title of book in 

italics, publisher’s name and place of 
publication.

Where	there	are	several	references	for	
one author, list them in chronological 
order by year of publications.  If there 
are	several	publications	in	one	year	
distinguish them by using a, b, c after the 
year.

a. For chapter in book:

Author/s	surname,	initials/first	name,	
year of publication, title of article in 
single quotes, the name of the editor 
of the book in which it appears in 
italics, publishers name and place of 
publication.

b. Article:

Author’s	surname,	initials/first	name,	
year of publication, title of chapter in 
quote marks, title of journal in italics, and 
volume	number	and	page	numbers	for	
complete article.

c. Bibliography would appear as follows:
Howe, D. (1999). ‘Surface and depth in 
social-work practice.’  In Parton, N(Ed), 
Social Theory, Social Change and Social 
Work, Routledge, London.

Lorenz, W. (1997). ‘ECSPRESS – The 
Thematic Network for the Social 
Professions’ in Irish Social Worker, 
Spring, Vol. 15 No 1, (11-12).

Preston-Shoot, M and Agass, D. 
(1990). Making Sense of Social Work, 
Psychodynamics’, Systems and Practice.  
Macmillan, London.

It is acceptable to use the term, et al in 
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the text only where there are 3 or more 
authors.  So if Clarke, Loughran, Smith 
and Walsh were the authors it could be 
references in the text as (Clarke et al., 
1997, 99) but full details must appear in 
the bibliography.

Additional points:

1. Citation in text  
Please	ensure	that	every	reference	
cited in the text is also present in 
the	reference	list	(and	vice	versa).	
Any references cited in the abstract 
must	be	given	in	full	at	the	end	of	the	
abstract.	Unpublished	results	and	
personal communications are not 
recommended in the reference list, 
but may be mentioned in the text. 

2. Web references  
The	full	URL	should	be	given	and	
the date when the reference was last 
accessed. Any further information, if 
known	(Digital	Object	Identifier	(DOI),	
author names, dates, reference to a 
source publication, etc.), should also 
be	given.	Web	references	can	be	
included in the reference list.
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