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Abstract 

 

Background: There is a paucity of research capturing experiences of charity workers 

delivering wellbeing courses to groups such as new mothers or refugees. Understanding 

their experience could help boost the efficacy of the charity sector to deliver wellbeing 

interventions.  As a result, this could offset some of the demand on statutory services. 

 

Aim: This qualitative study aimed to generate theory from the experiences of non-health 

trained charity sector workers who were delivering wellbeing interventions to two specific 

genres of people: new mothers, and refugees. In addition, this study completed a systematic 

literature review of the main theory categories and a process evaluation where the theory 

was applied to a modelled training approach.  

 

Methods: In-depth interviews and follow-up phone calls were undertaken with charity 

workers (n=8) who were delivering a wellbeing intervention to mums. These interviews were 

analysed using a Constructivist Grounded Theory (CGT) method generating a theory. The 

main categories of this theory were then used in a systematic literature review (n=20). 

Following this, sixteen refugees were trained using a modelled training approach based on 

the theory, to deliver a wellbeing intervention to their peers. A further set of interviews (n=6) 

were undertaken with a sample of these refugees. These interviews were analysed using 

CGT. Further triangulation of the use of the theory was examined through a process 

evaluation where questionnaires and/or observations were used with project staff (n=27).  

 

Results: A theory was generated from the interviews and tested through a modelled training 

approach. The theory represented the ‘journey’ the project participants took. This journey 

started with the participants’ lived experience which triggered empathic feelings towards 

their peers which motivated them to build a rapport and bring hope. As a result, the 

participants felt rewarded. The participants also experienced challenges: for example, they 

reported confidence issues, a sense of powerlessness and language barriers.  

 

Conclusions: This study presents a suggested theory that captures the experiential 

‘journey' of participants delivering wellbeing interventions. For this reason, it uniquely 

contributes evidence that could help build workforce capacity within the charity sector for 

groups in transition.  

 

Key words: experience, peer worker, volunteer, perinatal mental health, refugees, third 

sector, charity sector, workforce capacity building. 
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1. INTRODUCTION AND LITERATURE REVIEW 

 

 

1.1 Chapter Overview 
 
Firstly, this chapter introduces the study by giving a brief overview of the main aim and 

context. It then gives a short background of the current perinatal and refugee mental health 

services and policy context with examples from Wales where the study took place. This is 

followed by a brief history of the development of non-health peer type staff working in mental 

health provision. It will conclude by justifying why this thesis has been undertaken, how it 

contributes to knowledge in this field and where the resulting constructed theory could sit to 

build capacity within the workforce.  

 

Secondly, this chapter details the literature review, which was undertaken systematically. It 

describes the search strategy, search process, details of included literature along with 

analysis and implications for research. 

 

(Note: the words ‘3rd sector’ and ‘charity sector’ are used interchangeably and have the 

same meaning) 
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1.2 Introduction  

 

The main aim of this study is to examine the experiences of fourteen charity sector workers 

in Wales delivering wellbeing courses to help new mothers and refugees. From these 

experiences, theory will be generated along with some recommendations and implications 

for 3rd sector workforce capacity building. Finally, a process evaluation will be undertaken to 

see how the generated theory could be incorporated into training refugee peer leaders.  

 

The idea for this study arose from a project called ‘Two in Mind’, which sought to run 

wellbeing courses for mums within a 3rd sector project in Wales. Two in Mind was funded for 

four years by the Welsh Government. A further project called ‘Perthyn’ (meaning ‘belonging’ 

in Welsh), also funded by the Welsh Government as a response to Covid-19, trained refugee 

peer leaders to run wellbeing interventions. These two projects gave the platform to find 

participants and to carry out this study.  

 

Diagram 1.1. Diagram to demonstrate ‘upstream working’ (Erkison and Lindstrom, 2008) 

This study seeks to contribute evidence that might boost ‘upstream working’ (Erikson and 

Lindstrom, 2008), i.e., building 3rd sector workforce capacity to provide health education and 

wellbeing initiatives that can prevent mental ill health. This in turn could potentially help stop 

people floating further ‘downstream’ (as this picture illustrates) where statutory mental health 

services struggle to balance the demand for treatment. Often the statutory sector can only 

provide ‘curative’ treatment because finding resources for health promotion and prevention 

is just not feasible. 

 

There is ongoing political discourse about how to organise appropriate services for asylum 

seekers and refugees, about respect for their human rights and whether their wellbeing 
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should be prioritised over indigenous people. For those with perinatal mental health 

problems, the distress a mother or father can experience can have an impact on the infant, 

and the bond needed for it to thrive can be affected. Tackling promptly the various mental 

health issues within perinatal mental health and with refugees or asylum seekers i.e., 

working further ‘upstream’, could prevent the knock-on effects experienced further 

‘downstream’ taking the pressure off the statutory services and ultimately saving money. 

 

This introduction chapter will be in two parts. The first part will look at the background, 

services and policy for perinatal mental health services and refugee mental health with a 

particular focus on Wales because this is where the study took place. The second part will 

look at a brief background and history of the development of non-health workers working in 

mental health provision. It will conclude by justifying why this thesis has been undertaken 

and where the resulting theory could sit to build capacity within the workforce to try to help 

better balance the ‘bank account’ and ‘save’ for the future.  
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Background and current situation of perinatal mental health services (statutory and 

3rd sector) with reference to Wales. 

It has long been known that the 3rd sector provides a valuable contribution for mental health 

support within Wales and the rest of the UK. Often this provision comes in the form of peer 

support where lived experience can give a unique comfort to others. However, there is not 

always the statutory support needed to help the 3rd sector provision thrive. The Welsh 

Government are recognizing this as budgets are squeezed and need grows. Also, Covid-19 

has shone a spotlight on inequalities and mental health provision. The Welsh Government’s 

intentions to improve joined up thinking are reflected in recent reports and legislation. 

The Welsh Government promotes joint working and makes partnering and co-operation 

mandatory:  

 

(The government) ' ... requires local authorities to make arrangements to promote co-

operation with their relevant partners and others in relation to adults with needs for 

care and support, carers and children.' (Social Services and Wellbeing Act 2014, c. 

1(10) & c. 9a) 

 

By making co-production and capacity building mandatory within early intervention for 

perinatal mental health, statutory services are being encouraged to collaborate with 'relevant 

partners', to support the care and promote the wellbeing of children. As part of the Act, local 

authorities will be held to account for their co-operation and partnering through evaluations 

of their services. The Boots Family Trust, Net Mums and Tommy's survey (Lang, 2013) also 

recognised this and within their list of recommendations stated: 

 

'Secondary services are not the only support available. Professionals should be aware 

of and familiarise themselves with the wide range of support and other interventions 

that are available.' (p.5) 

The Children, Young People and Education Committee in Wales 2017 undertook an 

extensive report to examine perinatal mental health services in Wales. Their report 

highlighted how the third sector was filling in the gaps of service in the statutory services. 

They stated that: 

‘Without the charity sector many (perinatal mental health) services would not exist’. 

 (p. 8)  
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They called on the Welsh Government to provide more funding and the joining up of their 

provision to provide cost effective, clinically integrated services with the 3rd sector. 

Recommendation 20 states that there should be secure funding for the 3rd sector services if 

they are being used as referral points for the statutory sector and that the 3rd sector should 

be allowed to attend joint training sessions.  

Interestingly, the report entitled ‘From Bumps to Babies: perinatal mental health care in 

Wales’ (Whitcombe-Hayes et al, 2018), found that there were seven charity sector 

organisations delivering highly valued perinatal mental health services in Wales, but the 

study found that there were some problematic issues namely, barriers to working jointly with 

the statutory services, a lack of visibility for their service and limited funding. The report 

stated that there was evidence for the provision of the right kind of peer support which could 

have positive impacts on women during the perinatal time. In addition, it stated that these 

services can be a protective factor against developing post-natal depression or other 

perinatal mental health issues. The authors of this report noted that the third sector played 

an important role in the journey of a mother's recovery, especially for those who do not reach 

the threshold criteria for the statutory perinatal mental health services. However, the authors 

also stated how there were limited examples of effective multi-agency partnerships and most 

described that there was fragmentation and a lack of communication. One statutory perinatal 

team manager said that she felt there was a lack of governance and confidentiality within the 

third sector. A third sector worker described this as a lack of ‘trust’. As a result, and to try to 

bridge the trust issues, Comic Relief funded a research company to put together some 

Quality Assurance Principles for the third sector (McPin, 2019).  

The Wellbeing and Future Generations Act 2015 is an ambitious legislation to improve the 

social, economic, environmental and cultural well-being of people living in Wales. It wants to 

hold thirteen public bodies to account, namely the arts, sports, education, recreation, 

museums, libraries, fire/rescue and health sectors. The Act set goals to prevent issues by 

thinking more about the long-term, consideration of partnering more effectively with people, 

communities and each other – it is very complementary with the Social Services and 

Wellbeing Act 2014.  

The ‘Healthier Wales’ goal within the Wellbeing and Future Generations Act 2015 (c. 2), 

states that Wales spends £7 billion each year treating mental ill health and recommends that 

preventative approaches are the key to reducing this figure. It states that this ambition is less 

likely to happen if the focus is on statutory services such as the NHS. It challenges the 

current NHS services stating that they produce reactive solutions, lack understanding in the 
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broader determinants of health and continually put pressure on the 3rd sector to bid and 

compete for finances. 

But what is the urgency and significance to address perinatal mental health issues? There is 

growing evidence of the impact maternal (or paternal) mental ill health can have on the 

bonding to a child in the early years of its life. In the USA, the National Research Council 

published an oft quoted book called 'From Neurons to Neighbourhoods' (Shonkoff and 

Phillips, 2000). This introduced the idea of linking attachment theory (Bowlby, 1953 and 

Ainsworth, 1978) to changes in policy. A further comment states: 

 

'There is a need for greater synergy between advances in neuroscience and the 

formulation of innovative policies to improve life outcomes for children experiencing 

significant adversity. Translational developmental neuroscience can inform new 

theories of change to catalyze more effective interventions that lead to a more 

productive and healthier society.' (Shonkoff and Levitt, 2010, p.689) 

 

In the UK, one key driver for linking theory with policy has been Graham Allen's report to the 

Government (Allen, 2011) 'Early Intervention: the next steps. It summarises that there is: 

 

' ... real opportunity to make lasting improvements in the lives of our children, to 

forestall many persistent social problems and end their transmission from one 

generation to the next, and to make long-term savings in public spending.' (page vi) 

 

However, he goes on to say that interventions tend to be implemented when the social and 

emotional problems for the mother and infant have become 'entrenched' which, he states 

costs far more than intervening early - ‘downstream thinking’. Shonkoff and Levitt (2010) 

support this argument with the diagram below which shows the benefits of early intervention 

investment. In short, the brain has more ability to change in response to experiences when it 

is young. They suggest that if the intervention is left until the child is older, or indeed is an 

adult, more effort is needed to effect change. This has financial implications, as in general, 

early intervention is cheaper. 
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Diagram 1.2: Diagram to show the cost effectiveness of early intervention with 

families (Shonkoff and Levitt, 2010) 

 

 

 

Further reports have strengthened the case for early intervention. The London School of 

Economics and the Centre for Mental Health (Bauer, 2014) published a report entitled 'The 

costs of perinatal mental health'. Following their research, they stated that it costs £8.1 

billion to treat perinatal mental health problems for one year's births in the UK. They suggest 

that the cost of the impact on the child demonstrates the importance of tackling the 

maternal/infant relationship. This has been supported by previous studies of short-term 

maternal-focused psychological interventions which should improve results in helping the 

mother/infant relationship (Murray et al., 2003). Another study suggested the same and 

added that treatment for post-natal depression should also include interventions for the 

mother/infant relationship (Forman et al., 2007).  

 

The London School of Economics and the Centre for Mental Health (Bauer, 2014) do give 

seven cost effective recommendations for a 'good service'. They state that 90% of perinatal 

mental health problems are dealt with in primary care but a lack of information sharing and 

joined up working limits the effectiveness of treatment. Further, their recommendations 

include separating maternal interventions from parent-infant interventions and the author of 

this thesis questions why these cannot be addressed or delivered together? It is possible 

that the report was written to address different professions; for example, health visitors until 
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recently, did not work with mental health issues. They would refer to Primary Mental Health 

or a Community Mental Health Team (CMHT). However, a CMHT would not consider a 

systemic view or consider the parent-infant interaction; rather they would just assess the 

mother in isolation of her baby. However, if the CMHT deemed there to be a problem with 

the infant, this might warrant a referral to a Psychologist, Pediatrician or Psychotherapist 

within Child and Adolescent Mental Health Services (CAMHS), thus making treatment very 

complicated. 

 

There are even earlier examples of research which started to highlight the importance of 

effective perinatal services being put in place. In 2008 Margaret Oates and her team 

(Rothera and Oates, 2008) undertook a study of thirty nine perinatal health professionals 

and two focus groups with women with lived experience in the Midlands in England. They 

wanted to try to better understand the problems associated with perinatal mental health 

care. Their research highlighted the need for increased knowledge and skills for practitioners 

and improved pathways, especially at the interface between early intervention (primary care) 

and maternity or psychiatry services. Earlier studies (Hearn et al., 1998) demonstrated that 

primary care was not identifying women who were struggling with low mood. They concluded 

that a formal assessment tool should be used such as the Edinburgh Post Natal Depression 

Scale (EPDNS) (Cox et al., 1989) so as not to miss anyone. Oates (Oates, 2006) had 

published an earlier clinical work that included an informative report describing every 

different type of perinatal mental illness experienced by the parent. However, more crucially, 

she included a section after each description of the illnesses and demonstrated the impact 

on the relationship with the baby. This has reportedly been a key paper to help services 

think through their design of delivery and what early intervention should be undertaken and 

the importance of including the infant as part of this. 

 

The following year the National Institute of Health and Care Excellence (NICE) (2007) 

guidelines were published for antenatal and post-natal mental health care. By 2014, the 

NICE guidelines were updated to the newer version (NICE, 2014) which had some additions 

including guidance on screening for perinatal mental health issues and recommendations for 

different types of early intervention (c. 1.4.2.2.). NICE also require a recognition that women 

with a mental health problem can have problems in their relationship with their infant, and 

that assessment of the nature of this relationship and the consideration of intervention to 

help support is important (c. 1.9.12). The Wave Trust, however in their 1001 Critical Days 

report, would have liked the current NICE guidelines to have gone further (Leadson, et al., 

2014) by including all mothers with a background of mental ill health to have access to 
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specialist perinatal care. Their view is supported by the College Centre for Quality 

Improvement (CCQI) standards (Thompson and Rodell, 2014). 

 

The Royal College of General Practitioners responded with their own guidance and 

recommendations for primary care and early intervention during the perinatal time (Kahn, 

2015) identifying a lack of training and awareness for GP's and poor joined up working with 

other health professionals. Some of their recommendations included longer consultation 

times for GPs for mothers and their babies, better data collection, fast tracking of mothers 

and their infants to perinatal services, access to early interventions and reducing the self-

stigma (fear of not coping and therefore the baby being taken away) felt by mothers during 

the perinatal time (Lang, 2013). 

 

A large NHS scoping review (NHS, 2015) entitled 'Improving access to perinatal mental 

health services in England - a review', which included contributions from those with lived 

experience noted in their key findings that in addition to complex services, self-stigma was a 

sizeable issue during the perinatal time. The report recommended that barriers should be 

broken down so that those with a perinatal mental health problem are not ostracised but 

helped through their difficult time. This report summarised nineteen findings which included 

mothers saying that they were scared to admit to a mental health issue, for fear of their baby 

being taken away. This concurred with the Boots Family Trust findings (Lang, 2013) which 

also found that there was a fear of admitting a mental health issue in-case the mothers were 

referred to social services for being unable to cope. The Boots Family Trust report also 

noted that the Improving Access to Psychological Therapy services (IAPT) in England were 

not always the right provision for perinatal mental health as it did not always 'suit'; indeed, 

they stated that many health care professionals did not have the correct training. IAPT 

services did produce a 'Good Practice Guide for Perinatal Mental Health’ (Improving 

Psychological Therapies Services, 2009) but the NHS Scoping review suggested that this 

good practice guide was not sufficient to train the workforce.  

 

The IAPT report (2015) included findings from the 3rd sector, stating that there were some 

'excellent examples', but noted that many were reliant on time limited funding or volunteers. 

The report highlighted one charity called 'Acacia' situated in Birmingham, England, which 

has managed to work successfully alongside the statutory services with IAPT funding and 

with additional funding from the Big Lottery. Acacia provide befriending and therapeutic 

support during the perinatal time, and a recent academic article evaluated their economic 

social return for service, stating that for every £1 invested the service value was worth £6.50. 

They termed this as 'social value' or 'value for money'. The article explains how this gold 
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standard charity is providing services that the NHS is unable to provide but combining this 

non-statutory provision with the statutory service creates a really holistic provision for the 

local community (Arvidson et al., 2014). 

 

The IAPT report continued by saying that not all areas in Great Britain are as well provided 

for. In Wales for example, before 2015, 70% of women, could not access a perinatal service 

at all as they did not exist. In the event of needing to be admitted to hospital, the mother had 

to be separated from her baby or travel to an English mother and baby unit (MBU) as far 

away as Liverpool, Bristol, Exeter or Birmingham (Bauer, 2014). However, with the growing 

evidence, reports, campaigns and government papers, the Welsh Government in 2015 

committed £1.5 million per year recurring, for a perinatal mental health community service to 

be set up in the seven health boards across Wales. Comic Relief has also invested (May 

2016) £1 million for the 3rd sector to put together perinatal projects within local communities. 

The new statutory services in Wales now can 'join up' with these newly funded 3rd sector 

services.  

Refugee and asylum seekers have their own journey of policy, service provision and 

challenges which will now be described briefly. 
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A brief background and current situation of refugee and asylum seeker wellbeing with 

reference to Wales. 

 

Humans have always migrated, however, in recent years, pictures that reflect stories of 

those such as Aylan Kurdi, the little three-year-old boy who drowned and his body was 

washed up on a Turkish beach, have shocked the world. The impact of abandoning 

everything and paying huge sums to seek a better life has taken its toll on the lives of 

individuals and their wellbeing (Withnall, 2015). 

 

Asylum seekers are those who seek safety in another country because of political unrest, 

war, persecution, and conflict.  However, in order to stay in the country, they arrive in, these 

individuals must enter a long application process. In 2018, government statistics stated that 

there were 29,380 applications for asylum in the UK. This was an 11% increase on 2017; 

however, even though this may seem high, in 2019, the UK processed only 7% of those 

seeking asylum in Europe (Home Office, 2019). In the UK, asylum seekers receive support 

in the form of housing, free school meals, healthcare and an allowance of £37.75 per week, 

£5.40 per day (Home Office 2019). Once refugee status is granted, there is a one-month 

window in which to apply for housing and monetary support. With limited language skills and 

support systems, this can lead to homelessness and unemployment. In London, 39% of all 

rough sleepers have refugee status (Downie et al, 2013). 

 

Many assume that most asylum seekers and refugees are traumatised, but this is not 

necessarily true. It is helpful to consider Maslow’s theory of motivation illustrated in his 

‘hierarchy of needs’ at this point. This theory suggests that if basic needs at the bottom of 

the triangle are not met (physiological and safety needs such as food, water and security), 

individuals can become stressed. Adding together the multiple losses that this population 

have experienced, for example, the loss of their community, culture, friends, occupation, 

social roles, stability, possessions, beliefs and worldview - grief can be at the forefront of 

their lack of wellbeing. Grieving in another culture without friendships and community, can 

result in depression (Maslow, 1943) (City of Sanctuary, 2017).   

 

For refugees and asylum seekers, there is often fear and anxiety. As mentioned before, not 

everyone has experienced trauma, however, fear of the unknown and feeling out of control 

is nearly always present. Whatever the story of each individual refugee or asylum seeker, 

the knock-on effect of loss, change, trauma, and lack of fluency in the ‘host’ country’s 

language can take its toll. Although they are remarkably resilient to have endured leaving 
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their country and trying to settle somewhere else, they often find their lives very stressful 

(City of Sanctuary, 2017).  

 

The 2014 Welsh Government Social Services and Well-being Act purposed to allow an 

individual to have an equal say in the support their receive. The Act also states that anyone 

with health or social care needs must be supported to achieve well-being (Government, 

2014). There is also an emphasis on prevention of mental ill health and ‘upstream thinking’. 

This therefore has a bearing on how authorities treat refugees and asylum seekers. 

Supporting someone who is vulnerable, and who has a limited grasp of the language of their 

receiving country is challenging. When someone is learning a language, the non-verbal cues 

become more important, so workers need to be well-trained, patient and work 

collaboratively. Finding, financing, and working with interpreters can be a challenge; 

however, when working well, an interpreter can be so helpful for the refugee or asylum 

seeker. The quality of the treatment offered often depends on the mediation of the 

interpreter (City of Sanctuary, 2017).  

 

As mentioned before, in 2015, Wales launched the Wellbeing and Future Generations Act. 

The Act put in place seven well-being goals which included a ‘A More Equal Wales’ and ‘A 

Wales of cohesive communities.’ These goals informed a Welsh Government Action Plan for 

refugees and asylum seekers (Welsh Government, 2019). In an update of this Action Plan a 

year later, the Welsh government reported that most of their work involving mental health of 

immigrants was ‘ongoing’. This included the development of volunteer and mentoring 

schemes to combat isolation and depression for those living in dispersed accommodation. 

Through working with health services, this goal ensures mental health services can meet the 

needs of refugees and asylum seekers. This goal is currently being reviewed by the Mental 

Health Care Pathway. In addition, the all-Wales Traumatic Stress service was launched in 

the Autumn of 2021, which includes in its provision, support for refugees and asylum 

seekers. 

 

In Scotland, various studies have shown that mental health issues were indeed a major 

public health issue for asylum seekers who experienced incidences of PTSD and suicidal 

thoughts (Quinn et al, 2011). The Mental Health Foundation (2016) also released a report 

that stated that stigma cannot be overlooked in contributing to the difficulties faced by 

asylum seekers and refugees and the impact on mental health. They suggested some key 

recommendations with the aim of reducing stigma within government policy making.  Further 

studies support the need for holistic support given by organizations such as the British Red 

Cross. Post-migration institutional living conditions and a lack of meaningful occupation and 
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finances can also contribute to poor mental health. Research indicates that older refugees, 

particularly women or those who held high socio-economic status in their country of origin 

were more likely have poorer mental health than their counterparts (Porter and Haslam, 

2005). 

 

The third sector has had their own response to the influx of peoples from all over the world. 

The Welsh Refugee Council (WRC) was set up in 1990 with the aim of influencing policy, 

giving support and advice. They now are well established and recognised having offices in 

all four receiving cities in Wales, namely Newport, Cardiff, Swansea and Wrexham. City of 

Sanctuary (COS) launched their first summit in 2014 with a charter which has now been 

adopted by over 320 organizations within the UK. Wales is the only ‘nation’ of sanctuary.  

The mission of COS is to support the network of the 320 groups across the UK building a  

 

‘…culture of welcome, hospitality and inclusiveness … so they can feel safe, find 

people who welcome them … and have opportunities to be included’ (City of 

Sanctuary, 2020). 

 

COS helped support a report called ‘Hardly Hard to Reach’ which proposes a case for 

refugee-led mental health services (ROTA, 2020). They recommend amongst other things, a 

holistic and social model approach to refugee wellbeing and mental health. This includes 

working in a linguistically inclusive way and involving community members and the 

organisations supporting them.  

 

Despite the progress made in Wales, there are still struggles to get provision right for 

incoming asylum seekers. In 2020, approximately 200 asylum seekers were housed in a 

disused army barracks in Penally in West Wales. This camp has been described as 

‘shambolic, inhumane and dire’ infringing on the human rights of those housed there 

(Asylum Justice, 2020). So, even though in the past 6 years, there has been legislative 

progress including a third sector response for the wellbeing for refugees and asylum 

seekers, there is still much that needs to be achieved.   
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A brief background and history of the development of non-health workers working in 

mental health provision. 

 

Firstly, it is important to define the different types of non-health workers. These workers are 

sometimes paid or are volunteers. They often have no formal training in health or registration 

with a health profession but are often highly qualified or have expertise in other subjects. 

Most often these types of workers work for the charity sector or third sector, but they are 

sometimes employed by statutory services such as the NHS within multi-disciplinary teams. 

However, this is not common in the UK. Non-health workers often have ‘lived experience’ of 

the specific illness that their clients have which can be their motivation for working with them. 

However, it could be that they have ‘lived experience’ as a mother working with new 

mothers, but not necessarily have had a mental health problem. Others have not had lived 

experience or have had lived experience of something completely different but choose to 

help anyway. Sometimes these types of support staff are called ‘peer workers’ which carries 

several definitions. Shery Mead defines peer support as: 

 

‘… a system of giving and receiving help founded on key principles of respect, 

shared responsibility, and mutual agreement of what is helpful. Peer support is not 

based in psychiatric models and diagnostic criteria. It is about understanding 

another’s situation empathically through the shared experiences of emotional and 

psychological pain’ (Mead, 2003. P. 1)  

 

The International Association of Peer Supporters (IAPS) (2016) defines peer support as: 

 

‘…peer supporter providers are people with a personal experience of recovery from 

mental health … who receive specialised training and supervision to guide and 

support others who are experiencing similar mental health … issues toward 

increased well-ness’.  

 

IAPS go on to say that the term ‘peer support’ is an ‘umbrella’ title for lots of different roles 

including peer advocates, peer educators, recovery coaches and peer wellness coaches to 

name a few. They state that mostly, but not exclusively, a peer type role is born out from an 

individual who has ‘committed’ to their own recovery which has been sustained, who has 

undertaken training, and who is now able to share that recovery with others. IAPS outline 

four principles that a peer type worker will hold. These are: 
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1. Recovery is a choice. 

2. Recovery is unique to the individual. 

3. Recovery is a journey, not a destination. 

4. Self-directed recovery is possible for everyone with or without professional help. 

 

IAPS have also compiled National Practice Guidelines (International Association of Peer 

Support, 2013) which were developed from focus groups and surveys of over one thousand 

peer supporters. These state ten further values to those above and have practical guidelines 

associated with them which could be useful when forming a service.  

 

The focus on recovery gives peer support type work and non-health trained workers an 

alternative way of approaching healing. Recovery is steeped in the belief that hope can be 

gained and given through seeing someone else having ‘made it through’. There are, 

however, barriers to using these types of workers, namely the risk of ‘relapse’ and the 

reliance upon the traditional medical model view of recovery held by some statutory 

services. Overcoming these barriers and others is imperative for statutory services to 

embrace peer type workers within their teams, whether they are working with them in 

partnership or trusting them enough to signpost their clients for additional support (St. 

George et al., 2017). 

 

Of course, the tradition of grandparents and parents passing on their wisdom to the next 

generation has been there throughout history, and this can be seen as a type of peer 

support. However, gradually, as families have become more disparate, more formal 

channels outside of the home have been set up. Tracing back the formal history of peer type 

provision, a good example of this is Alcoholics Anonymous (AA) which was formed in 1935 

and was one of the original examples of the use of peers to help recovery from substance 

misuse. Bill Wilson, the founder (and self-confessed alcoholic), sought out someone else 

who had a drinking problem in order to share his experiences and gain support to prevent 

his own relapses. He noticed that as he met with this new ‘peer’ for encouragement and 

help, coupled with his active outreach of trying to help others with a drink problem, his own 

desire to drink reduced. He wrote a book and groups were formed. Currently there are over 

a hundred thousand AA groups that meet across the world (Alcoholics Anonymous, 2019). 

 

During the 1970s in America, a few bold pioneers who had recovered from a mental illness 

themselves, pioneered peer work in all its different forms. These included Sally Zinman who 

described mental health systems as, ‘everything was without us, about us’ (Behavioural 

Health Care Sciences – Prevention, 2019). Another advocate was Judi Chamberlain who 
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wrote a book entitled ‘On Our Own: Patient Controlled Alternatives to the Mental Health 

System’ (1978). She coined the phrase ‘mad-pride’ following her experience of miscarriage 

when she was 21 and admittance to a psychiatric unit with severe depression. She 

recounted her experiences of being drugged when she wanted to express anger and being 

put into seclusion. She found that it was human support that got her through this difficult 

period of her life, not the psychiatric drugs or medical institutions. This experience helped 

her create the Mental Patients Liberation Front in the early 1970’s. One example of how 

much of an uphill struggle it was for her is that in 1980, when she had been invited to attend 

the American Psychiatric Association conference, colleagues had to smuggle her into the 

event in order to avoid protests. She went on to set up a drop-in centre in Boston and until 

her death in 2010 she worked at the National Empowerment Centre advocating for peer type 

work to help with recovery. 

 

Mental health professionals during the 1980s, struggled to believe that recovery was 

possible from serious mental illness. However, Dr William Anthony (Anthony, 1993) 

discussed how since the deinstitutionalisation of mental health care and the increase in 

community-based care, a vision of recovery is vital. He criticised the community-based 

provision of the time saying that it was not fit for purpose. He argued that this provision saw 

mental illness as something that caused the individual to have disabilities, limitations and 

handicaps – in a word – a model of illness rather than recovery. He refuted this and 

maintained that recovery can occur without the intervention of a health professional but 

through the natural social support system around the one with the mental health issue. He 

also stated that when someone who is suffering surrounds himself with others who have 

recovered, recovery can occur. He stated that recovery is ‘everyone’s business’ (p. 531).  

 

Today in the UK, there are two different views of where peer support roles fit. On the one 

hand, some believe that peer support type work should be within the charity sector and 

separate from statutory provision. Part of this argument stems from difficulty with record 

keeping, diagnosis and the different approaches to treatment. For example, peer support 

often uses a narrative therapy whereas statutory services have more traditional models of 

treatment. On the other hand, some see the peer type role as an important part of statutory 

provision. An example of this is provided in the Cambridgeshire and Peterborough NHS 

Trust where peer workers are a part of their multi-disciplinary teams which ensures paid 

peer workers have access to comprehensive training (Salzer, 2002). The charity sector of 

course has been using peer type workers for years, and The Third Sector Research Centre 

is working hard to maintain its’ reputation and build its credibility. They are part of 

Birmingham University, England, and aim to build capacity in the charity sector through 
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resources, databases, and quality research to demonstrate the sector’s potential. They state 

that their research is providing a ‘better understanding of the value of the sector and how it 

can be maximised’ (The Third Sector Research Centre, 2019). The challenge does seem to 

be the recognition of the value of the third sector and partnering.  

 

When budgets are tight, together with the steady population increase and lack of mental 

health professionals, to have statutory services working alongside the third sector is a good 

way to save money. However, within this argument, it is important to note that peer type 

workers cannot replace health professionals, but they can add much value to the whole 

mental health system (Optum, 2016). Thus, to maintain the credibility of the peer type role, 

the International Peer Support Association suggest training as a necessary undertaking. 

Most of the accredited training seems to take place in the USA, Australia or New Zealand; 

however, in the Cambridgeshire and Peterborough NHS Foundation Trust, there has been a 

commitment since 2010 to increase the peer workers employed within their organisation. 

This Trust uses a Peer Education Programme which is a twelve-week programme with three 

days of work experience based on an American model. An evaluation of their programme 

(Pollitt et al., 2012) found that the peer workers endorsed the training used but stated that 

there was a lack of follow-on mentoring which they felt would be useful. This same 

evaluation also noted that the training was more theory based and they would have liked 

more practical applications relating to what they might face as peer workers. There were 

also suggestions of more work experience with mentoring. In their theory of change model, 

Pollitt et al. (2012) included as one of the outputs to ‘collaborate with partners’ and yet there 

was no mention of this being one of their outcomes. It therefore seems as though this peer 

support project is mostly kept within the statutory service within this NHS Trust.  

 

In 2018, Agored Cymru, an educational accrediting and awarding body in Wales, published 

their first qualification in Mental Health Peer Mentoring at a Level 2 standard (Agored Cymru, 

2019). It is a 190-hour credit course that can be delivered by approved trainers in the UK. 

The content includes understanding peer mentoring, reflective practice, mental health, 

relationships, skills, interpersonal communication and decision making. From these 

examples above, it seems that the UK is in its infancy regarding peer worker training, 

collaborative working and recognition of the role. Much might be gained from close 

examination of the current use of peer roles in the USA, Australia and New Zealand. 

 

In summary, the last twenty years has seen a gradual increase in policy interest in 

addressing perinatal mental health and refugee/asylum seeker wellbeing. There has been a 

growing awareness of the need for health visitors to ask questions about the mother’s 
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mental health and the training therefore that is needed for them plus government action 

plans with clear pathways to support asylum seekers and refugees in their wellbeing.  

 

Finally, this introduction has examined some of the current definitions of peer support whilst 

recognising that it is often an umbrella term used for lots of similar type roles. It has 

introduced the history of peer support from pioneers such as Judi Chamberlin and Bill 

Wilson through to the current International Association of Peer Support with an annual 

conference and accredited training courses. There are, however, different viewpoints on 

where peer type support fits in and there is still a lack of accredited training, partnership 

working and credibility in the UK.  

 

This qualitative study, using a constructivist grounded theory methodology (Charmaz, 2014), 

aims to explore the experiences of fourteen charity sector workers who were non-health 

trained, delivering wellbeing courses/interventions, either to new mothers or to refugees. 

Following a literature review, the data collected and analysed from the interviews is 

presented critically with relevant literature and theory, as a narrative journey of the non-

health workers' experiences as they delivered the courses to the new mums. Finally, this 

study applies the learning from the data and suggests some implications for workforce 

capacity building in the charity sector.  

 

The following details the literature review undertaken to investigate other research in line 

with this research aim. 
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1.3 Literature review 

 

 

1.3.1 Introduction to the literature review 

 

The main aim of this study is to explore the experiences of non-health workers and peer 

leaders delivering wellbeing interventions to new mums or refugees. This literature review 

was undertaken systematically after data analysis detailed in the Results chapter. This is in 

line with the constructivist grounded theory approach (Charmaz, 2014). This approach 

argues that it allows the researcher to view the interview data collected in the study without 

the knowledge of other studies and therefore data interpretation is undertaken in isolation. 

Charmaz (2014) argues that this approach allows the researcher to approach and analyse 

the data as un-biased as possible. Further reasoning behind this method of undertaking 

research is described further in the Methodology chapter. 

 

The literature review aimed:  

 

• To give context and to position this project in relation to other studies.  

• To compare, summarise and synthesise the current literature in light of this project. 

• To provide, retrospectively, a rationale and place in existing research for this study  

• To identify gaps in research that could point toward the need for future studies. 

 

The literature review question was: 

 

‘What do we already know about the experiences of non-health workers delivering early 

interventions?'  

 

The following describes the literature review process providing an overview of papers that 

met the inclusion criteria, presenting a critical discussion and synthesis of these papers 

which in turn will shed light on the context of this study.  
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1.3.2 Search Strategy 

 

Databases: 

 

Relevant databases were searched on March 15th, 2019, as listed below. These were 

selected because of their coverage of health, sociology, and psychology literature genre. 

They were also databases that enabled ten different search terms to be entered 

simultaneously which allowed for more search terms to be used. 

 

The following databases were used: 

 

• Scopus,  

• ProQuest,  

• ASSIA (Applied Social Sciences Index and Abstracts),  

• PsychArticles, 

• PsychInfo,  

• Grey literature search using Google,  

• Google Scholar and snowballing techniques 

 

Search Terms: 

 

The following search terms were developed through discussion with the supervisory team 

and ‘dummy-run’ searches undertaken to establish whether the search terms were 

generating relevant literature. The ‘dummy-runs’ also helped narrow down the search terms 

so that the search could become more focused and eliminate non-relevant papers. Some of 

the search terms seemed to carry more ‘weight’ in being able to access the correct literature 

genres, e.g., the search term ‘volunteer’ allowed access to papers that were in and around 

third sector studies whereas the search term ‘non-health worker’ did not.  

 

The search terms were as follows: 

 

experience* AND volunteer* OR peer* AND interven* AND empath* OR hope* OR 

rapport OR challenge* OR motivat* OR boundar* 

 

These ‘dummy-runs’ also allowed discussion with the supervisory team regarding the 

development of the inclusion criteria. These will now be described.  
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Table 1.1 Table to show Inclusion Criteria for literature search. 

 

 

• Papers published after 1999 (to capture the most up to date studies through 20 

years of different political climates). 

• 3rd sector studies (to keep the search focused on the relevant public sector). 

• Focus on experiences of peer supporters/volunteers/non-health workers 

delivering an intervention (rather than the design or effect of a programme). 

• Peer reviewed (to ensure good quality but not applicable to grey literature). 

• Research undertaken in developed countries. 

• Papers in English (for ease of reading as the researcher does not have a 

second language). 

• Studies related to health or social care (to keep the study focused on relevant 

topics). 

 
 

 

For the Discussion chapter and Process Evaluation, further searches of the references 

found in this literature review enabled the snowballing technique to be applied.  
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1.3.3 Search process  

 

Diagram 1.3: The Literature Search Process 

 

Initial search results (searched with 'document title') = 243 articles 

 

 

Manual review of 243 document titles to apply inclusion and exclusion criteria. 

 

 

Articles remaining = 44 

 

 

Manual review of abstracts = 41 articles (3 removed due to duplication) 

 

 

Articles remaining = 21 

 

 

Manual review of full text of 21 articles (10 removed due to not fitting with inclusion and 

exclusion criteria) 

 

 

Articles remaining and included in systematic review =11 

 

 

Manual search of references in key books and  

grey literature including policy documents = 9 

 

 

Final number of articles used for systematic review = 20 
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1.3.4 Details of included literature. 

 

Table 1.2 Table to show details of included literature. 

 

(P = participants) 

N Author(s) and 

Journal 

Date Country Client focus 

and Aims 

P Methodology and 

Data Analysis 

Results/Themes Conclusions 

1 Brooks, A. 

Farquharson, L. 

Burnell, K. 

Charlesworth, G. 

 

Journal: Activities, 

Adaption and 

Aging. 

2014 UK Client issue: 

Carers of 

dementia 

 

What is the 

experience of 

volunteering 

providing peer 

support to 

carers of people 

with dementia? 

8 Qualitative. 

 

Semi-structured 

interviews.  

 

Data analysis:  

Narrative.  

 

Positive impact: Shared lived 

experience, emotional and 

practical gains, greater sense of 

connecting with others.  

 

Negative impact: negative 

emotions could be evoked. 

Carer supporter role can be a 

useful contribution however, 

recognition needed of the 

stress it can bring.  

2 Guerra, S. 

Figueiredo, D. 

Demain, S. Sousa, 

L. 

 

2012 Portu

gal 

Client issue: 

Dementia 

 

Describe the 

development 

6 Qualitative. 

 

Asked pre-

questions: on fears 

and motivations to 

Increased personal 

development, increased 

awareness of challenges faced 

by families (empathy). 

  

Understanding volunteers 

fears and motivations to 

inform planning and training. 

Provide experiences that 

include altruism and an 
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N Author(s) and 

Journal 

Date Country Client focus 

and Aims 

P Methodology and 

Data Analysis 

Results/Themes Conclusions 

 

 

 

 

 

Journal:  

Community and 

Applied Social 

Psychology 

and 

implementation 

of a volunteer-

led intervention 

for people with 

dementia. 

Explore 

motivations and 

fears of 

volunteers & 

evaluate 

volunteers’ 

perceptions of 

benefits of 

taking part. 

 

inform a tailored 

training for 

volunteers. 

 

Post questions: 

Focus group with 

participants. 

Families were 

interviewed as family 

units.  

 

 

Data analysis: 

Thematic.  

Increased personal sharing and 

networking.  

 

Unable to get to know client 

deeply, because the relationship 

takes time.  

 

Researchers labelled the 

volunteers as 'givers' and clients 

as 'receivers'. 

opportunity to develop 

personally. Balancing 

'challenge and reward' in the 

experience. 

3 Allen, R.  Asuero, 

C. Csikai, E. 

Parmelee, P. Shin, 

HJ. 

Kvale, E. 

2016 USA Client issue: 

Palliative Care 

 

The experiences 

of recruiting, 

6  Qualitative. 

 

Feedback at 

recruitment, training 

Post intervention:  

positive (motivation of 

patient/carer, value to 

patient/carer, good experience 

for volunteer) and negative 

Two benefits of using 

volunteers: the patient/carer 

and the volunteers 

themselves. 
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N Author(s) and 

Journal 

Date Country Client focus 

and Aims 

P Methodology and 

Data Analysis 

Results/Themes Conclusions 

Durkin, D. Burgio, 

L. 

 

 

 

Journal: The 

Gerontologist 

training and 

retaining retired 

senior 

volunteers 

delivering a 

reminiscence 

and creative 

activities to 

palliative care 

patients  

and post individual 

interviews  

 

Data analysis: 

Descriptive and 

thematic 

aspects (desire for closure, 

scheduling and lack of 

patient/carer motivation) 

 

Recommendations for the 

process. Reactions to the 

training manual 

 

Feelings arising during work 

with the patient 

Volunteer produced same 

effects with patient/carer as 

professional workers begging 

the question why this 

approach is not used more to 

bridge the gap of disparity 

between need and cost of 

professional services. 

4 Dickerson, F. 

Savage, C. 

Schweinfurth, L. 

Chinman, M. 

Dixon, L.  

Medoff, D.  

Goldberg, R. 

Bennett, M. 

Luckstead, A. 

Daumit, G. 

DiClemente, C. 

2015 USA Client issue: 

Smoking and 

serious mental 

health issue 

 

An evaluation of 

the knowledge 

and skills of the 

peer mentors 

after being 

trained to deliver 

8 Quantitative. 

 

Observations and 

self-report test of 

peer mentor training 

 

Attendance 

 

Fidelity to the 

intervention 

 

 

All 8 achieved greater than 90% 

in peer mentor training. 

 

All 8 worked with their patients 

for 6 months. 

 

Average adherence score was 

97% and competence score was 

93% 

Peer mentors who have 

experienced quitting smoking 

and have had a serious 

mental illness can support 

changes in smoking 

modifications. 

 

Lived experience allows for 

unique 'peer-ness' to occur 

which made them uniquely 
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N Author(s) and 

Journal 

Date Country Client focus 

and Aims 

P Methodology and 

Data Analysis 

Results/Themes Conclusions 

 

 

 

 

 

 

 

 

 

Journal: American 

Psychologist 

Association 

a smoking 

cessation 

intervention with 

those with 

serious mental 

illness. Also 

assessing the 

feasibility of the 

smoking 

cessation 

intervention and 

measuring 

smoking 

outcomes. 

(adherence and 

competence) 

 

Peer mentor and 

patient relationship 

quality 

 

 

Smoking quantity, 

severity and 

attitudes. 

 

Data analysis: 

Statistical analysis. 

 

 

 

Using the Working Alliance 

Inventory, all 8 scored 

significantly. This included 

perceived encouragement. 

 

Smoking declined significantly. 

 

 

 

 

qualified to provide 

counselling support. 

 

Peers were accepted as 

service providers and added 

value to professional led 

services. 

 

Consideration for selection of 

peer mentors based on lived 

experience but also, 

characteristics which 

facilitated learning and 

carrying out their role. 

5 Toner, S. Hickling, 

L.  

Pinto da Costa, M. 

Cassidy, M 

Priebe, S. 

 

 

2018 UK Client Issue: 

Adult mental 

health 

 

To determine 

characteristics 

of befriending 

9 Qualitative. 

 

Systematic 

Literature Review 

 

 

 

Majority of befriending 

volunteers are retired women 

who want to 'help others'. 

 

Positive experiences are 'giving 

and getting'. Altruistic rewards, 

increase in self-esteem, 

There is no real typical 

volunteer, which allows for 

recruitment from different 

groups. 
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N Author(s) and 

Journal 

Date Country Client focus 

and Aims 

P Methodology and 

Data Analysis 

Results/Themes Conclusions 

 

 

 

 

 

 

 

 

 

 

Journal: BMC 

Psychiatry 

volunteers in 

mental health 

care. 

 

 

 

 

 

 

 

 

 

 

 

Data analysis: 

Narrative review. 

increase in confidence and 

acceptance. Increase in new 

friendships, reduced stigma 

around mental ill health and new 

perspectives on their own 

issues. 

 

Negative experiences included 

feeling unappreciated, struggles 

around understanding 

confidentiality issues, a slow 

recruitment process and mixed 

feelings about their assigned 

professional mental health 

worker. 

A suggestion of matching the 

befriender with the client 

based on similar interests. 

 

Allowing volunteering 

opportunities to consistent 

with the volunteer 

motivations. 

 

Explore the volunteer 

experiences in order to tailor 

their role. 

6 Greenwood, N.  

Habibi, R. 

MacKenzie, A. 

Drennan, V. 

Easton, N. 

 

2013 USA Client issue: 

Carers of 

dementia 

 

Explore the lived 

experiences and 

13 Qualitative. 

 

Semi structured 

interviews. 

 

 

Perceived benefits of peer 

support: 'you are not alone', 

emotional support and release, 

enjoyment of peer support, 

'giving something back', gaining 

Peer support may 

complement professional 

support because of it's use of 

the lived experience ('inside 

knowledge'). Created 

empathy, hope, emotional 
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Journal: American 

Journal of 

Alzheimer's 

Disease and other 

Dementias 

perceived 

impact of a peer 

support service 

from the peer 

supporter's 

perspectives.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Data analysis: 

Ethnographic and 

thematic analysis. 

 

skills and putting their lived 

experience to use. 

 

Volunteer carer relationship: 

Lived experience enabled 

genuine understanding of 

carer's situations including 

increasing confidence. 

 

Challenges and limitations of 

peer support: support was 

insufficient with short-lived 

benefits. Diversity of carer 

reactions to caring meant that 

peer supporter was restricted in 

how much help they could give. 

Not always wanting outside 

help. Vicarious emotions. 

Endings were sometimes a 

challenge. 

 

release and purpose for the 

peer supporter, finding 

themselves again and the 

authors suggest that if a peer 

supporter has empathy and 

sensitivity, it could be that 

they do not need the lived 

experience to connect with 

clients. 
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7 Smith, L. 

Callaghan, J. 

Fellin, L. 

 

 

 

 

 

 

 

 

Journal: British 

Journal of 

Guidance and 

Counselling 

2018 UK Client issue: 

Helpline for 

distressed 

callers  

 

Exploring 

volunteers' lived 

experience; how 

they understand 

the personal, 

relational and 

organisational 

context and how 

this shapes their 

involvement in 

the organisation 

(Samaritans) 

 

 

 

9 Qualitative. 

 

Semi-structured 

interviews. 

 

 

 

 

 

 

 

 

 

Data analysis: 

Interpretive 

Interactionism 

Four themes: 

 

Crisis and Epiphany: Reframing 

the volunteer’s own losses. 

 

Healing Ourselves: Perspective 

and contributing something 

worthwhile. 

 

The Good Samaritan: Pre-

existing qualities (e.g., 

empathy). Increased self-

esteem and confidence.  

 

The Samaritan Community: 

Belonging and acceptance. 

 

 

Volunteering stemmed often 

from personal loss and 

helped re-frame and recover 

from this by helping others.  

 

Pre-existing traits and innate 

qualities coupled with lived 

experience and training. 

 

Issues with high turnover of 

volunteers due to burnout or 

shame of not living up to the 

'Good Samaritan' name. 
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8 Lowe, G. 

Willis, G. 

Gibson, K. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Journal: Sexual 

Abuse 

2019 New 

Zeala

nd 

Client issue: 

Ex-offenders for 

sexual crimes 

 

To explore the 

underlying 

reasons for 

volunteering 

with Circles of 

Support and 

Accountability 

(CoSA) - to 

enable greater 

insight into what 

enables current 

volunteers to 

participate in 

CoSA and why 

a select number 

of people 

18 Qualitative. 

 

Semi-structured 

interviews. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Data analysis: 

Thematic 

Three themes: 

 

Restorative and Justice-Based 

Motivation: Reducing 

reoffending and community 

safety ('no more victims'), 

Rebels with a cause (against the 

current statutory services), 

CoSA aligns with Maori justice 

(cultural beliefs about family and 

community). 

 

Altruistic Motivation: 'I want to 

help', Identity construction ('I 

help therefore I am'), seeing the 

person beyond the crime. 

 

Faith-Based Motivation: 

Practical Christianity, 'called' to 

No one motivation for 

volunteering. 

 

Recruitment of volunteers is 

a challenge however knowing 

what motivates them can 

help adjust the task 

accordingly. 

Including value-based 

recruitment in selection. 
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choose to 

volunteer with 

such a 

stigmatized 

population. 

the marginalised, counter-

religious motivation. 

9 Smith, R. 

Drennan, V. 

MacKenzie, A. 

 

 

 

 

 

 

 

 

 

 

Journal: Health 

and Social Care 

2017 UK Client issue: 

Carers of 

dementia 

 

Exploring the 

experiences and 

perceptions of 

volunteers 

providing either 

befriending or 

peer support to 

carers of people 

with dementia. 

10 Qualitative. 

 

Semi-structured 

interviews. 

 

 

 

 

 

 

 

 

 

Data analysis: 

Thematic using 

framework analysis. 

Three themes: 

 

Developing a bond: seeing this 

as paramount to have a 

successful relationship. Having 

things in common/lived 

experience helped with bond. 

 

Someone for carers to talk to: 

Recipients felt listened to, less 

isolated and able to cope better. 

 

Helping themselves through 

helping others: 'two way' nature 

of mutual benefits, making a 

Befriending and volunteering 

allows for mutually beneficial 

relationships especially when 

there is common ground. 

 

Seeing change in the 

recipients is important to the 

volunteers. 

 

There are challenges 

including dealing with 

emotions and maintaining 

boundaries. 
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difference and maintaining 

boundaries. 

1

0 

Merrell, J. 

 

 

 

 

 

 

 

 

 

 

Journal: Health 

and Social Care in 

the Community. 

2000 Wales

, UK 

Client issue: 

Well women 

clinic clients 

 

To bring public 

attention to 

women's 

experiences of 

volunteering and 

their 

relationships 

with paid 

workers within 

two community 

Well Woman 

Clinics. 

26 Qualitative. 

 

In-depth interviews 

with paid and non-

paid staff. 

 

Review of 

operational 

documents. 

 

 

 

 

 

Data analysis: 

Thematic 

Five themes but one discussed 

in this paper. - Give and Take: 

Reciprocity. 

 

Volunteer gain and give. 

Altruistic motives are viewed 

more favourably by society than 

egoistic ones. 

Personal development gains. 

Increased employment 

prospects. 

Takers - attended training then 

left. 

Social community and contact 

within the volunteers. 

Exploitation and threat to paid 

workers jobs. 

 

 

Balance of reciprocity within 

relationships is important to 

avoid loss of volunteer or 

distress. 

 

Equity theory application of 

'balanced reciprocity' or 

'deferred balanced 

reciprocity'. 
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1

1 

Tschirhart, M. 

Mesch, D. 

Perry, J. 

Miller, T. 

Lee, G. 

 

 

 

 

 

 

Journal: Non-profit 

and Voluntary 

Sector Quarterly. 

2001 USA Client issue: 

362 Americorp 

volunteer 

organisation. 

Mixed clients 

 

A longitudinal 

investigation 

into whether the 

goals that 

stipend 

volunteers 

initially bring to 

service roles 

predict 

outcomes 1 year 

later. 

 

 

36

5  

Quantitative. 

 

Survey. 

 

 

 

 

 

 

 

 

 

Data analysis: 

Covariance Matrix 

The stronger the self-reported 

goals set at the start of the 

volunteering, the stronger the 

self-reported outcomes and 

satisfaction a year later e.g., the 

more importance a volunteer put 

on altruistic goals, the more 

likely they were to report 

altruistic outcomes. 

 

The goals were categorised into 

five functions: altruistic, 

instrumental (egoistic), social, 

self-esteem and avoidance.  

Understanding volunteers' 

interests and goals during 

recruitment and selection will 

allow managers to identify 

the types of activities or roles 

they should be involved in.  

 

Setting goals may address 

satisfaction problems. 

 

Also, self-esteem may be a 

critical factor in achieving he 

desired goals, so helping the 

volunteers feel good about 

themselves may benefit. 
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1

2 

Walsh, P. 

McMillan, S. 

Stewart, V. 

Wheeler, A. 

 

 

 

Journal: Disability 

and Society. 

2018 Austr

alia 

Client issue: 

Adult mental 

health 

 

Explore, 

articulate and 

expand on 

existing 

concepts of 

recovery and 

paid peer 

support within 

consumer 

operated mental 

health 

organisation. 

 

 

 

32 Qualitative. 

 

Focus Groups and 

interviews. 

 

 

 

 

 

 

 

 

Data analysis: 

Grounded Theory 

Eight categories were identified: 

 

Peer relationships based on a 

lived experience of recovery. 

Goal to facilitate recovery and 

healing. 

Characteristics of peer 

relationships. 

Workforce characteristics of 

paid peer support workers. 

Clear principles to underpin peer 

support work. 

Context of policy and 

government. 

Issues of power. 

'Dark side' of peer support work. 

Issues of power and the 'dark 

side' of paid peer support 

roles are new concepts and 

unexplored. 

 

During recruitment, canvass 

the peer support workers to 

consider impact on future 

roles. 

 

Policy needs to consider the 

future career pathways of 

these workers and the 

transition to employed roles. 
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1

3 

Juraskova, I. 

Chapman, J. 

Butow, P. 

Jolan, A. 

Zordan, R. 

Kirsten, L. 

Sedgwick, C. 

 

 

 

Journal: 

International 

Journal of MS Care 

2008 Austr

alia 

Client issue: 

Multiple 

Sclerosis (MS) 

 

Assessing the 

need, 

challenges, 

rewards, and 

psychological 

wellbeing of 

Multiple 

Sclerosis 

support groups 

facilitators 

61 Quantitative. 

 

Questionnaire - self 

report. 

 

 

 

 

 

 

Data analysis: 

Descriptive 

statistics. 

The participants found the work 

rewarding, found giving positive 

feedback, having a sense of 

humour, developing rapport, 

sharing personal stories the 

least challenging. 

 

However, they wanted further 

help for the role through 

supervision, training (in 'higher 

order' counselling skills), more 

resources. They also 

commented how they lacked 

time to prepare.  

Include group facilitation 

training in future groups with 

greater internal and external 

support.  

 

Preventing burnout could be 

related to a lack of self-

efficacy and negative self-

evaluation which they 

attributed to a lack of 

resources and skills. 
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1

4 

Veludo-De-

Oliveria, T. 

Pallister, J. 

Foxall, G. 

 

 

 

 

 

Journal: Non-profit 

and Public Sector 

Marketing. 

2015 Brazil 

and 

UK 

Client issue: 

volunteer 

organisation - 

mixed clients 

 

Explore the role 

of altruism, 

empathy and 

beliefs related to 

sustained 

volunteering in 

the volunteers' 

commitment to a 

long-term 

project. 

2
3
7
 q

u
a
n
t+

 1
6
 q

u
a
l 

Mixed Methods 

 

Questionnaire (self-

report). 

 

Focus Groups. 

 

 

Data analysis: 

principle component 

analysis and  

No differences between altruism 

and empathy between highly 

and weakly committed 

volunteers. 

A guide for subsequent 

research is that initial 

motivations for volunteering 

may not contribute to the 

retention of volunteers - 

motivation for volunteering is 

complex.  

Retention of volunteers can 

be enhanced by flexible 

working, effective scheduling 

and improving access.   

 

1

5 

Sundram, F. 

Corattur, T. 

Dong, C. 

Zhong, K. 

 

 

2018 New 

Zeala

nd 

Client issue: 

distressed 

callers on a 

helpline 

 

25 Qualitative 

 

Online questionnaire 

In-depth interviews 

and focus groups. 

 

Motivations to start volunteering: 

Altruistic and Egoistic reasons, 

planned or spontaneous, 

voluntary or compulsory 

(students), family culture, lived 

experience. 

Training (including 

technology, counselling and 

self-care), support, 

appreciation, autonomy, 

communication (including 

organisational changes) 
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Journal: 

International 

Journal of 

Environmental 

Research and 

Public Health 

Investigate 

helpline 

volunteers’ 

motivations, 

expectations & 

experiences 

influencing the 

initiation, 

continuation or 

discontinuation 

of volunteering 

in a national 

mental health 

helpline. 

 

 

Data analysis: 

Grounded Theory 

 

Positive Experiences: 

Supportive network, on-going 

supervision, new skills, making 

a difference, some expectations 

met, part of a group with a 

shared purpose. 

Negative Experiences: 

Ambiguity of tasks, inefficient 

use of time, being treated as 

volunteers not employees, 

recognition, coping with 

organisational changes and 

technology, poor 

communication, cultural 

considerations for clients. 

 

 

 

 

 

supervision, sense of 

belonging (through engaging 

in a shared purpose), efficient 

use of time, recognition and 

enjoyment is important for a 

volunteer role.  
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1

6 

Burke, E. 

Pyle, M. 

Machin, K. 

Morrison, A. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

2018 UK Client issue: 

peer supporters 

themselves 

 

Develop 

consensus on 

the essential 

components, 

personal costs, 

personal 

benefits, barrier 

and facilitators 

involved in 

providing mental 

health peer 

support from the 

peer supporter 

perspective. 

44 Qualitative. 

 

Delphi study; Round 

one, literature and 

four peer supporter’s 

consultation. Round 

two; experienced 

peer support 

consultation (147). 

Round three; online 

questionnaire (44). 

 

 

 

 

 

 

 

 

 

 

Statements collected on the 

following questions.  

 

1) Essential components of 

providing formal mental health 

support are ….  

 

2) A personal benefit of 

providing formal mental health 

peer support is ….  

 

3) Things that help/facilitate in 

providing formal mental health 

support is …. 

 

The essential components were 

acquiring and sharing 

knowledge, developing peer 

practice, empowering peers, 

encouragement and active 

support, meeting organisational 

Proficiency in this wide range 

of competencies requires 

training, experience and 

guidance.  

 

Results may be useful to 

develop a checklist for peer 

support roles. 

 

No consensus was reached 

regarding personal costs. 
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Journal: 

International 

Journal of Social 

Psychiatry 

 

 

Data analysis: 

Consensus criteria 

requirements, modelling self-

care and recovery, non-specific 

therapeutic competencies, 

prioritising unique aspects of the 

peer, promoting peer work 

values and having role clarity 

and supervision. 

 

1

7 

Burke, E. 

Pyle, M. 

Machin, K. 

Morrison, A. 

 

 

 

 

 

 

 

 

 

2018 UK Client issue: 

Peer supporters 

themselves 

 

Exploring 

relationships in 

experiences of 

providing peer 

support with 

constructs of 

empowerment, 

hope, recovery, 

quality of life 

14

7 

Quantitative. 

 

Postal survey (linked 

to the above Delphi 

study). 

 

 

 

 

 

 

 

 

Role satisfaction, perceived 

support and acceptance in the 

team was related to a positive 

quality of life. Personal costs 

reduced the quality of life.  

 

Behaviours of non-peer workers 

mattered to the peer support 

workers.  

 

The most highly rated benefit 

was ‘the enjoyment of a 

challenging role’. Also, 

The peer supporter role 

exposes the workers to 

almost twice as many 

personally beneficial 

experiences than personally 

costly ones. 

 

For organisations; they 

should already be working in 

a recovery focused way, 

remit and role needs defining, 

preparing the non-peer 

workers in advance, 



 48 

N Author(s) and 

Journal 

Date Country Client focus 

and Aims 

P Methodology and 

Data Analysis 

Results/Themes Conclusions 

 

 

 

Journal: 

International 

Journal of Social 

Psychiatry 

and internalised 

stigma. 

 

 

 

 

 

Data analysis: 

Regression analysis. 

improvement in wellbeing, self-

worth etc, improved social 

functioning, and development of 

new skills. 

 

70% of the sample reduced their 

use of mental health services, 

however less than 50% reported 

a decrease in their recovery. 

 

adequate supervision and 

support. 

1

8 

Coe, J. 

Barlow, J. 

2013 UK Client issue: 

Perinatal mental 

health 

 

Measure 

outcomes for 

service 

participants & 

befrienders 

engaged in the 

Parent support 

18

9 

Qu

an 

+  

41 

Qu

al 

Mixed methods. 

 

Evaluation of impact 

of service using 

standardized 

measures (n=189). 

 

Stakeholder 

interviews face to 

face or on the 

telephone (n=41). 

Significant improvements in 

mothers' wellbeing and 

relationship with infant. 

 

Service users:  

Reported feeling supported, not 

judged, relief & gratitude. 

 

Volunteers:  

Motivation to volunteer stemmed 

from lived experience or just 

The service was effective and 

the volunteers felt rewarded. 

 

In addition, effective 

partnership between statutory 

and non-statutory sector 

including information sharing 

and joint assessments helped 

the process. 
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programme 

(PSP) & to 

explore 

stakeholder 

perceptions & 

experiences of 

delivering and 

engaging with 

the PSP. 

 

Data analysis: 

Descriptive statistics 

and thematic 

analysis.  

wanting to get involved in the 

community.  

 

They felt support benefited 

families and felt rewarded by 

this, plus increase in their own 

confidence. 

1

9 

Carter, R. 

Cust, F. 

Boath, E. 

 

 

 

 

 

 

 

 

 

2018 UK Client issue: 

Perinatal mental 

health 

 

Explore and 

describe the 

recruitment, 

selection and 

training and 

shared 

experiences of 

peer support 

8 Qualitative. 

 

 

 

Reflective logbooks, 

interviews and 

supervisory 

sessions. 

 

 

 

 

Four themes: 

 

The PSW’s overwhelming 

feelings; naivety, underlying 

expectations, changes of 

feelings over time, no ‘quick fix’, 

the surprise benefit to 

themselves. 

 

The PSW’s self-awareness; 

recognition and bringing back 

The impact of peer support 

on the mothers and the peer 

supporters is evident.  

 

Also, the opportunity for the 

peer supporters to design 

their own programmes of 

care/intervention based on 

their own experiences. 
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Journal: Journal of 

Reproductive and 

Infant Psychology 

workers 

supporting 

women with 

post-natal 

depression. 

 

 

 

 

 

 

 

 

 

 

Data analysis: 

Thematic 

memories of their own illness 

and how the role helped them. 

 

Abandonment: the termination 

of the support and the 

responsibility to want to continue 

to care. 

 

Self-Recovery via PSW work; 

aiding their own recovery and 

acknowledging their own 

expectations for their mothers 

helped them notice their own 

expectations when their babies 

were younger. 

2

0 

McLean, J. 

Biggs, H. 

Whitehead, I. 

Pratt, R. 

Maxwell, M. 

 

2009 UK Client issue: 

Adult mental 

health 

 

Assess the 

impact of the 

15 Qualitative. 

 

Pre and post in-

depth interviews 

 

 

Chapter 5 only - The impact on 

peer support workers of taking 

on the role. 

 

Challenges faced: Developing a 

new role without clear role or 

Supervision and accepting 

the challenges grew the 

workers confidence and self-

esteem. It also helped their 

own recovery. 

 



 51 

N Author(s) and 

Journal 

Date Country Client focus 

and Aims 

P Methodology and 

Data Analysis 

Results/Themes Conclusions 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The Scottish 

Government: 

Health and 

Community Care. 

Scottish 

Government. 

peer support 

pilot on service 

users, peer 

support workers 

and the wider 

service system 

as well as 

assessing the 

process of 

implementation 

at national and 

local levels. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Data analysis: 

Thematic analysis 

infrastructure, adapting to a new 

work environment, establishing 

boundaries, adjusting to 

working, integrating into teams 

which did not always focus on 

recover, being reminded of their 

own lived experience. 

 

Positive impacts: Increased self-

confidence, enhancing the peer 

supporter’s own recovery, 

experiencing the benefits of a 

structured work life. 

Issues of periods of absence 

from work: They were not seen 

to have greater absences, role 

offered a mix of challenges and 

benefits, even if they became 

unwell - this offered further 

insights into their working.  

 

Some became unwell during 

the process, but this further 

helped them work with 

clients.  

 

Their lived experience and 

peer skills contributed to the 

recovery of clients.  

 

‘…when lived experience is 

the qualification for a role, 

then having another 

experience of a challenge to 

mental health may add to that 

breadth of knowledge and 

can be constructed as being 

helpful (p39)’  
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1.3.5 Methodological discussion 

 

The twenty articles located employed a range of quantitative, qualitative and mixed methods. 

There were thirteen qualitative articles, five quantitative and two mixed methods. It felt 

prudent to examine the quality of the articles found in order to justify their findings for this 

study. Elliot et al (1999) discuss in their article guidelines that support the researcher to 

examine articles objectively. They suggest that for qualitative research, ‘explicit 

methodological guidelines’ (p. 217) provide a means of ‘quality control’ (p.218). They 

proposed seven guidelines that were shared for both quantitative and qualitative approaches 

and then seven more guidelines that applied only for qualitative studies. Yardley (2000) also 

addressed the issue of qualitative research guidelines and came up with four guidelines or 

‘characteristics of good qualitative research’ (p. 219); however, Elliot et al (1999) addressed 

both methodological types. The articles chosen to analyse in this study included all methods, 

so Elliot's guidelines were deemed a good fit and helped lead the researcher in the following 

summary and discussion.  

 

Table 1.3 Table to show evolving guidelines for publication of qualitative research 

studies in psychology and related fields (Elliot et al 1999, p.220): 

 

 

 

Qualitative and Quantitative 

Guidelines 

Explicit scientific context and purpose 

Appropriate methods 

Respect for participants 

Specification of methods 

Appropriate discussion 

Clarity of presentation 

Contribution to knowledge 

 

 

Qualitative Research Guidelines only 

Owning one’s perspective 

Situating the sample 

Grounding in examples 

Providing credibility checks 

Coherence 

Accomplishing general vs. specific research 

task 

Resonating with readers 
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Methodological analysis of the literature chosen for this study. 

 

Table 1.4 Table to show a summary and demonstration of the use of Elliot et al’s (1999) guidelines as a checklist for the literature 

chosen.  
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Qualitative Studies 

Brooks et 

al, 2014 

Y
e
s
 

Yes No mention of 

ethics or 

consent or 

data 

protection  

Y
e
s
 

Y
e
s
 

Y
e
s
 

Further study 

suggested 

Sample 

part of an 

existing 

service 

No 

declaration 

of author’s 

reflexivity 

Good 

quotes  

Triangulation 

with 

consideration 

of historical, 

political and 

social 

context 

Yes, 

split into 

3 

analysis 

levels 

Quite 

specific 

but further 

research 

possible 

Peer 

support for 

carers is a 

pertinent 

subject 
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Guerra et 

al, 2012 

Y
e
s
 

Unusual 

methods with 

a pre-quest. 

Which 

shaped 

training 

followed by a 

focus group 

No mention of 

ethics or data 

protection. 

Professional 

support 

offered 

Y
e
s
 

Y
e
s
 

Y
e
s
 

Similar to 

other studies 

but unusual 

method 

suggests 

workforce 

development 

ideas 

Sample 

part of an 

existing 

service 

No 

declaration 

of author’s 

reflexivity 

Good 

quotes  

Two 

researchers 

were 

involved in 

the analysis 

Yes Viewed 

the 

volunteer 

journey 

from 

different 

angles 

Dementia is 

a pertinent 

topic and 

can benefit 

clients and 

volunteers 

Allen et al,  

2016 

Y
e
s
 

Yes Choice in 

client. 

Remuneration

& presentation 

with 

explanation.  

Y
e
s
 

Y
e
s
 

Y
e
s
 

Realistic 

regarding 

recruitment 

and retention 

Part of an 

existing 

service 

Discussed 

reflexivity 

Good 

quotes  

Triangulation 

with 3-

member 

analysis 

team, 

independent 

reading plus 

notes during 

process. 

Yes One 

geographic 

area but 

recognise

d in text 

Demo of 

use of peer 

supporters 

as a useful 

addition to 

MDTs.  
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Toner et al,  

2018 

Y
e
s
 

Systematic 

Review of 

literature 

N/A 

Y
e
s
 

Y
e
s
 

Y
e
s
 

Reiteration 

regarding 

egoistic and 

altruistic 

motivations 

with positive 

and negative 

benefits 

Relevant 

database 

search 

No mention 

of reflexivity 

Good 

quotes  

Discussions 

with a third 

reviewer. 

Yes Wide 

search 

suggesting 

general 

inclusion 

of 

different 

views 

Focused on 

the 

befriender’s 

viewpoint 

and 

workforce 

developme

nt 

Greenwood  

et al, 2013 

Y
e
s
 

Yes Consent, 

information, 

ethics, 

confidentiality 

assured and 

no obligation. 

Y
e
s
 

Y
e
s
 

Y
e
s
 

Highlighted 

‘lived 

experience’ as 

‘inside 

knowledge’ 

and resilience 

which made 

them unique. 

Part of an 

existing 

service 

Declared 

no potential 

conflict of 

interests. 

Good 

quotes  

Two 

independent 

authors read 

the 

transcripts 

plus 

identification 

of ‘deviant’ 

cases. 

Yes Admitted 

a wider 

range of 

volunteers 

needed 

Rich data 

that 

described 

the carers 

position 

well. 
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Smith et al, 

2018 

Y
e
s
 

Yes Consent and 

ethic approval 

plus 

confidentiality 

Y
e
s
 

Y
e
s
 

Y
e
s
 

Study of 

‘epiphany’ and 

‘crisis’ 

Recruited 

from one 

scheme 

only 

Researcher 

was a 

Samaritan 

herself 

which was 

reflected 

upon 

Good 

quotes  

Limited Yes Wider 

recruit 

needed 

Easy to 

read and 

an 

interesting 

focus on 

‘epiphany’ 

Lowe et al, 

2019 

Y
e
s
 

Yes (part of a 

larger study) 

Information 

given, flexible 

for participant.  
Y

e
s
 

Y
e
s
 

Y
e
s
 

Tackling a 

difficult issue 

of sex 

offenders and 

motivations to 

volunteer 

Two 

drives to 

recruit 

Reflexivity 

discussed 

in depth 

Helpful 

quotes 

Discussion of 

themes took 

place with 

supervisory 

team and co-

author.  

 

Participants 

were able to 

review 

transcripts. 

Clearly 

laid out 

Two 

drives to 

recruit 

Addresses 

the 

perspective 

of working 

with sex 

offenders 
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Smith et al, 

2017 

Y
e
s
 

Included 3 

research 

questions 

Purposive 

sample. 

Confidential 

assurance, 

ethics and 

consent 

gained. Y
e
s
 

Y
e
s
 

Y
e
s
 

Developing a 

‘two-way’ flow 

based on 

shared 

experiences 

Service 

managers 

identified 

sample. 

Not 

discussed. 

Good 

quotes 

used. 

Two 

researchers 

read the 

transcripts.  

Clear 

themes 

Recruited 

sample 

from 5 

different 

areas in 

UK 

Easy to 

read 

summary 

with key 

points 

Merrell et 

al, 2000 

Y
e
s
 

Yes. 18 

months of 

obs. and 

interview.  

 

1 of the 5 

themes 

studied in 

depth. 

Purposive 

sampling of 

paid and 

unpaid 

workers. 

Consent 

gained. 

Sample 

encouraged to 

state their 

views. Y
e
s
 

Y
e
s
 

Y
e
s
 

Reciprocity 

and deferred 

balanced 

reciprocity. 

 

Ideas in 

retention of 

volunteers 

Recruited 

from 1 

clinic. 

Not 

discussed. 

Some 

quotes 

use. 

Limited but 

reviewed in 

light of 

literature. 

Good 

enough 

A varied 

sample of 

different 

workers. 

Learning 

about 

reciprocity 

and 

deferred 

balanced 

reciprocity 

might be of 

further 

interest. 
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Walsh et al, 

2018 

Y
e
s
 

Interview and 

focus group. 

Grounded 

theory 

approach. 

Ethics gained. 

Consent and 

gift voucher 

given. Sample 

all had lived 

experience.   

Y
e
s
 

Y
e
s
 

Y
e
s
 

What are the 

career 

pathways for 

peer workers?  

 

Issues of 

‘power’ and 

the ‘dark side’ 

or peer 

support. 

Purposive 

sampling 

from 

different 2 

different 

schemes. 

Reference 

to 

interviewer 

bias and 

mitigation. 

Good 

quotes 

used. 

Reference 

group 

established 

of key 

stakeholders 

Clear 

layout 

Two 

schemes 

from 

different 

areas. 

Paid, peer 

worker 

roles, 

stigma with 

peer 

workers 

and career 

prospects 

are 

interesting 

concepts. 
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Sundstram 

et al, 2018 

Y
e
s
 

Five key 

questions 

outlined. 

Online 

questions, 

interview and 

focus group. 

Grounded 

theory 

approach. 

Consent 

gained. One 

interview in 

participant’s 

mother 

tongue. Ethics 

missing. 

Y
e
s
 

Y
e
s
 

Y
e
s
 

Useful pointers 

for training and 

retention of 

volunteers 

including 

information 

technology. 

Large 

recruit 

from 136, 

25 

recruited. 

Not 

mentioned. 

Good 

quote 

use. 

Two 

independent 

coding 

exercises. 

Clear 

layout 

Large 

sample 

for qual. 

from 

different 

charities 

Readable 

information 

on the 

experience 

of 

telephone 

helpline 

volunteers, 

their 

motivations 

and 

experience. 
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Cust et al, 

2018 

Y
e
s
 

Constant 

compsn. 

approach 

with 

logbooks, 

reflections. 

Ran over 6 

months 

Co-produced 

role of peer 

support 

worker – ‘peer 

designed’. 

Supervision 

offered. 

Employed 

position with 

NHS. Ethics 

gained. Y
e
s
 

Y
e
s
 

Y
e
s
 

Changing 

perceptions of 

peer support 

workers during 

the study. 

 

Endings were 

a challenge. 

Advert in 

local 

medical 

centres 

with 

author’s 

bias. 14 

out of 20 

selected 

No mention Good 

quotes 

used. 

Independent 

reading by 

co-author. 

Themes 

discussed. 

Clearly 

laid out. 

Three 

local 

medical 

centres 

for recruit. 

Very 

readable 

and 

affirming 

use of peer 

support 

workers 

designing 

their own 

intervention 

McLean et 

al, 2009 

(grey lit.) 

Y
e
s
 

Limited but 

this is not an 

academic 

paper – it is a 

statutory 

report and 

part of a 

larger study. 

Consent 

gained. 

Y
e
s
 

Y
e
s
, 
b

u
t 
s
h
o
rt

. 

Y
e
s
 

Recognised 

that lived 

experience is 

a quals. in that 

can enhance a 

multi – 

disciplinary 

team. 

Recruited 

from 

different 

pilot sites 

already 

involved 

in peer 

support 

work.  

Not 

discussed 

Good 

use of 

quotes 

Not 

discussed. 

Clearly 

written 

Data 

collected 

from 8 

different 

pilot sites. 

It was 

written in a 

very 

readable 

way from 

the peer 

support 

worker’s 

perspective 
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Mixed Methods 

Coe and 

Barlow, 

2013 

Y
e
s
 

Service 

evaluation 

and 

interviews 

Anonymised 

information.  

Consent 

gained. 

Interviews 

convenient for 

participant. 

Ethical 

approval 

achieved. 

Y
e
s
 

Y
e
s
 

Y
e
s
 

Effective 

partner 

working 

evidenced 

including 

sharing info.  

 

Flexible 

support was 

successful. 

Within 

one 

service. 

Not 

discussed 

but both 

authors are 

from 

different 

universities 

Good 

use of 

quotes 

Not 

discussed. 

Clearly 

written 

Within 

one 

service 

but large 

sample 

and 

mixed 

methods. 

Key points 

in a table 

showing 

the 

usefulness 

of charity 

provision 

for this 

service 

during the 

perinatal 

time. 
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Veludo de 

Oliveira et 

al, 2015 

D
e
ta

ile
d

 

Postal 

questions 

and focus 

groups. 

Consent for 

focus groups 

gained. 

Y
e
s
 

Y
e
s
 

Y
e
s
 

No difference 

in motivations 

for committed 

or non-

committed 

volunteers 

which has 

implications for 

recruitment 

and training. 

No details 

of where 

the focus 

group 

was 

recruited 

from. 

Not 

discussed. 

Quote 

not 

used 

within 

the 

body 

of the 

text, 

only in 

a 

chart. 

No mention 

of this, but 

both authors 

from different 

countries 

giving 

different 

perspectives. 

Clear 

work 

Triang–

ulation of 

different 

data 

sources 

Committed 

volunteer – 

ing is 

complex 

and there 

are 

different 

motivations 

which 

makes the 

reading 

interesting 

although 

quite 

academic. 
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Quantitative 

 

Burke et al, 

2018 

(Paper 1) 

Y
e
s
 

Mixed 

Methods. 

 

Delphi study 

with postal 

questions. 

Ethics 

approval 

gained.  

‘Thank you’ 

sent via social 

media. 
Y

e
s
 

Y
e
s
 

Y
e
s
 

Built on 

existing 

studies 

charting the 

essential 

components of 

peer support, 

barriers and 

benefits. 

       

Burke et al, 

2018 

(Paper 2) 

Y
e
s
 

Data 

collected 

during above 

study to rate 

statement 

Ethics 

approval 

gained.  

‘Thank you’ 

sent via social 

media. Y
e
s
 

F
o
llo

w
e

d
 o

n
 

Y
e
s
 

A further 

analysis of 

above 

statements to 

hone down 

compnts. 
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Dickerson 

et al, 2015 

Y
e
s
 

Measures 

included 

assessing 

relations- hip 

with clients 

Ethics 

approval and 

consent 

gained. 

Y
e
s
 

Y
e
s
 

Y
e
s
 

Peers added 

value to 

treatment.  

 

Lived 

experience 

supports the 

role of ‘peer-

ness’. 

       

Tschirhart 

et al, 2001 

Y
e
s
 

Study using 

surveys over 

a one-year 

period.  

No mention of 

ethics or 

consent. 

Y
e
s
 

Y
e
s
 

C
le

a
r 

During 

volunteers’ 

tasks, helpful 

to know 

whether self-

esteem is 

present in 

order to 

achieve goals. 
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Juraskova 

et al, 2008 

Y
e
s
 

Surveys by 

post. 

Ethical 

approval 

gained. 

Follow-up by 

phone surveys 

that had not 

been returned. 

Y
e
s
 

Y
e
s
 

Y
e
s
 

Group 

facilitation 

training could 

be helpful.  

 

Noting of 

‘burnout’ and 

mitigation of 

this. 
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1.3.6 Results of the literature search 

 

The articles were re-read and four dominant categories (in bold type) emerged with 

eighteen different themes (in bold italics) pertaining to participants' experiences 

applying how this can be of use for capacity building or workforce development. 

These categories and themes were discussed with the supervisory team for further 

verification. 

 

(Note: the words ‘peer support worker’, ‘befriender’, ‘volunteer’, ‘paid peer worker’, 

'stipended volunteer' are synonymous and interchangeable depending on what 

words were used within the literature. ‘Clients’ will be mostly used to describe the 

studies' sample) 

 

A summary of the categories and their themes are presented in Table 1.2.5. A 

synthesis of these categories and themes found in the literature is then discussed.  

 

Table 1.5 Table to show a summary of the main categories and themes of the 

literature review. 

 

Categories 

 

A.  

Peer and volunteer 

experiences 

B.  

Client and 

peer worker 

relationships 

C.  

Challenges 

with 

organisations 

and 

management 

D.  

Capacity 

building and 

workforce 

development 

 

 

Themes  

 

Empathy and lived 

experience 

Boundaries Power Training 

Hope Endings Stigma Retention 

Vicarious trauma Rapport Communication  

Recovery  

Personal 

development 

Belonging 

Confidence 

Motivations 

Rewards 

Burnout 
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Discussion and synthesis of literature categories and themes 

 

A. Peer and/or volunteer experiences 

 

Empathy and lived experience.  

 

These were discussed in ten of the articles and were very much linked together. 

Brooks et al. (2014) explored the experiences of volunteers who supported the family 

carers of people with dementia. Brooks et al. (2014) stated that the lived experience 

is often the motivation to engage in the services and charities and this gave them a 

unique insight into the carers' everyday experiences. The volunteers' experiences 

provided a ‘connection’ with the clients (p. 496) that might not have been otherwise 

felt. They noted, however, that the lived experience does not have to be exactly the 

same as that of the client; the experiences are transferrable, and empathy can be felt 

regardless.  

 

In addition, Greenwood et al. (2013) undertook a qualitative investigation of the 

experiences of carers and peer volunteers. They concluded that the peer supporters 

felt that their lived experience was being put to good use and that they could have a 

genuine understanding and empathy towards the client. Their lived experience 

helped the clients feel that they were ‘not alone’ (p. 619) in their own journeys of 

positive and negative emotions. Smith et al (2018) in their qualitative study of 

Samaritan volunteers stated that their participants felt like they had been given a 

‘special gift’ or possessed a ‘special quality’ and ‘expertise’ (p. 4) of being able to 

'walk through loss' and impart their 'wisdom' (p. 5) to others because of this 

experience. McLean et al. (2009) in their large report evaluating the delivery of 

mental health peer support worker schemes across Scotland, stated that lived 

experience was like a ‘qualification’ (p. 39) for the role of peer supporter and these 

experiences added value to teams. She also stated that if further lived experiences 

occur (e.g., a decline in mental health) while serving in a peer or volunteer role, this 

can add to the depth of knowledge and empathy. Further insights can be helpful to 

reflect on and add richness to the experiences imparted to clients. One peer worker 

who became unwell during their volunteering time, was able to ‘test out’ (p. 39) the 

recovery models that they were using with the clients. They ‘peer supported’ 

themselves and ‘it did wonders’ (p. 39). It endorsed the method they were using in a 

way that came across as very real, which in turn helped their clients.  
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Hope 

 

In their study to understand the peer paid worker role, Walsh et al. (2018) found that 

the lived experience allowed the worker to build rapport with the client and put people 

at ease. These researchers also found that a sense of hope and a positive horizon 

was evident in the lives of the participants and the journey they themselves had 

taken which encouraged the clients. They stated that the volunteers were able to 

contain the difficult emotions present holding ‘hope for people when they can’t hold 

hope for themselves’ (p. 586).  Greenwood et al. (2013) also found that the lived 

experience the workers had experienced allowed the clients to feel like they were not 

the only ones going through their challenge. They were able to offer hope for the 

future. One carer stated, ‘it helps tremendously to just talk to someone and know that 

they’ve been through probably something worse than you’ (p. 620). The authors 

suggested that this was like the ‘light at the end of the tunnel’ (p. 621) where the peer 

supporters were able to give hope.   

 

Vicarious trauma 

 

There were several mentions of vicarious trauma and stress associated with lived 

experience and interactions with clients. Cust et al. (2018) worked with eight women 

who had experienced post-natal depression who, following recovery, volunteered to 

be peer mentors for new mothers struggling with their mood. These peer mentors 

were also employed for six months within the NHS. The research authors stated that 

their interactions with their mums often caused a re-living of their own illness. At 

times this was very emotive for the peer mentors and brought back challenging 

memories for them. However, more often than not, re-living these feelings caused a 

sense of relief for the peer mentors, as they were able to notice how far they had 

come in their own recovery. This surprised them as they only expected to be giving 

and helping their mums. Other times, listening to the mums' stories caused the peer 

mentors to feel that they wanted to ‘fix’ all the problems they had so that they did not 

have to suffer any more. They realised quite quickly that there were no quick fixes 

and that lives were more complex than they had initially thought.  However, all in all, 

the memories that were evoked, good and bad, ‘spurred them on to really, really 

help’ (p. 172) and see improved mood in their mums.  

 

In contrast, Greenwood et al. (2013) found that the difficult emotions that were raised 

during the intervention with the carers left the participants ‘drained’ and raised 
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challenging emotions. They often felt that they were going to be rejected by their 

clients before the session had started although in reality this did not actually happen. 

They also reported needing enough gap in between sessions with clients so there 

could be some recovery for themselves.  Brooks et al. (2014) also reported how 

difficult emotions were recalled during sessions with clients. One participant said that 

it brought back memories which they found challenging. The authors suggest that 

assessing the peer supporter is paramount when considering employment or a 

volunteering role so that care is taken when exposing them to similar situations that 

might re-traumatise them.  

 

Recovery 

 

In light of this, Walsh et al. (2018) noted that through working in these different peer 

type roles, on-going recovery did take place, not only for the clients but also for the 

peer workers themselves. One of their participants stated that ‘recovery never ends’ 

(p. 586) and was a continual, dynamic process. Some of the study participants went 

on to say that the peer supporter is no more recovered than the client they are 

working with. Guerra et al. (2012) in their qualitative study based in Portugal, 

examined the motivations, fears and benefits of volunteering with families affected by 

dementia. The carers stated how, through the peer workers involvement, they 

learned to control their own emotions better, specifically to be more patient. 

 

Smith et al. (2018) in their exploration of Samaritans helpline volunteers, found that 

some saw their role as part of their own story in finding a new identity following their 

own personal losses. This identity as a volunteer supported them through the 

process of loss. It also allowed them to have insight into their own worries and 

sadness. One volunteer described his loss of a relative to suicide. He talked about 

the anger and sadness he felt as a result. However, as he worked as a volunteer, he 

found he was able to ‘reframe’ (p. 5) his loss through helping others. He saw this as 

a new beginning and a gain in wisdom. Other participants saw their time as a 

Samaritan volunteer as ‘epiphanic’ (p. 5), a time of revelation and transition into 

something new, be that working through the loss of someone close or the loss of 

identity in the workplace after retiring.  
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Personal Development 

 

Guerra et al. (2012) also noted that personal development took place for the 

workers. Their competence, communication and attitude skills improved. The 

participants felt that they learned a great deal about themselves. It also helped the 

participants realise the importance of their contribution as a volunteer to society as a 

whole. This gave them ‘altruistic feelings’ (p. 69) which in turn motivated them to 

continue with their role. Toner et al. (2018) undertook a systematic literature review 

of the characteristics, motivations and experiences of volunteer befrienders who 

worked with those with a mental illness. They found that the studies they reviewed 

noted that the participants valued a new perspective on their own mental ill health 

journey. They felt that they had benefitted themselves from working with their clients, 

which in one study took some of the participants by surprise. Another study identified 

the ‘giving and getting’ aspect of the befriending experiences. The ‘getting’ part of 

befriending included understanding their own behaviours and learning new skills and 

the benefits gained from the experiences they had been through. This outweighed 

the amount of time and commitment it cost them. This study also made reference to 

the Octagon Model of Volunteer Motivation (Pessi, 2004), which proposes eight 

themes of volunteering. One of these is ‘getting’ which they described as self-

fulfilment, personal wellbeing, rewarding, emotional rewards, structure for spending 

time and work experience. In other literature in this study, the authors demonstrated 

how the participant volunteers increased their self-esteem, acceptance, non-

judgement and confidence.   

 

Another theme of volunteering was 'giving' which Juraskova et al. (2008) concurred 

with. They looked at the challenges, needs, rewards and psychological wellbeing of 

the facilitators of support groups for people with multiple sclerosis. They discussed 

how their participants felt as though they were able to give to someone else, which in 

turn, motivated them to keep going. One said that it made them feel ‘worthwhile’ and 

they discovered they could help someone else as well as themselves (p. 89). 

Sundram et al. (2018) researched the motivations, expectations and experiences of 

being a mental health helplines volunteer. Like Smith et al. (2018) in their study of 

the Samaritan volunteers, these authors commented how their participants benefited 

from their volunteering and learned new skills which were beyond just counselling 

skills but included personal growth and self-care. However, some of their participants 

felt like they wanted to 'give' skills which they brought with them to their new role, but 
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they were not considered or used. This aspect made the volunteer feel disregarded 

and consequently impacted their work with the clients.  

 

Belonging 

 

Sundram et al. (2018) also highlighted how the participants in their study enjoyed 

getting to know the other volunteers socially. They found this new network of 

colleagues gave them a sense of belonging. These authors highlight the fact that 

being part of a group with a ‘shared purpose’ (p. 5) can increase the role satisfaction. 

Smith et al. (2018) noted that some of their participants felt ‘needed’ (p. 6) by the 

callers and the organisation, which increased their sense of wellbeing. They also 

reported how there was a ‘Samaritan community’ (p. 6) and that being a part of this 

gave a sense of pride and membership and solidarity with a special group of people. 

Again, the word 'belonging' and ‘common identity’ (p. 7) were mentioned which often 

mitigated the isolation that followed the volunteer's loss of someone close or their 

retirement or another type of loss. The community of Samaritans enjoyed socialising 

together too and some described this as experiencing ‘acceptance, empathy and 

being listened to’ (p.6).  Merrell (2000) in her study of women’s experiences working 

in two community well-women clinics found that her volunteers expressed a ‘family 

feeling, group spirit and camaraderie’ (p. 36) for those working there, whether paid or 

unpaid. This author noticed that when a bond was developed between co-workers, 

there was better retention and reliability. Merrell went on to observe that they were a 

strong social support for each other too and this proved beneficial when some of the 

participants went through challenging times. Merrell also wondered whether this 

camaraderie was more prevalent in women’s settings; however, she was unable to 

compare this with all male settings. Brooks et al. (2014) commented that participants 

felt connected to a wider network that went beyond just their work with their carers 

they had been assigned to. Brooks et al. (2014) also labelled this experience as 

belonging, which a few participants related as giving them a new sense of identity 

especially in light of their own lived experiences of losing partners or relatives to 

dementia.  

 

Confidence 

 

Further peer or volunteer experiences that were highlighted in the literature were 

changes in confidence. Tschirhart et al. (2001) in their longitudinal study (one year), 

followed paid volunteers, their goals, experience, satisfaction and likelihood of future 
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service with different client groups. They found that self-esteem increased when the 

volunteers were able to make a positive impact in their clients' lives. They also 

noticed that those that started with higher self-esteem saw more improvements in 

their clients. The researchers went on to state that achieving socially was linked to 

good self-esteem and this can enhance all aspects of life for example including 

making friends and gaining respect. Greenwood et al. (2013) reported how 

confidence grew when the relationship bond between the participant and the client 

was strengthened. The bonds deepened when there was increased transparency in 

the relationships and more challenging emotions could be shared. Interestingly, in 

this particular study, the carers (clients) hoped they had been able to help the 

volunteers in some way too, so there was a feeling of mutual respect. McLean et al. 

(2009) noted that the peer workers had difficulties they had to overcome, and this 

had a knock-on effect in increasing their confidence. One participant stated that her 

confidence had ‘trebled’ (p. 37) in one month as she overcame some challenges in 

her own life through volunteering. Their supervisors also noticed how their peer 

workers had improved in their mental wellbeing and confidence, saying that the 

anxieties and shyness they had felt at the start had disappeared as success was 

achieved in the work. Burke et al. (2018) published two papers describing a Delphi 

study, which asked peer experts in the field what were the essential components, 

costs, benefits, barriers and facilitators of providing peer type of support. This was a 

large study with a sample of one hundred and forty-seven peer workers. One of the 

things identified by their participants was the personal perceived benefit of increased 

wellbeing, which was defined as self-worth, self-esteem, self-confidence, and hope. 

Merrell (2000) made an interesting comment concerning the female volunteers at the 

well women clinics. She suggested that with some, the volunteering role gave the 

women some self-identity and self-esteem back after having their own children. The 

mothers emerged from this period of 'hands on mothering' and raising their children 

to find themselves often without purpose. The new role at the well women clinics 

gave them a new identity and this was affirmed in their volunteering. Finally, Smith et 

al. (2018) in their study of Samaritan volunteers noticed that, at the start, the 

volunteers lacked confidence in identifying themselves with the prestigious name of 

being a 'Samaritan'. They noted that these types of workers did not always feel 

equipped or have the ‘right’ training for the job, but they point out that once the 

volunteers could recognise what they uniquely could bring and were able to adopt 

the ‘helper identity’ (p. 7) (rather than being in a therapist's role) and engage with 

their ‘qualifications’ of lived experience, there could be a change in self-identity and 

perceived competence. They state it as a shift in ‘I cannot’ to ‘I can’ (p. 7). 
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Motivations 

 

Understanding the motivations of volunteers and or peers and why they were 

involved in a community project was a further identified theme. What were their 

motivations? Many authors mention the two main types of motivations; altruistic and 

egoistical (Merrell, 2000; Sundram et al., 2018; Tschirhart et al., 2001; Guerra et al., 

2012; Lowe et al., 2019; Coe and Barlow, 2013; and Veludo-de-Oliveira et al. 2015). 

Merrell et al. (2000) suggested that the more 'favourable' motivation was altruism; 

however, their participants discussed a variety of reasons for volunteering that fell 

into the egoistic camp. Coe and Barlow (2013) discuss the altruistic motivational link 

with lived experience and how half of the volunteers in their study had suffered with 

postnatal depression themselves and therefore wanted to try to help other mums 

who might be feeling the same way. Veludo-de-Oliveira et al. (2015) in their 

quantitative study on the role of altruism, empathy, and beliefs in volunteering 

commitment, stated the level of commitment to volunteering has no bearing on how 

altruistic or egoistical the person’s motivation is. They say that both altruistic and 

egoistical motives exist, and volunteers are not necessarily motivated clearly by one 

or the other and may be a mixture of both and may change over time. They say that 

a volunteer's motivation is very much linked to many things including the individual’s 

own lived experience.  

 

Tschirhart et al. (2001), as part of their introduction, detail a literature search on 

volunteers' motivations and concur with the above i.e.: that the two main categories 

(altruism and egotism), however they also point out that the volunteers may not 

always know why they sign up to volunteer even though they may state 'I want to 

help others' or 'I want to gain work experience'. They suggest that unmet 

subconscious psychological and social needs may influence their motivations. They 

point out that when the volunteer states altruism as their main motivation, this may 

not always be true - not that the volunteer is lying, rather they are unable to 

understand fully their own deeper motivations; they also add that a volunteer may 

start out with a strong altruistic motivation, but their decision to continue to 

volunteer, may be linked to other rewards. They based their quantitative study on 

their own model that acknowledges five types of motivation: altruism (to help 

others), instrumental (furthering a career), social (to make new friends), self-esteem 

(to feel better about oneself) and avoidance (escape from loneliness, being bored 

and other problems). They linked these five motivations to the goals that the 

volunteer started out with. They found that the volunteer’s initial motivations impacted 
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how they acted throughout their role and were reflected in their outcomes a year 

later. However, they did note that that altruism, instrumental and social motivations 

had declined after one year, suggesting that these motivations had already been 

fulfilled throughout the year.  

 

Sundram et al. (2018) cite the psychologist Louis Penner (2002), who examines 

further the motivations behind the longevity of volunteering and presents a 

theoretical model. Like Tschirhart above, Penner suggests that if a researcher wants 

to understand why a volunteer engages in their role, there is the need to understand 

what need is being fulfilled. He also cites his earlier work where he examines and 

concludes that there is a 'pro-social' personality. He suggests that those with 'pro-

social' personalities are more likely to 'help others'. Sundram et al. (2018) agrees 

with this but also noticed that age also has an impact on motivations. Younger 

people were more likely to volunteer than older people so they could increase their 

skill level or engage in any training that was on offer to enhance their careers. There 

is no study that examines the relationship between the different ages, 'pro-social' 

personalities and volunteers and peer related roles, but this might be an interesting 

area for further research and whether this influences motivation.  

 

A qualitative study that investigated the motivations of volunteers to assist sex 

offenders which had the aim of re-integrating prisoners into the community was 

undertaken in New Zealand (Lowe et al., 2019). Here they identified a few specific 

deep-seated altruistic motivations: cultural and faith-based motivations. Lowe 

pointed out that the indigenous peoples of New Zealand, namely the Maori, believed 

strongly in restorative justice. Their belief in family (or whanau) and community led 

them to want to empower people towards restoration rather than alienating them with 

punishment (prison). They particularly felt this towards Maori people who had 

offended. A further motivation of this kind was faith-based motivation. Those with a 

Christian faith stated that volunteering was a practical expression of their beliefs 

especially reaching out to the marginalised, who in this case were sex offenders. 

They stated that Jesus Christ reached out to those in need and this motivated them 

to do the same. 

 

Rewards 

 

Motivations are closely linked to rewards, which was another theme that emerged in 

this category from the literature. There is no need to repeat many of the obvious 
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altruistic and egoistical rewards listed above, but it is worth highlighting two of the 

studies. Toner et al. (2018) structured their results into positive and negative 

experiences. The volunteer's positive experiences included being able to help their 

client, the positive emotion of ‘feeling good’ (p.6) plus the volunteers' increase in self-

esteem, acceptance and confidence. The participants made friends with their clients 

and wanted to continue this relationship beyond the life of the project. They also felt 

rewarded in their own attitudinal change towards mental ill health. They found those 

they worked with were ‘surprisingly normal’ (p.6) and this in turn gave them a 

different view of their own problems (this is discussed further in the stigma theme 

below). They were rewarded by how the process had helped them to help 

themselves as well as helping their clients. Greenwood et al. (2013) examining their 

experience of carer support with peer volunteers examined one of their findings 

which was the benefits and rewards gained. They highlighted that there were 

‘emotional rewards’ (p. 621) in volunteering. For example, one volunteer felt 

validated in her love and care she gave to her husband during his battle with 

dementia. By watching the carer, she was supporting, she was able to recognise that 

her own efforts with her husband had given ‘warmth and comfort’ (p. 621) to him in 

his last days which she had not previously realised. As previously mentioned, 

recovery from the participant's own mental health struggles because of their 

volunteering was also seen as a reward. However, this leads onto the final theme of 

this category and that is the possibility of burnout. 

 

Burnout 

 

Two studies discussed burnout at length (Smith et al., 2018 and Walsh et al., 2018). 

Smith et al. (2018) discussed that while being a ‘Good Samaritan’ brings many 

benefits and rewards, on the other hand, there is a high dropout rate and some of 

which can be attributed to ‘physical and emotional exhaustion’ (p. 8). They state that 

there is a pressure in the organisation to give over and above what is required. They 

say that this is subtle but nevertheless cultural within the Samaritans organisation. 

This filters down to unwittingly pressurising the volunteers who might feel obliged to 

do more than they had originally signed up for. The authors point out that half of the 

sample they interviewed had already resigned or taken long term breaks from their 

volunteering role by the time their article was published (although this admittedly was 

for many different reasons, not just burnout). They describe how burnout is not a 

result of a lack of coping or poor resilience, but often due to relational and social 

issues within the organisation itself. They suggest that studying the community of 
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Samaritans rather than individuals would help understand more about burnout and 

how to prevent it. Walsh et al. (2018) identified key attributes for paid peer support 

roles in their Australian qualitative study. They noticed that working with peers can 

trigger the volunteers own mental health difficulties and self-care is therefore 

paramount in preventing burnout. They encouraged management to consider a 

supportive environment for the peer workers who were struggling and change the 

attitudes of co-workers (This will be discussed in more detail in the Capacity 

Building Findings category below). They suggested that there was a difference in 

dynamics when a peer worker began to be paid versus an un-paid worker. This 

caused different stresses and in some cases the unpaid worker became unwell. The 

authors suggest that the worker perhaps lost the sense of why they came to offer 

their lived experience to others in the first place as they got swallowed up into a 

corporate employment situation without voice or choice. 
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B. Client and peer worker relationship  

 

This next category describes the experiences of the client and volunteer/peer worker 

relationship in terms of boundaries, endings and rapport. 

 

Boundaries 

 

As already mentioned, Smith et al. (2017) found that some of the emotions shared by 

the carers (clients) to the volunteers in the setting of caring for a dementia patient 

were challenging.  The ways in which the volunteers were able to put boundaries in 

place to protect themselves was twofold; first, some reported that they did not let 

conversations with the carers get too deep which prevented them getting too 

emotionally upset. Secondly, they deliberately kept personal and emotional 

boundaries of not getting too close or too involved with the carers' lives. One 

participant stated that ‘one has to remember where the boundaries are (and) how 

involved you (get)’ (p. 164). The authors said that having regular supervision with 

managers allowed the peer workers to discuss difficulties. Brooks et al. (2014), again 

looking at volunteer working with dementia carers, raised the question of whether the 

volunteers were ‘friends’ or ‘professionals’ - fostering strong relationships with the 

clients was vital but this had advantages and disadvantages. Having a trusting, close 

relationship was needed, but boundaries had to be in place too. One of the 

participants described her relationship with her clients on a spectrum – somewhere in 

between ‘professional’ and ‘friend’ (p. 623). Burke et al. (2018a) in their Delphi study 

set out to discover, from a wide range of professionals, their thoughts about the 

characteristics needed for an effective peer worker. Their study identified the need 

for clarification of the peer worker’s own boundaries so that they can develop:   

 

‘... an account of their lived experience that feels safe to share with peers’ (p. 

 808).  

 

Some of the other requirements that were identified, included modelling ‘self-care 

and recovery’ in front of the clients (p. 806). This included, amongst other things, the 

ability to manage stress and having compassion towards oneself. This will be 

discussed in further detail under the Capacity Building Findings category, as there 

are obvious implications for training. 
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Endings 

 

A further theme that was raised concerning the relationship between the volunteer 

and the client was endings. It was a challenge for many to know how to end the 

relationship they now had with their client. Greenwood et al. (2013) discusses how 

some participants who cared for carers of those living with dementia, struggled with 

finishing the relationships they had with their clients. The participants state that they 

felt a ‘bit cut off’ and ‘left out’ (p. 623) when their sessions had finished. Another 

participant missed the role they had caring for their client, which concurs with their 

role being linked to their identity and place in society. However, it is worth noting that 

some of the other participants felt like the relationship seemed to end naturally if they 

had stated the number of sessions that they would give to the client at the start. This 

shows the importance perhaps of being clear with the clients at the start regarding 

how many sessions or interactions there are going to be in order to limit the 

expectations for both the participant and client. In their study of peer mentors during 

the perinatal time, Cust et al. (2018), had a whole theme entitled ‘abandonment’. 

Their participants found the ending of their relationship with their mothers (clients) an 

anxious time and felt guilty for leaving them. They sometimes felt that the mothers 

would not cope and wondered who would be there for them when they had gone. 

They were afraid that the mothers would fall back into depression without their 

support. Cust et al. (2018), suggested that this shows a sense of responsibility that 

the peer mentors took on (which the peer mentors were surprised by) even though 

they knew from the start that it was a time limited amount of client contact sessions 

that they would lead. Even though the peer mentors were assured of the continued 

support for the mothers, the words 'guilt' and 'anxiety' around the word 

‘abandonment’ reappeared throughout supervision and reflective times. 

 

Allen et al. (2016), examining their senior volunteer experiences, found that there 

was a desire for appropriate closure. They say that it is not as simple as delivering a 

few sessions and then a straightforward ending with the client. They explained that 

there are external factors that influence endings. For example, ill health for the client 

could interrupt the flow of the sessions or truncate them. Toner et al. (2018), in their 

systematic review of literature about befrienders, highlighted that ending the 

relationship with clients was one of the negative experiences they found.  
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The participant's concerns were associated with abandoning the friendship and bond 

that had developed,  

 

‘I can’t imagine not having my (client) in my life. I really can’t.’ and  

‘I still can’t leave him, ‘cause I feel like we’ve just developed a bond’. (p. 8) 

 

Rapport 

 

The final theme in this category of the client and participant relationship is rapport, 

which is described as a: 

 

‘... close and harmonious relationship where people understand each other’s 

feelings or ideas and communicate well’ (Oxford English Dictionary, 2019).  

 

Smith et al. (2017), who explored the experiences of the befriending of carers living 

with dementia, concluded three main themes from their study. One of these was 

‘developing a bond’ which was regarded as one of the most important aspects of the 

relationship between client and befriender. They describe how these bonds were 

formed and strengthened by shared experiences. They noted that even though the 

volunteer may not have been in a caring role before, they were able to bond with 

their clients more easily because they had experienced something similar 

themselves. They were also helped by the natural characteristics that the volunteers 

had which included a warm and caring nature, patience, being reliable, being a good 

listener and empathy. There was an additional aspect to a strong bond and that was 

having common interests. This could have been a hobby but could also be a stage of 

life or, for example, be a similar age or gender. 

 

Another study carried out by Dickerson et al. (2015) described this bond of common 

interests as ‘peer-ness’ (p. 18). They saw their participants as having two things in 

common with the clients: an experience of serious mental illness and cigarette 

smoking. This allowed the bond and rapport to be strong. They state that it was 

difficult therefore to separate the effect of the intervention and the peer relationship, 

as there was a uniqueness that the peers brought to each different bond. This 

overlaps with the lived experience and empathy theme plus others and it seems they 

are all interlinked in some way to build rapport. 
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Female volunteers in well-women clinics described their relationship with the 

participants as reciprocal where there was a ‘give and take’ Merrell (2000, p. 38). 

They explore this within their discussion chapter and cite the ‘Equity Theory’ (Walster 

et al. 1978). They apply this theory to understanding the interplay between 

participant and client and how it needs to be balanced. Equity theory proposes that 

when there is an imbalance in the reciprocation of relationships, stress can quickly 

build up. Merrell suggests that this oversimplifies what occurs in the volunteer/client 

relationship. They argue that there is often an imbalance within these relationships. If 

equity theory were true, they suggest that volunteers would leave in their droves, but 

they observed that this is not the case. They draw on other theorists who suggest 

that there is a 'deferred balanced reciprocity' (Wentowski, 1981. p. 38). This is where 

a relationship is not dependent on the time requirement of a constant balanced 

equitable relationship, but on one that is one-sided at the start, with the hope that as 

trust builds, the relationship will achieve a balance further on in time. Merrell noted 

that some of the volunteers she studied continued with their roles even when they felt 

the ‘promise’ of a reciprocal relationship may not occur in the future.  
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C. Challenges with the organisation and management 

 

The literature suggests various challenges that the participants experienced 

regarding the organisations that they worked for. There were three main themes: 

power, stigma, and communication.  

 

Power 

 

Power imbalances of the paid peer workers compared to the qualified mental health 

workers were discussed in a recent study of understanding peer support in mental 

health in Australia (Walsh et al.,2018). The researchers describe this imbalance as a 

tension between the widely recognised peer support model of mutual shared 

experiences and traditional paid employment. They highlight the fact that once 

payment was introduced to the peer worker within the organisation, the relationships 

changed within the team. What was once a mutual gain of continued recovery for the 

(unpaid) peer worker and their client was now a focus only on the client due to 

targets within the teams.  

 

As mentioned in the Introduction chapter, Mead (2003) outlines a definition of peer 

support, which highlights a very different way of working compared to traditional 

mental health workers: 

 

 'Peer support is a system of giving and receiving help founded on key  

 principles of respect, shared responsibility, and mutual agreement of 

 what is helpful. Peer support is not based on psychiatric models and 

 diagnostic criteria. It is about understanding another's situation 

 empathically through the shared experience of emotional and psychological 

 pain' (p. 1.) 

 

Could it be that some of the power imbalance that was seen in this study was due to 

the very different approaches of peer support compared to that of traditional mental 

health care? St George et al. (2017) discusses the four core principles of peer 

support: 1) mutuality of shared experiences, 2) shared responsibility, 3) the self-

definition of experience (which could be different for each person) and 4) measured 

sharing (that is, the peer supporter's story or experience is important but not the main 

focus, which should be the story of the client being served). As Mead (2003) points 

out, peer support is not 'based on psychiatric models and diagnostic criteria' (p.1) 
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which concurs with the Walsh et al. (2018) study, who discuss how perhaps paid 

peer workers join the ranks of the ‘professionals’ and the original meaning of peer 

worker is lost. One manager noted that the power balance had indeed changed, and 

it was something she had not thought of when the peer workers started to be paid. 

Walsh et al. (2018) suggest that there needs to be a better understanding of the 

power dynamics with the differences between volunteer peer workers and paid peer 

workers. 

 

In contrast, Merrell (2000) observed in her study that the relationships were balanced 

within the team when a paid peer worker joined. But after further investigation into 

the team this study was referring to, it became apparent that it was very established 

with a core group of volunteers who had a good working relationship with medical 

and non-medical staff. She did note that the volunteers had their own policies and 

philosophies and that at any clinic session there were always equal numbers of paid 

and non-paid workers. Clearly, from these two opposing studies, there is room for 

further research into the imbalances of power of the peer staff, whether paid or not, 

to improve team working.  

 

Toner et al. (2018), in their systematic review of literature, highlighted some subtler 

power challenges found in the nine different research articles looking at the 

characteristics, motivations and experiences of volunteers. They discovered that 

some volunteers felt under-appreciated by their organisation but felt powerless to do 

anything about it. Other papers discussed how confidentiality and privacy were an 

issue for them within their organisations. They felt that because they had their own 

lived experience, which they shared with colleagues and clients, this was sometimes 

discussed behind their backs. Again, this was something that they were powerless 

to change. This leads onto another challenge: stigma. 

 

Stigma 

 

Having the title 'peer worker' implies that at one point, there is or has been a mental 

health issue. This has implications for the peer worker. On the one hand it ‘qualifies’ 

them to carry out the role, but on the other hand it exposes their ‘illness’ whether 

current or past. Walsh et al. (2018) suggests that this can impact career development 

for the peer worker within the team or elsewhere. Burke et al. (2018) in their Delphi 

study determined that an essential component for peer workers providing support in 

a mental health setting is for them to ‘challenge stigma and discrimination 



 83 

encountered in the role’ (p. 806). They put this requirement underneath the heading 

‘promoting values underpinning peer working’ along with the promotion of person-

centred working and recovery. Cust et al. (2018) in their study with their perinatal 

peer mentors noted that stigma for the peer worker can go one of two ways; either it 

causes the volunteer to withdraw and carry this with them as a ‘badge’ where they 

self-stigmatise, or they use this to change perceptions, be encouraged that they 

themselves are on the road to recovery and challenge the stigma the client might 

feel because of their mental ill health. As an organisation, it would therefore be 

important to consider the presence of stigma with the peer workers and the team 

and how this can be sensitively handled.  

 

Communication 

 

Sundram et al. (2018) highlighted one further challenge volunteers or peer workers 

experienced which could be seen as communication. The organisation itself made 

decisions about expanding, changing of roles, use of desks, offices, and other 

internal changes without the knowledge of the peer workers. Sundram et al., 

identified this as a threat to their ‘place identity’. The workers can feel left out, feel 

unprepared, disconnected, and lose their sense of belonging. The researchers 

suggest that co-design and internal communication is a way to alleviate this 

isolation and could draw the workers back into the team and help with retention. 

Burke et al. (2018a) highlighted the aspects that help facilitate the provision of mental 

health peer support. One of these was management viewing peer support roles as of 

‘equal value’ to non-peer roles and ensuring clear lines of communication.  
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D. Capacity Building and workforce development 

 

This final category relates to practice, workforce development and capacity 

building. It is the application of the research undertaken by the authors in this 

literature review. Two themes were identified: Training and Retention. 

 

Training  

 

In their study of Samaritan helpline volunteers, Smith et al. (2018) found that the 

workers they interviewed praised the rigour of the training given. Some felt as 

though they were 'transformed' (p.7). Many felt as though they had achieved the 

status of becoming a 'Samaritan'. However, even though the training gave excellent 

expertise in many areas, Smith et al. (2018) found that the aspects of self-care were 

missing. They suggested that 'living up to the 'Good Samaritan' ideal' (p. 10) put 

pressure on performance and any disclosures of 'not coping', brought a suggestion of 

shame, so the volunteers tended to keep quiet, carry on or leave. As previously 

mentioned, there was a high turnover of volunteers for this organisation.  

While exploring the experiences of volunteers helping carers, Greenwood et al. 

(2013), identified that the training that the volunteers received allowed them to affirm 

their own journeys. They realised, sometimes for the first time, that they had not 

been alone in their feelings. The training normalized their experiences. They were 

able then, in turn, to tell the clients they worked with that they too were not alone in 

their challenges. The volunteers also found that they were able to express emotions 

that they had not verbalised before so that in itself, the training was 'cathartic' and 

'therapeutic' (p. 620). However, at times the training was too intense for some and 

was a reminder of the bad experiences that the volunteers had experienced 

previously.  

Also exploring the experiences of volunteers helping carers (clients), Brooks et al. 

(2014) found that the practical 'doing' of the role offered training on the job in 

addition to the didactic 'sit down in the classroom' type of training. Other authors 

have named the latter method the 'train and hope' model (Stokes and Baer, 1977) 

where just the presentation of information is given with no practical application or 

assessment (Grimshaw et al., 2001).  Brooks et al. (2014) also noticed that there 

was pride in gaining the skills through the practical 'on the job' learning.  Cust et al. 

(2018) stated that they had not identified any accredited peer support worker 
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qualification or formal training. They approached their peer support worker training 

(and intervention design) using co-production. They asked the workers what kind of 

training they wanted in order to engage with the mums' mental health issues. The 

peer workers stated that they did not want a formal qualification; however, the study's 

ethics requirements included having to have a one-day counseling training day to 

highlight important issues such as confidentiality and safeguarding. During this 

training day, as Greenwood et al. (2013) had previously identified, there was some 

revisiting of their own journey through post-natal mental health challenges; however, 

there was no mention of this being particularly traumatising. Guerra et al. (2012) 

concurred with Cust et al. in their approach to a co-produced training concluding 

that interviewing each volunteer before they start helps design the training, that is 

most appropriate to meet their needs. This improved their skills, confidence, and 

ease of being with their client group. 

Merrell (2000) also discussed how training was provided for the volunteer worker, 

but they did not actually do any volunteering! She deemed these as 'takers' and 

noticed how this impacted the other volunteers negatively. The particular group that 

was more likely to be 'takers' were students hoping to further their careers. Allen et 

al. (2014) also noticed that volunteers attended the training but then did not go on to 

deliver the intervention. They attributed this to the delay between referral of their 

palliative care clients and the training that had been delivered. The volunteers lost 

interest or filled their time with something else.  

In their study looking at paid peer workers, Walsh et al. (2018) noted that paid 

workers have different training needs from unpaid workers because of their 

organisation's accountability and liability. Further research may be needed in this 

area to identify the different training needs of paid and unpaid workers. They also 

stressed the importance of lived experience not being the only 'qualification' that is 

needed and that issues of safeguarding, risk assessing for suicide and 

understanding mental health also needed to be considered. They also noted that 

some volunteers are not 'work-ready' and therefore needed training, which they 

admitted was difficult to assess. They did not specifically identify what 'work-ready' 

meant but hinted at other aspects of understanding human rights, cultural 

awareness, and techniques such as motivational interviewing. Peer workers in their 

study also identified training needs for being able to lead groups, set boundaries, 

learn about person-centered practice plus the policies and guidelines for the 

organisation they were working for.  
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In addition, supervision was seen as part of the ongoing workplace support and 

training; however, there was also an emphasis on each worker taking responsibility 

for their own self-care, which as pointed out by Smith et al. (2018) earlier, may need 

to be taught.  

It is worth noting at this point that the researcher of this study identified some formal 

training courses that peer supporters could attend. These include Recovery 

International Peer Employment Training: A Peer/Recovery Support Specialty 

Certified Training (PET), which is a ten-day course. International Peer Support is 

another training course lasting five days and finally, The Georgia Certified Specialist 

Training is eight days long (St George et al., 2017).  

 

Retention 

 

Smith et al. (2018) demonstrated that management need to consider whether their 

volunteers are feeling rewarded or not in their role. They note that if they are not, 

then retention becomes a challenge as they may feel no satisfaction in their work. 

The rewards, as discussed before, are closely related to the motivations that caused 

the volunteers to start working with an organisation. Sundram et al. (2018) also 

supports this view of volunteers. Tschirhart et al. (2001), however, discussed this in 

relation to their study on stipended volunteers. They too stated that there was a 

direct relationship between job satisfaction and retention, but they also point out that 

there is a lack of research to demonstrate whether the initial goals of the volunteer 

match their rewards as these may change over the course of their time in this role. 

They suggest that monitoring these goals with the volunteer is important as well as 

helping them set more than one goal so that if one is not satisfied, there are others 

that can be met. This reward and satisfaction link may be of help when matching 

workers and clients carefully (Smith et al., 2018; Smith et al., 2017). Assessing the 

interests of the volunteers and clients was helpful in making more appropriate 

matches (Smith et al., 2017). This allowed the bond and consequent rapport to 

develop more quickly. Smith et al. (2018) took this a step further in their analysis, 

stating that this bond that developed through similar interests also allowed for trust to 

be built and disclosure of more sensitive issues that might not otherwise have been 

shared. In their systematic review of befrienders, Toner et al. (2018) found that if the 

volunteers could shape the design of the programmes, this helped with retention. 

Veludo-de-Oliveira et al. (2015), in understanding the role of altruism and empathy 
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with volunteers, noticed that retention is enhanced by flexible working, efficient 

scheduling and making sure access is easy for the volunteers. 

 

  



 88 

1.3.7 Implications for research 

 

Some of the authors of the literature suggested ideas for research, but some ideas 

seemed to follow a natural progression from their conclusions. These are discussed 

below and have been suggested under the above themes for ease of reading. 

Hope 

Possible research relating to the theme 'hope' could be further examined by what 

treatments bring 'hope' more than others. Is it the treatment or intervention that 

brings 'hope', or is it the facilitation or the facilitator? 'Hope' could also be explored 

from the participant's perspective and this theme is explored in more detail in the 

Results chapter of this study, as it was one of the findings from the peer workers' 

experiences.  

Vicarious Trauma 

Cust et al. (2018) discussed the co-design of the intervention for the mothers with 

postnatal depression. It would be interesting to discover whether the peer mentors' 

help in designing the intervention at the start, would reduce the re-living of 

experiences because of their involvement. From Cust et al's reporting, it did seem as 

though the peer mentors had positive reactions to the painful memories they re-

experienced. There was a determination to help their client mothers and they were 

thankful that they had passed that stage of their life. Could the co-design of 

interventions allow the participants to be more in control of what was going to be 

delivered?   

Personal Development 

Smith et al. (2018) noticed that their participants mentioned bringing skills to their 

volunteer role that were disregarded. Guerra et al. (2012) suggested that a pre-role 

interview could be useful for training needs. In addition, it might be useful to research 

the impact of a pre-role interview to discover the volunteer's strengths, previous 

skills, training, and other things that they bring with them and the difference this 

makes to their confidence, self-esteem, motivation and consequent retention.  

In addition, Smith et al. (2017) suggest that there should be further research to 

examine the impact of volunteering with prior caring experience and compare the 

experiences of such volunteers who had not had this experience.  
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Motivation 

Pro-social personalities (Penner, 2002) were researched and mentioned in the text 

as a personality type who might be more likely to volunteer. This theory could be 

taken further, and it could be examined with other factors such as age, gender, and 

parental background to see if there was a relationship. For example, if an eighteen-

year-old school leaver has a 'pro-social' personality, is he/she more likely to 

volunteer than a middle aged, retired person, who is volunteering because of the 

need to 'give back' to the community. More research could explore this theory in 

relation to volunteering and motivations.  

A further research study could also look at the motivations and rewards between paid 

and un-paid peer workers to examine the similarities and differences. Brooks et al. 

(2014) mentioned how the peers struggle at times, not knowing whether to identify 

themselves as 'professionals' or 'friends'. Walsh et al. (2018) and Smith et al. (2017) 

also discussed how paid peer workers, once they started getting paid, lost their 

identity of being a peer. Further research could explore the changes in motivations 

and rewards following becoming a paid worker. 

Rapport 

Smith et al. (2017) studied women working in well-women clinics. They mentioned 

how some of the results regarding rapport and bonding with the clients were applied 

to women only. They suggested an implication for research would be to examine the 

difference of rapport building with men and women and how gender influences 

rapport with different client groups. 

Stigma 

There are some implications for research regarding stigma and how the very nature 

of being called a 'peer worker' badges the volunteer or paid worker as someone with 

and illness or someone who had one in the past. There could be some further study 

on this untapped area of the experiences of volunteers/peer workers and whether it 

aids or hinders their work in the role. 

Power 

Similar to stigma, Walsh et al. (2018) raise the question of the power imbalances 

within organisations' different 'ranks' of staff. Further research could explore this 

aspect from the peer workers' viewpoint and how they experience power imbalances 
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within their organisations and whether being paid or not paid makes a difference. 

Retention 

Tschirhart et al. (2001) pointed out through their study of stipended volunteers that 

there was a lack of research to demonstrate whether initial goals of the volunteer 

match their rewards and how these goals may change over time during their time in 

the role.   

Training 

Smith et al. (2017) suggest that discovering the impact and importance of training 

and supervision for volunteers and peer workers would be a very helpful addition to 

capacity building and workforce development. Smith et al. (2018) felt that it would be 

helpful to include self-care as part of the training for volunteers and to measure the 

difference this made to the volunteers or peer workers.  

As mentioned earlier, the researcher of this study identified some accredited peer 

support training packages used throughout the world. St George et al. (2017) present 

three different peer support training models: 

 

o PET (Peer/Recovery Support Specialist Certified Training) which is 

used as the core training for peers in various NHS sites in England 

and lasts for 10 days. 

o IPS (International Peer Support) used in the USA, China, Australia, 

and New Zealand, which lasts for 5 days. 

o The Georgia CPS Model, which is 8 days long. 

 

It would make an interesting research project to analyse each of these with respect 

to the Burke et al. (2018) Delphi study and their components said to be needed for 

peer supporters.  
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1.3.8 Conclusions of Literature Review 

 

This literature review has helped build a current picture of the experiences of non-

health workers, peer workers and volunteers and some implications for capacity 

building and workforce development. As stated earlier in this chapter, there are many 

different names for the role of 'non-health' worker, whether paid or volunteer, so 

casting a wide net for the literature, it has afforded the opportunity to look at a myriad 

of names for similar roles. This in turn has allowed for some common themes to 

emerge enabling more tools and tips for capacity building and workforce 

development to be identified. 

 

The peer and volunteer experiences of empathy, lived experience, hope, vicarious 

trauma, recovery, personal development, belonging, confidence, motivations, 

rewards, and burnout are helpful to enrich the categories found in this study. The 

client and peer relationship themes demonstrated the importance of recognised 

areas such as boundaries, endings and the rapport that is built in order for the 

interventions or interactions to make a difference. The organisational and 

management findings of power, stigma and communication raised some interesting 

issues that could be explored further. Finally, the implications for capacity building 

and workforce development for peer workers fell into two main themes: training and 

retention. Both findings from this literature review will be discussed with this study's 

findings in the Results chapter. 

 

  



 92 

1.4 Study Aims and Rationale  

1.4.1 Study rationale 

The rationale for this study and its intended contribution to knowledge is reflected in 

the gap in literature in this chapter. The literature identified above did explore 

experiences of non-health type roles but did not explicitly explore the 'process' and 

'understanding' of those experiences. Only two studies used grounded theory, and 

these were not constructivist grounded theory (Charmaz, 2014). This would have 

allowed for a deeper analysis of process and action. Also, even though there 

appeared to be literature about the experiences of volunteers and peer type roles in 

different settings, particularly dementia, only two had participants who were working 

in the perinatal time and none about refugees or asylum seekers, although it is 

acknowledged, many of the principles of working in the charity sector would be 

similar and transferable. Finally, there were limited studies applying their learning to 

practical workforce development and capacity building ideas for the charity sector. It 

is hoped, therefore, that by describing the experiential narrative of the participants' 

journey delivering the wellbeing courses to their groups of mums or refugees, will 

inspire others within the third sector, managers, and workers alike. 

 

1.4.2 Study Aims. 

This study has one main aim: 

To explore the experiences of third sector peer workers delivering wellbeing 

interventions to new mothers and refugees.  

However, in addition, the agreed and approved objectives are: 

 

1. Using semi-structured interviews, invite a sample of 3rd sector peer workers 

to share their experiences of delivering a wellbeing intervention to new 

mothers. Following identification of some initial themes, to undertake 

telephone interviews with a few of the same peer workers for verification. 

2. Generate theory using a constructivist grounded theory approach. 

3. Include the theory in training refugee peer leaders. 

4. Using a similar semi-structured interview process and a constructivist 

grounded theory approach, interview a further sample of the refugee peer 
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leaders to share their experiences of delivering a wellbeing intervention to 

refugees. 

5. Undertake a process evaluation of how the theory was used as part of 

modelled training with refuge peer leaders using a thematic approach. 

6. Add additional insights into the theory. 

7. Compile suggestions on how the above theory could be used to recruit, train 

and retain 3rd sector workers and how it might help with building workforce 

capacity.  

 

This study focused on exploring and understanding the experiences of the 

participants who led wellbeing interventions or courses within the third sector. A 

qualitative research method was deemed the best way to capture the experiences of 

the participants.  Using a constructivist grounded theory approach (Charmaz, 2014), 

this allowed for the understanding of these experiences in a deeper way looking 

specifically for process and actions. Following analysis, the findings will be applied to 

some practical ways in which the charity workforce can build its capacity. The next 

chapter details the methods used for this study. 
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2. METHODOLOGY 

 

 
2.1 Chapter Overview 
 

This study used a qualitative approach, specifically a constructivist grounded theory 

method (Charmaz, 2014).  

 

The first set of data was collected through eight semi-structured interviews. The data 

was then analysed, followed by verification of the categories with the participants in 

follow-up phone calls (n=6). The participants (n=8) who delivered the courses to the 

mums, were all non-health trained workers which meant they had no formal higher 

education training in health and were not registered on any professional health 

register or equivalent. Following analysis, theory was generated. 

 

The second set of data was collected through six semi-structured interviews with 

refugee peer leaders following the use of the above generated theory within their 

training. The participants (n=6) who delivered the wellbeing intervention to other 

refugees, were all non-health trained workers as described above.   

 

In addition, and to triangulate this study, a process evaluation was undertaken to 

examine how the theory was incorporated in the training of the refugee peer leaders 

who led the wellbeing interventions. The methods and analysis of the process 

evaluation is detailed in chapter 4. 

 

The following chapter outlines the rationale of choosing a qualitative method, 

specifically constructivist grounded theory, how quality was ensured, the study 

design, governance, participants, procedure, and data analysis. 
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2.2 Rationale for using a qualitative approach. 

 

2.2.1. Epistemological and ontological underpinning 

Epistemology is the study of how we know things and what this means (Gray, 2014). 

There is a continuum of epistemological perspectives: at one end, objectivism, at the 

other, subjectivism. Objectivism is closely linked with the theoretical perspective of 

positivism, which understands the world to have ultimate truth that can be discovered 

with measurable causes and effects and links with rational and deductive processes 

(Walliman, 2006). Subjectivism is closely linked with the theoretical perspective of 

relativism; believing that people view and make sense of the world in different ways. 

This is seen as an inductive process (Silverman, 2014). 

 

Ontology (the study of what reality is) can help us understand how people make 

sense of their world whichever end of the epistemological continuum they sit. This 

can be traced back to ancient Greek philosophers (Gray, 2014). Heraclitus (c535-

c475BC) focused on 'becoming' by observing the changing world around him and 

assuming that the observer had influence and interaction with his world 

(subjectivism). Another philosopher, Parmenides (c515-c445BC) followed with a 

different stance, where reality is based on 'being' and the world is unchanging and 

permanent. He suggested that the observer does not have a say or influence over 

this world (objectivism) (Gray, 2014). Western researchers have tended to adopt the 

latter ontological stance, which is akin to the positivism theoretical approach 

mentioned previously which in turn is closely linked with the objective and 

quantitative approaches. However, in the past seventy years there has been a shift 

towards subjective research using qualitative methodology to try to discover more 

from people's experiences and their interactions with the world. 

 

The need to discover meaning from experiences grew during the second half of the 

20th century and interest in inductive social science research spawned different 

types of methodologies including life histories, case studies and observations. As 

interest grew and results were being gathered, there was a need to validate these 

methods in order to compete with the rigour and respect of the quantitative 

methodology (Charmaz, 2014). Gradually this occurred and now different qualitative 

methodologies are well recognised and are seen as valid as quantitative methods. 

One example of this is grounded theory, which is now being used widely. Ironically, 

grounded theory is gaining ground as being very robust and swinging towards the 
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non-interpretative way of generating theory. Charmaz (2014) even described 

traditional grounded theory as: 

 

 '... (traditional) grounded theory had become known for its positivistic 

 assumptions' (Charmaz, 2014, p.12)  

 

As grounded theory became recognised as an approach and as academics refined 

their research processes, the 1990's saw the birth of a constructivist grounded theory 

approach. This study follows this approach. Constructivism is based in the 'being' 

ontological tradition of Parmenides but believes that truth and reality are created and 

discovered by human interactions with the world; meaning it is constructed not found, 

and can be different for each person (Gray, 2014). Constructivism goes hand in hand 

with the pragmatist tradition where society is seen as a context to view and explain 

experience. It assumes multiple and emergent perspectives on any given subject. It 

also uses people's actions to re-examine problems and joins values with facts. 

Charmaz sees constructivist grounded theory as a direct descendent of these 

standpoints when viewing human experiences (Charmaz, 2016).  

 

In summary, by using constructivist grounded theory in this study, the analysis will 

examine the experiences of each participant delivering the same early intervention 

within their environment, their worldviews plus the researcher's interactions and 

worldviews - all of which construct a picture of the participants' reality (Charmaz, 

2014).  

 

 

2.2.2 Rationale and discussion of qualitative methodology 

 

To capture the subjective ‘how’ and the ‘meaning’ of the experiences of the 

participants through words, the researcher considered different methodologies before 

deciding on constructivist grounded theory. These methodologies included action 

research (AR), ethnography, phenomenology (interpretive and descriptive), case 

studies and a narrative approach for analysis. All of these had elements that could 

have been helpful in achieving the aims of the study, so the in-depth consideration 

and discussion is documented here. 

AR is an approach rather than a methodology, but it carries a similar ‘community 

building’ ethos to this study, wanting the results to inform change and asks the 
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question ‘what is happening here?’  (Gibson et al, 2001). However, there are a few 

integral aspects of AR that would not have been possible for this study. Firstly, AR is 

an iterative process where the participants themselves are an integral part of the 

study design, ongoing adjustment of the design, data collection and analysis. The 

emphasis is about ‘taking action’ on a specific issue often when the researcher and 

the research participants work in the same service or just the latter. The participants 

in this study did work in a similar field, however, apart from two, they all worked for 

different organisations in different geographical locations. The ‘plan, reflect, review’ 

collaborative process of action research would have been very challenging to 

undertake, and the different managers of their workplaces would have needed to 

agree for the participants to travel and/or be a part of this research and therefore 

allow their time. This could have amounted to a day or so per week which on charity 

budgets, would have been unlikely to have been granted. The charities themselves 

represented through the participants, would have needed to see some direct benefit 

to their services, preferably some funding for their staff (participants) but as there 

was no budget for this study, this would not have been possible.  

Secondly, AR is often looking to solve a problem and as a result, ‘take action’. For 

example, if this study had had the aim of trying to better train non-health workers for 

perinatal mental health courses for one organisation where the courses could have 

evolved and adapted throughout the life of the study, this could have called for a 

different methodological approach such as action research. The aim of the study, 

however, was to discover the ‘experiences’ of the non-health workers – not a 

problem to solve per se, rather constructing a picture of the participants’ reality which 

would not have been served well with an AR approach (Charmaz, 2014). The aim of 

this study as to construct a picture of the participant’s reality rather than to solve any 

particular problem. 

Finally, the author needed to be able to be ‘an agent of change’ herself (Gray, 2104) 

which was not her role within any of the organisations that the participants worked 

for; however, perhaps the theory generated from this study could be further ‘tested 

out’ with an AR approach within one of the charities staff team. 

Another methodology considered was ethnography. This approach started in the 

early 1900’s because of the need to understand the relationship between culture and 

behaviour in a holistic way. Examples might include, to understand the mental health 

needs of a farming community in North Wales, or island life on Caldey Island, near 

Tenby in South Wales. The ethnographic approach is achieved through the 
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researcher being immersed in the culture being studied, carrying out observations, 

taking photos and interviewing triangulating their findings by asking questions from 

different viewpoints. On the one hand the aim of this study was to observe ‘a culture’ 

through interview of the experiences of the interactions of the participants and the 

mums in the groups or refugee peer leaders with their peers, however, the 

researcher would have introduced a whole new bias if she had been sitting in the 

groups observing the wellbeing courses being run. It is unlikely that the participants 

would have been able to be themselves if they were being watched plus the groups 

were only 1-2 hours long which would have not really afforded an ‘immersive 

experience’. Further, the aim of this study was not to look at the relationship between 

culture and behaviour, rather the viewpoint and experience of the participants 

themselves as they reflected on their delivery of the wellbeing courses (Silverman, 

2014).  

A further methodology considered was a descriptive phenomenological approach. 

This methodology aims to describe the lived experience and in some ways this study 

was trying to comprehend the phenomena of the participants delivery. It did want a 

rich, understanding of what their experience was like which with both grounded 

theory and phenomenology can be gained through interview. However, as required 

within phenomenology, the researcher was not exploring the participant’s whole ‘life 

world’ (Gray, 2014. P25) and wanted to construct theory for application for further 

use in organisations to prevent perinatal mental health issues or promote refugee 

wellbeing. A phenomenological approach tends to stick closely to the group and their 

world and not to apply it further. Therefore, although the researcher considered the 

interpretive phenomenological approach (IPA) it was decided that this would not 

have met the aims of the study. This approach would have involved interpreting 

experiences of the participants and what it meant to them whereas this study was 

trying to glean from the participants how their experiences of the course delivery 

were effective and how this could be applied to others. In addition, ‘bracketing’ the 

researcher’s own involvement in the study needed to be acknowledged in depth 

which phenomenology does not afford and constructivist grounded theory does. 

Two further methodological approaches were considered, namely case studies and 

the use of narrative analysis. Case studies can be invaluable in adding to 

understanding and experience of an individual and uses data from different sources 

but tends to be deductive as it often starts with a hypothesis which this inductive 

study did not have (Creswell, 2014). Perhaps if this study’s aims were looking to see 

if the perinatal or refugee wellbeing interventions worked or not, a case study would 
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have been an interesting approach, however, this study was trying to discover the 

experiences of the participants for application which a case study approach did not 

suit.  

Finally, a narrative analysis approach could have been pitched against grounded 

theory as an alternative to keeping the study alive and rooted in the real world. 

Constructivist grounded theory does indeed encourage the ‘story’ of the study to be 

told however the narrative approach would have suited better if the study had been 

focused on how the participants arrived at leading their groups – their lived 

experience story of being mothers or refugees themselves. This study wanted to 

explore the experiences of the process and action of the participants as well as the 

‘story’ but to apply these further rather than develop a narrative as an end in itself 

(Silverman, 2014). 

As a result, constructivist grounded theory was chosen as the methodological 

approach which is now described. 
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2.3 Constructivist grounded theory 

2.3.1 Overview and Rationale for Constructivist Grounded Theory 

A constructivist grounded theory methodology was used for this research to allow for 

flexibility in collecting the data and allowing the data to speak, capturing the 

subjective participant’s experiences and exploring their meaning grounded in the 

data (Walliman, 2006). This explanation is common in all grounded theory 

methodology; however the traditional method works hard at trying to 'limit the 

intrusion' (page 45) (Corbin, 2015) of bias and subjectivity of the researcher. The 

constructivist grounded theory approach on the other hand allows and embraces an 

extra 'layer' of social context which is considered as part of the overall analysis 

arguing that it cannot be removed. It also acknowledges the researcher's subjectivity 

during analysis (Charmaz, 2014).  It assumes that individuals create their social 

reality through their actions with each other and asks 'how' they accomplish this 

rather than just viewing conclusions from one perspective. This fits well with studying 

the experiences of the participants.  

 

Kathy Charmaz, currently an American professor at Sonomo State University in 

America, started to bring in the epistemological approaches of relativity and 

subjectivity during the 1980's and 1990's to the grounded theory discipline, which she 

felt had become too objective in its approach. She argued that even though Glaser 

and Strauss (the original authors of grounded theory) acknowledged the bias the 

researcher brings into the grounded theory approach (Corbin and Strauss, 2015), 

she felt they did not  

 

 '....take into account their processes of construction of the research and the 

 structural and situational encroachments upon it'. (Charmaz, 2014) (p. 14) 

 

Constructivist grounded theory was also chosen because it tries to capture 

processes and actions particularly through the use of gerunds ('doing' words mostly 

ending in 'ing'). As the final aim of the current study was to ‘compile and present a 

document that complements current policy and can help with building capacity' (see 

aims in chapter 1), the results needed to be translatable into actions and processes 

that others could use.  

Further, Charmaz describes constructivist grounded theory as a way of discovering 

the story of the participants, which can then be constructed taking into account the 
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environment and researcher interactions (Charmaz, 2013). The word experience is 

difficult to quantify or describe. It means different things to different people, so it 

seemed prudent to document the participants' words so their meaning could then be 

explored using coding and a constant comparison of data with data. As part of this, 

the method also allowed the researcher's involvement in the participants' lives and 

use of the course delivered to be taken into account, which added to 'the story' of the 

participants' experiences (King, 2010).  

Further, the participants also had aspects outside of their course delivery that 

needed to be explored as part of the data analysis, including their age group, 

whether they were a volunteer or paid worker, their training and other experiences in 

life etc. Constructivist grounded theory gave permission to use all of this and to 

construct eventual interpretative theory of the participants' world and the world they 

experienced (Charmaz, 2014). 

 

In summary, constructivist grounded theory allowed a wider picture to be built, taking 

into account the interview data, the participants' social and environmental influences, 

the researcher's role and influence and the focus on action and process. This all 

adds to the depth of data analysis. This methodology therefore fits very well with this 

study (Charmaz, 2014). 
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2.4 Ensuring quality.  

Qualitative research has often been the poor relation of quantitative methods in 

ensuring quality partly due to its subjective nature or, as Seale puts it: 

 'Quality is elusive, hard to specify, but we often feel we know it when we see 

 it. In this respect research is like art rather than science.' (Seale, 2012)(P. 

 102).  

Qualitative methods often do 'paint a picture' in words of the subject matter; however, 

unlike quantitative methods which use the words 'reliability' and 'validity', qualitative 

methods prefer to use the words 'rigour', 'truthfulness', 'goodness' and 'integrity' 

(Corbin and Strauss, 2015). 

A few different frameworks try to ensure the 'rigour' in grounded theory studies. 

Corbin (Corbin and Strauss, 2015) suggests that the data must generate the theory 

so it can be credible. He uses the following words to check rigour; 'Fit' (the theory is 

synonymous with the data), 'Grab' (the theory resonates and is attractive), 

'Workability' (the theory can be used) and 'Modifiability' (the theory can be adapted at 

a later date). Charmaz (2014) uses similar criteria for verifying the rigour: credibility, 

originality, resonance and usefulness.  She poses questions under each of these 

categories to allow the researcher to check back with their work. 

A further framework from Guba and Lincoln (Guba and Lincoln, 1994) suggest that 

engagement in the research needs to be lengthy, triangulated with other data 

followed by taking the findings back to the participants to help verify the 

trustworthiness of the results. Chiovitti and Piran (2003) have a seven point checklist 

for achieving a quality grounded theory study. This checklist includes - letting the 

process be guided by the participants, continual comparison of data with theory, 

quoting the participants, including the researcher's personal views and opinions, 

stating how and why the sample was selected, being clear about the research scope 

and searching for literature in relation to the categories that emerge.  

All these, and others, are useful for the researcher to bear in their mind as the 

research process is followed. For this study, and to stay true to the constructivist 

grounded theory method and its author, Charmaz's four criteria will be used as 

mentioned above (credibility, originality, resonance, and usefulness). However, the 

other frameworks above will be considered at times to ensure thoroughness 

(Charmaz, 2014). 
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2.4.1 Limitations to constructivist grounded theory 

 

There is no perfect method to take data to theory, and the constructivist grounded 

theory approach has its limitations, which are worth being aware of as it could affect 

the quality of a study. Lewis (Lewis, 2015) cites different authors who suggest that 

grounded theory should be part of a picture when analysing data allowing other 

research projects to give different angles on the same subject. The combined results 

can then be better translated into practice.  Hopefully, this project can be combined 

with other literature and studies that can contribute to a fuller picture of the subject. 

The methodology chosen allows for this. 

 

Corbin and Strauss point out that grounded theory approaches are very time 

consuming and that 'immersing yourself' in the data when the research is being 

undertaken part time is a challenge and it is tempting to take short cuts such as 

putting down a code/category to 'get the job done'.  Bryant (2007) suggests that 

researchers use aspects of grounded theory without actually 'doing it' perhaps due to 

time pressures, which could weaken results. Corbin says, however, that the 

researcher should be able to keep the biases at bay due to the constant comparison 

with data, codes and categories (Charmaz, 2014) (Corbin and Strauss, 2015) 

(Bryant, 2007) .  

 

Corbin and Strauss argue that constructivist grounded theory has deviated too far 

from the classical grounded theory approach suggesting that the involvement of the 

researcher and other surrounding environmental factors could detract from 

'grounding' the analysis in the data (Corbin and Strauss, 2015). However, these 

classical grounded theory approaches have attracted criticism for their lack of 

transparency and the assumption by many, that data can be separated from the 

researcher's perspectives. The suggestion is that in the use of grounded theory 

techniques the researcher tries to remain open and aware of the different 

epistemological perspectives found in the data which is being filtered through his/her 

own ontological approach (Holton, 2007). Hernandez and Andrews summarise the 

different grounded theory approaches by saying that a constructivist approach is 

more descriptive whereas the classic approach is more explanatory (Hernandez and 

Andrews, 2012). 

In summary, the criticisms of constructivist grounded theory are useful for the 

researcher to take account of but, as Silverman explains, the methodological 
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approach must fit the question being asked, and in this case, the constructivist 

grounded theory approach is a good fit to capture the experiences of the non-health 

workers (Silverman, 2014).  

2.4.2 Participant involvement in this study 

There were various levels of public participation and involvement in this study. The 

NIHR (National Institute for Health Research) and Care Research Wales (2019) 

suggest six standards of public involvement in which to measure studies against 

whatever the methodology. These are:  

• inclusive opportunities where the public have an accessible say into research, 

• working together so that those involved are valued for their contributions and 

there are respectful relationships,  

• support and learning so that those involved in the research get an opportunity 

to build skills and confidence,  

• communications are not jargonised and understood by those involved, impact 

where the difference the research is going to make it accessibly 

communicated, 

• governance for those involved in the management, leadership, and oversight 

of the research and 

• identifying and sharing the impact Patient, Public Involvement (PPI) can have.  

These standards were created as a useful framework to match the public 

involvement within this study and to reflect where there could have been more.  

Within the perinatal study phase, there was not explicit participant involvement in the 

design of the study as per the standards above, however, the Two in Mind project 

itself had extensive ‘inclusive opportunities’, ‘working together’ and non-jargonised 

‘communications’ (see Appendix A4.2, A4.3 and A4.4 for more on the Two in Mind 

project). The feedback and discussions held with participants within the Two in Mind 

project meant that the researcher acted on the following. Here are two examples 

relevant to this thesis:   

1. The Enjoy Your Baby course had already been written when the researcher 

took on the project management of the Two in Mind project. After running 

Enjoy Your Baby for a few sessions, the feedback from the participants was 

to add a course that could start to address some wellbeing issues earlier - 

during pregnancy and also afterwards - as the baby became an infant. The 
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researcher therefore approached the developer (Dr Chris Williams) at Living 

Life to the Full and jointly wrote Enjoy Your Bump and Enjoy Your Infant. 

These two courses were piloted with participants and the content was 

adjusted accordingly. The courses were then published (see Appendix A4.5 

for an extract of these courses. The complete curriculum cannot be displayed 

because it is copyright protected). 

 

2. The training of the practitioners and non-health workers who were going to 

facilitate the three courses were initially trained at one-day events that 

gathered everyone in one room. 125 people were trained overall. During 

these one-day events, the three Enjoy Your Bump, Baby and Infant courses 

were reviewed, and the materials were showcased. The practitioners present 

were also shown how to collect data and safeguarding was also discussed. 

However, it was noticed during the project that there was a high drop off rate 

of those who had been trained in the one day ‘events’ continuing to deliver 

the courses. The researcher (who was at the time, the Two in Mind project 

manager) reviewed why this might be, by visiting some of the courses being 

delivered, listening to feedback from the facilitators and ultimately piloting 

another way of training – modelled training. This was a different approach. 

The researcher started to deliver one course with the practitioners and non-

health workers present as well as mums too, demonstrating good practice. 

There were no training materials per se, rather, demonstration of the course 

itself. Following each session, the researcher had a de-brief with the new 

practitioners or non-health workers to review conversations during the 

session, bringing up important points like safeguarding, boundaries etc. She 

listened to what they might have done differently or the same. As the courses 

went into the final sessions of demonstration, the researcher/project manager 

allowed the new practitioner/non-health worker to lead part of the session so 

that they could feel supported. The researcher/project manager only went as 

fast as the new practitioner/non-health worker felt comfortable with. This 

process was documented in the Two in Mind final report (see Appendix A4.4) 

wherein which the report recommended that an ‘intervention’ should not just 

mean the course and materials itself – it is a much broader picture:   

‘…commissioning of projects to run ‘interventions’ could consider the 

evaluation of all aspects of including practitioner skills, venue, peer 

support, after care and follow-up, rapport building, therapeutic use of 
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self, partnership working, signposting, systemic support etc’ (Two in 

Mind Final Report, page 38).   

  

Out of both examples within the Two in Mind project and ‘listening’ to what was 

working with the practitioners/non-health workers on the ground and as a result, 

Perthyn was approached in a very different way and based their training on a 

modelled approach right from the start. 

Within the refugee sample, despite the limitations of Covid-19, public participation 

was included rigorously in the following ways: 

1. The researcher set up monthly meetings with the project management team 

of Perthyn. These were deliberate meetings to allow the staff to speak into 

the design of the process evaluation and the research element of interviewing 

the refugee peer leaders. It was a ‘working together’ approach and an 

‘inclusive opportunity’ for those who were running the project to discuss the 

‘impact’. The project management ‘quizzed’ the researcher on the design and 

methods of the process evaluation to be in line with the outcome evaluation 

so that they could be mutually beneficial. The researcher shared the learning 

from the Two in Mind project and how the theory could be incorporated into 

the modelled training. The researcher demonstrated this to the project 

management so they could in turn use it with the refugee peer leaders. It 

therefore had to be communicated in a non-jargonistic way, paring down the 

essence of the theory and how it could be applied. 

 

2. The researcher discussed the design with the project staff leading the 

modelled training with the refugee peer leaders. She also sought their 

feedback on how the training would work while incorporating the theory. She 

also observed the delivery of the training and gave enough flexibility on the 

theory delivery so that the project staff could present in their own way and 

understanding. If it was going to be applied, then it had to have the flexibility 

enough to be able to be understood without losing its meaning. The outcome 

of these conversations are detailed in the ‘process evaluation’ in chapter 4. 

 
3. The researcher also discussed the design with two refugee peer leaders 

themselves. She asked for their feedback, their thoughts, and reflections to 

incorporate into both the process evaluation and interviews. She called these 
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refugee peer leaders, ‘advisors’ to help them better understand their role. 

Again, these conversations are analysed within the process evaluation 

chapter.  

 
Ideally, if it had not been during Covid-19 and there had been more time, a group of 

refugees with a good level of English could have been brought together to discuss 

the theory application and the analysis from the interviews. However, through this 

ongoing involvement of project management, staff and refugee peer leaders, there 

was deemed sufficient involvement of the public and staff to help the researcher to 

adjust and shape the design of her project to achieve better informed outcomes. 

 

2.4.3 Position of self and context of this project  

The constructivist grounded theory approach calls for the researcher to be 

transparent and aware of his/herself and worldviews. It calls for 'reflexivity', or as 

Charmaz calls it, 'methodological self-consciousness' (Charmaz, 2016) (p. 241). She 

suggests that we have pre-conceptions just because of who we are, where we are 

born and who our family are. Becoming aware of pre-conceptions throughout the 

study is vital. She suggests that the researcher ask questions about themselves, 

about their interactions with the data, the participants, and their involvement in the 

project. She also suggests that this type of inductive study should always bring 

'doubt' into the analysis and cause questions to be asked like 'why?' It is therefore 

prudent to introduce the context and position of self to this project to allow for the 

transparency needed for constructivist grounded theory. 

Firstly, in this section, the researcher will explain her background and her position 

with respect to this study. 

Secondly, the context of this study and how it came about will be described.  

Thirdly, the reflexivity of the researcher with respect to this project will be discussed.  

 

Position of self 

 

The author is a fifty-four-year-old white female who has been living in Wales for the 

past twenty years, having spent nine years living in the USA before this. The 

researcher trained in sports and leisure management to degree level and then as an 
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occupational therapist to degree level and maintains her Health Care and 

Professions Care Council registration. Following her occupational therapy training, 

she worked in the NHS in the field of mental health within primary care settings with 

adults and then with children and young people. She also completed a one-year post 

grad course in Cognitive Behavioural Therapy. She left the NHS to work in the 3rd 

sector in 2013, feeling that her personality and skills were more suited to trying to 

'plug' the primary care service gaps through 3rd sector early intervention and 

prevention initiatives. She has kept her occupational therapy licence to practise, 

abiding by the College of Occupational Therapists code of conduct and professional 

boundaries (College of Occupational Therapists, 2015). 

 

The author’s interest in perinatal mental health arose from her work in a child and 

adolescent mental health services setting where she was undertaking several school 

assessments for primary school children with behavioural problems, many of which 

were linked to the relationship the child had with its mother. She wondered at the 

time how this could be addressed, realising that her own training had not particularly 

equipped her for intervening in these issues (except for her own lived experience as 

a mother and some basic parenting courses). She felt frustrated at the lack of 

resources to signpost the parents, lack of support for relationship problems and early 

attachments which often resulted in dysfunctional relationships and consequent 

problems for the child. Reports state that 50% of mental health issues presenting in 

the adult start as a child, and the researcher could perhaps see some of these 

developing before her eyes, but felt powerless to be able to do anything about it 

(Mental Health Foundation, 2016). An opportunity arose to lead a national project in 

Wales in perinatal mental health. This project was called 'Two in Mind', from which 

this research was borne, and this project is described below.  

 

Her interest in refugee wellbeing came from her informal research to prepare for a 

grant bid to run a sustainable project to support the wellbeing of refugees and asylum 

seekers. Through this informal research and the learning from the perinatal Two in 

Mind project, the researcher met many people and listened to different stories of 

refugee journeys and recognised the lack of mental health support and the many 

assumptions about refugee mental health. This whetted her appetite to explore their 

experiences further with the hopes that this could inform practice. 

 

The researcher sees herself as holistic and inclusive in the way she views 

individuals, families, society and the world appreciating that no-one is truly without 
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prejudice. She would also see herself as a creative problem solver. Both of these 

traits fall in line with how occupational therapists are trained.  

 

The researcher is also a mother and grandmother, having raised three sons, now 

adults with their own families. However, she became a mother herself in the USA in 

the Southern States where, at the time, in the early 1990's, 80% of women stayed 

home and many home-schooled. On returning to the UK with three young children, 

she was surprised at the cultural differences, particularly the poor societal attitude, 

lack of value and often disregard for the occupation of being a mother and, instead, 

placing pressure on women to 'go out to work'. These cross-cultural experiences, 

living in a foreign country and trying to integrate into new communities have naturally 

shaped the views of the researcher. The researcher is also a person of faith believing 

that all humans are created equal including the unborn baby. These values and life 

experiences will be considered and referred to in the analysis and discussion. 

 

During her work as an occupational therapist, leading the national Two in Mind 

project, as mentioned above and the refugee ‘Perthyn’ project, the researcher saw 

the 'gap' of a lack of practitioners or resources to help support refugee wellbeing and 

the early relationships between mother and child which was having a knock-on effect 

on their children's behaviours and wellbeing. She felt that one way to help solve this 

would be to try to increase the amount of support for refugees and mothers from non-

health workers and communities. She noticed during the Two in Mind and ‘Perthyn’ 

project that the non-health workers were successful in their delivery of the wellbeing 

interventions. Most of the mothers and refugees who received and attended the 

courses saw their mood improve and the researcher wanted to identify what it was 

that made it work for them and how similar community efforts could improve early 

attachments and wellbeing. She assumed that the intervention being delivered was 

not the only aspect that led to the refugee or parent's mood and wellbeing 

improvement, but the way in which the participants delivered it. This was something 

that the researcher wanted to explore further. 

 

Context of the perinatal wellbeing interventions 

The context of this research was the Two in Mind project mentioned above, which 

was a Welsh Government funded perinatal mental health initiative as part of the 

Health Challenge Wales Grant. The project was active between 2013 and 2017. Part 
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of Two in Mind's target was to promote and train family practitioners within 

established 3rd sector organisations (paid or un-paid) to deliver early mental health 

courses throughout the perinatal time (ante-natal and post-natal).  

 

Three interventions were delivered by the family practitioners for the Two in Mind 

project. These were: 

 

• Enjoy Your Bump (Burns and Williams, 2016)  

• Enjoy Your Baby (Williams, 2015) 

• Enjoy Your Infant (Burns et al., 2016) 

 

All three courses were published by Five Areas Ltd, a company which produces self-

help, on-line and practitioner-led early intervention resources based on cognitive 

behavioural therapy (CBT) (Williams, 2017). The researcher co-authored two of the 

courses after realising that evidence suggested starting in pregnancy and following 

through to healthy infant attachment would be a helpful addition to the existing Enjoy 

Your Baby course (see Appendix A4.5 for samples of Enjoy Your Bump and Enjoy 

Your Infant courses. The whole course cannot be included in the Appendix as it is 

under copyright law with Living Life to the Full Ltd). Anyone who wanted to run the 

courses purchased a license from Five Areas Ltd. The courses themselves had 

already been demonstrated to be effective in improving the parent mental health 

and/or relationship with their infants through the project evaluations (see 'How the 

courses were measured' below) (Burns, 2017).  

 

All three curricula used a cognitive and behavioural approach based on cognitive 

behavioural therapy techniques of noticing how thoughts impact feelings which in 

turn have a knock-on effect on behaviours. However, Enjoy Your Bump has a 

module on beginning the bonding with baby before he/she is born. This is based on 

attachment theory (Bowlby, 1953). Enjoy Your Infant is also based on cognitive 

behavioural skills and attachment theory but includes a further step of using infant 

mental health techniques based on the Solihull theoretical model. This model 

focuses on the relationship between parent and infant with concepts such as 

containment, reciprocity and behaviour management (Solihull, 2008). 
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The following describes the three courses: 

 

 

Enjoy Your Bump - by Jenny Burns, Ann McCreath and Dr Chris Williams 

 

Audience: For use during the antenatal time.  

 

Course Length: 5 sessions long (lasting 1-2 hours per session) and can be used with 

a group or on a 1:1 basis.  

 

Course content: The course is based on CBT and psychotherapeutic principles with 

the overarching theme of developing the reflective skills of the parent and encouraging 

bonding with their baby in utero. The sessions include taking stock of where each 

participant is on his or her 'journey', which is discussed at the start and at the end of the 

course as a measure of 'distance travelled' on the course. It looks at expectations of 

becoming a parent and the fictitious 'ideal parent'.  The course also looks at identifying 

feelings and what to do if these feelings get out of hand for example, anger. It looks at 

'pausing, noticing and considering' before reacting to situations, along with using the 5 

ways to wellbeing (Government Office for Science, 2008) as a healthy way to maintain 

daily balance and routine. The course also asks the participants to imagine what their 

baby will be like and to write a letter to them. It also includes examining who are in their 

'support team' regarding practical support, emotional and spiritual support and 

professional support, culminating in a letter to their midwife or obstetrician. Each session 

concludes with a mindfulness or relaxation exercise and setting a goal to be achieved 

by the following week.  

 

The effects of this course were measured during the Two in Mind project: The 

practitioners used the PHQ-9 and GAD-7 pre and post the course to measure changes 

in mood and anxiety. These tools were also useful for risk screening, e.g., very low 

mood and thoughts of suicide, so that the practitioners could take the appropriate steps 

as suggested by their organisation as a duty of care. 
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Enjoy Your Baby - by Dr Chris Williams  

 

Audience: Intended for use after the baby is born, up to a year old.  

 

Course Length: It is 5 sessions long (lasting 1 - 2 hours per session) and is based on 

CBT.  

 

Course content: The course is based on CBT and has the overall theme of improving 

the mood of the parent, addressing their anxieties and low mood. The course is designed 

to be practical and interactive with hand-outs to complete, discussions and case studies 

to discuss. The sessions include understanding how thoughts affect feelings, physical 

symptoms and consequent behaviours and how they are all related. Each session looks 

at addressing either behaviours or thoughts. For example, the course reviews activities 

that the participant may have stopped doing due to low mood or anxiety and looks at 

activities that might give them a 'lift'. It also discusses assertiveness, what 'presses your 

buttons' and problem solving.  It looks at different types of thoughts (for example, 'are you 

your own worst critic?' 'Are you always jumping to conclusions' etc.) and how to tackle 

them. At the end of each session there is a chance to do a 5–10-minute mindfulness or 

relaxation exercise and then set a goal for the following week.  

 

The effects of this course were measured during the Two in Mind project: The 

practitioners used the PHQ-9 and GAD-7 pre and post the course to measure changes 

in mood and anxiety. These tools were also useful for risk screening, e.g., very low mood 

and thoughts of suicide, so that the practitioners could take the appropriate steps as 

suggested by their organisation as a duty of care. 
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Enjoy Your Infant - by Jenny Burns and Dr Chris Williams 

 

Audience: Intended for use for parents of infants aged 1-4 years old.  

 

Course Length: It is 4 sessions long. Each session lasted between 1 - 2 hours.  

 

Course content: The course is based on CBT and psychotherapeutic principles. It 

addresses and encourages a positive relationship between the parent and the infant. The 

sessions included looking at what the parent enjoys about their infant, who is in their world 

and what their child might be feeling in different situations. It also looks at how the CBT 

cycle can be applied to the parent but also to their infant too. It uses four key words as 

building blocks; watch, listen, understand and repair. These four words are a guide to 

help parents approach everyday challenging situation. One scenario used in the course 

was a little boy pulling a display of cans down in a large supermarket while shopping with 

his mum. If the mum can watch the emotion in the little boy ('fear and panic'), listen to 

what is going on in his reaction ('I thought the cans were a game') validate and understand 

why he did it and then repair the relationship afterwards, this can help develop their 

emotional and social life and bond between parent and child. Further, the course looks at 

what support the parent can find in their community and the different roles the parents 

play within the family. It also looks at the crucial 'serve and return' principle in 

communication and how to make play infant led.  

 

The effects of this course were measured during the Two in Mind project: The 

practitioners used the MORS and the CPRS scales; Mothers Object Relations Scale and 

the Child-Parent Relationship Scale (Simkiss et al., 2013) as pre and post course 

evaluations to measure changes in the parent-infant relationship.  
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Context of the refugee wellbeing interventions 
 
The ‘Perthyn’ project (meaning ‘belonging’ in Welsh) was a response to the Covid-19 

pandemic and its aim was to improve the wellbeing of refugees. It was funded by the 

Welsh Government. It had two main aims,  

 

• to create four online wellbeing groups for refugees, 

• to train sixteen refugee peer leaders to be able to run the above groups. 

 

Perthyn was approached with sustainability in mind and as stated already, used 

some of the learning from the Two in Mind project in how the non-health refugee 

peer workers were trained. The Two in Mind project mostly used a ‘train and hope’ 

model (Stokes and Baer, 1977), where the non-health workers were given a day’s 

training on how to run the wellbeing interventions. This proved to be flawed, as many 

workers did not follow through with the delivery of the interventions and/or did not 

learn how to deliver an effective group. The ‘Perthyn’ project however, used a 

‘modelled training approach’ where like scaffolding, the training only went as fast as 

the refugees absorbed information and were able to demonstrate their competency 

and understanding.  

 

The funding for the Perthyn project was limited to 9 months (October 2020 -July 

2021) and the project partners were the Mental Health Foundation (MHF) as the 

project managers (a charity focused on mental health prevention) and REACH+ (an 

English as a second language base within a local Welsh college) who recruited the 

refugees and put the groups together. The following describes the wellbeing 

intervention for refugee peer leaders and refugee peers: 
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The Perthyn wellbeing intervention – by Jenny Burns and Dr Nicole Burchett 

 

The peer leaders were taught the principles of facilitating a safe group online (although 

all these principles work for face to face too). These principles were taught over 6, 

modelled sessions and included the following: 

 

• Planning and recruiting for a group,  

• Presentation of theory from the first part of this thesis,  

• Co-production and collaboration,  

• Boundaries and safety,  

• Quality demonstration, empathy, rapport and hope,  

• Ownership, coaching skills and passing it on,  

• Reflective skills and Evaluation. 

 

Once the refugee peer leaders had recruited and were ready to lead a group, their 

peers received the following intervention: presentation of an English word for the 

session, chosen by the refugee peer leaders or the refugee peers themselves for 

example, ‘belonging’ or ‘team’ or ‘courage’ or ‘waiting’. 

 

The refugee peer leaders then asked the two following broad questions which were 

discussed: ‘Can you translate this into your language?’ and ‘What does this word 

mean to you?’ The refugee peer leaders captured this visually as the session 

progressed by using an online white board. When the sessions were previously held 

face to face, a large sheet of flip chart paper was used (see Diagram 2.1 below 

demonstrating the discussion based on the word ‘TEAM’).   
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Diagram 2.1 Diagram to show an example of a ‘white board’ type word exercise 

during a previous face to face Perthyn session (before Covid-19):  
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Reflexivity 
 

This section describes those interactions noticed during the research process that 

uniquely brought the researcher's position and training into focus. All of these 

interactions were considered during the analysis and discussion. These observations 

were not 'wrong', they just needed to be 'declared' in a spirit of transparency and notice 

how they might interact with the data. As explained above, choosing constructivist 

grounded theory allowed the interactions and reflexivity of the researcher a unique 

perspective to be included in the analysis. 

 

Charmaz, defines reflexivity as:  

 

 'The researcher's scrutiny of the research experience, decisions and 

 interpretation  in ways that bring him/her into the process. Reflexivity includes 

 examining how the researcher's interests, positions, and assumptions 

 influenced his/her inquiry. A  reflexive stance informs how the researcher 

 conducts his/her research, related to the research participants, and 

 represents them in written reports' (Charmaz, 2014, p. 344). 

 

With this in mind, the researcher noted the following: 

 

Recruitment of the participants was made easier because of their connection with the 

previously mentioned Two in Mind and Perthyn projects. The participants had a trust 

and reputation built with the project that allowed the researcher to recruit with very little 

trouble or explanation. The researcher had also co-authored two of the perinatal 

courses and the Perthyn intervention, which helped her fully understand what the 

participants were delivering. She had delivered all three perinatal courses and the 

Perthyn intervention, which gave her insights that allowed further exploration of the 

participants' experiences. This study could have been confusing for the participants, 

as they were aware of the researcher in another context, however this did not seem to 

be the case and the participants entered the interviews sharing their experiences 

freely. The researcher took care to follow the correct ethical procedures, with 

information sheets and consent so as not to make it informal. Also, to ensure further 

validation of the interviews for the perinatal sample, follow-up phone calls took place 

following the category formation to clarify and demonstrate accuracy of the analysis 

(Gray, 2014).   
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It is worth noting that during the interviews, the researcher had to keep in mind that 

despite her training, she was not there as a therapist, but as a researcher.  She was 

conscious of thinking about some of the experiences the participant’s mentioned 

during the interviews from a mental health practitioner perspective, but quickly 

reminded herself that she was not there for this purpose.  

 

Also, an imbalance of power could have occurred; for example since Two in Mind had 

enabled participants to deliver the course through Welsh Government monies or that 

the researcher was a qualified health therapist which could have made the participants 

feel like that they needed to 'please' the researcher. Also, within the Perthyn project, 

the lack of command of English could make it easy for the researcher to be patronising 

or to lack patience with explanation. Any of these could have made the participant feel 

they were 'inferior' or 'indebted'. The participants may have been eager to be involved 

but could have felt like they 'ought' to answer the questions in such a way that they felt 

there were 'wrong' and 'right' answers. This is in line with the social desirability 

response, where the participants might be tempted to inflate or impress (Gray, 2014). 

Further, the researcher was aware of demand characteristics. This is understood to be 

where the participant attends an interview with pre-conceived ideas of what the 

interviews are about and answers the questions accordingly (Stuart-Hamilton, 2007). 

To try to address these two responses, the researcher did her best to design the 

questions as open ended. Also, the researcher stated at the start of each interview, 

that she wanted to collect THEIR experiences, not whether the courses worked or not, 

or how well they thought they did at delivering it, rather, their experience of their 

delivery and involvement (Creswell, 2014).  

 

During analysis, the constructivist grounded theory process of analysis helped remove 

any hasty interpretation as this approach kept the researcher firmly focussed on the 

data.  

 

In summary, 'rigour', 'truthfulness', 'goodness' and 'integrity' were upheld, along with 

transparency, in order to collect and analyse the data (Corbin and Strauss, 2015).  
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2.5 Governance 

 

2.5.1 Ethical approval 

 

A research proposal was submitted to the University of South Wales ethics 

committee in December 2015 and the committee suggested changes that needed to 

be made. The proposal was adjusted to reflect the comments and a further proposal 

was submitted in March 2016. Following some further amendments, the proposal 

was approved in July 2016, and this allowed the research to start in September 

2016.  

 

Further ethical approval was later sought to re-visit the participants in a follow-up 

phone call for validation of the categories found rather than a focus group. Ethical 

approval was sought to change this detail of the process, which was approved in 

June 2018. It was felt that trying to gather the participants from across different areas 

in Wales would prove a logistical challenge for transportation. Some of them had left 

their original jobs and were working on other projects with different managers, which 

meant that they would not be released to engage in a focus group. All the 

participants were mothers, and some had younger children, which also gave an extra 

barrier in attending a group. To re-engage some of the participants, if was felt that a 

phone call was the best option and removed many of the above barriers.  

 

Ethical approval was also sought to interview the refugee peer leaders in December 

2020. Following some adjustments suggested by the University of South Wales 

Ethics Committee, approval was granted on 11.01.2021 which allowed the interviews 

with the refugee peer leaders to take place in early 2021.  

 

The process evaluation did not need ethical approval as it was deemed a ‘service 

evaluation’ although consent was sought from those involved in the evaluation. 

 

 

2.5.2 Informed consent  

 

Consent was sought from all participants (See Appendix A2.3 and A2.7 for a copy of 

the consent forms for the perinatal and refugee participants) to allow them to make 

an informed decision regarding participation in this study. An information sheet was 

sent at the same time as the consent form via email explaining the study, stating the 
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title, the purpose, their role, expenses and payment, the possible benefits, and 

disadvantages of being involved in the study. All participants were also provided with 

information on how to voice concerns about safeguarding, confidentiality and what 

will happen to the results. For the refugees, a little more time was taken to make sure 

they fully understood why they were being interviewed and what their data was going 

to be used for. Care was taken to make sure the language within the information 

sheet was easy to understand and the ethics application stated how there a limited 

chance of harming the refugee sample who were considered ‘vulnerable’ (See 

Appendix A2.2 and A2.6 for copy of the information sheets). 

 

A further consent form and information sheet was sent out to the participants to invite 

them to take part in the follow-up phone calls for the perinatal interviews (See 

Appendix A3.4 for a copy of the consent form and information sheet for the follow-up 

phone calls).  

 

All of this was in line with the Health and Care Professions Council Guidance 

(Council, 2018).  

 

2.5.3 Confidentiality 

 

The researcher stored the data in a password secured folder on a memory stick 

and/or laptop dedicated to this research in accordance with Data Protection Act 

(2018). Anonymity was preserved through removing names and places within the 

transcription and thesis writing. It was useful to refer to different areas of Wales, but 

cities were not identified. Pseudonyms were used in all cases. 
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2.6 Participants 

 

This section describes the participants engaged in this study for the interviews and 

follow-up phone calls. 

 

2.6.1 Population 

 

One hundred and four family practitioners were trained to deliver the above courses 

through the Two in Mind project between 2014 and 2016.  Twenty-seven of those 

trained actively went on to lead courses regularly across Wales. Nine of these 

fulfilled the inclusion criteria for this study (see Table 2.1) and were selected as the 

sample. Sixteen refugee peer leaders were trained between Oct 2020 and July 2021. 

Six refugees left the project which left a population of ten. Six agreed to be 

interviewed. 

 

2.6.2. Sample 

 
This study used ‘purposeful’ or ‘purposive’ sampling. The research question and 

aims needed to afford collection of information rich data on a specific subject, namely 

those who had specifically either experienced delivering a well-being intervention 

with new mothers or with refugees. Patton (2015) suggests that a small number of 

purposefully selected participants can ‘illuminate’ the answers to the research 

questions, aim and objectives.  

 

The Perinatal Sample 

 

The purposive sampling category for the perinatal sample was a ‘group characteristic 

sample’ and specifically a ‘complete target population’ (Patton, 2015). The definition 

of a ‘group characteristic sample’ is:  

 

‘…to select cases to create a specific information-rich group that can reveal 

and illuminate important group patterns’ (Patton, 2015. p283).  

 

The entire group of perinatal non-health workers in the third sector who had delivered 

the wellbeing courses (n=9) were asked if they wanted to be interviewed. These nine 

workers fulfilled the inclusion criteria (see Table 2.1).  
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Table 2.1 Table to show the Inclusion criteria for the perinatal sample: 

 

 

• 3rd sector staff (paid or unpaid). 

• Had been able to successfully complete the delivery of at least one face to 

face intervention for all of the sessions. 

• Had an organisation which was supportive of their participation. 

• Had an organisation which could offer supervision/counselling if needed. 

• They were not a qualified health professional/therapist (e.g., not a qualified 

nurse or other allied health professional).  

 

The sample were all women with an age range of 30-65 (see table 2.2 for more 

details about the sample). They were asked via email (with permission from the Two 

in Mind project) whether they would be willing to be interviewed for this research; 

eight agreed and one did not reply. The email included an attached information 

sheet. Following their agreement in a reply email, a date and location for the face-to-

face interview were set. At the interview, a consent form was read and signed by the 

interviewee. These consent forms were kept in a secure file. Following the 

interviews, coding and category formation, the interviewees were invited again to 

participate in hour long follow-up telephone conversations to help validate the 

categories (see 2.8.2 for more detail). A further consent form and information sheet 

was signed before the follow-up conversations began. Each participant (n=8) was 

interviewed for up to an hour face to face and a further hour (n=5) on a telephone call 

(See 2.8.1 for more details about the transcription and Appendix A2.5 for an example 

a transcribed interview). 

 

Table 2.2 Table to show perinatal sample demographics.  

Participant 

(pseudonyms 

used) 

(paid/ unpaid) 

Charity Overview Welsh 

Region 

Age 

bracket 

Background  

Ava 

(paid) 

 

A mental health 

charity with a 

perinatal resilience 

project for parents.  

North 

Wales 

50-55 20 years in the care services, 

NVQ-2 in health and social 

care. Personal lived 
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experience of mental ill 

health. Mother. 

Beth 

(paid) 

 

A partnership 

project with 

statutory services 

and two charities 

that supports 

young parents. 

North 

Wales 

50-55 Independent living advisor for 

10 years, Wellbeing worker 

for 9 years, graduate with an 

arts degree, NVQ-4 Advice 

and Guidance, QCF5 in 

Social Care Practice for CYP. 

Mother. 

Courtney 

(paid) 

 

A national charity 

that supports 

families with 

children under five 

with a special 

emphasis on 

perinatal mental 

health. 

East 

Wales 

40-45 Social Worker trained. 

PGCE, College tutor (2 

years). Mother. 

Debbie 

(paid) 

 

A national charity 

that supports 

disadvantaged 

children. 

South 

Wales 

30-35 Graduate in Early Years and 

Education, PGCE, trained in 

different parenting 

interventions. Mother. 

Evie 

(paid) 

 

A national charity 

that supports 

disadvantaged 

children. 

South 

Wales 

35-40 Graduate in Education and 

Sociology, Post Grad in 

Systemic Practise. Looking to 

study psychotherapy. Mother. 

Fiona 

(unpaid) 

 

A local charity 

supporting women 

with perinatal 

mental health 

issues. 

South 

Wales 

35-40 Level 4 in Counselling, 

substance misuse training, 

foetal alcohol awareness and 

mental health awareness. 

Looking to study business. 

Lived mental ill health 

experience. Mother. 

Gina 

(unpaid) 

 

A national charity 

that supports 

families with 

children under five 

East 

Wales 

40-45 Qualified primary school 

teacher. Currently a stay-at-

home Mother and looking to 

study psychology. 
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with a special 

emphasis on 

perinatal mental 

health. 

 

Holly 

(unpaid) 

 

A national charity 

that supports 

families with 

children under five 

with a special 

emphasis on 

perinatal mental 

health. 

East 

Wales 

60+ Nursery Nurse working with 

children with challenging 

behaviour and emotional 

difficulties. Currently retired. 

Mother and Grandmother. 

 

 

 
The sample included those working for a number of different 3rd sector organisations 

across different Welsh geographical areas. Five of the participants were paid 

employees of the organisations and three were unpaid and volunteered their time. 

They had all delivered the courses face to face with parents at least once in their 

entirety (i.e., all the course sessions). Their method of delivering the courses was 

tailored to suit their client group. Some delivered it using a Power-point presentation 

that came with the course. Some took the course slower and spread the information 

over ten weekly sessions whereas others took five weeks to deliver it. Some used 

handouts provided in the course materials whereas others who did not provide a 

crèche facility gave the parents handouts to complete at home.   

 

The organisations' managers had previously selected the practitioners to be able to 

deliver the courses as part of their existing projects. These managers deemed the 

practitioner as capable of delivering the courses and held them accountable. These 

actions helped remove bias and liability from the researcher, as she did not employ 

them or know them personally. The researcher was only acquainted with the 

participants through the Two in Mind project. No payment was made to any of the 

participants and the researcher also did not receive monies from the research 

undertaken. However, the first two years of the study also contributed to the Two in 

Mind project evaluation, so part of her time was salaried. 
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The Refugee Sample 
 
This sample too, was purposeful and a ‘group characteristic sample’, however, this 

sample was described as a ‘maximum variation (heterogeneity) sample’ as the 

participants were purposefully picked to represent the four different groups being led 

in Wales to examine their experiences. The researcher could have purposefully 

sampled the refugee peer leaders by country or cultural background, but to maintain 

anonymity, she decided against this (Patton, 2015). In addition, the participants 

needed to fulfil the inclusion criteria (See Table 2.3). See the ‘Recruitment’ section 

below for more details on how this sample was recruited.  

 

Within the Perthyn project itself 16 refugee peer leaders were recruited; however, as 

time went on, this reduced to 10 refugee peer leaders for various reasons. All 10 

were asked by the project staff whether they would like to be interviewed online for 

this thesis as they fulfilled the inclusion criteria, but only 6 agreed to be interviewed. 

Recruitment of the other 4 eligible refugee peer leaders was made more difficult 

because some of the refugees were uncomfortable and/or suspicious of being 

interviewed due to their past experiences and the fear of being traced or identified as 

many had had to flee their country of origin and did not want any attention brought to 

themselves (even though they were assured their discussion would be anonymised). 

In addition, the Perthyn project itself had an outcome of a film documentary along 

with a focus group, so many of the 10 refugee peer leaders felt ‘over studied’.  

 
 
Table 2.3 Table to show the inclusion criteria of the refugee sample. 
 

 

• Those who have completed the training led by the Mental Health 

Foundation to run the groups.  

• Those who have delivered at least 4 sessions of a group out of the total 6 

sessions required by the Perthyn project. 

• Those who are not a qualified health professional (mental health). 

• Those who have a good level of spoken English, could communicate the 

intervention in English, facilitate a group following the training and 

understand the information sheet and consent form.  

 

 
Some biographical data was collected but not country of origin or town where they 

lived in Wales in case this afforded identification. All the participants were volunteers 
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or paid workers for REACH+, the partner charity for the Perthyn project. Each 

participant was a refugee themselves having gone through the process of 

establishing their residency in Wales. They were deemed by the REACH+ managers 

to have a good standard of English so they could understand the training materials 

and keep their future group safe.  

 

Table 2.4 Table to show refugee sample demographics.  

 

Refugee Participant 

(pseudonyms used) 

(paid/unpaid) 

Age bracket Current situation 

Ida (unpaid) 50-55 Refugee (African) 

Amina (unpaid) 40-45 Refugee (African) 

Cyrus (unpaid) 25-30 Refugee (African) 

Berto (unpaid) 45-50 Refugee (South America) 

Adi (unpaid) 40-45 Refugee (Asia) 

Samia (unpaid) 35-40 Refugee (Africa) 

 
There are no specific exclusion criteria apart from what is mentioned above. 
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2.6.3 Risk Issues 

 

Risk issues for the perinatal sample 

 

There was an anticipated potential risk of recalling difficult safeguarding disclosures or 

similar that occurred during the courses could cause distress to the participant during 

the interviews. There was also a small risk for the researcher of conducting the 

interviews alone.  

 

For the perinatal sample, the researcher addressed the risks as follows: 

 

1) The researcher established before the interviews that the participant’s 

employment or organisation upheld the law regarding safeguarding issues and 

took the appropriate action. 

 

2) If during the interview the participant disclosed a safeguarding issue that had not 

previously been reported to their organisation, the researcher would insist that 

they speak to their managers. If the participant did not report it, the researcher 

would do so. This was clearly outlined in the information sheet and participants 

were asked to consent to this. 

 
3) Further, the researcher is a registered health professional with the HCPC and 

had therefore a duty of care to report safeguarding issues or concerns to the 

appropriate authority stated in the information sheet.  

 
The researcher addressed interviewing alone face to face by being familiar with lone 

working policies and procedures. For safety, the researcher planned the venue so that 

there were other people in the building and had easy access in and out of the room. 

Similar precautions were adhered to for the follow-up phone calls. 

 

Risk issues for the refugee sample 
 
 

Like the perinatal sample, the potential risk for the participants could be recalling 

difficult situations or disclosures during their running of the wellbeing intervention. 

Further with this population, the researcher and the participant were not in a 

professional environment as the interviews were held online. The interview therefore 

could be overheard by someone else who might have been vulnerable in some way 
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and therefore damaged by some of the interview content. Because of being overheard, 

the participant could have felt forced or even coerced into hiding aspects they might 

have wanted to share which were important to the research because they think 

someone was listening. This in turn, could have compromised the integrity of the 

research. 

 

For the refugee sample, the researcher addressed the risks as follows:  

 

1) All participants received an information sheet explaining the research with its 

aims, process, and data collection (see Appendix A2.6). In addition to this, 

because English was the participants second language but to be respectful of 

a potential high level of English, the researcher offered to explain or read out 

the information sheet further if desired by the participants.  

 

2) Also, an informed consent form was read by the researcher and agreed to via 

email from the participants to the researcher following their agreement to take 

part in the study due to Covid-19 restrictions (see Appendix A2.7). The 

participants were re-assured of the recorded interviews being kept in a pass-

worded data file that would be destroyed after the PhD examination.  

 

3) Secondly, if the participant found or the researcher noticed that recalling 

situations or disclosures difficult or distressing during the interview, the partner 

charity REACH+ was ready to organise an urgent supervision and if necessary, 

a safeguarding referral as per their policy. If further help was needed, a 

consultation with a registered mental health practitioner employed by the 

Mental Health Foundation would be provided and if needed, this practitioner 

could suggest the participant visits their GP or similar health professional (e.g., 

a refugee nurse). The contact details for these health professionals were on 

hand if needed. 

 

4) Thirdly, the researcher discussed with the participant the risks and 

confidentiality issues of being overheard during the interview because it is 

online and recommended that the participant was in a room with the door shut 

or a place on their own. The researcher let the participant know that the 

interview would pause if someone entered either the researcher’s room or the 

participant’s room where the interview was taking place.  
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5) Following permission from the Mental Health Foundation and REACH+, it was 

also important that the participants who made up the sample for the interviews, 

were not coerced or pressurised into being interviewed. The researcher 

ensured she offered to read the information sheet with each potential 

participant following their week ‘cooling off’ period and subsequent interest in 

the project (as described in point 10 above), so they were clear about their role 

in this research either face to face or over the phone due to Covid-19 

restrictions. The participants had the right to withdraw at any time and this was 

stated in the Information Sheet. 
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2.7 Method 

 

2.7.1 Recruitment 

 

Following ethical approval (see Appendix A1.2 and A1.4), potential participants for the 

perinatal sample were contacted by the researcher either in person or via e-mails to 

ask whether they would agree to take part in the research. The perinatal sample were 

also not coerced or pressurised into being interviewed or partaking in follow-up phone 

calls. The researcher sent the potential participant an information sheet by email and 

allowed a ‘cooling off period’ of one week for them to consider their involvement. The 

researcher made contact again with the potential participant and asked whether they 

would like to arrange an interview date or whether they wished to decline involvement. 

Following an affirmative decision, and before the interview started, the participant 

signed a consent form (see Appendix A2.3).  

 

The same procedure was followed for the follow-up phone calls, with an information 

sheet sent out via email with a further consent form (see Appendix A3.2 and A3.4) 

presented signed and returned. If requested, all information sheets and forms could 

be provided in Welsh in line with Government policies. There was no request for any 

of the interviews to be conducted in Welsh. 

 

Following further ethical approval (see Appendix A1.6), the refugee sample were 

recruited. Once the wellbeing intervention had started to be delivered to the refugee 

peers, the Perthyn project staff recruited six participants from the remaining ten 

refugee peer leaders matching the inclusion criteria. The Perthyn staff selected the 

six participants and asked them via email whether they would like to be interviewed 

as part of this study. If they agreed, the Perthyn staff would send the information 

sheet to the potential participants. Following a one week ‘cooling off period’, the 

Perthyn staff re-contacted the potential participants to ask what decision they had 

made. If they agreed to participate the researcher would then contact them. The 

Perthyn staff asked the potential participants to remove bias from the researcher as 

agreed by the ethics committee.  

 

Following contact, the researcher offered to read through the information sheet again 

due to the possible language barrier. If the participant wanted to continue, a consent 

form was sent (see Appendix A2.7), and they were asked to send an email saying 

they consent. Once this email had been received, the researcher set up an online 
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interview date. If the participant wanted to send a signed consent form in the post, a 

stamped addressed envelope was provided. 

 
If a participant did not want to be a part of the study, the Perthyn member of staff was 

asked to approach another peer leader with the above same process until all ten of 

the available refugee peer leaders had been invited.  

 

2.7.2 Interview design and procedure 

 

The interview questions were devised to be flexible and open-ended. Corbin and 

Strauss state that it is important to remember to design the questions in an open 

manner, to allow the participants to talk about other topics that might not have been 

asked. The interview was therefore structured to enable the researcher to explore the 

participant's answers further in order to better understand what was being said (Corbin 

and Strauss, 2015). Checklists were used to ensure that the questions were 

appropriate for a grounded theory type analysis for example, Gray and Kumar give ask 

questions like; is the wording loaded or biased? Are there two questions in one? Are 

the questions ambiguous? Are the questions leading? These, and other checks, 

helped the researcher to think through the design of the interview questions (Gray, 

2014) (Kumar, 2014).  

 

The interviews were all 1:1 except for one, where a student was present. The 

interviews for the perinatal sample were held all over Wales in settings of the 

participant's choice; either in their home (adhering to the lone working risks), their office 

or a mutually quiet location. The interviews varied in time, ranging from twenty-five 

minutes to one hour amounting to approximately 40 thousand words of transcript. 

Before the interviews started, the participants gave the researcher their approximate 

age. The researcher was already reasonably familiar with the charity they worked for. 

 

The refugee sample interviews used similar questions but were all online in an audio 

format only to protect anonymity. The interviews all took place on the Microsoft platform 

‘Teams’ and were recorded. The interviews varied in time, ranging from 45 minutes to 

an hour amounting to 25,000 words of transcript.  

 

A dry run of the questions was practised with the researcher’s supervisor as a proxy 

to check that the questions were 'working' and that the interview could flow. Following 

the perinatal participant questions, the refugee questions were developed to increase 



 132 

the richness of the data using some of the learning from the perinatal interviews and 

from the theory that had already been generated. For example, asking the participants 

what their ‘worst’ experiences were did not result in much data, however, asking more 

probing questions like ‘do you think it is important to be a refugee leading other 

refugees’ (Q.9) or ‘Can you tell me about what you think was important about setting 

the right mood in the group’ (Q.10). Table 2.3 shows the questions asked and which 

sample the questions were used with.   

 

Table 2.5 Table to show the type of questions used in the semi-structured 

interviews. 

 

 

 Questions Asked to the perinatal or 

refugee sample? 

1 Could you tell me what area of the world 

you originate from please? (Not country – 

like ‘Asia’, ‘Africa’ etc) 

Refugee only 

2 What is your age, marital status? Do you 

have children? 

Refugee only 

3 How long have you been in the UK? How 

long have you had your refugee status? 

Refugee only 

4 Can you tell me which 

course/intervention/s you delivered? 

Enjoy Your Bump, Enjoy Your Baby or 

Enjoy Your Toddler? 

Perinatal only 

5 Tell me a little of your 

background/training? 

Both 

6 Why did you decide to (be a peer leader 

and) deliver the intervention? 

Both 

7 Describe the sessions you have 

undertaken so far? (Group? Individual?) 

Both 

8 What have you enjoyed about delivering 

the intervention? 

Both  

9 Do you think it is important to be a 

refugee leading other refugees? Explain. 

(As opposed to a British national) 

Refugee only 
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10 Can you tell me about what you think 

was important about setting the right 

mood in the group? 

Refugee only 

11 What skills do you think you have that 

help you run a successful group and/or 

session? 

Refugee only 

12 What have you found difficult about 

delivering the intervention? 

Both 

13 What would have made your experiences 

better/different?  

Perinatal only 

14 What was the worst experience 

delivering the intervention? 

Perinatal only  

15 What was the best experience delivering 

the intervention? 

Both 

16 Explain how delivering this intervention 

was different to what you have done 

before? 

Both 

17 How comfortable did you feel when you 

started? Did it get easier or more 

difficult? 

Both 

18 If someone were starting, and doing this 

for the first time, is there any advice you 

would give? 

Both 

19 Has this experience changed how you 

think about yourself in any way? 

Both 

20 What is your opinion of the intervention? Both 
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2.7.3 Data collection and management 

 

The data was collected through taped digital recordings of the face-to-face in-depth 

interviews and recorded audio interviews using the Microsoft platform, Teams. The 

consent form was signed in person before the interview started which gave permission 

for such recording and transcription or was agreed to via email. Each of the interviews 

was transcribed by the researcher.  

 

The follow-up phone calls for the perinatal sample were also recorded in line with the 

information sheet and signed consent form. These phone calls were not fully 

transcribed but instead notes were taken to add to the validation of the categories 

found during analysis. Data was stored on a password-protected computer. 
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2.8 Data analysis 

 

Diagram 2.2. Diagram to show the process of data analysis.  

 

Diagram to show the process of data analysis used for this study following a 

constructivist grounded theory approach.  

 

Data collection through 1:1 interview  

(Perinatal sample, n=8) 

 

Transcription of interviews 

 

Initial and focused coding with memos  

 

Data analysis 

 

Categorisation with constant comparison 

 

Validation and verification of categories with follow-up phone calls  

(Perinatal sample, n=6) 

 

Further analysis with constant comparison 

 

Theory generation 

 

Following theory inclusion in refugee training, further data collection through 1:1 

online interview (Refugee sample, n=6) 

 

Process Evaluation of how the theory was used in the refugee training. 

 

Further analysis with additional insights into theory 
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2.8.1 Transcription of interview data 

 

The researcher transcribed the perinatal and refugee audio recordings (n=14). Each 

interview took between six-eight hours to transcribe. The total data amounted to sixty-

five thousand words (40,000 words for the perinatal sample and 25,000 words for the 

refugee sample). Charmaz recommends that the researcher transcribe her own 

interviews in line with grounded theory, which generates analysis from the data. This 

therefore allowed the researcher to be immersed in the data right from the start 

(Charmaz, 2014).  

 

The researcher also took notes during the interviews, and these were used to refine 

and amend the questions being asked. The researcher also recorded any thoughts 

she had that emerged during the interviews. These thoughts and any other notes were 

considered during the analysis of the data. 
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2.8.2 Analysis of interview data  

 

Coding 

 

Following transcription, an initial coding exercise took place with each interview using 

Word documents. The coding was carried out line-by-line or sentence-by-sentence 

depending on which was more appropriate. Following the constructivist grounded 

theory method (Charmaz, 2014), each line or sentence was examined for 'action' and 

'process'. The coding also looked for the reaction of the participant and their feelings 

as a result of this process or action. The use of language to describe the codes was 

key. Gerunds (nouns formed with a verb ending in 'ing') were used in describing the 

codes as often as possible to keep the 'action' and 'process' focus. This allowed the 

codes to have a sense of life in themselves, drawing the reader in and giving a sense 

to the researcher of the processes that were happening. Memos (ideas, thoughts and 

questions) on the codes were written alongside the codes. 

 

Charmaz also describes the use of 'in-vivo' codes. These are a few words strung 

together that when read have a further, significant meaning that is best expressed in 

a certain way. For example, one participant when describing her work with the charity 

following a difficult time in her previous work stated, 'It has given me my mojo back' 

(Hope). These codes were preserved in their entirety as they spoke of a deeper implicit 

meaning, which was difficult to capture in any other way. Charmaz discusses this 

approach as 'heuristic' in nature where the codes are able to point out and stimulate 

interest towards further understanding for the researcher, allowing a deeper analysis 

(Lewis, 2015). In addition, and as far as possible, the viewpoint of the participant was 

kept as the central focus with the avoidance of using, for example, health language or 

jargon. Charmaz points out that the study was conducted to see: 

 

  ' ...the world through their eyes and understanding the logic of their 

 experience.' (Charmaz, 2014, p. 133) 

 

Grounded theory in its original design insisted on the researcher having a head that 

was 'empty' as far as possible (Corbin and Strauss, 2015). However, there are 

arguments to suggest that this is very difficult, as every researcher comes with their 

own background, training, world views and past influences as discussed earlier in this 

chapter (Dey, 1999). Charmaz argues that coding line by line reduces the influence of 

the researcher's views, which can muddy the interpretation. She states that line-by-
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line interpretation allows the participant's viewpoint to speak and researcher's 

viewpoint to be minimised. However, she does not deny that the researcher and indeed 

the whole environment of interviews, relationships and social locations have a bearing 

on the data and analysis and clearly states that these aspects need to inform the 

analysis.  

 

Focused Coding 

 

Following initial coding, focused coding took place, where the initial codes were 

summarised again, and the initial codes were brought together. Another key concept 

of grounded theory coding was used at this stage; comparison of data with data (Corbin 

and Strauss, 2015). As the codes were being written and formed, they were continually 

checked back and forth with the data and initial codes to see if the words written were 

a good representation of what was being said. During focused coding, Charmaz also 

encourages the researcher to look for processes that the participant discussed. For 

example, the participant might describe (without realising it), a process of how they 

engaged with the mums in order to build rapport. Charmaz gave some helpful 

questions to look for these processes while coding (See Table 5). 

 

 

Table 2.6 Table to show additional questions used to look for 'participant 

processes' while coding. 

 

 

• What process or processes is at issue here? How can I define it? 

• How does this process develop? 

• How do the participants act while involved in this process? 

• What does the participant profess to think and feel while involved in this 

process?  

• When, why and how does this process change? 

• What are the consequences of the process? 

 

 

(Charmaz, 2014, p. 127) 
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Category formation 

 

The coded documents were then uploaded onto NVivo software package. This helped 

bring all the data and its codes together into one place. From this, 'nodes' were created, 

and each code (and related data evidence) was placed under a node.  

 

After all the nodes and data evidence were created, these were examined and grouped 

into more focused categories as discussed in the Results chapter. For the perinatal 

sample, these were displayed using a software package called ‘SimpleMind’ and 

colour coded for ease of reading. 

 

For the perinatal sample, these categories formed the basis on which to re-contact the 

participants to ask them their thoughts and feelings on the emerging categories. This 

was a form of verification of the data and a way of looking at the data from different 

angles to maximise its 'rigour', 'truthfulness', 'goodness' and 'integrity' (Corbin and 

Strauss, 2015).  

 

Follow-up phone calls for the perinatal sample 

 

This method of collecting data was for the perinatal sample only, the researcher 

attempted to contact all eight of the participants via email to conduct follow-up phone 

calls to verify the categories. Only two participants were in the same job and replied 

via email. The researcher emailed or phoned the other participants' managers to ask 

their whereabouts. She discovered that they were either no longer a volunteer, their 

project had ended, or they had changed jobs, making contact via work emails more 

challenging. Finally, contact was made with six of the previous participants and they 

were all offered a phone interview. Five accepted the interview. The information sheet 

and consent form were sent along with the category diagram (Fig 2.2).  The questions 

asked during the follow up phone calls are illustrated in Table 2.3 below. The phone 

calls were recorded on a digital tape recorder and the researcher also took notes. All 

the relevant comments made by the participants were included in the results chapter 

and the conversations were used to consider the relevance of the categories and their 

verification. 
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A note on the analysis of the refugee sample 

 

This second sample (refugee peer leaders) followed the same process as described 

above however, the purpose of this sample was to enable a triangulation or different 

viewpoint of peer leader experiences delivering a wellbeing intervention. It is worth 

noting however, that the data collected from the second sample of peer leaders was 

after a theory had been generated. In addition, this same theory was used in the 

modelled training approach for the refugee peer leaders as described in the methods 

chapter and the process evaluation chapter. The analysis used the exact same 

techniques as described in the constructive grounded theory method above to draw 

out additional evidence and insights for the current categories but also evidence that 

supported new insights. This enabled the researcher to view the data afresh, look for 

actions and processes and then compare with the current categories. 
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Fig: 2.3 Figure to show category diagram sent to the perinatal participants for discussion during follow-up phone calls  
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Table 2.7 Table to show questions asked during the follow-up phone call with 

the perinatal sample. 

 

 
1. On the diagram you can see one category I have interpreted is your 

experiences of 'DELIVERING' the courses. This includes reflecting, training 

others, preparing, peer learning, the knock-on effect at home, approaches, 

sharing, adapting, processes, curriculum, listening, facilitating, challenges 

and victories, and boundaries. Would you agree (or not) that these are some 

of your experiences with delivering (and preparing for) the courses? Please 

explain further if need be. 

 

2. On the diagram you can see another category I have interpreted of your 

experience; how you 'FELT' about delivering the courses. Take a look at the 

category of 'FEELINGS', which includes confident, unconfident, successful, 

challenged, hopeful, maternal/nurturing, powerless, empathy, frustrated, 

rewarded. Would you agree (or not) that these are some of your feelings 

while delivering (and preparing for) the courses? Please explain further. 

 

3. On the diagram, the last category I have interpreted is your experiences of 

how you viewed yourself entitled 'THEMSELVES'. This includes How you 

view yourself, previous training, life experiences, work experiences, 

motivations, beliefs and wisdom, and the merging of personal and 

professional. Would you agree (or not) that these are how you have viewed 

yourself while delivering (and preparing for) the courses? Please explain 

further. 

 

4. Is there anything else you would like to add? 
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Theory generation  

 

Constructivist grounded theory is an interpretive form of generating theory which aims 

to understand rather than describe and explain. It aims to find patterns and 

relationships, connections, and process. This contrasts with the positivist view of 

theory generation, which is more linear, explanatory and predictive. The positivist view 

looks for causes and is deterministic in its conclusions (Glazer and Strauss, 1967). 

However, Charmaz (2014) defines interpretive theory as: 

 

 '...imaginative understanding of the studied phenomenon. This type of theory 

 assumes multiple realities; indeterminacy; facts and values as inextricably 

 linked; truth as provisional; and social life as processual.' (p. 126) 

 

Interpretive theory acknowledges that the phenomenon studied is subjective. In this 

study, the experiences of the workers delivering the perinatal courses are observed 

through the interviews and follow-up phone calls to 'ask questions' (Charmaz, p.150) 

to find out 'how' and 'why'. The theory generated in this study will look for relationships, 

connections, actions, process, and patterns. It will tell a story of the narrative of the 

participants' experiences. As previously mentioned, this method encourages the use 

of 'gerunds' - words that are active, so this will be reflected in the theory rather than 

just a description of the experiences. The researcher hopes that the theory generated 

will be able to demonstrate a greater understanding of the 'how' and 'why' of the 

participants experiences to contribute to workforce development within the third sector. 

 

Literature Review Methods 

 

Grounded theorists are naturally suspicious of literature, fearing that it will interfere 

with the inductive process of constructing theory from the data alone. At what point 

literature review should be undertaken in a study is also a widely debated subject 

(Tummers and Karsten, 2011) (Rolfe, 2006). The traditional grounded theory approach 

required the researcher to delay their literature review until after theory had been 

generated so that the data could be viewed by the researcher as unbiased as possible. 

Glaser and Strauss suggested that when data is examined with the knowledge of other 

literature, the researcher's analysis and final conclusions could end up being 'received 

theory' (Charmaz, 2014) (Glaser and Strauss, 2008).  
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However, as the grounded theory approach has moved forward over the years, most 

academics agree that it is unavoidable that the researcher brings knowledge of 

literature and expertise into their study even if they have not done an extensive 

literature review. Corbin and Strauss stated that this could not be ignored. They 

insisted that the researcher could not be a 'tabula rasa' (Corbin and Strauss, 2015).  

 

Charmaz supports this and cites that the researcher has undoubtedly used literature 

for example when writing the research proposal looking at major pieces of work, policy 

etc. to justify their need for a study. This is true for this study.  She also says, however, 

that since the start of the study and the literature viewed, new discoveries from the 

data may change the search terms. This is also true of this study. She advises that the 

literature review should fit the aims and arguments of the study and to use the literature 

to assess, analyse, critique and discuss the theory generated (Charmaz, 2014).  

 

Tummers and Karston evaluated and reflected on the role of literature and how it had 

been used throughout the writing of grounded theory studies. They described literature 

use in the three phases of grounded theory approaches: research design, data 

collection and data analysis. These included justification for the study, literature as an 

additional source of data, and increasing insights during data analysis. They also 

highlighted the pitfalls of using literature during these phases too. They recommended 

(endorsed by Charmaz, 2014): 

 

 ' ... academic publications should ... be explicit about how literature has 

 been used during the research process as well as about the limitations this 

 imposes on the results.' (Tummers and Karsten, 2011, p. 80).   

 

Charmaz concludes that: 

 

 ' ... engaging the literature goes beyond a ... chapter of a thesis. Weave your 

 discussion of it throughout the piece.' (Charmaz, 2014, p. 309) 

 

Therefore, this study used literature in the following ways:  

 

• During the introduction, literature was used to identify the gaps for this study, 

the policy context, and to justify why this study could contribute to the 

knowledge of building non-health worker capacity in the workforce so that 
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mental health could be tackled earlier during the perinatal time. It was used to 

'set the stage' (Charmaz, 2014) (P. 308) for the study that was to follow. 

 

• Literature was used in researching the methodological approach to justify the 

best fit to meet the aims of this study. 

 

• Literature was used during the results chapter, to examine how different studies 

approached their analysis. 

 

• Literature was used within the Process Evaluation specifically to review 

different types of process evaluations and learning theories. 

 

• During the discussion chapter, literature was searched, using search terms that 

were informed by the results and categories. 

 

• Following theory generation, the literature review chapter looked at significant 

studies that help assess and critique the theory generated.  

   

In summary, the process of collecting the data and gradually narrowing it down a 

'funnel' through coding, categories, comparison, eventual theory, and the 'weaving' of 

literature throughout, has been documented here using a constructivist grounded 

theory approach.  
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3. RESULTS 

 

3.1 Chapter overview 

 

The following chapter describes the findings from the interviews and follow-up phone 

calls with the perinatal sample followed by the findings from the interviews with the 

refugee sample.  

 

Results from the perinatal sample 

 

Following analysis, the findings were divided into three core categories; EMPATHY, 

RAPPORT and CHALLENGES (see Fig. 1). These categories and their sub-

categories, told the 'story' of the participant’s experiences (Charmaz, 2013). For ease 

of reading and to show how they all inter-relate, every time a CORE CATEGORY is 

mentioned it will be CAPITALISED and BOLDED. When a sub-category is 

mentioned in this chapter, it is in bold text. 

 

During the follow-up phone calls, the core categories and sub-categories were 

discussed with the participants to see if more clarification or detail could be added to 

elaborate further and enhance their 'story'. Charmaz (2014) describes this technique 

as 'theoretical sampling' and defines it as:  

 

 ''seeking and collecting pertinent data to elaborate and refine categories in 

 the emerging theory.' (Charmaz, 2014, p.192).  

 

This strategy allowed each sub-category to be discussed with five of the participants 

during the follow-up phone calls; refining, paring down, elaborating, discovering more 

properties of the sub-category, variations, relationship with other sub-categories, re-

wording or elimination of the sub-category altogether. Charmaz (2014) says that a 

theoretical sampling approach allows the properties of the category to be tested to 

see if any more emerge. This allowed the categories to reach a saturation point. 

 

Fig 1. Is a map to show the final three core categories: EMPATHY, RAPPORT and 

CHALLENGES and sub-categories. It also shows how the sub-categories link 

together which is illustrated with two-way arrows. The colours help demonstrate the 

three distinct core categories. 
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The category EMPATHY had sub-categories of lived experience, motivation, hope 

and reward. Lived experience was purposely put to the left of EMPATHY because 

it was a key sub-category in stimulating and producing EMPATHY in the participants. 

As part of the motivation sub-category, there was one participant who experienced 

de-motivation and reduced mental health but who then found a solution which 

linked back to being motivated again, joining the hope and reward cycle.  

 

RAPPORT had two distinct sub-categories which had their own properties, 

authenticity and flow. Authenticity was a sub-category which was a stance and 

approach that the participants demonstrated in being accepting, listening and 

having boundaries (or not). Flow was a sub-category that captures more of the 

delivery aspect of the participants namely preparing, attunement, guiding, control 

(giving control to the mums) and endings. All these sub-categories and their 

properties fed into describing the experiences of how the participants were able to 

build connection and RAPPORT with the mums. 

 

CHALLENGES had three subcategories of confidence (or lack of), powerlessness 

and frustrations. These challenges were all mitigated and overcome in different 

ways (except for one participant who experienced so many frustrations she left her 

job).  

 

The following diagram shows the final three core categories, with the sub-categories, 

which will then be discussed. 
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Fig 3.1 Diagram to show final core categories and sub-categories for the experiences of non-health workers delivering a perinatal 

course.                     
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3.2 Presentation of results (perinatal sample) 

 

3.2.1 Core category 1: EMPATHY: Its processes and relationships 

 

EMPATHY was a category that emerged from the findings during analysis. It was a 

standpoint that all of the participants came from at some point in their interviews and 

confirmed during the follow-up phone calls. 

 

EMPATHY is defined as: 

 

' ... the perception of the internal frame of reference of another with accuracy  and 

with the emotional components and meanings which pertain thereto as if  one were the 

person ... ' (Rogers, 1962, p210-211) 

 

EMPATHY was chosen as a core category over 'sympathy' as its definition of 'feelings or 

pity and sorrow for someone else's misfortune' (Oxford English Dictionary, 2018) lacked the 

depth of experience and feeling that the participants portrayed in their interviews. The 

participants relayed the feeling of genuinely being able to 'walk in their (mums) shoes' and 

feel the pain and difficulties that the Mums were feeling because they too had experienced 

difficult circumstances in the past. These memories of perinatal experience afforded a 

connection and the ability to relate to the mums and have a ' ... perception of the internal 

frame of reference of another ... ' (Rogers, 1959, p210-211). The following quotes from two 

of the participants demonstrate this category clearly. 

 

 

Ava: 'I think it comes from empathy if I am honest, because I have been there so that 

gives me 'I can walk in your shoes' thing.’ (Interview, p. 5) 

 

Ava: ‘I think it's my sort of life experience that has been beneficial to others.'  

(Interview, p. 1) 

 

Holly: '...but sometimes you have to go through these experiences yourself to 

understand in a greater way ... ' (Interview, p. 5) 
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The following diagram shows the EMPATHY process within this study and its relationship 

with the sub-categories. 

 

Diagram 3.2 Diagram to show EMPATHY: Its relationships and processes with the 

subcategories. 
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Feelings of EMPATHY do not seem to stand-alone. They appear to work in conjunction with 

other emotions, which is worth analysing more deeply.  The data pointed towards its 

relationship to lived experience, motivations and hope in the following account. 
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Lived experience. 

 

The participants stated that their past and present experiences, positive and negative, 

illness, caring or struggling through being a parent gave them a feeling of being able to stand 

in the shoes of their mums, to be with them, shoulder to shoulder, bringing a sense of 

authenticity to their support. It is almost as if the lived experience gave them a qualification 

in EMPATHY from the ‘school of life’. Holly illustrates this in the following quote when she 

had just given birth to her own daughter: 

 

 

Holly:  '... sometimes maybe the professional experience can be a drawback ... I 

remember when my (first child) daughter was born ... I was in hospital when she was 

born ... and asking the nurse one day 'when can I go home?'... and she said, 'do you 

have any experience?' and I obviously hadn't had any experience and I said, 'well I 

am a nursery nurse'. But when I thought about it afterwards that was of no relevance 

because that was all textbook stuff and there is a vast difference between textbook 

and experience.' (Interview, p.2) 

 

 

The relationship of EMPATHY to lived experience is demonstrated. However, there were 

different types of lived experience, positive and negative, past and present that then 

resulted in EMPATHY. Some participants had experienced their own on-going perinatal 

mental health difficulties. Fiona described her difficult time: 

 

 

Fiona: 'Yes, I have a diagnosis of a personality disorder and bi-polar disorder as well 

as an anxiety disorder and when I had my first child, I was OK during pregnancy but 

started to experience psychosis during labour and went on to develop postpartum 

psychosis. It took a long time to recover from that. I did go on to have another child 

and I suffered with post-natal anxiety and even though I already had anxiety it was 

just amplified to the point of agoraphobia for about a year ... (I could) draw on (this) 

lived experience'. (Interview, p.1) 

 

 

Fiona was able to state that she could 'draw' on these experiences in order to help the 

parents almost as if these experiences gave her a well to 'draw' from to give strength, 

knowledge, wisdom, and support to the mums. She could indeed 'stand in their shoes'. 



Jenny Burns. June 2021. Page 153 

 

Exploring this category further with Fiona during a follow-up phone call, she described her 

own experiences as giving her the ability to 'relate' to the mums and their current struggles. 

 

 

Fiona: 'I definitely could relate - to all of the mums to be honest.' (Follow-up phone 

call) 

 

 

Beth too, while exploring further this category of EMPATHY during the follow-up phone call, 

wanted to help others out of her own reported experiences of isolation. By using the word 

'isolation', this demonstrated the emotional pain Beth had felt during her time as a parent. 

She did not use the words 'lonely' or 'lacked support' or 'I had no friends', but 'isolation', 

which conveys an image of being completely cut off as if on an island, away from everything.  

 

 

Beth: 'I wanted to help people because I myself felt so isolated.' (Follow up phone 

call) 

 

 

Ava described how understanding 'what makes her tick' has helped her in her own journey. It 

allowed her to process her lived experience and to analyse her reactions and thoughts, 

giving her a sense of greater control over her life. She says she has understood herself and 

learned who she is. As a result, she wants to pass this onto others, describing it as a 'win-

win' situation. Her experience of processing her challenging experiences, gaining control, 

and moving on is said with real conviction. It is a message of hope she wants to pass on.  

 

 

Ava: 'a lot of what has been delivered in (Enjoy Your Baby) are things I have 

experienced, and I am very self-aware myself, so I think I can help other people 

become that way because if you can identify who you are and what makes you tick 

then you are on a ‘win-win’ because you can deal with it.' (Interview, p. 8) 

 

 

EMPATHY also sprang from the past experiences of supporting loved ones with mental 

health difficulties, not necessarily perinatal but rather the day in day out caring for those with 

illness. Ava here describes these experiences of giving her a 'footing' of knowledge, 
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suggesting that these experiences have allowed her to achieve a step towards 

understanding the mums lives i.e., having EMPATHY. 

 

 

Ava: 'I have a mother and a sister who live with schizophrenia and another sister with 

bi-polar so I am fully aware of what can happen and how they feel. So, I think it's 

given me a good footing of having that background knowledge.' (Interview, p. 1) 

 

 

Present lived experience of being a parent, wrestling with and adjusting to the role of being 

a mum and recognising a lack of skills with different aspects of her children's personalities 

gave Gina the empathic response and motivation to help other mums. Gina recognised that 

she was able to find the 'resources' to work through the challenge of parenting, but she 

noted that not everyone could - this was the gap she wanted to help fill. 

 

 

Gina: 'So I have been a stay at home mum and actually that has been a large part of 

the experience that I have been working from because I have found that each of my 

children were SO totally different and required different parenting and I didn't 

necessarily have the skills to deal with their different needs ... and it was really that 

process that made me aware of how difficult parenting is for the majority of people 

and actually not everyone has the resources to be able to find those answers for 

themselves.' (Interview, p. 1) 

 

 

Evie also noted how before being a parent she thought she understood what it was like to 

help parents and have EMPATHY, but after actually becoming a parent herself, this gave 

her a whole new insight and understanding that she had not experienced before. She was 

able to compare a 'before' and 'after' picture of how her EMPATHY and understanding 

changed. This demonstrates how lived experience (whether past, present, negative or 

positive) almost gives a 'qualification' for a deeper connection with the mums.  

 

 

Evie: 'I used to do parenting (parenting groups) before I was a mum and I didn't think, 

before I was a Mum that it made a difference. I thought it was absolutely fine not to 

be a parent and to support parenting ... but there is something about being a parent 
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that helps you to understand it on an emotional level and understand how easy it is 

to not do things you anticipate you will ... I think I am a better supporter of parents 

because I am a mum ...' (Interview p. 3) 

 

 

EMPATHY also had a relationship with the sub-category motivation.   
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Motivation 

 

The lived experiences of the participants gave them EMPATHY. This in turn motivated the 

participants to help the mums in some way. Their EMPATHY motivated them to reach out 

to the mums, sensing that what they could contribute could make a difference.  

 

 

Gina: '… and it was really that process (of being a parent) that made me aware of 

how difficult parenting is for the majority of people and actually not everyone has the 

resources to be able to find those answers for themselves.' (Interview, p1) 

 

Ava: '... because I have been there ... I can see when a mood changes and try to 

work with that to move forward so ... I am motivated in that way anyway.’ (Interviews, 

p. 6)' 

 

Beth: 'I wanted to help people because I myself felt so isolated.' (Follow up phone 

call) 

 

 

However, Fiona did describe how the lived experiences that were being shared in the 

group by the mums 'drained' her because she felt such a connection to them. Perhaps she 

was re-living the difficulties she went through and that the experience of 'standing in their 

shoes' was too overwhelming. This could be seen as a form of vicarious trauma although by 

definition, this is the: 

 

‘Process of change resulting from empathetic engagement with trauma  survivors.’  

(British-Medical-Association, 2018)   

 

Fiona was not only being traumatised by the stories she was listening to (vicarious trauma); 

these stories were also stirring up and causing her to re-live the trauma she had experienced 

when so unwell during the perinatal time. These symptoms were similar to post traumatic 

stress disorder. As a result, she became de-motivated to continue. She stated that it started 

to 'drain' her own resources. It is interesting to see that Fiona uses the two analogies of 

'draw' and 'drain', both of which could relate to water. Previously Fiona saw her experiences 

as something she could 'draw' on, almost like a deep well full of water that she could pull up 

in a bucket and give to the mums to help them in their psychological ‘thirst’. However, to 

continue the metaphor, she also found that working so closely with the mums was at times 
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like ‘pulling the plug’ on her well, and the water 'drained' out giving her nothing to offer. Her 

way of solving this was to delegate others to lead the group who could relate but not as 

closely as she did. She was in a fortunate position of management to be able to do this. 

Importantly, for Fiona, the feelings of EMPATHY had not gone away, but were still present. 

However, her ability to deliver the course was impaired as she felt it was damaging her own 

mental health. 

 

 

Fiona: 'Yes for me I have had to get other people to deliver the course for me now. 

That is because I not only experienced perinatal mental health (problems) I also 

experience mental health (problems) on a day to day basis, so for me I did find it 

quite draining because I felt so connected to these ladies ... it did start to drain my 

own resources so I just had to plan things again properly and get ladies that I knew 

who were in a good place, in their own recovery of perinatal mental (ill) health (and) 

people that have suffered with depression but not necessarily perinatal mental (ill) 

health, I find are quite good at delivering the courses because they can relate, but 

not to the extent I was relating'. (Interview, p. 3) 

 

 

This sub-category leads to a further the sub-category; 'hope'.  
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Hope  

 

There was a sense that the participants felt EMPATHY due to their different lived 

experiences and were therefore motivated to help because they could give some hope to 

the mums. Hope was almost like an intervention in itself. The participants were bearers of 

hope. 

 

 

Debbie: 'the people at the beginning were quite sceptical and how by the end we had 

won them over and they were like 'yeah, this worked, and this worked' ... but by the 

end they could see it and that was quite nice because you could see the impact it 

had had.' (Interview, p2) 

 

 

It was as if the fact that the participants had 'made it' through their difficulties meant that 

these mums could too. The participants carried hope with them from their own overcoming 

of difficult experiences to those who were now experiencing difficulties. When this was 

explored through the follow-up phone calls, the participants were pleased that the mums 

were doing better and had a 'smile on their face'. It was almost as if the participants could 

say: 'See, I told you that you could get through this. There was hope for a better day after 

all'. 

 

 

Fiona: 'I do bump into mums now and they all have a smile on their face.' (Follow up 

phone call) 

 

 

During the follow-up phone calls, Gina saw herself as also carrying hope with her in the form 

of a metaphorical light that shone into the mums’ dark places, something that helped them 

'see' again or find their way back from where they were lost in the dark. She describes it 

here: 

 

 

Gina: 'You are a beacon of hope for them.' (Follow-up phone call) 
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This then led to the final sub-category of feeling 'rewarded' for the input and time that the 

participants had put into the Mums.  
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Rewarded 

 

Following the question 'what were your best experiences?', being rewarded for the work 

they were doing was paramount. There were many types of reward mentioned. All the 

rewards discussed were intrinsic, as the participants felt rewarded by personal satisfaction, 

not whether they were paid or not. These intrinsic rewards fell into two types: feeling 

rewarded by seeing the change in others and feeling rewarded by seeing change in 

themselves. Both of these remained linked to the core category of EMPATHY.  

 

Holly stated that it made her 'feel good' that she was able to give the mums something to 

help them through their 'tough' lives.  

 

 

Holly: ''(it) makes me feel good. Makes me feel that I am giving them what it is they 

need to get through the following day because their lives are tough' (Interview, p.5) 

 

 

Ava said that 'seeing people recover' was rewarding and that this was indeed her best 

experience. She went on to relay the case of a woman who had been through her service 

and courses, was very unwell and highly anxious, but had come right through the other side 

and was now applying for jobs to help run the courses. From this experience, Ava 

demonstrates her EMPATHY and insight into the mum’s experiences. She journeyed with 

her to watch her full recovery to the point of applying for a volunteer role. Clearly, Ava felt 

much rewarded by this as she explains here: 

 

 

Ava: (the best experience of delivering the intervention is) seeing people's recovery 

... I saw the change in her over the weeks ... the first time she came we had childcare 

and that identified how bad it was for her ... her anxiety levels were through the roof. 

She was dragging on her hands - you know - self harming herself, so for me that 

showed me how difficult it was for her ... she could not focus on the group because 

the baby wasn't there ... (seeing her come through to volunteer. She recently) applied 

for a position here (charity) as an engagement officer... she did amazingly well in the 

interview ... she had the confidence to apply and what's more, she was prepared to 

leave her child with somebody else when she wouldn't have left her child in anyone 

else’s arms, never mind a nursery. (Interview, p. 8) 
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Gina also described how she observed mums getting 'stuck' and how through the course 

she was able to help them 'move through' their problems. Gina named what it was that the 

mums gained through their changing experiences as feeling 'happier' and more 'confident'. 

She found this very rewarding as she explains here:  

 

 

Gina: 'It was knowing that I was helping somebody to move through something 

difficult, rather than leaving them stuck ... so actually seeing them feel happier and a 

bit more confident in their situation is very rewarding and that was what did it for me.' 

(Interview, p. 2) 

 

 

Other participants felt rewarded by seeing changes in the way the mums thought about 

things. They experienced this fully by hearing the verbal feedback from the mums the 

following week. Knowing that the mums had tried something during the week after the 

session and that it had worked and helped the mum to change was very satisfying for the 

participants. As an example, Beth felt she was providing something that no other service 

was able to, perhaps giving her a sense of pride in filling gaps of provision for mental ill 

health during the perinatal time. She also expanded on this during the follow-up phone call, 

stating how the long-term impact she had had on these mums' lives was still rewarding as 

she saw them at a later date. This was proved in the continued relationship and recognition 

of her input as she explains here: 

 

 

Beth: 'I enjoy seeing the parents change the way they think about things. It is always 

really satisfying when they come back the next week and they have done something 

which has come out of the programme or at the end when I ask them for feedback 

and they tell me that it is something that they couldn't get from any other services.' 

(Interviews p.2)  

 

Beth: 'I still bump into parents and they give me a hug.' (Follow up phone call) 

 

 

Courtney and Fiona provided examples of how these changes led to an increased 

communication with each other. They describe how mums go from being silent and/or very 

anxious and not participating in the group to slowly opening up and sharing and then fully 

participating in the group by interacting with the others. Courtney described this as 'brilliant': 
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Courtney: '... this mum didn't say anything for the first (5 weeks) and I was thinking 

'Oh is it that everyone is so dominating in the class that she feels like she can't say 

anything?' But by the middle of the second lot of 5 weeks she started sort of talking 

and sharing things that she felt ... so you kind of ... see her coming out of herself ... 

feeling safe in the group... (and saying) 'Oh I have tried this', so for me that is just 

brilliant.' (Interview, p. 4) 

 

Fiona: 'I enjoyed seeing the parents coming in really anxious and not wanting to 

engage or communicate with anyone on the first session, but by about the 3rd 

session ... they wanted to talk more, they wanted to talk about their experiences 

which I found was really, really positive, seeing as the first week they were practically 

jumping off their chairs with anxiety.' (Interview, p. 1) 

 

 

Debbie and Ava described how they felt rewarded by the changes they saw in the mums 

through 'light bulb moments'. Charmaz (2014) describes these as 'in-vivo' codes as they say 

a great deal more than first meets the eye. 'Light bulb moments' suggest that Debbie and 

Ava were watching the mums move, in a moment, from one thought to another - perhaps 

replacing one negative thought with a positive thought or replacing a poor choice with a 

good choice, replacing sadness with hope. Debbie and Ava were motivated through 

EMPATHY to bring hope to the mums. Here they were seeing the mums grasp the hope as 

if it was something tangible and that they could do something with it in their minds and 

translate into action during the week.   

 

 

Debbie: 'It is nice to see the progress ... on various weeks different people would 

have different 'light bulb moments' where it would really resonate with them and say 

'yeah, that really works.' (Interview, p. 2) 

 

Ava: 'I have enjoyed seeing people's reaction to when the light comes on, to when 

they recognise those thoughts. For me it’s that.' (Interview, p. 6) 

 

 

Debbie also described how she felt rewarded by being able to 'win over' the mums. This 

suggests that there was a type of salesmanship going on. Debbie had something to 'sell' - 

hope, change, feeling better etc. and she saw her role to 'win over' the mums to her way of 
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thinking. Debbie had some answers, and she wanted the mums to grab hold of these so they 

could see change in their own lives as she explains here: 

 

 

Debbie: 'the people at the beginning were quite sceptical and how by the end we had 

won them over and they were like 'yeah, this worked and this worked' ... but by the 

end they could see it and that was quite nice because you could see the impact it 

had had.' (Interview, p. 2) 

 

 

A further reward that was identified by Gina was seeing the mums form friendships and give 

peer support to each other. This is an interesting reward as it does not involve inherently 

seeing change in the mums towards feeling better but the potential for them to feel better 

through peer support. Peer support is well known as a source of resilience for an individual 

to cope with or prevent mental ill health (Mental-Health-Foundation, 2018). 

 

Gina stated that she had experienced the value of listening herself and in turn was able to be 

there as a friend for the mums. This is a link here between her experience of being a friend 

and how it can help but also because she states how she 'values' it, suggesting she too has 

experienced it. Gina is being EMPATHIC with her response towards the mums, knowing that 

friendships and interactions with others can indeed bring healing and help through difficult 

times. Again, Gina also mentioned, like Beth (above), that the course, and being with peers, 

was providing something that was not being provided elsewhere, allowing them both to feel 

satisfied that they were offering something special and different, that no other services were 

able to offer. Gina explains here: 

 

 

Gina: 'I could be there as a friend, a confidant and a support ... I know the value of 

listening is huge.' (Interview, p. 3)  

 

Gina: 'I have enjoyed working with the adults ... and seeing them form relationships 

with each other ... which perhaps they had not been able to do in previous things 

because they all said that some groups they had been to before have been almost so 

targeted, there had been no wiggle room for them to just talk and let everything out.' 

(Interview, p. 2) 
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The second kind of reward was seeing change in the participants themselves. Holly 

described how giving support was rewarding but also identified how perhaps feeling 

'needed' or 'useful' was rewarding in itself. This suggests that the reward was helping Holly 

herself as well as the participants.  She expands on this later in the interview saying that the 

opportunity to give to a charity in a voluntary capacity has given her something back. She 

uses another 'in-vivo' code; 'It has given me my Mojo back’. This suggests that, somehow 

her energy and excitement about life and work had disappeared before she started working 

as a volunteer. The dictionary defines 'Mojo' as magic charm or power, talisman, or spell. 

Holly was indicating that she had lost the 'magic' of life. She does refer to a time during her 

working life where she could not have returned and felt out of control. In contrast, she stated 

that she enjoyed the role of a volunteer as she could say 'yes and no' giving her a sense of 

control over her work life. Exploring this category of reward further with Holly during the 

follow-up phone call she explained that the reward she felt was gaining and increasing her 

self-esteem. Perhaps this is what she meant by 'Mojo', where her self-esteem allowed her to 

re-engage once again with mums from her empathic standpoint. She elaborates here: 

 

 

Holly: 'Feeling like the mothers are being supported in the way they need to be 

supported.... so, feeling ... I am not sure 'needed' is the right word ... but they are 

coming back.' (Interview, p. 3) 

 

Holly: ' I couldn't go back to the situation where I left, so I needed to be able to say, 

'yes' and 'no' and 'no thank you'... I needed to be in control and to have that power to 

be comfortable and safe with who I am and what I am doing.' (Interview, p. 8) 

 

Holly: '(working at the charity) has given me my 'Mojo' back.' (Interview, p. 8)  

 

Holly: 'my self-esteem has grown.' (Follow-up phone call) 

 

 

Fiona also described how the experience rewarded her during the follow-up phone call. She 

described how helping the mums through running the courses felt like a very ‘successful 

time’ in her life. She too felt like she could contribute to society and the community by 

helping the mums feel better. This suggests that watching the benefits the mums were 

experiencing gave Fiona a great deal of satisfaction. It also suggests that the trauma and 

mental ill health that Fiona experienced herself during the perinatal time was mitigated in 

some way, by the fact that she could give to others who were suffering. This is a well-known 
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concept of the Five Ways to Wellbeing which includes ‘giving’ as a way of preventing mental 

ill health (Government Office for Science, 2018). This will be discussed later in this thesis. 

Fiona explains more here about her experiences: 

 

 

Fiona: 'I felt very successful for that chapter of my life ... I felt like I could contribute ... 

it was very rewarding. Seeing some mums now, knowing I contributed.' (Follow up 

phone call) 

 

 

In summary, EMPATHY was deemed to be a core category that remained throughout the 

interviews and was endorsed by the participants as a 'basic requirement' for delivery. 

EMPATHY was closely related to and interactive with other categories, namely lived 

experience, motivation, hope and reward. As the participants were motivated by their 

empathy, carrying hope with them, they were rewarded by seeing the mums improve or 

seeing themselves change e.g., building their own self-esteem; this helped fuel their 

motivation and so on. This was a dynamic process that went on and on as reward 

continued to fuel their motivation building more hope for the participants and the mums. 

Their lived experience happened TO them at one point in time but as a result of processing, 

this lived experience, EMPATHY followed which transcended time and seemed to be 

present behind all of their motivations and actions. It was as if their EMPATHY was 

something that needed to have an outlet to satisfy it, similar to a desire. Through delivering 

the courses and interactions with the mums, this EMPATHY was 'satisfied' one way or 

another.  
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3.2.2 CORE CATEGORY 2: RAPPORT: Its relationships and processes 

 

RAPPORT was a category that emerged while studying the data. It was not a word that the 

participants used, however it was clear that this is what they were experiencing. 

 

A definition of RAPPORT is: 

  

' ... a characteristic of a relationship if the parties engage in a high degree of 

attention, show a high degree of empathy and share a set of common expectations 

...' (Gross et al, 1972, p.62) 

 

This category was named RAPPORT because when observing the data relating to the 

delivery of the course itself, there was one common theme; to connect with the mums, to 

build RAPPORT or to have a relationship with them in order to bring their message of hope. 

This was true whether preparing to facilitate the group or leading the group. The participants 

themselves used words to describe this general experience of relationship with the mums. 

These words included 'trust', 'sharing', 'listening', 'talking', 'helping', 'supporting', 'safe', 

'healing context', 'allowing time' and 'sharing' and described it as the basis for use of the 

curriculum or any other interaction. The participants were instinctively able to know that 

establishing a relationship with the mums was a vital component necessary in order to 

impart the information on the course. Some of them explain: 

 

 

Ava: '... finding the right thing for that person and I think that only comes from having 

a talk with them, trusting and sharing' (Interview, p. 2) 

 

Beth: 'It is really important to create that safe, supporting, healing context' (Interview, 

p. 4) 

 

Holly: 'I think for them to share what they have shared, there must have been an 

element of trust within the group?' (Interview, p. 3) 

 

Ava: 'listen to the parents from the word go. Get to know the person before you try to 

do any interventions or anything.' (Interview, p. 7) 

 

The following diagram shows how RAPPORT fits with its sub-categories. 
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Diagram 3.3. Diagram to show RAPPORT: Its relationships and processes with the 

sub-categories. 

 

 

 

 

The participants also described non-verbal ways in which they were able to build RAPPORT 

and connection through touch and affection. Ava described how she wanted to build 

RAPPORT with one particular mum in relation to her anxiety when separating from her baby. 

It took a change of venue (the park) to allow further trust to be built - the result being that this 

mum allowed Ava to hold her baby, building further RAPPORT and trust. Holly noticed a 

mum who was distressed at the end of the session and gave her a hug, which was received 

warmly. The physical touch in these two cases added to the RAPPORT but it also 

demonstrates that the participants were intuitive enough to know when something beyond 

verbal interaction would be helpful. Here Ava and Holly explain: 

 

 

Ava: '... she couldn't focus on the group because the baby wasn't there ... it was 

about gradually doing it so we would go maybe to the park or something and I would 

say 'Can I hold the baby?' so she had built that trust over a period of time and now 

it's 'oh hold the baby!' So, for me it's different people need things at a different pace.' 

(Interview, p. 4) 
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Holly: 'at the end of the session I said (to one of the Mums) 'are you OK?' and she 

said that she was a bit fed up you know ... and I just said, 'would you like a hug?' and 

I just gave her a hug and as she went, she said 'thanks'. (Interview, p. 5) 

 

 

Beth described in the follow-up phone call a sense of nurture that she felt towards the mums 

where she could give them a 'cuddle' if they needed it, but also balancing this with having 

fun, being kind and being warm towards them in order to build a relationship. She wondered 

how the mums could know how to act if she did not model it for them. Holly also described 

herself as a 'nurturist' and noted that this is what is needed to connect with mums, not going 

in and telling them what to do. Once again, both participants seemed to instinctively know 

how to build RAPPORT in order to support the mums more effectively. Beth and Holly 

explain it here: 

 

 

Beth: 'There is an element of nurture, having fun, being kind, to have that warm 

expression otherwise how will they know?' (Follow-up phone call) 

 

Holly: 'I would call myself a nurturist ... that is exactly what you need. You don't need 

someone ... telling you what you are not doing right or telling you how to do it. You 

need to have someone ... giving them that emotional support telling them they are 

doing the best job they can.' (Interview, p. 6) 

 

 

Ava described her RAPPORT as 'engaging' with people. She recognised that her 

background of working in care had given her a unique understanding and perspective of 

others. The Oxford Dictionary describes engagement with synonyms as 'participation', 

'sharing', 'involvement' and 'association'. Ava's description of her relationship with the mums 

suggests a participation in their lives, an interest in their lives, listening and learning from 

them. There is something very unselfish about this, wanting to enter into someone else’s life 

in order to support and help them. Through Ava's twenty years of work and lived 

experience, she would have met many people and perhaps she began to see similarities 

and patterns. She would have learned how to work with different individuals, listen to them 

and learn about them in order to engage and build RAPPORT with them. There must have 

been times when Ava didn't engage with someone and through reflection she learned           

from her mistakes and adjusted her stance in order to maintain or re-build rapport. She 

explains more here: 
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Ava: 'I've worked in care services for twenty years, so I've got a good way of 

engaging with people so that's just through learning about different people and their 

needs, their likes and dislikes, following care plans and all that.' (Interview, p. 1) 

 

Ava: 'Get to know the person before you try to do interventions or anything.' 

(Interview, p. 8) 

 

 

Fiona adds to this description, again using the word 'engagement', but suggesting that 

RAPPORT can be built mum to mum, peer to peer, saying how once this has been 

established the mums can feel less alone as their feelings, worries and thoughts are 

normalised with the others. RAPPORT is therefore happening at different levels with all of 

those within the group. Courtney concurs with this saying that the facilitator is trying to build 

this trust within the relationships of the group and recognising that she herself does not have 

all the knowledge.  Beth suggests that it is important to facilitate and try new things, if 

necessary, to build the social connection. Debbie points out that as RAPPORT builds within 

the group, discussions flow more easily. A comment from one mum can often be the 'spark' 

that causes other Mums to share. The use of the word 'spark' here suggests lighting a 

metaphorical fire and watching it burn. Perhaps a skilful facilitator is able to build RAPPORT 

and provide a safe enough environment for the mums to become free to 'light the fire' of 

conversation to engage in and deeper sharing that continues and spreads across the whole 

group. Here the participants explain more: 

 

 

Fiona: 'I do find that the engagement of others is what makes the group so different 

to other interventions really, that you are actually hearing other people’s experiences 

as the same things you experience (and this can) be reassuring (to recognise) that 

you are not alone.' (Interview, p. 3) 

 

Courtney: 'because actually what you want is the members of the group to share 

their experiences and their learning from each other, not thinking you are the font of 

all knowledge.' (Interview, p. 6) 

 

Debbie: 'one person's comment will spark another person's comment.' (Interview, p. 

2) 
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Beth: 'the whole approach coming in from different angles so that they have the 

social connection.' (Interview, p. 2) 

 

 

Debbie described how building RAPPORT with the mums involved 'winning them over'. She 

saw this happening as the mums achieved success through the different aspects of the 

course that they had tried during the week. This could suggest that the participants were like 

salespeople as mentioned before in the rewarded section above. The participants were 

trying to convince the mums that what they had was worth taking hold of. In order to 'sell' 

what the participants had (the course content and their message of hope), they needed to 

present the information in such a way that the mums felt that they could 'buy' into it. This was 

helped by the fact that the mums were attending the group on their own volition which 

indicated they were motivated, 'contemplating' or 'preparing' to 'act' in order to create change 

in their lives (Norcross et al., 2011). Debbie describes it here: 

 

 

Debbie: ' ... on various weeks different people would have different light bulb 

moments where it would really resonate with them, and they would say 'yeah that 

works' or the people who in the beginning were quite sceptical and how by the end 

we had won them over and they were like 'yeah this worked and this worked.' 

(Interview, p. 2) 

 

 

There was an element of the 'winning over' with more challenging mums who were more 

difficult to engage. Courtney described how one mum took some time to share anything, but 

that with a regular routine, which became familiar to all the mums, she started to open up 

and share. Later in the conversation, Courtney described how this same mum was scared to 

share her thoughts in front of the group for the fear of being judged. Courtney was able to 

create a relaxed and predictable environment that allowed for this mum to build RAPPORT 

with her and the other mums which in turn allowed her to share what was on her mind 

without fear of judgement. She explains it further here: 

 

 

Courtney: 'we had one woman who came and literally said nothing at all ... but in the 

middle of the (second half of the course) she started talking and sharing things. ... 
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she started to know what to expect ... people have a cup of tea and a biscuit and 

time for people to just natter about anything, then we do some reading ... then an 

activity ... she knew what was coming next.' (Interview, p. 3) 

 

 

This leads on to how Courtney and Beth say that creating safe spaces is critical for 

generating RAPPORT between the participant and the other mums. By the word 'safe', this 

suggests that it was free from fear, fear of being judged (like the mum mentioned above) for 

example. Having this freedom from fear and feeling safe, allowed the mums to talk, share 

and listen to others. Courtney elaborates here: 

 

 

Courtney: '(I was) always quite keen to have the same people delivering as the group 

gets to know those people and it becomes a safe environment (to share and get to 

know each other).' (Interview p. 4) 

 

Beth: 'It is really important to create that safe, supporting, healing context' (Interview 

p. 4) 

 

 

In summary, through analysing the data, some words or phrases have emerged describing 

RAPPORT in this context. There is a sense of non-verbal interaction along with a nurturing 

approach. There is also an effort to engage with each of the mums within the group plus the 

added RAPPORT being built and encouraged with the mums themselves, peer to peer. In 

order for this to happen, the participants described how they were in effect a bit like 

salespeople as the mums needed to be 'won over' so that a safe space could emerge to 

allow the course to be run. It must be noted that RAPPORT was an on-going process of 

engaging and 'winning over' the participants. 

 

However, as Evie said, there is something ‘intangible’ about being a facilitator and building 

RAPPORT. It is difficult to describe fully and capture because the group relationships are 

ever changing. Their environment and circumstances are changing. Their baby is growing 

and changing. Their mood is changing as they journey and adapt to their developing child. 

The participants themselves are also influenced by their environment and changing 

circumstances. There is a constant adaption and adjustment in order to maintain the 

RAPPORT. Evie describes the intangibility here: 
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Evie: 'I guess there is an intangible thing about being a facilitator that actually I think 

could be quite difficult. It is easy to deliver the material but not so easy to make the 

things tangible I suppose.' (Interview, p. 3) 

 

 

In addition to this intangibility, there is a sense of genuineness and authenticity in the 

relationships that the participants are trying to establish. Initially it is one-sided – the 

participants are trying to approach the mums with a genuine and transparent desire to build 

RAPPORT. As they extend their ‘hand’ of authenticity, they hope that the mums will 

respond and that a reciprocal flow of relationships will occur within the group. Holly 

describes here (as mentioned above) the effort that she makes in order to understand the 

mums emotional state so she can better have RAPPORT during the group sessions: 

  

 

Holly: 'It's not about standing in front of the room and delivering; it’s about 

understanding where emotionally these mums are at and allowing them to lead. 

So, it is about knowing your group.' (Interview, p. 7) 

 

 

The following will examine data that relates to the two categories; flow and authenticity in 

building and maintaining RAPPORT in the context of course delivery.  
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Flow 

 

As previously mentioned, RAPPORT building is not static; it moves through time. This 

experience, when going well, could be best captured by the word 'flow'. Csikszentmihalyi 

defines flow as: 

 

 ' ... a state of concentration or complete absorption with the activity at hand. 

 Nothing else seems to matter.' (Csikszentmihalyi, 1990, p. 53)  

 

As the connections and conversations took place either one to one or in a group, the 

participants experienced a flow of conversation, a give and take of shared experiences and 

comments with the mums taking control of what was going on. They became absorbed in 

conversation and engaged fully. The participants as facilitators almost took a back seat but 

stood alongside the mums to encourage the flow. Courtney describes this as ‘group 

dynamic’. The word ‘dynamic’ suggests something that is not static and moves with the 

conversation or mood. Courtney states that the content of the curriculum or course becomes 

immaterial if the right dynamic is established. Here she explains: 

 

 

Courtney: 'If you have the confidence to manage a group and recognise the group 

dynamics then ... the content can be anything. It could be a newspaper. It doesn't 

have to be anything specific.' (Interview, p. 7) 

 

 

As mentioned before, 'flow' is not static and therefore to describe it can be a challenge. 

There is a sense that one can know when a conversation is 'flowing' and the group dynamics 

are going well but it is more of a subjective feeling than an objective fact. The facilitator 

needs skills to establish this and to keep it going. Evie suggested that there is something 

very intangible about flow within the relationships in this type of setting: 

 

 

Evie: ' I guess there is an intangible thing about the facilitator.' (Interview, p. 3) 

 

 

The following sub-categories try to capture the key aspects and 'intangibility' of flow in 

building RAPPORT in the context of running the courses. This starts with the sub-category 

preparation. 
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Preparation 

 

Initially, there was an overwhelming amount of data on the practicalities of getting ready to 

deliver a course and the delivery of the courses. For example, commitment and effort in 

preparation included a variety of descriptions including what was going to be delivered to 

the group, getting the materials ready, logistics of the venue, providing childcare, 

transportation and being prepared through the training. The data also referred to being 

emotionally ready to deliver the materials. The participants described how planning allowed 

for time keeping during the session. Running over or under time could undermine the 

RAPPORT being built. Fiona stated that it is easy for things to run over and it is easy to 

'ramble'. Evie noted that when delivering as a pair, planning who would say what, was also 

important but mentioned that over time confidence would grow and the amount of planning 

would lessen. Gina felt that the success of the course relied on the planning. This description 

links with the sub-category confidence, and how it also grew through practice and 

repetition. The quotes below show the commitment and effort of the participants in wanting 

to run good sessions for the mums, allowing the building of RAPPORT: 

 

 

Fiona: 'plan the sessions properly ... you really need to set down how you are going 

to do things and are you keeping within good time because it is very easy for things 

to run over ... you don't want to be too neurotic but you can keep to your times of 

your sheet and it helps with things like rambling.' (Interview, p. 2) 

 

Evie: 'it took us a long time to put it together ... a lot of prep time to pace it all out; 'I'll 

do this and you do that', planning mapping, drawing, so it was quite a lot of work 

which it wouldn't be after time because you would know where you stand.' (Interview, 

p. 2) 

 

Gina: '... to me it was all in the planning because the execution for me was the easy 

part actually.' (Interview, p. 6) 

 

 

In addition, Holly discussed how she did not always feel prepared enough and realised this 

during the sessions themselves. During the follow-up phone call, she said how important it 

was to be confident with what is going to be presented but also being flexible with the 

content. This suggests that she took a reflective stance on her delivery noticing that she 
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wasn’t prepared enough and realising that next time she needed to be more prepared. She 

also recognised that if there wasn't a flexible approach to delivery, she could come across as 

someone 'in charge', in a dictating, teaching way, rather than a gentle guide. Her use of the 

word guide (which will be discussed later) suggests that she wanted to come alongside and 

nurture. Here, Holly explains her point of view:   

 

 

Holly: 'On some occasions not feeling prepared enough ... It was only halfway 

through the session that I ummm sort of realised that there was another block of 

information we could use ... (I would in the future) spend more time with (my 

supervisor) before we started.' (Interview p. 3) 

 

Holly: 'Be confident with what you are going to present ... it is important to be flexible 

... if you are not flexible you could come across as scary.' (Follow up phone call) 

 

 

Holly also said that being practically prepared is one thing but being emotionally prepared 

is just as important. She states that being ready to understand where the mums are 

emotionally is key. She states that allowing them to lead and have control plus knowing 

them well, is all part of the preparation. This allows a deeper RAPPORT to grow and goes 

hand in hand with an integrity and authenticity of course delivery. Holly has a deep regard 

and respect for the mums.  This links back to the categories EMPATHY and motivation and 

it is reflected in this participant’s thoughtful preparation. Holly seems to instinctively know 

that being emotionally attuned to the mums within the group is important in order to build the 

genuine RAPPORT required to communicate the information. She perhaps had experienced 

herself empathic responses from friends or supervisors in her own lived experience and 

wanted to impart this to the mums. Alternatively, she might not have experienced this and 

therefore wanted to make sure she gave something different to these mums. Here she 

explains how she wants to know her group emotionally:          

 

 

Holly: 'But also be prepared to ... it's not about standing in front of the room and 

delivering; it’s about understanding where emotionally these mums are at and 

allowing them to lead. So, it is about knowing your group.' (Interview, p. 7) 
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Ava also demonstrates how she is very intent on building RAPPORT with her mums as a 

number one priority. She creatively plans her sessions to look like they are a just a chat but 

are in fact cleverly crafted course sessions incorporating the cognitive behavioural elements 

of the course. This suggests that the mums might not attend if they knew there was ‘therapy’ 

taking place. Ava’s course setting included mums who were so mentally unwell at times that 

even getting them through the door was a challenge. By marketing a session that allowed 

relationships to be built through a 'chat', but a disguised, structured chat, is skilful and shows 

Ava’s commitment to create RAPPORT with the mums. Here she explains: 

 

 

Ava: 'although I have a plan and follow that plan ... they don't know, so they just 

believe they are coming to a group and having a chat, but in that chat, they are 

actually doing the CBT based study you know.' (Interview p.1)  

 

 

Beyond preparation, Courtney talks about the confidence to be able to manage a group. As 

noted earlier, she describes how the content can be anything but being able to recognise 

group dynamics and adjust and adapt the content of the group accordingly is vital. Again, 

there is something intangible about this. How does she know when to adapt or prepare for 

this? There is no objective sign, rather a 'feeling' or intuition that things need to be adapted. 

Gina talks about asking the right questions to help figure out what the mums needs are and 

where they are in their journey, so she can in turn work out what to give back practically or 

emotionally. There was an element of ‘dance’ with the relationships where participants were 

continually trying to establish reciprocity and attunement with their mums. Here Courtney 

and Gina explain: 

 

 

Courtney: 'If you have the confidence to manage a group and recognise the group 

dynamics then you can do that ... the content can be anything. It could be a 

newspaper. It doesn't have to be anything specific.' (Interview, p. 7) 

 

Gina: 'You need to ask the right questions so that you can bring out what you need 

so that you can work out what to give them back.' (Interview, p. 5) 

 

 

Being prepared therefore, leads onto the next sub-category, attunement which helps 

maintain RAPPORT. 
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Attunement 

 

Attunement is described in The Solihull Approach (2019) as an integral part of reciprocity, 

which is the finely tuned interaction between a parent and child. The Solihull Approach 

describes reciprocity and attunement as a series of sophisticated interactions between the 

parent and child where the parent is continually sensitive to the child's need and feelings and 

responds accordingly (The Solihull Approach, 2019). Even though the interactions in this 

study are between adults, the principles are transferable and modelled by the participants 

with the mums in their groups. 

 

During her interview, Fiona added to the description of the 'dance' of relationships within the 

group, where numerous reciprocal interactions commonly known as being attuned took 

place. The mum’s low mood, circumstances, saying the right thing or asking the right 

questions impacts attunement. Fiona gave the impression that her anxiousness made her 

more alert so that she listened and responded more appropriately. She was rewarded with 

an increase in her confidence as the course progressed and was more comfortable with the 

reciprocal relationships or the ‘give and take’ within the group. Here she explains: 

 

 

Fiona: 'these are parents that are in a vulnerable state so I didn't want to make things 

worse by saying the wrong things, so at first I was a little nervous but by the 3rd/4th 

session I was fine. I was more comfortable.' (Interview, p. 2) 

 

 

Gina also described how attunement might need to be re-established when members of the 

group over share or disclose their challenges and this led to an imbalance in the group 

dynamics and not allowing others to speak. The skilful work of the facilitator (the 

participants) allows the mums to speak but then cleverly moves the group on so that the 

flow of the session is not disrupted and the RAPPORT between the mums is not damaged. 

Gina explains: 

 

 

Gina: 'one element of difficulty was managing how much each person contributed 

because there was one character who would have been willing to discuss her 

situation the entire time so we had to work out a nice way of letting her speak, 
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closing her down and moving on so that she didn't take over and no-one else got a 

chance.' (Interview, p. 2) 

 

 

Courtney also pointed out that the participants themselves also needed to be aware of their 

own sharing within the group so that it did not become a personal therapy session. Courtney 

stated that there needs to be a filter for the group facilitator (the participant) to notice when 

perhaps the sharing of examples from their own lives might not be appropriate. She was not 

saying that the facilitators should not share, but rather that they needed to be aware of how 

much to share. This suggests that at times she had observed a mis-attunement between 

the mums and the participants who, eager to share their own examples, stepped a bit too far 

and disrupted the flow of the group. Her role as a manager gave her the privilege of being 

able to observe other facilitators (the participants) and to spot these issues. This enabled her 

to improve the group dynamics by helping others reflect and improve their delivery. Here she 

explains more: 

 

 

Courtney: 'so one in particular was sharing a lot of stuff in that group ... as a facilitator 

you have to think about that because anything that I might share will have gone 

through my head before and thought 'is that appropriate? Is that for me I am sharing? 

or for the group?' (Interview, p. 6) 

 

 

As part of the reciprocity and attunement within the group, the mums needed to have a 

sense that they had some control over the flow and conversations. 
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Control 

 

Sharing was also useful to maintain the flow of the group and was helpful in allowing the 

mums to take some control over the direction of interactions and the subjects discussed. 

This was illustrated through Ava’s description of when Mums shared something during the 

group, she would use this as her lead to move the discussion in a different direction, giving 

them a sense of control over their conversations. This allowed the mums to lead the way. 

Beth and Holly also illustrated this point and highlighted how they had become flexible in 

their way of leading the discussions. There was a real sense of these participants having the 

confidence to divert the conversations in the direction the mums wanted and at their pace. 

Maintaining the RAPPORT, attunement and flow with the mums yet allowing them to direct 

the conversations and discussion is a difficult balance, yet the social and emotional 

intelligence of the participants enabled them to develop the RAPPORT so it was helpful to 

the Mums. The participants explain: 

 

 

Ava: '... so one mum will say something and I pick up on that and I move there.' 

(Interview, p. 6)  

 

Holly: 'a question has arisen that has opened and we have become quite flexible 

and we have diverted because we have felt the need to run along with what it is 

our group of parents are thinking and feeling at that particular time.' (Interview, p. 

3) 

 

Beth: '(I) work at their pace so if they want to explore an area of it, I don't rush 

them ... and sometimes it may take us longer.' (Interview, p. 4)  

 

 

However, Debbie, Evie and Ava all described how having a plan is important and can be a 

useful way of maintaining some control, to keep the focus and structure of the direction of 

the group discussion. It also seemed to help the participants to get back on track when they 

had wavered. Debbie said that it was helpful for her to see what information had been 

presented so that there was a measure of the progress the mums were making. Debbie and 

Evie explain more here: 
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Debbie: 'I quite like a bit of structure, to be honest, because it makes me feel - 

because I am a bit of a tick box person - and I like to see that I have got something 

done.' (Interview, p. 3) 

 

Evie: 'It (the curriculum) gave us focus when sometimes our group can lack focus 

so that is a good thing.' (Interview, p.2) 

 

Ava: '... they don't know that it is written out (a plan)’. (Interview, p. 6) 

 

 

Fiona also noted that within the structure there was room to allow the group to participate at 

their own pace giving their own lived experience examples. She says that it didn’t feel like a 

‘textbook’ that was being read or presented but was rather a flow of conversations that 

allowed for the interactions to be real and alive. Here she explains: 

 

 

Fiona: 'it wasn't as structured as some other interventions I've seen and by that, I 

mean it felt more real. It felt like it wasn't textbook. People could actually give their 

own opinions and lived experience to things.' (Interview, p. 2) 

 

 

Courtney continues by describing the intangible RAPPORT through saying what it is not. 

She states that it is ‘not training’ where there is a teacher led approach. She describes the 

interactions as more informal, using people’s experiences. She saw the group as easy and 

comfortable – a shared control. Within this, Courtney is suggesting that for all the 

preparation that might have gone into the course, flexibility needs to be held in order to 

allow the RAPPORT to be built between everyone who was present. Here she explains: 

 

 

Courtney: 'Group work is different to training, much more informal and much more 

about using other people's experiences rather than saying 'this is this and that is 

this and what you must do'. This is much more easy and comfortable.' (Interview, 

p. 5) 
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This links to a guided approach that some of the participants took in leading the groups and 

maintain flow.  
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Guide 

 

Debbie said that the ‘teacher’ approach could come across as patronising and saw herself 

more as a guide. This conjures up the picture of one who signposts, or points to the next 

destination, allowing the participants to journey on the path they choose. It suggests less of 

a ‘hand holding’ exercise, rather empowerment and respect as the mums adapt to their new 

infant. Here Debbie explains more: 

 

 

Debbie: 'when I do it with my parents on an individual basis, I prefer to guide them ... 

if you go into someone's home and try and just like be a teacher ... it could be a little 

bit patronising.' (Interview, p. 4) 

 

 

As part of being a guide, Courtney highlighted this role through providing a predictable 

routine and space to build a guiding type of experience rather than a dominating one where 

the mums felt out of control. This approach no doubt in turn slowly reduced their anxieties 

over the weeks. Each week the mums knew what to expect as Courtney guided them 

towards the information, hope, peer support and the other benefits. They were able to build 

RAPPORT with each other in this guided environment, which slowly allowed the group to 

connect and tackle deeper issues they might have. Courtney says: 

 

 

Courtney: 'people would come and have a cup of tea and a biscuit and time for 

people to just natter ... then we would do a bit of reading from the book and then we 

do an activity, so there was that kind of routine in place.' (Interview, p. 3) 

 

 

Supporting this approach, Ava talked about keeping the group informal which she likened to 

‘a friend who is listening’. This short phrase reflects how Ava herself must have experienced 

friends who have listened, friends who have guided, been attuned to her needs, giving her 

a sense of control over what she was saying. This metaphorical statement would have been 

difficult to say without having experienced this herself. It was as if she was reflecting back on 

a time when she felt that the guided informality of a group setting gave her a sense of 

friendship and companionship through difficult times. Having cared for family members with 

serious mental illness, Ava knew that this approach worked because she had experienced it 
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and it had helped her. She is perhaps trying to re-create something similar for the mums in 

order to help them feel that they are respected, important and being listened to. 

  

 

Ava: 'because of that informalness, it becomes like a friend who is listening to you, 

you know?' (Interview, p. 1) 

 

 

This led onto the final sub-category of flow, which is the challenge of endings.  
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Endings 

 

Finally, there was a recognition that the flow of the group called for mastering endings, be 

that at the end of the session or the end of the course. Gina discussed how pulling it 

together at the end is a skill in itself. To be able to manage and carry the RAPPORT to the 

next session wasn’t easy. The participants wanted the mums to come back the following 

week. They needed to be able to say that the session was now ended and it was time to go 

home but they did not want the mums to reject them. Gina describes it here: 

 

 

Gina: 'bringing it all together at the end (is) a skill of how to manage (this).' 

(Interview, p. 2) 

 

 

Gina also wanted them to go away ‘with something’ at the end of the session, to consider or 

think about during the week. This suggested an uncomfortableness or insecurity in feeling 

like she had not ‘given’ them anything, or the information she shared or the interactions that 

occurred were not enough to help. Or the message of hope she was bringing was going to 

be forgotten and there needed to be more reinforcement of the learning at the end of the 

session with tangible things. The data doesn’t suggest that she felt insecure about her own 

delivery, rather she really wanted the learning to be embedded. She explains more here: 

 

 

Gina: 'having an end goal and something for them to feel like they have walked 

away with.' (Interview, p. 3) 

 

Gina: ‘I am a great supporter of something physical … rather than always just 

talking…I know that they had printed out sheets they could write on, but I don’t 

know if any of them got home and looked over them again ... maybe if they had a 

folder …. That they could have jotted down their aspirations or … strategies. (My 

co-leader) was very good at giving them a little candle, something totally unrelated, 

just something to take away, to spoil themselves with, but I think it would have 

been nice to actually have more stuff like that.’ (Interview, p. 3) 

 

 

 Ava concurred with this and also liked the mums to go away with the hand-outs so that they 

could reflect on them later so that the information could be reinforced with reminders at 



Jenny Burns. June 2021. Page 185 

 

home. Again, Ava really wanted the flow of the group to carrying on flowing into the mums' 

lives at home. She explains here: 

 

 

Ava: 'so for me that is at the end of the group (giving a hand-out to take away) so 

they know they have done something because when they reflect on that at night-

time, they will think 'she was right about that'.' (Interview, p.5) 

 

 

Again, Gina and Ava demonstrate an authenticity in genuinely wanting the mums to take on 

this message of hope and doing whatever it takes to impart this information. The next 

category explains more about authenticity.    
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Authenticity  

 

Authenticity or genuineness was described by Carl Rogers (1962) as one of the core 

conditions needed for working with people in a therapeutic and person-centred way. Rogers 

summarised this these aspects as 'congruence' and stated that it was the most important of 

his three 'core conditions' (the others being unconditional positive regard and empathy). He 

described this as the therapist not having a facade or wearing a 'mask' so that their internal 

feelings and experiences are the same as their external feelings and experiences.  

 

There was an authenticity about the participants when being interviewed and during the 

follow-up phone calls. They were portraying the way they interacted with the mums in an 

integral and genuine way. Like rapport and flow, authenticity is somewhat intangible and 

subjective, however, as the data analysis was taking place, it seemed like this was an 

underpinning category; all the participants strived to be genuine in their relationships and 

interactions. The online psychology dictionary defines authenticity as: 

 

 'The quality of being genuine and true to one's own values ... authenticity is 

 often demonstrated by a professional but down-to-earth attitude that the client 

 senses a true person and not simply of the therapist acting in his or her 

 professional role.' (Nugent, 201, p.93)   

 

Beth described this in the balance she was able to strike with her own lived experience, 

learning from the curriculum herself and the mum’s current journey. This gave a genuine 

base for the RAPPORT she built. 

 

 

Beth: 'Some of the curriculum helped me. I could ... practise it myself which gave 

authenticity - it puts you on equal footing rather than 'this is what's wrong with you.' 

(Follow-up phone call) 

 

 

In addition, Ava described how she was transparent with her mums. She tried things that she 

hadn't done before in order to join them in their journey. She felt that this allowed her to build 

a more genuine RAPPORT to bring her message of hope and recovery. She explains here: 

 

 

https://psychologydictionary.org/quality/
https://psychologydictionary.org/attitude/
https://psychologydictionary.org/therapist/
https://psychologydictionary.org/acting-in/
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Ava: 'I live it ... I might say to them 'this is a bit scary for me today because I have 

never done it before but I am going to face that fear' (I) think that people (need) to 

see that it is (not) about functioning to your best ... if I am uncomfortable, I will always 

say it and I think that gives other people a comfortableness.' (Interview, p. 9) 

 

 

In order to demonstrate practically how the participants felt about being authentic, synonyms 

help explain these phenomena: genuine, sincere, real, reliable, original, faithful, dependable, 

honest and integral. They described this experience by being true to themselves, by 

maintaining their boundaries, being accepting of the mums (non-judgement, respect and 

not being patronising), and actively listening (Active listening included being validating, 

being encouraging and positive and being tactful). The next section will explore the sub-

category boundaries. 
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Boundaries 

 

Boundaries are defined as:  

 

‘A limit of something abstract, especially a subject or sphere of activity’.  (Oxford 

English Dictionary, 2018) 

 

The participants experienced putting boundaries into place. They were able to demarcate 

where their expertise started and finished. It appeared that they were authentic to who they 

were and the training they had had. They were able to hold the tension of the empathic 

motivation from their own lived or work experience and where their own professional limits 

were. There seemed to be a lack of fear in entering into conversations with the mums and a 

good understanding of how far their support could go before they wanted to get someone 

who was more trained involved. Firstly, they were able to identify their own personal 

boundaries, knowing what they could offer and what they could not, based on listening to 

the mums. Secondly, they understood the consequences of overstepping their personal 

boundaries. They were able to hold the tension of wanting to help more, but not being able 

to and understanding the consequences of overstepping their boundaries. For the most 

part, they were able to balance their empathic responses but also know when to signpost or 

refer on. There was a sense of authenticity and integrity in the participants' approach to the 

mums, be it in not overstepping their responses and actions towards the mums or not 

wanting to duplicate care with other services. It also stemmed from wanting to maintain a 

genuine RAPPORT and connection built with the mums in order to see change and 

therefore to stay within the limits of their training. This suggests a link with the previous 

category empathy where the participant’s own lived and work experience motivated them 

to bring a message of hope to the mums. By maintaining their boundaries, this in turn 

maintained the rapport and flow of the relationships, which allowed change to happen in the 

mums' lives.  The following explores these boundaries in more detail. 

 

Personal boundaries 

 

The participants demonstrated that they had personal boundaries and described these with 

some key words; ‘restrictions’, ‘guarded’, ‘limits’ and ‘drawing the line’. These describe how 

the participants had a type of mental filter through which they viewed what was being 

disclosed or what was being observed. Anything that went beyond their own individual 

expertise and ability to help was passed on to someone else who had more training to tackle 

the difficulty identified. There was a sense of mental ‘triaging’ of the mums who were in front 
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of them. That is not to say they couldn’t help in some ways, e.g., listening, running the 

course etc., but they recognised when further help was needed. Gina and Holly explain this 

here: 

 

 

Gina: ‘You need to learn your own restrictions – when something else needs to 

happen to help a family move forward.’ (Interview, p. 1) 

 

Holly: ‘You also have to be guarded and you know your limits and you know that 

there are some subjects (and) some areas that need to be supported (by others) who 

are in a better position.’ (Interview, p. 3) 

 

 

Holly described how maintaining these personal boundaries can sometimes lead to the 

tension of wanting to help more. She describes not having a ‘magic wand’ which suggests 

how she would like to be a magician or fairy godmother who could instantly wave away their 

pain and distress but recognising that they have to be able to solve some of these things 

themselves or be referred to a professional therapist.  

 

 

Holly: ‘I would like to be that mother for her, but then it is drawing the line isn’t it so I 

suppose not having the magic wand, not being able to make things better for them, 

because they have to be able to do that for themselves don’t they.’ (Interview, p. 4) 

 

 

Holly also reported practical ways of maintaining boundaries. She described how having a 

charity behind her, whether a volunteer or a paid worker, helped safeguard her from the mums' 

lives intruding into their own lives. She talked of being over involved in a mums' life, was ‘not 

healthy’ for her, perhaps meaning that she needed be able to switch off and be with her own 

family or only worry about the mums during her work time. She pointed out that not every staff 

member did this. One practical step for this was to not pass on her personal phone number. 

Fiona concurred with this. 
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Holly: ‘you don’t give out your telephone number. They only way you contact your 

family is through the office ... there are some volunteers who befriend their families 

but I have chosen not to do that as I don’t think it is healthy for me.’ (Interview, p. 5) 

 

Fiona: ‘I don’t give out my telephone number.’ (Follow-up phone call)  

 

 

She also pointed out that by not knowing the boundaries, ‘more damage’ could occur. This 

suggested that the participants responses could make the Mums feels worse by blundering in 

with inappropriate comments. Fiona also commented during the follow-up phone call that the 

mums can see you as the ‘expert’ and this had to be discussed and made clear during the 

initial contacts with the mums. She wanted to make sure that there was worktime and home-

time but noted that this came from learning from mistakes made in the past.  

 

 

Holly: ‘(I think I know) where my boundaries are, because otherwise you can cause 

more damage, can’t you? You can create more issues for them so that’s something 

that I think is important.’ (Interview, p. 3) 

 

Fiona: ‘Mums on the course can look to you as a therapist or a counsellor who can 

solve all their problems. I had to make this clear … there is home time and work time 

and I have learned from my mistakes.’ (Follow-up phone call) 

 

 

Courtney raised another boundary that she had noticed: recognising that the group was not 

for the participant’s therapeutic benefit, as this had an impact on the group flow and dynamic 

itself. Courtney was highlighting a boundary that could be overstepped, especially with 

participants who had lived experience and saw the group as helpful for themselves. Fiona 

commented on this during her follow-up phone call saying that she was jealous of the mums 

meeting up and wanted to meet with them but recognised that she couldn’t. There was a sense 

of sadness and disappointment for Fiona in this comment, perhaps suggesting that she set up 

the groups as a therapeutic way of helping herself but then realising as the mums were getting 

together outside of the group that this overstepped her boundaries, which made her jealous.  
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Courtney: ‘You are not there to get the group session for yourself … (not) using it as 

a therapy session that alters the dynamics of the group.’ (Interview, p. 6) 

 

Fiona: ‘I was envious when the mums met up. I knew this stepped out of my 

boundaries but I could have been friends with them.’ (Follow up phone call) 

 

 

Gina and Holly raised a further boundary of being able to switch off after being with the clients, 

especially when the mums' stories were difficult and upsetting. Gina referred to this as 

'dissociating' with them. Holly described how some of the stories that were shared were similar 

to her own lived experience and acknowledged that she did think about the mums beyond the 

course sessions but was able to put it aside and pick it up again when she was next with them. 

 

 

Gina: ‘Largely I was able to dissociate in a way because it is not my life.’ (Interview, p. 

5) 

 

Holly: ‘It doesn’t mean to say that I don’t come away and not think about them … I 

think about one mum quite a lot because I have an angel baby called O ... but I think 

you have to learn to separate, don’t you?’ (Interview, p. 5) 

 

 

The participants then discussed how they would signpost on to other services. Gina, 

particularly, felt as though it was part of her duty to be able to do this. There did not seem any 

sense of guilt or sadness in not being able to do more for the mums. On the contrary, she 

gave the impression that she felt confident in her ability to know when to signpost. Ava 

concurred with this, stating her confidence in being able to give good professional advice 

including being able to undertake an evidenced based, simple assessment. 

 

 

Gina: ‘I know that what I can do is signpost them if there is something I can’t help 

with or I don’t know about. I know I can help them find the right place to go to and 

provide advice.’ (Interview, p. 5) 
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Ava: ‘I only give good advice that is professional advice and I will put them in the 

direction of whoever can support them best.’ (Interview, p. 1) 

 

Ava: ‘If they need extra support … if I do the PHQ-9 and GAD-7 and I will sign post to 

the doctors for further support.’ (Interview, p. 9) 

 

 

However, Holly contradicted herself as not being a professional yet being professional. Clearly 

her definition of 'professional' fell into the realms of not being a ‘health’ professional yet 

considering herself a professional in other disciplines in the past. She was also able to 

recognise that she felt ‘ill equipped’. She was authentic because she knew where her 

boundaries of expertise were and knew when to signpost on. Her second quote here also 

suggested that she had the confidence to enter into and support some of the issues that her 

mums had, for example, listening, but recognising that health professionals might offer 

different types of support. 

 

 

Holly: ‘If I feel ill equipped, I know ... that there are professionals who deal with this 

all the time and I wouldn’t’ consider myself to be a professional.’ (Interview, p. 3) 

 

Holly: ‘(I learned) through my professional background (that) there are areas (with a 

client) that are not untouchable but dealt with differently by those who have greater 

understanding in that professional field.’ (Interview, p. 3) 

 

Holly: ‘I can listen which I think is vitally important … but then there are professionals 

that are probably able to support her in a better way.’ (Interview, p. 3) 

 

 

Ava identified risk issues in her mums that had gone unnoticed or not provided for by the 

statutory services. She showed that increasing community capacity provision by being able to 

spot deficits in provision is useful. Specifically, Ava had noticed that mothers who have had 

their baby taken away are now dealing with an added sense of loss and bereavement that 

there was no service to support with. She explains this here: 
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Ava: ‘... so we have mothers that have had their baby taken away – the child is 

protected and gets the support but then the mother is just left – baby’s gone – left with 

depression and nothing – that’s it. The health visitors ... go with the baby. Where do 

the mums go? They have got nothing.’ (Interview, p. 2) 

 

 

In addition, Debbie discussed how her team tried to be responsible with their signposting and 

had telephone conversations with those they were referring to, so that it reduced duplication. 

Debbie talked about how she wanted the best for the parents they worked with which further 

endorsed the empathy she experienced. It also shows an authenticity and integrity in their 

care for the mums and wanting the best. She did not regard her work as a 'tick box' exercise. 

 

 

Debbie: ‘We do some communicating and sharing of information and make sure we 

are not duplicating work or duplicating referrals, so we are getting the best help for that 

parent, so we are not just sending them anywhere.’ (Interview, p. 6) 

 

 

Fiona also highlighted how important it could be to have a working relationship with the 

statutory services so that information could be shared and support could be given. Sadly, for 

Fiona this was not the case. Based on Ava’s earlier statement of being alert to risks that might 

have otherwise gone unnoticed, Fiona is suggesting here that more collaborative working 

would have been beneficial and supportive. 

 

 

Fiona: ‘There were times when it would have been good to have a 3rd party involvement 

sort of like a perinatal team to talk to, because some of the family’s needs were a little 

more complex. But we tried our best with 1:1 support within our own charity. We 

contained it quite well.’ (Interview, p. 2) 

 

 

A further way in which the participants were authentic was through accepting the mums for 

who they were and genuinely caring for them. This sub-category 'accepting', will now be 

described. 
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Accepting  

 

The participants recognised the importance of being non-judgemental and accepting the 

mums and who they were. Ava stated that accepting the mums for who they were and where 

they were on their journey was very important. She implied that equality and respect were 

important aspects of the rapport - she wasn't better than them and they weren't better than 

her - they were equal in her eyes. This also allowed for shared power in the relationships. 

Ava did not see herself has having the 'power' to lead the mums, but rather saw herself as 

walking alongside them in their pain. She also then describes how the attitude of power 

imbalance in the relationships (especially around mental health issues) can create stigma. 

She explains here: 

 

 

Ava: '(taking medication or having mental ill health) ... doesn't make you a lesser 

person than me - I am very open about that because I think that is how mental health 

has to be - it's this that is creating stigma.' (Interview, p. 9) 

 

 

Beth also stated that the group was not always easy to work with due to their circumstances, 

but there was an air of acceptance of this in how she approached the mums, noting that is 

just 'part of what we do' and realising that this isn't anything she can change. Here she 

states:  

 

 

Beth: ‘I don’t really know what would have made it easier … it’s to do with the group 

that we work with. So, I think that’s just part of what we do.' (Interview, p. 3) 

 

 

Fiona also had to make sure the acceptance was mutual in the relationship, not only for the 

mums and their situation, but also for her. She felt like the mums put her up on a pedestal 

and regarded her as someone who had all the answers to their issues. They thought she 

was something she wasn't. She had to re-adjust this balance in order to be authentic to who 

she was and not to give false expectations.  
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Fiona: 'Mums on the course looked to me as a therapist, a counsellor, someone who 

could solve all their problems ... I had to make this clear.' (follow-up phone call) 

 

 

Gina discussed how she had to remember where the mums were in their journey and to 

accept this. She wanted to get on with the delivery of the curriculum but was interrupted 

frequently by the mums' pre-occupation with their babies. She accepted that this was 

normal for them and overcame her frustration by allowing the distraction to happen. This 

probably came from a place of empathy, as she too was a mother and could probably recall 

how distracted she was when her children were tiny. She explains here: 

 

  

Gina: 'they are listening out all of the time, kind of checking (for their babies), 

because, however frustrating it is, it is a huge consideration when the children are 

little.' (Interview, p. 4) 

 

 

Beth also accepted the mums and the geographical location of their homes. She delivered 

the course to mums in a more rural setting and recognised that she had to adapt and accept 

the mums' transportation difficulties. She didn't insist that the mums needed to come to her 

or that the course needed to be delivered in a certain way in a certain place. Rather, she 

adjusted her stance in order to meet with the mums. Previously, Beth had stated that she 

wanted to help new mothers because she herself had 'felt so isolated' as a young mother. 

This suggests her motivation to reach the mums at any cost, in order to prevent them 

feeling what she had felt. Here she explains: 

 

 

Beth: 'trying to do it weekly doesn't always work out that easily in this area (rural). If 

we set a group up in (a town nearby), people wouldn't be able to get to it, so that's 

another reason why I have to do the 1:1 work which is more labour intensive but 

otherwise I couldn't reach them, because most of them don't drive and the transport 

is expensive.' (Interview, p. 2) 

 

 



Jenny Burns. June 2021. Page 196 

 

This was also illustrated with Ava and Holly who said that each mum was different, and the 

course needed to be adjusted and delivered differently to suit. They were able to accept 

each mum for who they were in order to maintain rapport and delivery.  

 

 

Ava: 'finding that right thing for that person.' (Interview, p.2) 

 

Holly: 'with a different group of mums it might be (delivered) very different(ly).' 

(Interview, p. 8) 

 

 

Evie reflected how at times she wanted to be more accepting of the mums' challenges and 

not to brush over them with quick fix solutions. She noticed how uncomfortable she felt, 

almost as if she was rushing them into sorting themselves out with the methods she was 

presenting. In order to notice this, she must have been acutely attuned to the group to 

notice their reactions and adjust to a more listening stance. Here she explains: 

 

 

Evie: 'There are parts I felt uncomfortable ... maybe I could perhaps seem as though 

I was not valuing how difficult it is sometimes like as if I was saying 'if we just do this, 

then this will be fixed'... it might seem flippant or it might seem to be not 

acknowledging how difficult things are for them if I am just giving advice (and) tips, 

rather than listening.' (Interview, p. 1) 

 

 

In addition, Gina pointed out that accepting the mums' limitations to learn, and to move with 

their pace is important.  As she pointed out previously, having a new baby can be 

challenging and the mums are often pre-occupied with their infants' cry in the crèche rather 

than on the information being imparted during a session. Gina recognised this and adjusted 

her course delivery accordingly, in order that some learning was gained.  

 

 

Gina: 'I think that if you overwhelm people with too many different things... then I 

think sometimes people don't remember anything.' (Interview, p.7) 
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A final sub-category for authenticity is listening which will be explained in the next section. 
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Listening  

 

Even though listening is not technically an experience, rather an action, the data 

demonstrated that most of the participants experienced listening on different levels. They 

felt that it was a key part of building rapport. It was part of learning to be authentic in their 

relationships with the mums. It was part of adapting and adjusting accordingly in order to 

stay attuned to the mums and to keep the mums attuned to them.  During her follow-up 

phone call, Evie said the following: 

 

 

Evie: 'Ideally, all participants need to learn to listen (and we need) to show we are 

listening.' (Follow-up phone call) 

 

 

Evie continues by saying that the responsibility of the participants to listen and relate is vital. 

She suggests that, as a facilitator, she can often see what is wrong and what needs to 

change. However, it all starts with listening and maintaining the relationship. She explains 

this here:  

 

 

Evie: 'It would be very easy to say, 'what you are doing wrong is this, you need to 

change the way you think, you need to do this differently'... (it is) how well you listen 

and how well you relate to people.' (Interview, p.5) 

 

 

Ava endorses the approach of listening as a vital component of the rapport from the 

moment the participants met the mums. Before Ava started a group, she would have a one-

to-one meeting with the mums to ascertain whether the group would be suitable for them. 

This allowed her to practise the art of listening, learn who the new mum was and 

demonstrate the kind of relationship she wanted with the mum from the start.  

 

 

Ava: 'Listen to the parents from the word go. Get to know the person before you try to 

do any interventions or anything. Get to know the person.' (Interview, p.8) 
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Ava also demonstrated that she could listen not only to the mums' words, but also to their 

mood. This gives another aspect to listening where the 'ears' of intuition and social and 

emotional intelligence come into play. She described herself as sensitive and able to spot 

mood changes in mums and adjust her session accordingly to maintain rapport. She wanted 

to keep the session moving forward and not get stuck. She explains here: 

 

 

Ava: 'I am very sensitive so I do pick up on changes really quickly so all those little 

things have helped ... I can see when a mood changes and I try to work with that to 

move forward.' (Interview, p. 5) 

 

 

Evie concurred with this and gave an example of how one mums' mood impacted the mood 

of the group. Sensitive listening was needed in order to move the group forward, to take in 

the learning and remain positive. Evie gave the impression that this took her by surprise 

during the session and that she would have to have listened and not judged in order to react 

in an appropriate way. Here she explains what happened in one incident: 

 

 

Evie: '... there was a real thing for one of the ladies ... she was like (in front of 

everyone) I am really, really depressed and really low' and I think everyone else kind 

of thought 'Oh this is pointless' and I think that this was a difficult stage. Her being 

low had an impact on ... everyone else and how well they took the material' 

(Interview, p. 4) 

 

 

Gina pointed out that one way that helped with the listening experiences was to validate the 

mums' comments. This meant that Gina had to hear the mums' words, assess them in her 

head as to what response to give and then offer back words to be positive or in this case 

normalising the difficulties and stresses of being a new mum.  

 

 

Gina: 'to validate (is to) basically to say, 'that's ok, that is perfectly normal, you're 

entitled and this is not rubbish.' (Interview, p.2) 
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Obviously, it is worth pointing out here that all of the participants would need to know what 

was normal and what was not in order to make a statement like this. This is where having 

quality training that can help the participants know their professional boundaries is 

important to minimise risk. 

 

Gina goes on to say that being positive with the mums' also helps build the RAPPORT - 

hearing what they are saying and then giving positive statements or encouragement. Ada 

noted that by being positive in the interactions, it helped the mums move on from more 

challenging circumstances. She was referring to an incident that occurred during a session 

while in a public library where a library visitor complained loudly that Ava's group of mums 

should not be there. By listening to the mum’s fear and mood change, she was able to 

change the rude interjection into a positive learning experience. She also used it to allude to 

some of the mums' more challenging circumstances in their own lives, which they had 

shared with her. She tried to change a negative into a positive, helping them to view the 

incident in a different light in order to help them move forward.  

 

 

Gina: 'trying to say, 'you are strong' to try to build them up ...'you are doing really 

well, you have come through this thing, look ...' (Interview, p.2) 

 

Ava: 'and making it more of a positive and it's moving on isn't it. It's moving on. You 

can't change that. It's happened.' (Interview, p. 8) 

 

 

In spite of this approach, one mum chose not to return to the group following this episode in 

the library, which shows that even with the most positive, listening, validating approach, 

group members can still choose to disengage. 

 

 

Ava: '(as a result of this episode in the library) one mum didn't come back and she 

had been coming for weeks and weeks and weeks.' (Interview, p. 7) 

 

 

A further key aspect to listening was valuing the words the mum said and trying to 

understand what they mean. This meant putting the participants' own agenda aside. An 

example of this would be trying to get through all the curriculum and course in the time set. 

Instead, the participants needed to listen to what was being said in order to adjust their 
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agenda. Evie described this as 'valuing' the mums' difficult experiences so that they felt 

heard. She explains it here: 

 

 

Evie: '... it perhaps seems as though I was not valuing how difficult it is sometimes 

like it (the curriculum) was saying 'if we just do this then this will be fixed' and I feel 

like ... it might seem flippant.' (Interview, p. 1)  

 

 

Beth noted another aspect of response to her listening and that was being tactful. One of 

her pregnant mums lost her partner to suicide. Beth realised that much of the course 

material mentioned about the partner or father of which this mum had lost in a very painful 

way. Beth listened to the mums' pain, demonstrated EMPATHY and responded in a tactful 

way in order to maintain the RAPPORT. 

 

 

Beth: 'I had to be a bit tactful because there are some things that refer to your 

support network and partner (following the suicide of a partner).' (Interview, p. 3) 

 

 

Finally, as Evie pointed out in the first quote of this section, the mums needed to learn and 

experience how to listen to each other. Debbie explains how she facilitated a very chatty 

group and reports that finding the balance was difficult.  

 

 

Debbie: '... there was quite a lot to get through, so reining them back in - because .... 

you still have to get through everything and everybody has a different pace of 

learning so trying to find that balance was tricky. We have some very talky people!' 

(Interview, p. 2) 

 

 

Courtney also stated that she had one mum who talked continuously. She noted that it 

prevented other Mums from sharing and she had to be firm in preventing this mum taking up 

the whole session. Through laying down some guidelines of sharing, Courtney was 

demonstrating how to listen to each other, a concept that the mums needed to learn in their 

own relationships, including those with their infants. This needed confidence in the strength 
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of the relationship and RAPPORT she had built with the mums in the group in order to be 

able to point this out.  

 

 

Courtney: 'I think we had one mum last time that talked continuously - would hog the 

whole session ... we have got to be able to manage that and channel that into 

something else because what happens is that nobody else in the group will feel like 

they can speak ... you have to quite firm sometimes as a facilitator.' (Interview, p. 5) 

 

 

The next section will describe the final core category 'CHALLENGE', its relationships, and 

processes. 
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3.2.3 Category 3. CHALLENGE: Its relationships and processes 

 

CHALLENGE is defined as: 

 

 'a task or situation that tests someone's abilities'. (Oxford English Dictionary, 

 2018) 

 

The participants described various CHALLENGES that they experienced. These were 

divided into three main sub-categories; confidence, frustration and powerlessness which 

are described below. The participants were able to mitigate these experiences by their own 

professional and personal experiences, previous training plus the on-going successes of the 

group of mums they were interacting with. This demonstrated a process of overcoming 

CHALLENGES they identified. This next section will look at the nature of the CHALLENGES 

faced and then provide more details on how these were overcome. Evie sums up here how 

running groups with this clientele needed some experience in order to overcome the 

difficulties: 

 

 

Evie: 'I think it would be difficult if you were pretty in-experienced in managing groups 

of people." (Interview, p. 6)   

 

 

The following diagram shows the CHALLENGES that the participants experienced and its 

relationships with the sub-categories. 
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Diagram 3.4. Diagram to show CHALLENGE: Its relationships and processes with the 

sub-categories. 

 

 

 

Confidence 
 

Confidence is defined as a: 

 

'Feeling of self-assurance arising from an appreciation of one's own abilities  or 

qualities'.  (Oxford English Dictionary, 2018) 

 

The participants found having a lack of confidence CHALLENGING at times. Ava described 

herself as outwardly confident but, on the inside, not so much. It was as if she was hiding 

something from the mums so she could come across as confident and professional. Debbie 

also recognised she was not confident and questioned herself. She wondered if she was 

delivering the course in the right way. They describe this here: 

 

 

Ava: '... people say that my confidence washes off on them, but if they only knew that 

I am not confident.' (Interview, p. 6) 

 

Debbie: 'I suppose the first delivery of it would be the confidence, for myself, just with 

the unknown as in 'Am I doing this right?' or 'Is this how it is supposed to be done? ... 

and because we weren't using the PowerPoint 'are we doing it justice?', 'Are we 

doing everything we can?' 'Are we delivering it in the right way?' (Interview, p. 3) 

 

 

Experiences of non-health workers
delivering a perinatal course

CHALLENGES

FRUSTRATIONS

leaving the job

POWERLESSNESS

CONFIDENCE

mitigated by training, work experience,
lived experience and ongoing successes

or interactions with Mums

mitigated by accepting and
living with the frustrations

mitigated by holding the tension between
wanting to do more but not able to, role
boundaries and containment of emotion
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Debbie also alluded to her lack of confidence being related to feeling somewhat out of 

control by referring to being in the 'unknown' and questioning herself. Gina also backed this 

up by stating that the process felt out of control for her too. It is well known that feeling out of 

control can create a sense of anxiety and this could indeed have knocked confidence. 

However, the participants continued with the planning and delivery of the course despite this 

lack of confidence. 

 

 

Gina: ' I would have liked to have felt more in control of the process.' (Interview, p. 6) 

 

 

The participants were able to identify their feelings as confidence issues and have the 

reflective capacity to do so. This seemed key in them being able to decide what to do next.  

They didn't stop planning for the group or continuing with delivery. Holly verified this as a 

lack of confidence during session 1 and she too was questioning whether she could actually 

lead the group: 

 

 

Holly: 'I was questioning my own ability at that particular time (during session 1).' 

(Interview, p. 7) 

 

 

The participants discussed how they overcame their lack of confidence. Each of the 

participants was able to find ways to overcome the CHALLENGES and lack of confidence. 

Some noted that their past work experience and skills gave them confidence. Eva noted 

here that she thought it would be a CHALLENGE to undertake the running of the course 

without some previous group facilitation skills.   

 

 

Eva: 'Well I have facilitated groups before and it is part of my job anyway... I have an 

idea of how to manage people ... I think I am pretty confident so I think that helps. I 

think it would be difficult if you were pretty inexperienced in managing groups of 

people.' (Interview, p.2) 

 

 



Jenny Burns. June 2021. Page 206 

 

Holly shared the fact that she too drew from her work background. She noted that the course 

(Enjoy Your Baby) training, which was held over one day, which only gave her the overview 

of the course content itself. She acknowledged that this was not where she gained her skills 

as a group facilitator. Ava also noted that her skills as a lifestyle coach were used in running 

the course. They explain this here: 

 

 

Holly: 'It is mainly my background that I draw from, not necessarily what I learned 

(from EYB training) I suppose. My background has supported it then I would say.' 

(Interview, p. 7) 

 

Ava: '... I think as a lifestyle coach, that's where those are key skills that I can use ...' 

(Interview, p. 5) 

 

 

Fiona stated that it was her lived experience that she was able to draw on to help facilitate 

the groups but did admit that she 'winged it' the first time she delivered it. It is interesting to 

note that the data demonstrates that lived experience can give one confidence in 

delivering the courses. This links in with the empathy process discussed earlier in this 

chapter. Fiona was able to feel empathy and carry hope to the participants because of what 

she had been through and how she had come through it. This, in part, gave her the 

confidence needed to deliver to the group. She states: 

 

 

Fiona: 'The first time I did it, I winged it a lot but by the 3rd time of delivering it was 

like second nature for me and then to draw on my own lived experience with it.' 

(Interview p.1) 

 

 

The participants went on to say that the more that they delivered the course and practised 

their delivery, the better they found they were at it, which in turn increased their confidence. 

However, it is worth noting here that the participants had to have had an element of 

confidence at the start of the course delivery in order to get going. There was an element of 

risk taking and jumping into the 'unknown' hoping the group or interaction with the mums 

would be successful. As Fiona noted here, the mums didn't know what she knew or whether 

she was getting it wrong. This showed that Fiona had an element of initial confidence in 

herself in how the group course delivery would turn out. Here Fiona and Debbie explain: 
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Debbie: 'I think the more you deliver something the more you get familiar with the 

content anyway and the confidence grows, doesn't it?' (Interview. p.3) 

 

Fiona: 'It got easier. When I first started, I was very nervous and I shouldn't have 

been nervous because they didn't know if I was getting it wrong or not ... I think the 

fear of saying the wrong thing because obviously parents who are in a vulnerable 

state so I didn't want to make things worse by saying the wrong thing.' (Interview. 

p.2) 

 

 

During the follow-up telephone calls this category was discussed. All felt that their 

confidence grew as they delivered the courses more often and when they received positive 

feedback from the participants. This is closely linked to seeing success and rewards. 

Perhaps the participants did not realise the element of confidence they had initially to start 

work with the mums or how their on-going successes of the group fuelled their confidence 

to continue and perhaps strengthen their delivery and interactions? Perhaps they also could 

not see how some of their lack of confidence was mitigated by their previous work 

experience and lived experience. In Fiona's case, even when her lived experience 

became a hindrance, she was able to problem solve and delegate someone else to lead the 

group as it felt too 'close' to her own experiences (see section on motivation). Here, the 

participants state how their confidence increased over time: 

 

 

Holly: 'I felt empowered when it went well and when the feedback was positive.' 

(Follow-up phone call) 

 

Gina: 'I did feel an increased confidence each time.' (Follow up phone call) 

 

Beth: 'It got easier after the first time.' (Follow up phone call) 

 

Fiona: 'I felt very confident delivering the course.' (Follow-up phone call) 

 

 

In summary, confidence, or lack of it, was something that the participants felt was real and 

verbalised. Sometimes this was due to the 'unknown' and 'lack of control', however with their 
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reflective capacity, the participants were able to mitigate this through their previous work and 

lived experiences. In addition, the practice of delivery increased their confidence and this 

in turn helped them feel rewarded with their successes of seeing the mums improve and 

return to the sessions. They also were able to problem solve ways round the difficulties they 

found and obviously had enough confidence to start the groups in the first place. The next 

section explains the sub-category frustration. 
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Frustration 

 

The participants described some of their feelings as frustrations. There were various 

reasons for these frustrations; the most common was with funding and how this put a strain 

on running the groups. The participants wanted to be able run groups continuously or 

provide childcare, but this wasn't always possible. Their motivation, fuelled by empathy, left 

them feeling frustrated with the plans that they had to support the mums so they had to find 

ways to provide the service that they wanted which they were able to do with existing 

problem-solving skills e.g., creative ways of keeping the crèche going. Ava and Evie 

illustrate this here: 

 

 

Ava: 'For me, I would like it that if somebody got in touch today, I could say 'right, 

next Thursday (our group) will be on' but at the moment it's not on until April and that 

is down to funding really but ideally it would be better to run as a continuation'. 

(Interview, p.4) 

 

Evie: 'We had plans to do more but, in the end, it didn't materialise so we thought we 

might have lost our funding but we have managed to keep the group running on a 

shoestring but with no crèche it is hard to do'. (Interview, p1) 

 

 

Beth took the ending of the funding for her project very much to heart and described how 

she felt like she was abandoning her mums. She described the amount of work and effort 

she had put into her sessions and the attachment she had made with her mums, so much so 

that when she knew the funding was ceasing, the thought of leaving her mums and telling 

them the support was coming to an end felt unbearable for her. Her way of dealing with this 

was to leave her job and end her relationships with the mums by saying that she had gone to 

another job, rather than tell them that the project was ending. For Beth, her anticipated pain 

of the loss of the relationships with her mums was too much. The thought of telling them it 

was ending was more than she could bear. It felt like she didn't want to let them down and 

had a sense of guilt that she was withdrawing such a valuable service and support. In a 

previous statement, Beth had said how she herself had felt so isolated as a new mum and 

perhaps these personal feelings were resurrected, those feelings of abandonment and 

isolation. She perhaps could feel what the mums were feeling (or what she imagined they 

were feeling) and it felt overwhelming for her, so her escape route was to stop working with 

the mums. She describes this here: 
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Beth: 'I put so much work into my sessions, it was disheartening to not see them 

replaced due to the funding finishing. I felt like I was abandoning the parents. I had 

put so much work and research into the session. I left my job before the end of the 

funded project because I couldn't bear to bring it to an end with them. It was a real 

loss.' (Follow-up phone calls) 

 

Beth: 'I wanted to help people because I myself felt so isolated' (follow up phone call) 

 

 

A further frustration was accessing clinical support. Fiona described this as needing an 

expert to talk to about some of the family needs as they were more complex than she and 

her team felt able to handle. Fiona had met up with the local perinatal team and explained 

what they were trying to do, but this team seemed unconvinced and perhaps untrusting of 

Fiona's plans for groups. Fiona described this was because there was a lack of training on 

her part and also their differing referral criteria. During her follow-up phone call, Fiona stated 

her feeling of being 'undervalued' because of the lack of support from clinical services. This 

had a sense of hurt and sadness attached to the statement she made. She was passionate 

about the service she was providing and wanted to be believed and encouraged by outside 

'experts' that her efforts were not in vain and were indeed helping mums and filling a gap in 

service provision, but this was not to be. In fact, the opposite; she was doubted and 

dismissed in her efforts. Evie expanded on this by stating that the relationship with the 

statutory sector was patchy. Some health staff were available, but others were not. Evie was 

able to brush this inconsistency off, whereas Fiona felt the lack of engagement and 

encouragement from the clinical services, personally. It is worth considering here that Evie 

was a paid worker and Fiona was not. Fiona had also set up her groups from scratch and 

was not attached to any specific charity which suggests that she needed the external 

support even more. Evie, however, was part of a larger charity, which had supervision and 

procedures already in place suggesting why she was able to brush off the non-engagement 

with health staff more easily. Fiona and Evie explain more here: 
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Fiona: '... it would have been good to have a 3rd party involvement, sort of like a 

perinatal mental health team to talk to because some of the family’s needs were a 

little more complex but we tried our best ... I think it was that they (statutory services) 

did not want to engage with us which was quite frustrating as I did have a few 

meetings and open up that we were doing something similar but I don't think they 

were keen to work with us just yet, whether that is because they want to see proof of 

our training - which is probably the reason why, but I do know as well that it is 

because of their referral processes and a lot of mums that we were seeing were 6 

months plus whereas they (statutory services) were only taking 4 weeks post-natally 

at present, so I think that if they were going up to 12 months then we would have a 

little bit more engagement with them'. (Interview, p. 2) 

 

Fiona: 'I felt undervalued by the services around us as we offered a really good 

service.' (Follow up phone calls) 

 

Evie: '...we have a reasonably good relationship with a couple (health visitors) who 

refer to us and we don't know any of the others...it is too hard to get hold of them if 

we need to ... it is almost a closed door to us.' (Interview, p3) 

 

 

Holly also mentioned about her frustration with the statutory sector, but less in relation to 

the work with the groups, rather than their jobs seemed to have become more and more 

administrative. She was impassioned in her view of the work professionals now do and how 

this seemed to ignore those in need. She acknowledged that the charity she worked for was 

doing the work that social workers should be doing. This clearly made her frustrated, as 

illustrated here in the following quotes: 

 

 

Holly: '... and the climate of professionals has changed dramatically because they 

don't seem to be able to give the support that they used to do. It is all about filling in 

pieces of paper. What meaning is that to a woman who is struggling?' (Interview, p. 

6) 

 

Holly: 'I cannot speak highly enough (of the charity Holly volunteers for). In some 

ways it frustrates me to think that (the charity) is led by 4 paid workers who work very 
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hard, but (the charity) wouldn't be (the charity) without the volunteers, and the 

volunteers - the work that they are doing they are doing for nothing and the work they 

are doing is the work of a social worker in many areas.' (Interview, p5) 

 

 

However, the frustrations of Holly, Evie and Fiona with the statutory services did not seem 

to dampen their motivation to continue to deliver the courses. They were able to continue 

and found their reward from the mums themselves. They also were able to problem solve 

once again and work around the difficult and more complex families they had in other ways. 

They were able to use their boundaries learned from other work experience and training. 

 

Another frustration was when mums did not turn up to the sessions. Fiona found that this 

'disheartened' and 'frustrated' her when they didn't give a reason. Gina also stated that this 

was one of her frustrations. Fiona explored this a bit further with insight into whether it was 

due to the fear of the group ending. She then went on to consider ways that could have 

helped the mums access the group but recognised that there were some boundaries that 

needed to be in place for safeguarding purposes. There were also some emotions not 

spoken here but implied, namely that the participants really cared about the mums and their 

welfare which would explain their disappointment on not attending. They wanted them to 

attend and benefit from the provision of the group or interaction. This supports the categories 

of empathy, motivation and hope as it seems that the participants really wanted to impart 

their hope of recovery to the Mums on the course and all that it could offer but of this 

couldn't happen if they weren't there. These 3rd sector participants were intrinsically 

motivated to see the mums attend and this suggests it came from their own lived 

experience, (either being unwell themselves and/or being aware of the logistics involved in 

managing being a mum for the first time) knowing and wanting to make a difference. This is 

illustrated here with quotes from Fiona and Gina: 

 

 

Fiona: '... dis-engagement from some of the participants (was difficult), I find that 

some of them will come to the first session and not come back or by the 4th session 

they don't come back and it is quite disheartening because they have done so well 

but I think that it is that fear of being the final session.' (Interview p.1) 

 

Gina: '(the frustrations were) mums not turning up.' (Follow-up phone call) 
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Fiona: 'I felt frustrated when the mums didn't come back but didn't give a reason. It 

would have been good to have a buddying system so if a mum was anxious about 

making her way there, she would be able to help her - meet her halfway or pick them 

up - I think the mums would have benefited a lot more if they were able to do that ... 

we were a little worried about our policies for our volunteers to that.' (Follow up 

phone call) 

 

 

Gina found the practical elements like childcare a frustration, distraction and barrier. As a 

facilitator of the group and following the hard work of preparing a session, it makes sense 

that if there are distractions and problems throughout the session with babies crying and 

interruptions, this is going to cause frustration. This suggests that Gina had assumed that 

she would have her group of mums' attention for the whole session without any disruption. 

She assumed that the mums would be attentive and that she would have full control over the 

session. However, by her own acknowledgment, Gina admitted that perhaps childcare was 

always going to be a problem and therefore inadvertently lowered her expectations of what 

the course would look like in delivery. Next time, Gina might have planned the sessions with 

a little more flexibility so that it allowed for interruptions of childcare issues. This would 

reduce her frustrations. Taking into account Gina's background as a qualified teacher, it is 

understandable that standing in front of a classroom of children in school is quite different to 

standing in front of a group of new mums with new babies. Here she explains her issues: 

 

 

Gina: 'There were a lot of frustrations in terms of the crèche facilities, just 

practicalities, so a lot of the children were young so naps was a problem, so if the 

children were supposed to be sleeping at that time, often the mums wouldn't make it 

so that is a restricting factor as they are not following the entire programme ... we 

had one session where the mum brought the chid in and the child continued to cry 

through half the session even though it is a great idea to have a crèche, I think it is 

still tricky getting the mums relaxed away from the children and encountering sleeps 

and naps ... so I don't  know how you would get over those stumbling blocks 100% ... 

there was one mum who came for a few sessions and said 'this is too difficult, it is 

the wrong time', so she would probably come another time when the child is older but 

maybe if she needs that help now then you know, I don't know what the answer is?' 

(Interview, p. 3) 
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In summary, the participants' frustrations were wide-ranging and real. They included a lack 

of funding, projects coming to an end, working with the statutory services, and reliance on 

the voluntary sector, mums not returning to the group and missing sessions and childcare 

and crèche challenges. These frustrations themselves were static and on the whole did not 

change, however, all but one of the participants were able to acknowledge them and 'sit with 

them', not deterring them from continuing to lead the sessions even though in one case this 

made her feel undervalued. One participant, as a result of the frustration of funding losses, 

made the decision to stop working with the mums before the funding ran out because this 

was the lesser of two losses for her.  

 

The next section describes the sense of powerlessness that the participants felt towards 

the Mums in their groups and the services around them. 
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Powerlessness 

 

There was a sense with some of the participants that there was a powerlessness to help at 

times when there were such difficult circumstances with the mums. For example, losing a 

baby, complex family situations or a husband ending his life with suicide during his wife's 

pregnancy. Holly acknowledged that she didn't have the power to help this mum feel better 

and felt like she wanted to take on a mothering role; wanting to comfort her, stand with her, 

look after her, nurture, and care for her. Instead, she was able to self-reflect and state that 

she didn't have a magic wand to be able to whisk away the pain this mum was feeling - very 

much as a parent might feel about their child when it is going through difficult times. There is 

a sense of tension here that Holly is holding between the empathy and care she feels and 

the wanting to fix things for the mum balanced with the reality of not being able to do this and 

'only' providing a space to listen for an hour or two each week. She explains here: 

  

 

Holly: 'Feeling not able to help I suppose, especially with one situation of the mum 

who had lost a baby ... sometimes you don't have the power to make them feel better 

do you? ... I would like to be that mother for her but then it is drawing that line isn't it, 

so I suppose not having the magic wand. Not being able to make things better for 

them ... not being able to fix it.' (Interview, p.4) 

 

 

Fiona experienced holding a similar tension although she stated she felt at a loss as to know 

what to do when the mums left the room upset and noted that safeguarding for the mums 

and the other group leaders/helpers was key. She states: 

 

 

Fiona: 'I did feel at a loss when the mums would go out of the room crying and go 

home crying.' (Follow - up phone call) 

 

Fiona: 'I felt as though you couldn't do much, as in you could see that they were 

suffering but that there wasn't a lot you could do ... you wanted to help more but it 

was quite difficult for lots of reasons, safety for them, safety for us'. (Follow up phone 

call) 

 

The participants gave hints on how they coped with this sense of powerlessness. They 

recognised that it wasn't their responsibility to 'fix' it for the mums, to solve their problems, 
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and that they often had to find the answers themselves. Knowing their boundaries and role, 

being tactful with difficult and sensitive disclosures and containing the emotion in the room 

were skills that the participants displayed which can only have been gained through work or 

life experiences, as these were not taught in the Enjoy Your Baby training. These seemed 

to be essential skills to help the participants hold the tension between wanting to fix things 

for the mum and knowing that they cannot and being satisfied with what they are doing. 

Holly, Beth and Fiona explain it further: 

 

 

Holly: ' ... not being able to make things better for them ... because they have to be 

able to do that for themselves don't they?' (Interview, p.4) 

 

Beth: 'I had to be a bit tactful ... and it required a bit of finesse and delicacy really and 

it was worth it because I do think she got quite a lot out of it.' (speaking about a 

pregnant mum whose partner had ended his life with suicide while she was pregnant) 

(Interview, p.3) 

 

Fiona: ' ... but we tried our best with one-to-one support within our charity we 

contained it quite well.' (Interview, p.2) 

 

 

A further solution to help with this tension was, as Fiona suggested, to have someone more 

qualified to talk to regarding the complex family situations they came across. This external, 

more experienced person could help with reflecting on the more complex cases the 

participants came across. They could validate, reassure and build confidence in the 

participants with their role and how the courses they were leading were playing a part in the 

recovery and adjustment of the mums.  She explains: 

 

 

Fiona: 'but one wanting to have someone who is more qualified to talk to when 

feeling out of their depth.' (Interview, p.2) 

 

Fiona: 'these were dark places for mums and I didn't always feel able to deal with the 

problems they had and it was frustrating to not be able to signpost them on 

somewhere.' (Follow-up phone call) 
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In summary, the sense of powerlessness that the participants felt was recognised and 

acknowledged. There was a tension held between wanting to do more to help but realising 

that their role was not to provide all of the mum’s care and support. Instead, the participants 

were able to understand their boundaries, role and for the most part, to contain the 

emotions presented in the room. It is unclear as to where these skills were learned, but this 

must be presumed it came from work and/or life experience. 
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3.3 Presentation of results (Refugee sample) 
 

 
The following describes the findings from the online interviews from the refugee peer leader 

sample. These results, as noted in the methods chapter, draw out additional evidence and 

insights for the current categories but also evidence that supports new insights. This enabled 

the researcher to view new data afresh, look for actions and processes and then compare 

with the current categories. For ease of reading, the researcher has underlined new words 

that enrich the current categories.  

 

(Note: English was the second language of this sample of refugee peer leaders and the 

quotes are left as much as possible in the authentic way the refugees spoke unless there 

was some need of a few extra English words to help it make better sense without changing 

the meaning. The names of the refugee peer leaders are also pseudonyms). 

 

3.3.1. Core Category 1: Empathy 

 

There was evidence of the refugee peer leaders feeling EMPATHY and being motivated by 

EMPATHY to get involved in the project. Many described the way they could ‘feel what they 

feel’ and how this can offer help. The shared experience afforded a motivation to want to 

help, support, offer friendship and perspective as they knew how hard life could be. 

 

 

‘I can help others … because I feel how they feel … feeling how he is thinking. Because 

this situation, I have had it before him. As a refugee I can help him more than anyone 

else because I can ‘feel him’ and am feeling the situation’ (Ida) 

 

‘The person who knows how you feel, is the person who is already had that problem.’ 

(Samia) 

 

‘(I want) to have the experience with people who really need the same kind of support I 

asked for when I come to this country.’ (Berto) 

 

‘I have crossed this way before, so I know how the refugee or asylum seeker (feels). 

They (are) suffering sometimes, or it be very hard for them. They need someone really 

like … the people from the group to speak to them, to share some feelings, to let them 
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feel a little bit better and to be close to people … who have lived with the pressures … 

we have that connection with them.’ (Cyrus) 

 

‘I learned that … you (can) put yourself in someone’s shoes to understand … what the 

person is feeling, what (they) are going through.’ (Amina) 

 

 

One refugee peer leader noticed that even though the experiences were similar, they were 

not identical so by partaking in the group, he was able to have a deeper understanding and 

EMPATHY through listening to the other group members. 

 

 

‘(It) is giving me a chance to understand deeper another refugee and maybe not share 

experience alike, but a common understand that living here (in the UK).’ (Berto) 

 

 

Interestingly, one refugee peer leader said that EMPATHY might not be felt just by the 

refugee peer leaders. Adi said that a British person could indeed be just as EMPATHIC, and 

this was gained through a vicarious experience of working with or spending time with asylum 

seekers and refugees.   

 

 

‘I think many of my colleagues who are British would be comfortable (leading a group) 

because of their experience of working with refugees for many years. I think many of 

them can do the same.’ (Adi) 

 

 

Indeed, another refugee peer leader felt EMPATHY towards helping his fellow asylum 

seekers and refugees because he had experienced his refugee friend struggling through 

very difficult mental health problems and he wanted to help support others. 

 

 

‘The thing that led me to this group was mental health. I have a friend when I came to 

the UK. I met him here. He is from my country. Good guy, nice guy, but his mental 

health is a problem … I met him before when he was well and I met him when he was 

very bad, so that I was why I got interested in mental health.’ (Cyrus) 
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A further interesting insight that one refugee peer leader pointed out was that if someone 

had gone through a similar experience, this enabled the listener or group member to have 

more confidence in speaking to him/her or sharing about their issues. She also suggested 

that the leader was more likely to be able to find the right words to express EMPATHY. This 

suggests that the ‘serve and return’ principle used with EMPATHY described with the 

perinatal sample results, enables, and empowers the listener. 

 

 

‘.. when you speak about … an experience you had before … I think that the person will 

be more confident to speak with another refugee because we know our story, we know 

what happened. We have the same … problem. We have the same difficulty.’ (Samia) 
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Lived experience. 

 

Like the perinatal worker experiences, the refugee peer leaders recognised that their lived 

experience counted, in fact by being called a ‘refugee’ like a ‘peer worker’, was a badge or 

description that had been earned. 

 

 

‘As a refugee you are someone with a lived experience. You know how hard it was. You 

went through the same process and you are now someone with lived experience. You 

have felt what is happening to them now. You understand the hardship that they are 

experiencing so you can provide them with advice or help them to settle well.’ (Adi) 

 

 

Another refugee went further on this point saying that her lived experience had a foundation 

of culture that she suggested could not be understood by someone from the USA or Europe, 

however much there was a desire to. Her comments suggest that some of the experiences 

she had been through, Western people could not possibly understand because our justice 

system, our government, moral code, and our societal values are so different. She states 

that if we cannot imagine something, we cannot understand it, making true EMPATHY 

difficult. 

 

 

‘I think my experience, British people they are kind, they will try to help you, but they can’t 

understand really what you are feeling as a refugee or asylum seeker. They can’t 

understand. They will help you. They will do everything. I can’t explain. It is difficult to know 

how you are feeling ... For you it is like ‘why? For you it is like ‘it is not normal that (this) 

can happen’. You can’t imagine that and something that you can’t imagine is difficult for 

you to understand … In your mind you will have little bit question, ‘is that possible for 

someone to treat people like that? … and that question is important for asylum seekers.’ 

(Samia) 

 

‘we say sometimes - Europe and USA, life is so easy, so nice. They don’t have a problem, 

they don’t have maybe a food problem, they don’t have a police problem, they don’t have a 

government that put you in prison because you didn’t do anything, so yes, it is difficult for 

you to understand that because you have never seen (it)’ (Samia) 
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Samia goes onto say that when another refugee who has experienced these unjust 

situations in their story, where they were powerless and have no voice to defend 

themselves, there is a knowing, a camaraderie, an instant respect but also a trust and 

confidence for someone else to share their own stories. 

 

 

‘If someone say, ‘someone put me somewhere five days and they didn’t give me anything 

to eat’, I would trust them, because in my country I used to have that experience.’ 

(Samia) 

 

 

Hearing the variety of stories meant that others felt less alone in their own experiences. 

Another refugee stated that hearing and listening to other peoples’ stories made her feel less 

isolated and gave her perspective. 

 

 

‘We can feel like that ‘it is only me with my children, it is so hard, it is so difficult’ but with 

empathy we can find out that other peoples … are going through much and more … than 

what we are going through, so we need to stick together … it helps a lot.’ (Amina) 

 

 

Also, the practical side of living through the asylum seeker process meant that someone who 

had walked this process before, could encourage others to explain what is happening and to 

persevere. 

 

 

‘I think it is a hard time for asylum seekers because you are just waiting for the interview; 

‘My interview is coming? My interview is not coming?’ … you are just thinking of your 

papers and ‘when I get there’ … they need someone around them to help them and (tell 

them) what is going on.’ (Cyrus) 
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Hope 

 

Hope was a theme that was revisited many times in the process evaluation and interviews. 

The perinatal sample revealed that the participants were ‘bearers’ of hope. Within the 

refugee sample and process evaluation, this was taken further with more evidence and 

understanding of what hope is in this context. It seems that hope is received and given 

without it being diminished in the giver, in fact, the giver of the hope seemed to increase 

their own hope. In addition, as hope was given, it brought something new to the receiver - 

strength.  

 

 

‘We can support and encourage our self-confidence and face our problems. Gives us 

how to live better in UK and now I can go everywhere. I have strong. Now I am strong 

really. I don’t fear (so much) of everyone here. And I am (less worried). I can face 

everyone … now I am a new woman.’ (Ida) 

‘I can give my experience - to share my experience with the refugees and asylum 

seekers – I can tell them to have hope, to be strong’ (Samia). 

 

 

Berto viewed hope as part of a steppingstone towards purpose. As refugees starting all over 

again in another country, this meant that they had to re-start and find purpose again. Finding 

and having hope was a part of this journey. 

 

 

‘We have been working like a ladder. We start with the first step ‘belonging’ and what it 

means and every step of the ladder … we worked on different meaning in the past like 

happiness, hope, dreams and (then) we came to ‘purpose’. Because for me it is the 

most important thing in life.’ (Berto) 

 

 

Berto used the analogy of a ‘ladder’. Another refugee, Samia used an analogy of a book. 

She explained that each group session, little by little, life and experiences were discussed 

which she described as different chapters. It was as if each life represented in the group 

spoke ‘aloud’ a different chapter each week, one of which was ‘hope’ and their experience of 

it. 
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‘… but you talk about your life little bit - chapter by chapter, for example, when you talk 

about hope, you talk about your experience, your life experience with the hope.’ (Samia) 

 

 

Rewarded 

 

The perinatal sample broadly evidenced two types of rewards; egotistical ‘I am helping 

myself’ and altruistic ‘I am helping someone else’. These were true for the refugee peer 

leaders too. Firstly egotistically, some refugees found it spurred them onto do different things 

in their lives. 

 

 

‘When I came here, I wanted to learn English and then go to work. I did not look to go to 

university or something like that but through this project I have become more confident 

than before and now I can continue you know - go to university or study or (something) … 

this group has helped me. People are really motivated so that has motivated me to 

continue studying at university … that has helped me, really, really helped me.’ (Cyrus) 

 

 

Cyrus went onto say that before he became a peer leader, he recognised that his mental 

health was not strong but now it was better, and he had changed his direction to go to 

university. This suggests that Cyrus was not intentionally looking for a reward, like 

something for his CV, or a job prospect or even for the experience. We know that Cyrus had 

already stated that it was because of his friend’s struggles with mental health that motivated 

him to get involved to learn more. So, the reward for Cyrus was egotistical, but not planned, 

rather an unintentional egotistical reward.  

 

 

‘Before (the group), I can say that my mental health was not right. Thinking too much and 

thinking a lot.’ (Cyrus) 

 

 

Ida too explained her egotistical motivation for getting involved in the project. She explained 

how she wanted to feel stronger and more confident with her life in the UK so she pushed 
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herself to get involved explaining that if she pushed herself with this challenge, she could 

tackle the challenge of adapting to her new life here in the UK. 

 

 

‘Because I feel I am not strong enough. When I joined the group, I was speaking, and I 

could (feel) my character getting stronger. To face my challenge. To face my life. 

Here. My new life here. I need to be a leader because I need this situation for my life. I 

can’t start new life without self-confidence.’ Ida 

 

 

During the interview, Ida went onto say how her confidence had indeed improved and she 

gave a very practical example of job hunting and how this had become much easier. She 

also described herself now as a ‘new woman’. This suggests that she recognise and noticed 

her own inner change which in turn allowed her to achieve her original aim of being able to 

face some of her challenges.  

 

 

‘Changed myself more. I now have more self-confidence … Also, with the job centre 

… they told me I am speaking very good, and I do not need a translator. All from this 

group … now I am strong really. I do not fear so much of everyone here. And I am less 

worried. I can face everyone … Now I am a new woman.’  (Ida) 

 

 

Berto described his reward as egotistical and altruistic. He explained that he wanted to gain 

experience of supporting people and spend time with professionals, but he also wanted to be 

a support for others. This suggests that it is not one reward or another – it can be both 

egotistical and altruistic. 

 

 

‘I wanted to gain the experience supporting people and having the chance to interact 

with professionals … more important thing for me was to have experience with people 

who really need the same kind of support I asked for when I come to this country…this 

experience has proved to me that I can do … the thing I love and I am passionate 

about - in English!’ (Berto) 
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In summary, the evidence analysed within the refugee interviews, supported the core 

category of EMPATHY. The additional insights included vicarious empathy which can be 

gained by someone who spends time with someone else who has the experiences. This in 

turn allows the person to gain some lived experience by proxy, rather than directly. A further 

insight was the person expressing EMPATHY because of their lived experience, gave 

confidence for someone else to share their story.  

 

Lived experience as a sub-category was also seen as an important part of the peer leader 

process. It concurred with the perinatal sample results that the lived experience was like a 

‘badge’ or ‘diploma’ that had been earned. This theme also is further described in the 

process evaluation chapter. However, unique to the refugee peer leader, there was evidence 

to suggest that a Western culture and an African culture (or another non-Western culture) 

was very different so even though our western culture ‘means well’, it is impossible to 

understand fully a culture with so many injustices and different social structures. Additionally, 

lived experience can help others feel less alone and give perspective as they hear others in 

a similar place and practically, how to walk through the asylum process from someone just 

ahead, was deemed as useful.  

 

Hope was also identified like the perinatal sample, however the data indicated further 

insights of hope being given yet not diminished in the giver. Hope giving strength and hope 

being part of the steppingstones or chapters towards purpose.  

 

The subcategory reward did demonstrate egotistical motivations more than the perinatal 

sample, however, in addition, the evidence showed that there were some unplanned 

rewards in the form of making decisions to take a different life course because of the group 

or gaining confidence in language to look for jobs independently. The data also suggested 

that both egotistical and altruistic rewards could be a peer leader motivation simultaneously.  
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3.3.2. Core Category 2: Rapport 

 

The perinatal sample generated ten subcategories, many of which rang true with the refugee 

peer sample. For example, one refugee described how he viewed building RAPPORT. He   

stated that setting the right ‘mood’ for the group meant seeing things from the group 

members point of view which afforded him to be able to create a safe space with 

boundaries. He described this as an environment of comfort which enables the peer group 

members to be able to share. 

 

 

‘The thing that is most of the asylum seekers are distressed, they are in difficult 

situations, they don’t know the language so you have to create an environment where 

they feel more comfortable where they can express themselves and not shy of speaking.’ 

(Adi) 

 

 

Adi went onto describe some practical ways to build RAPPORT which included listening 

and being ‘audience orientated’. This suggested that the ‘audience’ – the peer group 

members, where actually in control of the group, even though this was not expressly said. 

To be holding the audience continually in mind, gave a stance for the peer leader to be 

attuned and guided by them. Berto concurred with the peer leaders guiding the 

conversation which afforded an atmosphere in which conversations and dialogue could 

happen freely and naturally without inhibition. 

 

 

‘…be audience orientated ... give people a chance to speak ... be engaging ... listen, 

especially through a second language … you are listening to their problems.’ (Adi) 

 

‘… it is just about a guided conversation where we can openly exchange.’ (Berto) 

 

 

But there were some additional insights that add richness to the experience of the peer 

leaders for this category of RAPPORT. Cyrus talked about how as a peer leader he wanted 

to gain wisdom from those around him. He took a humble and mutual stance of learning from 

those he built a relationship with within the group. Cyrus was the youngest peer group 

leader, so this may have had something to do with his desire to ‘learn’ from others, but it 

could also be the cultural difference of respecting, learning, and living more in community 
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with one another as opposed to perhaps a Western individualistic view. This is supported by 

some of the data from the process evaluation data which revealed that this is true, 

particularly for the African cultures.   

 

 

‘… I meet (new) people … they have seen this life before me … knowing new 

information … learning about different cultures and nationalities … it is good for me’. 

(Cyrus) 

 

 

Amina stated the best thing about being a part of the group was the diversity represented. In 

any one group with the Perthyn project, there could have been seven nations represented, 

but once again, Amina took the respectful stance of saying that within the RAPPORT built, 

she could learn new things. In addition, she recognised that she could attribute this to 

impacting and improving her own mental health. 

 

 

‘I think the best thing about this group is diversity. Diversity. Because of the different 

people join. Different people – beliefs, because they have diversity, it is one of the 

best things. It is helpful for mental health ...it definitely lift your (my) mood … to know 

the different places in the world.’ (Amina) 

 

 

Berto expanded on the sensitivity needed when working with different cultures. He 

suggested that it is about providing the best care possible regardless of beliefs. This is 

interesting because the perinatal sample did not acknowledge belief systems. It evidenced 

the sub-categories accepting, which included non-judgement, but more from a perspective 

of mental health or wellbeing state or even life choices, rather than their belief system. 

 

 

‘It is about working with people in a non-intrusive way taking into account their beliefs 

… they could be split on their beliefs or non-beliefs … to provide the best care 

possible taking into account their beliefs. It doesn’t matter their religion.’ (Berto) 
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Berto went onto explain further about how he felt RAPPORT could be built within the group 

and recognised the vulnerability of some of the group members and the barriers that could 

prevent RAPPORT being built. In his words, there is a sense of generosity of spirit, to want 

to reach those who are feeling vulnerable, and an authentic audience focus.  

 

 

‘… we created a group open for anyone, especially refugees and asylum seekers and 

vulnerable people … focus on understanding barriers, language and culture and 

providing mental health emotional health support.’ (Berto) 

 

  

Adi developed this further by saying that the group needed to set a tone, fostering 

RAPPORT that gave people power to speak freely. Giving power to someone Adi said is a 

way to helping them with their mood as they can accept their circumstances. Cyrus also 

stated how the equality of the group also afforded non-judgement. He likened it to a 

teacher/pupil relationship where in school, you could get it right or wrong. In this group he 

recognised the relationships as different to this. 

 

 

‘… setting that mood … gives the people the power so that they can speak freely in 

their broken English so that they are still comfortable … (the discussions) empowers 

people to feel comfortable and in touch with others … some were saying ‘I was living 

in X – this is now where I belong ... this is our home now.’ (Adi) 

 

‘…we don’t have a teacher. We are all from different areas with different experiences 

and share so many things together ... we are equal, no-one is the boss. It is different. 

No-one judges me when I say it wrong.’ (Cyrus) 

 

 

Amina highlighted how her lack of skills, language and being a full time Mum gave her less 

opportunities than others and she therefore felt disempowered. With refugees and asylum 

seekers, there is an evident lack of access to furthering themselves in education even 

though often the motivation is there. This suggests a group who lacks power in many areas 

of their lives which suggests they are unequal to the majority. The asylum seeker and 

refugee often have no choice in their situation - it was just because of where they were born. 

 

 



Jenny Burns. June 2021. Page 230 

 

 

 

‘I was going to university to do nursing, but I couldn’t because I came to the UK … I want 

to go (to university) but it is kind of difficult because I need some kind of levels to go 

through it and much more English as well, writing, and understanding, talking … it is a 

challenge with my children.  I don’t have any grandparents, Auntie to take them … it is a 

bit different to my country, we stick much more together, sometimes living in the same 

house.’ (Amina) 

 

  

Berto explained how using the wellbeing intervention, which was exploring a different 

English word each time, allowed a real exploration of deeper feelings. This suggests that the 

external focus of a ‘word’ for all to view and engage with, gives the experience of connection 

- a shared experience that can enable a flow of conversation, attunement with each other 

as there is give and take and listening. Samia also recognised that viewing one word as a 

group gave a bond that afforded a space to be able to express yourself.  

 

 

‘The most enjoyable part of the discussions has been their (refugees and asylum 

seekers) own meaning of the words in their own languages. When people say, ‘this 

means in my country’ or … ‘this has a different meaning’ or ‘the word doesn’t exist in my 

language’, this is really attractive for me because the spoken word is attached to thinking 

and thinking is attached to culture and when we take into account of all these chains of 

meanings it is possible to understand how people feel even when they are not expressing 

feelings openly.’ (Berto) 

 

‘You talk about (the word) ‘sadness’, you talk about your life.  You talk about (the word) 

‘happiness’ you talk about your life in that session. You talk about (the word) ‘settle’, you 

talk about your life in that session. You talk about your life your express your life in the 

words, in the few words … and that word is all your life’ (Samia) 

 

 

As previously mentioned, Samia likened this weekly view at a different word, like reading a 

chapter of their lives each week with the title of each chapter a different word but exploring 

their lives from that word’s viewpoint. This suggests that RAPPORT takes time to build, but 

slowly ‘turning the pages’ week by week, can enable people’s lives to be slowly expressed, 

unravelled and shared. 
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‘You talk about your life, little by little (word by word), chapter by chapter’ (Samia) 

 

 

Finally, Berto described the group as all about relationships in lots of different directions. 

RAPPORT he felt, was being built in horizontal, vertical and diagonal ways. He suggested 

that relationship was the foundation of a successful group. 

 

 

‘This group is about relationship with leaders, peers, with experienced people … I 

think this is the core thing’ (Berto) 

 

  

In summary, the refugee peer sample concurred with the perinatal sample as identifying 

building RAPPORT and setting the right mood, listening, flow, guiding, accepting, 

authentic and giving control to the other group members. However, there were added 

insights of being audience orientated, having an environment of comfort, and having a 

humble, generous, and learning approach. There was also the insight of how the group 

could afford a gaining of wisdom from others which was potentially identified as a difference 

between western and other cultures.  

 

A further insight was the appreciation of power balances between people. Being able to give 

power to someone to enable them to make choices is an interesting and insightful 

observation. Perhaps fleeing from a country gives an experience that enables someone to 

have a much better perspective on what it is like to have no power and therefore how to find 

it again. 

 

In addition, equality was stated as an important aspect of RAPPORT. Again, could this be 

because of the different nations represented? Finally, the imagery of sharing life stories 

around one English word like a book, chapter by chapter summarises well the experiences 

and journey of the peer leaders.  
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3.3.3. Challenges 

 

The perinatal sample identified three main CHALLENGES: confidence, powerlessness 

and frustrations. The refugee peer leader sample related to some of these, but also to 

others which will be described now. 

 

Confidence. 

 

The perinatal sample showed evidence particularly about confidence (or lack of it) to deliver 

the wellbeing intervention. The refugee peer sample spoke less of the confidence in leading 

session, rather about their own confidence in life and how, by becoming a peer leader, they 

gained confidence in language acquisition or in their own life decisions. 

 

 

‘… but through this project I have become more confident than before and now I 

can continue you know go to university or study or anything.’ (Cyrus) 

 

‘(this experience) has changed myself more. I now have more self-confidence’. 

(Ida) 

 

 

Samia talked about confidence being given to a fellow refugee because of the shared 

experiences. She suggested in her interview that because of the perceived similar 

experiences, there was a ‘nod’ towards immediate understanding, almost as if words did not 

need to be exchanged in order to establish the RAPPORT, rather, the knowing that they 

were refugees immediately gave confidence. 

 

 

‘I think that the person we have more confidence for you to speak … the person 

will be more confidence to speak with another refugee because we know our story, 

we know what happened. We have – it is like the same problems. We have the 

same difficulty.’  Samia 

 

 

To find a word to capture the point of the link between shared lived experience and 

confidence in another could be the word ‘trust’. Samia suggested that when someone 

understands and believes another’s story, there is truer EMPATHY and therefore trust for the 
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hearer of the story. Perhaps this is like the kind of trust in an eyewitness to an event rather 

than second-hand knowledge via a secondary source. Samia was suggesting that there is 

more confidence and trust in someone who has actually been a witness first-hand. Berto 

agreed with this point too, stating that refugees tended to trust other refugees. 

  

 

‘If someone say, ‘put me somewhere 5 days and they didn’t me anything to eat’, I would trust 

them because in my country I used to have that experience or I see someone have that 

experience. So, I will understand more about it because I know that thing is happening in (X 

county), but you, you will trust them but you will (ask) ‘is that possible … for someone to treat 

people like that?’ (Samia) 

 

‘(a) peer tends to be more confident and trust … other peers’ (Berto) 

 

 

There was no evidence of a sense of powerlessness over not being able to help others or 

other frustrations. However, one refugee felt that new people attending each week was 

difficult. Here she describes how it is easy to get comfortable with the same people each week 

so that it is difficult when a new person wants to attend the group. She gave the impression 

that it takes quite a bit of effort to make the new person feel included which could detract from 

the progress of the group and the depth of conversation that was being had. Perhaps the 

group had to regress a little in order to accommodate the new person attending.  

 

 

‘The thing that I found difficult was that every week you have a new person who come 

and a new face, so you have to manage that person because when you a meeting with 

people you already know, it is easier. When new people come you know you have to fit 

your meeting, to do everything to make that person welcoming, that person feel like they 

are at home. You maybe 2-3 week to know people to know how to x speaks or how z 

speaks or how y speaks you know? ... but when you have a new face, you have to find a 

way to include that person, include that person in the group, you have to do everything to 

help that person to feel at home as well. You have to treat them like some other you 

know before. That is the difficult part.’ (Samia) 
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Another challenge that many mentioned was being online all the time. Adi found this a 

challenge. He felt that interacting with people online was much harder as opposed to face to 

face. He suggested that online groups did not attract people to attend groups as they might 

not take it so seriously or value it and perhaps come and go, rather than commit to a physical 

group. Samia concurred with the challenge of being online. She said it was difficult to include 

everyone. 

 

 

‘Online is hard to interact with people … When you are with someone there are more serious 

like ‘I am going to that meeting at a specific time’ but when you invite someone on Teams 

etc, sometimes they forget, or they don’t have access to the internet or for different reasons 

the participation (with an) online setting was not as good as it has to be when you in a class 

or in person. I have seen like pre-covid some charities … where people play games … they 

are interacting … and maybe there is tea and coffee. So, this is attractive for more people 

to come rather than online.’ (Adi) 

 

‘Very hard online. You ask the question, because you think of the person you know, … so 

you have to try to remember his name then, to ask them the person that question’. (Samia) 

 

 

The final challenge that some of the refugee peer leaders highlighted, was understanding 

the language. This is a significant barrier. Berto talked about this saying that in his own 

language, he thinks and talks fast, but being able to achieve the same thing in English is 

another challenge. When asked whether a single speaking group (like in French or Spanish) 

from his own country might be helpful, he felt that there was a trade off in battling through 

language acquisition as it helped the settling process into the UK and integrating into the 

culture of Britishness too.  

 

 

‘(there is) a barrier of language … because I have the chance ot talk with other 

peer leaders (after) the sessions … we are not confident to speak quickly and 

naturally in English and we have time to think before we talk enough … but we 

have a really open group so language barrier could be the main issue here, but we 

can deal with that’ (Berto) 
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‘…because we need as foreign language speakers, we need to understand the 

thinking of the place we are living and the thinking and attitude and the way the 

language is spoken. It is a trade-off. We lose something and gain something when 

we are in the group with different languages.’ (Berto) 

 

 

Berto finishes by saying that the intervention actually uses the barrier of language as a tool 

to explore thoughts and feelings. This again suggests that using a shared external 

experience, like studying one word, can be a useful tool. 

 

 

‘I used to work with the same background and same language so the matter of 

being understood and understanding each other was (easy) … so now we are 

using the language barrier as a tool when we asking people what does this mean 

in your country? How do you use that word? So, I think this is key difference, so I 

have to say it is really, really a big thing. It is good. It is really good.’ (Berto) 

 

 

 
In summary, the CHALLENGES faced by the refugee peer leaders included confidence 

being given through trusting the other peer leaders and group members. The confidence 

discussed here was more related to helping them with their lives as opposed to confidence 

(or not) delivering the intervention itself. 

 

The three other CHALLENGES were working and leading groups online through a digital 

space, welcoming new people into the group and the language barrier, although the latter 

was turned into a tool in which to explore stories and the feelings attached to them. 
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In conclusion, the results discussed above, have been used to try to tell a story of the 

experiences of the participants in delivering the courses and wellbeing interventions. It has 

demonstrated how, through the core-categories of EMPATHY and RAPPORT, the 

participants have overcome the CHALLENGES to bring the mums, refugees and asylum 

seekers their message of hope; a message saying: 'I've got through this and so can you.'  

 

To enable further triangulation of these categories, the following chapter will present a 

process evaluation, where the above theory categories were integrated into a modelled 

training approach, training refugees to become peer leaders.  
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4. PROCESS EVALUATION  

 

This chapter evaluates the process of the application of the main categories and theory in 

the modelled training approach (MTA) for Perthyn (a refugee peer leader project as 

described in the Methods chapter). The purpose of undertaking this evaluation was to further 

triangulate the generated theory to see if there were further insights and to observe its 

application.  

 

4.1 Introduction 

It is important to differentiate between evaluation and research. Evaluation differs from 

research in that it aims to determine the effectiveness of an existing program or model. Its 

value is in its application to improve a programme or other programmes. It includes a 

participatory approach. Research, which is controlled by the researchers, ultimately 

contributes new knowledge and its purpose is either testing a hypothesis or creating 

empirical findings from data (Rogers, 2014).   

Evaluation is defined as: 

‘The systematic and objective assessment of an ongoing or completed project … its 

design, implementation, and results. The aim is to determine the relevance and 

fulfilment of objectives, development efficiency, effectiveness, impact and 

sustainability. (It) should … (include the) incorporation of lessons learnt into the 

decision-making process.’ (WHO, 2013. p143) 

A process evaluation is defined as: 

‘a study which aims to understand the functioning of an intervention, by examining 

implementation, mechanisms of impact and contextual factors.’ (UK Medical 

Research Council, 2015) 

A process evaluation identifies the procedures undertaken, the decisions made in 

developing a program and how they work. In turn, this helps to deliver more effective 

programmes running alongside other intervention projects so that the process of generating 

outcomes is examined (General Medical Council, 2018).  In addition to documenting the 

programmes development and operation through this process, process evaluations can also 

assess reasons for successful or unsuccessful performance. This can allow for a replication 
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of the process or an adjustment so it can succeed but, in some cases, to abandon a project 

altogether or take the learning and re-design the process (Moore et al, 2015). 

The World Health Organisation helpfully published a book entitled, ‘The Evaluation Practice 

Handbook’ (2013) which laid out the principles for evaluations of all kinds. This clearly states 

general principles of evaluation: impartiality (limiting bias), independence (of the evaluator), 

utility (related to impact and use), quality (following an evaluation methodology) and 

transparency (accountability and involvement with stakeholders). They also give a detailed 

evaluation process but not specifically process evaluation (WHO, 2018). 

Process evaluations were first introduced as a way of enhancing the way public interventions 

were evaluated. Process evaluation was described in the late 60’s as a method of 

determining principles for social action projects (Suchman, 1967). However, as a formal 

process, there is limited literature or evidence of use until the 1980’s. At this point, there 

commenced an interest in examining complex intervention processes for cardiovascular 

health, smoking cessation and child health projects. However, from literature read, authors 

suggested that these process evaluations lacked integrity and robustness. For example, 

there was no standardised way of carrying one out. Steckler and Linnan (2002) point out that 

there were inconsistent definitions of the components and no systematic approach. This 

view was supported in a systematic review of 84 evaluations that included process 

evaluations in 2007 by Murta et al (2007). They suggested that there was limited planning for 

process evaluations in the projects they reviewed and often these evaluations were 

incomplete. This was further supported in a systematic review by Wierenga et al (2013) who 

surveyed the quality of 22 process evaluations (within outcome evaluations). They 

concluded that only 8 of these process evaluations were of an ‘average’ standard and once 

again said that they lacked a systematic process. They criticised the lack of theoretical basis 

and mostly the evaluations they examined, failed to examine how the intervention was 

delivered. They suggested that perhaps these process evaluations were undertaken by 

quantitative researchers who lacked qualitative skills but concluded that there needs to be 

clear steps to assist with process evaluation.  

Glanz et al (1997) did however state that using a process evaluation framework is 

particularly useful when applying theory to interventions. They said that it allows for greater 

need to understand which parts of the theory were making the difference. In addition, 

Steckler and Linnan (2002) state: 

‘Process evaluation can provide a link between theoretical constructs thought to be 

essential for intervention success and the final study outcomes.’ (p.2) 
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Over time, a few process evaluation frameworks have emerged, for example, Steckler and 

Linnan’s (2002) process, Glasgow et al (1999) RE-AIM framework and Wierenga et al (2012) 

use of a process evaluation framework for workplace wellbeing. There are overlaps with all 

frameworks with similar use of terms but also criticisms of the very varied use of the different 

components (Bartholomew et al, 2001) (Baranowski and Stables, 2000).  

In 2015, the Medical Research Council released guidance for process evaluations of 

complex interventions which was compiled by a group of experienced public health 

evaluators, literature, group discussions and case studies. They concluded that from 2008, 

process evaluations can add value to research. Following workshops, group discussions, 

literature reviews, other frameworks, and theories, they devised guidance based around 

three core themes for the process evaluation: Context, Implementation and Mechanisms 

of Impact. They state that:   

‘The ultimate goal of a process evaluation is to illuminate the pathways linking what 

starts a hypothetical intervention, and its underlying causal assumptions, to the 

outcomes produced.’ (MRC, 2015, p. 24) 

 

Diagram 4.1. Diagram to show the key themes of a process evaluation from the 

Medical Research Council (2015) 

 

 

For the purposes of this process evaluation, the researcher (the author of this thesis) will use 

this Medical Research Council framework (MRC, 2015) as it demonstrates how it has 

brought together many years’ worth of literature, other frameworks, and learning. It is also 

the most flexible framework which can be adapted to different health interventions. Even 

though the researcher would not class the evaluation of the theory into the MTA in the 
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Perthyn project as a ‘complex’ intervention, nevertheless the MRC process will be a useful 

tool. 

The overall aim therefore of this process evaluation is: 

 

• To explore the experiential process of project staff and peer leaders using the 

theory as a framework for the MTA 

 

 

Figure 4.2. shows how this aim was fulfilled mapping this process evaluation of the MTA 

onto the Medical Research Council framework.  

Firstly, the context will be discussed followed by a description of the MTA and description of 

the theory. This will include an understanding of learning theories and reflective practice. It 

will discuss previous, relevant project evaluations (e.g., Two in Mind), the impact of previous 

research to demonstrate the benefits of ‘peer-ness’ and the interaction of the researcher and 

the Perthyn project staff.  

Secondly, a description of the ‘intervention’ will take place along with its causal assumptions. 

The ‘intervention’ is how the theory was integrated into the MTA with all project members 

and staff. It will describe how the MTA includes a collaborative ‘learner’ centred approach 

and how the MTA was cascaded through the different roles. It will also show how the whole 

process is like a ‘scaffold’ that is gradually removed as the ‘building’ goes up. The 

assumptions will also be discussed here, learning theories, reflective processes, the 

evidence behind ‘peer-ness’ and sustainability models. A logic model will also be developed 

at this stage with evaluation/research questions (Kellogg et al, 2004). 

Thirdly, the implementation stage will describe the methods used to capture the data. 

These include ongoing discussions and dialogue with Perthyn project staff, observations of 

the peer leader’s delivery specifically observing their rapport with the peers, their empathy 

and the bringing and giving of hope and self-report questionnaires. Within this stage, the 

MRC (2015) suggest using ‘fidelity, dose, reach and adaptions’ in mind. The researcher 

found these terms useful for the design of the evaluation, however, she did not explicitly use 

them as they were too ‘medical’.  

‘Fidelity’ prompts the questions; ‘is the intervention staying true to its original design and 

consistent in its delivery’ Or ‘Is the intervention being used integrally?’ ‘Is the intervention 

learner led, iterative?’ ‘Is the ‘scaffolding’ gradually being removed at the pace of the peer 

leaders?’  
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‘Dose’ or ‘application’ might prompt the questions, ‘are the Perthyn project managers and 

group facilitators recognising when it is time to move on in the learning?’ - to keep the 

metaphor of the scaffold and building, ‘are the Perthyn staff or group facilitators recognising 

when to remove another piece of ‘scaffolding’ as the building gets stronger?’  

‘Reach’ might prompt the questions; ‘has the MTA imparted what was needed for the 

refugee peers to lead a group? Are the peer leaders demonstrating leading a group?’ or 

‘What is making the training/theory effective or not?’  

This evaluation is an iterative process, so the various adaptations (if any) along the way, will 

be documented and discussed. 

Fourthly, the mechanisms of impact or results will be reported including the themes drawn 

from the data and how the process worked or did not. Unexpected pathways and 

consequences will also be considered and documented.  

The Advisory Panel were asked to give their feedback at specific times, namely discussion 

of the evaluation/research questions, the methods and how the learning can be translated 

into policy asks. 

Diagram. 4.2.  Diagram to show the Perthyn process evaluation mapped onto the key 

themes of the MRC process evaluation (2015)  

 

  

1. Context: 

'peer-ness', Two in Mind project learning, learning theories, reflective practise, theory 1 explanation, 
relationship with project staff, outcome vs process evaluation.

3. Implementation/Methods 
used: 

Observation of peer leader 
delivery and cascaded learning, 

interviews with peer leaders and 
ongoing feedback with Perthyn 

project staff. 

Through the lens of intervention 
fidelity, dose, adaptions, reach   

4. Mechanisms of
impact/Results:

Reporting on the analysis of 
the data regarding fidelity, 

dose, adaptaions and reach.

Also, any unexpected 
pathways and consequences

2. Description of
intervention: 

Development of a Logic 
Model and 

evaluation/research 
questions.

Modelled training 
incorporating theory 1 and 

causal assumptions    

5. Outcomes

Including taking the 
learning for policy 

asks.
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4.2. Context. 

The MRC (2015) suggest that contextual factors sit across the whole process evaluation 

influencing every part. For example, different interventions may be more or less effective in a 

different setting or with a different set of people. This is supported by other authors who state 

that continually referring to contextual factors can illuminate the barriers or facilitators of the 

process (Murta et al, 2007) (Wierenga et al, 2013) (General Medical Council, 2015).  

 

4.2.1. ‘Peer-ness’ 

For background and context, it is worth re-visiting the definition of a ‘peer’. A peer is 

someone who has shared similar life experiences to their surrounding community, but it does 

not mean they are all the same age or have the same socio-economic status (NICE, 2020). 

Peer leaders often share the same motivation to want to help someone who has is going 

through or has gone through similar things to themselves. Robert Dickerson et al (2015) 

described this bond of common interests or experiences as ‘peer-ness’. Also, the shared life 

experience gives a ‘camaraderie effect’ (Lahvis, 2017) which produces an empathy and 

unique bond: 

‘By helping others, an individual sustains a feeling of camaraderie, a sense of well-

being that augments one’s own health’ (Lahvis, 2017. P20).  

The perinatal workers for example in Phase 1 of this thesis, were all mums and therefore 

could be a ‘peer’ leader to the mums by running the Enjoy Your Baby courses. The refugee 

peer leaders, as their title suggests, were all refugees and could relate to the other refugees 

or asylum seekers in front of them. The perinatal workers had a unique empathy with the 

recipients of the wellbeing interventions. As Ava said in Phase 1:  

‘I have been there, so that gives me ‘I can walk in your shoes’ thing’ (Ava, Phase 1 

participant). 

 

4.2.2. ‘Two in Mind’ project learning 

Some of the learning from Phase 1 as previously discussed, showed that the one-day 

training for the Enjoy Your Baby courses, was limited as it did not develop the group 

facilitation skills needed and it did not help the sustainability of the groups. Interestingly, the 

perinatal interview data and subsequent analysis has very little content on the courses or 
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interventions themselves, rather, they discussed their thoughts and feelings about delivering 

the group. In fact, one participant said: 

‘If you have confidence to manage a group and recognise the group dynamics then 

… the content can be anything. It could be a newspaper. It doesn’t have to be 

anything specific (Courtney, Phase 1 participant) 

This suggested that establishing good group skills, was more important than the intervention 

itself. For example, they mentioned things such as the flow of the group or group dynamics 

or building rapport with their mums. This suggested that although understanding the 

intervention or course was important, how these interventions were delivered was more 

important. This Phase 1 journey of data analysis and personal reflection developed the 

researcher’s thinking on how the training could be better delivered to achieve more effective 

and sustainable results for the Perthyn project.  

Towards the end of the Two in Mind project and long after the original interview data had 

been collected, the Two in Mind project staff reflected that instead of the initial one-day 

training courses facilitated at the start of the project, a more modelled training approach 

might be better suited. The one-day training; a ‘train and hope’ method (see page 217), had 

a large dropout rate of the perinatal group leaders from all sectors (charity and statutory) 

who attended the day of training but did not end up leading groups. Those that did lead 

groups, were often unable to sustain the groups beyond the Two in Mind project funding. As 

a result of this observation, the training method was adapted. The Enjoy your Baby courses 

were demonstrated and run with the perinatal group leaders as if they were peers. Instead 

of telling them what to do, they were shown what to do. This allowed for quality 

demonstrations of good group skills (such as empathy, building rapport, accommodating 

more challenging group members etc.) and the time during the course to reflect with the 

project staff to help them learn. As time went on, the perinatal group leaders were asked to 

lead part of the sessions while the project staff watched, supported and encouraged. 

Sometimes the Enjoy your Baby course was run with the perinatal group leaders and mums, 

allowing the leaders to watch interactions with the mums, handle challenging situations, be 

authentic and be attuned. Although there was no formal research of this process, the 

informal evaluation showed that perinatal group leaders who were trained in this modelled 

way, continued delivering the courses after the project was completed (Two in Mind report, 

2017 see Appendix A4.2, A4.3 and A4.4).  
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4.2.3. Learning theories 

The MTA has an underlying principle of ‘I show you, we do it together, I watch you’ – like a 

scaffold on a building. This approach is not new to the education world. Bruner (1962) was a 

psychologist who felt that the Western knowledge-based way we taught children before 1960 

was not going to truly educate them. He felt that teaching needed to allow children to 

participate in their own learning and culture, rather than just receiving information. He felt 

that learning should ‘scaffold’ the child and not just be:  

‘…mastering the content … rather it is a set of phenomena (or culture) that occurs 

around the mastery of the content’ (Bruner, 1996 cited in Takaya, 2008. p.13) 

Bruner based his theories on the Russian born psychologist, Vygotsky (1896-1934) who 

suggested that optimal learning happens in a social environment particularly when there is a 

close proximal presence of someone who is more knowledgeable. Bruner developed 

Vygotsky’s theory further and suggested that when children start the learning process, they 

are dependent on the support from the adults around them. As children develop however, 

their new skills and knowledge create an independence and gradually the adult support can 

step away. He likened this to scaffolding that is used to create new buildings. As each brick 

is put in place and the building grows in strength, gradually the scaffolding can slowly be 

removed until the building can stand alone.   

A few decades later and based on similar principles of social learning, Mezirow (1991) 

introduced the Transformative Adult Learning Theory. He demonstrated how children’s 

learning cements the ability to be independent and autonomous and adult learning builds on 

this foundation with improved critical skills, the ability to examine assumptions and frames of 

reference plus a high ability to be able to work with others to solve problems. He states that 

learning is a social process and subjects, and concepts often make better sense when there 

is full participatory discussion with others. With these theories and methods in mind, it begs 

the question as to why so many adult health intervention courses for groups are taught over 

one day with the ‘hope’ that the learners will go away knowing how to facilitate and sustain a 

group?  

 

4.2.4. Reflective practice and ability 

There is an assumption that the peer leaders will be able to reflect to some extent. Just 

because there is a language barrier, does not mean that the reflective skills are not there 

already. There are many effective reflective models e.g., Kolb (1984) and Gibbs (1988) and 

the researcher will draw on the principles of these and others to help the peer leaders reflect 
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on how they feel about the process of integrating the theory, the project wellbeing 

intervention and their confidence in being able to facilitate a group of their peers. 

 

4.2.5. The theory explanation (bold text signifies the categories and subcategories) 

The theory was the result of analysis in Phase 1 of this thesis using Constructivist Grounded 

Theory (CGT) (Charmaz, 2014). This methodology builds theory from the ‘ground up’. The 

final analysis is rooted and evidenced in the data. CGT encourages the researcher to ‘tell a 

story’ from the data giving a sense of process and action. The theory (see Fig.3 below) 

begins with acknowledging and respecting the ‘story’ of the Phase 1 participant’s lived 

experience as a mum. This shared experience can result in ‘camaraderie’ felt with other 

mums. The empathy felt by the participants in Phase 1 resulted in the motivation to be a 

part of helping somehow and this led them to work or volunteer for a third sector 

organisation, offering their ‘expertise’. Their empathy and the ‘want’ to give hope to others 

who were finding the adjustment to having a baby difficult often gave a ‘light at the end of a 

tunnel’. This encouraged the mums to keep going through their difficult times. The 

participant’s own lives in Phase 1 were a living testimonial of hopeful and recovered lives. 

As a result, the Phase 1 participants were rewarded in different ways in their efforts, be this 

altruistically or egotistically. However, there was the also the possibility of vicarious 

difficulties or the re-living of negative emotions for the participants, which needed to be 

managed carefully. 

The rapport and connection that participants built with the mums was authentic, genuine 

and accepting. Rapport underpinned the courses that the Phase 1 participants led with the 

mums and the data gave testimony to this fact. Within rapport, there was a flow of 

reciprocal conversations that were described like a ‘dance’ of give and take, listening and 

responding. In these conversations going back and forth, the participants experienced and 

practised attunement with the mums so they could accurately reflect and respond to the 

feelings being expressed by individual mums within the group. There was also mis-

attunement where there was too much sharing and disclosure by the participants or the 

mums, which needed careful management. This mis-attunement interrupted the flow and 

reciprocity of conversation, which then had to be re-established. Other sub-categories 

included control, allowing conversations to be managed within the group, the role of the 

Phase 1 participants being a guide. There was also the need to consider the boundaries 

and how endings were managed. 

Finally, interwoven into the experiential journey were the challenges the Phase 1 

participants faced. These were sub-categorised as confidence, frustrations and 
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powerlessness. Confidence, or lack of, stemmed from the Phase 1 participants previous 

work and life experiences.  When there was a lack of confidence, the participants knew 

instinctively how to mitigate this through practice of the course or their previous work 

experiences. The frustrations were wide-ranging and hindered a more effective whole 

service for the mums. Their frustrations included funding issues, working with other service 

partners, mums not turning up or the logistics of arranging childcare. Finally, the participants 

sometime experienced powerlessness in not being able to ‘fix’ things for the mums and 

then holding the tension of wanting to help but recognising that their role as leaders of the 

groups was to empower and enable the mums to find solutions to their own challenges.  
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Diagram. 4.3.: Diagram to show the participants experience of empathy, demonstrating 

the possible links between lived experience, hope and rewards, frustrations, and 

powerlessness. 

 

 

 

4.2.6. Relationship with Perthyn project staff 

There is a temptation that project staff want projects to be viewed in a good light and this 

could therefore give a bias in the answers gained from the project staff and participants 

(MRC, 2015). There is also the danger that the researcher could lack a close enough or 

amicable enough relationship with the project staff and therefore struggle to collect data. The 

MRC (2015) suggest that the relationship the researcher has with the project staff needs to 

be transparent.  

For the purposes of this evaluation, the researcher will mitigate the above concerns by 

building a rapport with the project staff, clearly communicating the needs for the process 

evaluation at the start through face-to-face chats (Covid-19 allowing), emails and online 

meetings. This means the researcher needs to have planned well, for this process 

evaluation so that the project staff can be informed in a timely manner. With good rapport 

and regular meetings/communications, the researcher will make the process iterative so that 

adaptations and changes could be adopted along the way. The researcher works for the 

same charity as the project staff, so this helped aid communication through email and online 

platforms. Regarding the bias of wanting the project to be seen in a good light, this process 

evaluation had no bearing on the outcomes needed from the funder, so this afforded a more 

honest platform to collect the data. 
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4.3. Description of the intervention 

 

This section of the process evaluation states the evaluation aim and objectives, discusses 

the Logic Model, describes the whole of the Perthyn project and the MTA and how it 

incorporated the theory. It also includes some further contextual factors and assumptions. 

(*For clarity, the ‘intervention’ in this evaluation is the incorporation of the theory into the 

modelled training approach.) 

 

4.3.1. Evaluation aims and objectives: 

The main evaluation aim was: 

• To explore the experiential process of project staff and peer leaders using the 

theory as a framework for the MTA 

The objectives were: 

1. To incorporate the theory into the modelled training approach of the Perthyn 

project. 

2. To capture the experiences of the project staff and peer leaders using the 

theory as a framework for the MTA. 

3. To understand how useful the theory was as part of the process of the MTA. 

However, it is worth noting that, other objectives may emerge during the evaluation as this is 

a fluid and dynamic process; with one part informing the next (MRC, 2015). 

 

4.3.2 Logic Model 

A good process evaluation starts with a theory of change or logic model (Public Health 

England, 2018) which is a diagrammatic representation of how a study or project is going to 

work (see Diagram.4.4.).  

The Logic Model shows a flow from gaps in knowledge for the Perthyn project, the resources 

needed, and the methods used to fulfil the above aim.  

The gaps in knowledge are the lack of understanding of the impact the theory can make as it 

is incorporated during the life of the project. There is also limited understanding of the 

journey and process of including a theoretical framework for an MTA and currently there is 

not one for this project. There is also no knowledge of the experiences of the peer leaders 

and project staff using the theory as a framework within this project.  
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The resources needed to carry out this evaluation include the theory, accessibility to 

observing and asking questions about the use of MTA and time to be able to use the 

methods of data collection throughout the whole project. Also, consent was needed from the 

project partners, The Mental Health Foundation and REACH+ in order to collect data. 

Cooperation from the project staff and advisory group was also needed so that data could be 

collected. Finally, there was the use of some secondary data from peer support models and 

the previous pilot run through of the Perthyn project.  

The methods used to collect the data discussion and informal questions with all project staff 

and members during the initial training followed by in-depth, self-report questionnaires from 

the group facilitators. Other methods included were researcher observations before the 

peers arrived and after they arrived. Further details of the methods used are detailed in 4.4. 

The outcomes of this process evaluation were to capture the experiential process of the 

project staff and peer leaders using the theory. Also, to demonstrate that the theory was 

successfully incorporated into the MTA and a better understanding gained of how useful or 

not, the theory was as a part of the MTA process.
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Diagram 4.4. Logic Model to demonstrate the gaps in knowledge for the Perthyn project, the resources needed, the methods, 

activities and the outcomes intended. 

 

Gaps in knowledge for the 
Perthyn project 

Resources Needed Methods or Activities Outcomes 

There is no understanding of 
the impact the theory makes as 
it is incorporated during the 
life of the project. 

The theory generated from perinatal 
work in Phase 1 incorporated into the 
modelled training  

Discussion and informal questions with 
all project staff and members during 
initial training. 

 

There is little understanding of 
the journey and process of 
including a theoretical 
framework in the MTA. 

Access to collect data during the 
modelled training approach sessions of 
the Perthyn project. 

In-depth, self-report questionnaires 
from the group facilitators. 

The experiential process of the 
project staff was captured using 
qualitative data. 

There is no theoretical 
framework for the Perthyn 
project modelled training 
approach. 

Consent from the Mental Health 
Foundation and REACH+ partners to 
collect data and observe process. Also 
consent from the refugee peer leaders 
to collect data about their experiences. 

Researcher observations of the group 
facilitators training the peer leaders 
(before the peer groups were formed). 

The theory was successfully 
incorporated into the modelled 
training approach of the Perthyn 
project. 

There is no knowledge of the 
experiences of peer leaders 
and project staff using the 
theory as a framework within 
the Perthyn project. 

Co-operation and advisory support from 
the Perthyn Project staff and peer 
leaders. 

Researcher observations of the peer 
leaders start to lead their groups with 
peers present. 

There was a better understand 
how useful (or not) the theory 
was as part of the process of the 
MTA. 

 
Secondary data from previous 
evaluations. 
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4.3.3. Description of the overall Perthyn Project  

For context, following a successful pilot of a similar Perthyn project in 2019 with 

refugees and asylum seekers in a different city in South Wales, the Welsh 

Government, through a Covid-19 response grant, funded a scaled-up version of this 

Perthyn model for 8 months in four different cities in Wales (October 2020 to May 

2021). It was led by the Mental Health Foundation (a large UK public health mental 

health charity, focusing on prevention and inequalities) in partnership with REACH+ 

(a college department teaching English as a second language (ESOL) to refugees).  

This 8-month scaled-up version of Perthyn is the subject of this process evaluation 

and how the theory was incorporated into the modelled training approach capturing 

the experiences of peer leaders and project staff.  

For context, the aims and project description of the requirements of the funder 

(Welsh Government) for the overall Perthyn project were as follows: 

• To increase the skills of 16 refugee peer leaders (through a modelled training 

approach) to be able to set up and run small peer support groups online. 

• To set up 4 online sustainable refugee peer support groups in four cities in 

Wales (to move to face to face when/if Covid-19 restrictions allow). 

• To increase emotional resilience and emotional literacy in the refugee peer 

group members. 

• To demonstrate effective 3rd sector partnership working. 

• To produce two social video documentaries and a photo gallery reflecting the 

journey and impact on the peer leaders. 

 

The 4 online groups set up, were designed to be sustainable after the project staff 

withdrew by training the 16 peer leaders. Within the groups themselves, the intention 

was to create a space for a wellbeing intervention to be delivered so that refugee 

men and women could increase emotional resilience and literacy, creating new 

friendships which in turn might decrease isolation and perhaps prevent mental ill 

health.  

The context, the wellbeing intervention used was the exploration of different English 

words like, ‘belonging’, ‘courage’, ‘hope’, ‘sanctuary’, ‘happiness’ etc. These words 

were first translated into the refugee’s own language and then discussed what these 

words meant to them. All of this discussion was captured on a power-point slide (or 

similar). Figure 4. demonstrates one discussion held about the word ‘belonging’. 
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Diagram 4.5: A summary captured during one of the sessions where the word 

‘belonging’ was discussed. 

 

 

4.3.4. The Modelled Training Approach (MTA)  

The MTA is a process by which learning is imparted through demonstration. It is a 

collaborative and empowering process promoting the learner to direct their learning. 

Crucially, it goes at the speed of the learner. It includes aspects of the theory; 

empathy and rapport building (listening, authenticity, boundaries, flow etc). 

Within the Perthyn project, the project manager trained the group facilitators. These 

group facilitators spent time with the refugee peer leaders using MTA to help them 

set up their peer groups. This involved much demonstration, discussion, 

collaboration and empowering the peer leaders to have a go themselves as they 

grew in confidence.  
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Diagram 4.6. Diagram to show the cascaded MTA process and the different 
roles project staff held. 
 

 
 

Project Manager Group Facilitators Refugee Peer 
Leaders 

Refugee Peer 
groups 

Oversight, design, and 
delivery of training 
incorporating the 
theory 

Skilled facilitators. 
Using the MTA, 

spending time with 
the refugee peer 

leaders to set up peer 
groups 

Setting up and 
leading peer groups 

Recipients of the 
wellbeing 

intervention and 
peer support 

 
 

The project manager led a training session with the group facilitators that explained 

the theory and the principles needed to train the peer leaders. Diagram 4.7 shows 

the final slide of the theory presentation used in the group facilitator training. 

Diagram. 4.7.: Summary slide used in the training of the group facilitators. 

 

 

The group facilitator training continued demonstrating the wellbeing intervention (as 

described in 4.3.3.) using the metaphor of ‘scaffolding’ (Bruner, 1996 cited in Takaya, 

2008. p.13). The group facilitators were shown that at the start, most of the 

‘scaffolding’ is up (full support for the learning), but slowly, as the ‘building’ emerges, 
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the ‘scaffolding’ can be taken away (the refugee peer leaders are taking up the 

mantle of leadership and setting up their own groups). The removal of the 

‘scaffolding’ however, is only at the pace of the ‘building’ work. More ‘scaffolding’ 

(time given to help the refugee peer leaders understand their role), can be put ‘back 

up’ if needed.  

One of the strengths of the MTA is that it is fluid and dynamic. It moves and adapts 

depending on where the peer leaders are. If for example, the refugee peer leaders 

know more about one of the subject areas covered, less time would be spent on this. 

Similarly, if the refugee peer leaders had never been involved in group leadership 

before, more time would be spent on this.  

As the group facilitators received the training, the main principles of MTA were 

discussed (see Diagram 4.7 below). These principles were considered the ‘building 

blocks’ needed for the refugee peer leaders and were informed through the learning 

of the afore mentioned Two in Mind perinatal project training. There was no particular 

order in which these principles needed to be covered by the group facilitators, but 

like a checklist, they did need to be included in the sessions at some point.  

 

Diagram 4.8. Diagram to show the main principles needed for the group 

facilitators to demonstrate and discuss with the refugee peer leaders. 

 

 

 

4.3.5. Further contextual factors worth noting. 

                 
 Co production   collaborative

 Boundaries   Safety

 Quality demonstration; empathy, rapport, hope

 Ownership, coaching skills, passing it on

 Reflective skills

 Evaluation
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Steckler and Linnan (2002) suggest considering the environmental factors that might 

influence the program implementation which then shapes the data collection 

methods. For this project this includes the project being delivered online due to 

Covid-19. This makes rapport building harder as the social time before and after 

sessions, body language, informal clarifications, breaks for refreshments are harder 

to facilitate online. Working online is often a very direct and purposeful experience 

with little room for deviation. For example, only one person can feasibly talk at one 

time, whereas in a face-to-face group, individuals can turn to each other and discuss. 

Break-out rooms can be used, but these are often planned in advance rather than 

spontaneous. However, to mitigate these challenges, allowing space for icebreakers 

and ‘get to know you’ sessions were helpful in building rapport. On the plus side, 

working on-line did mean that the refugees could attend without the need for 

childcare or having to travel anywhere giving greater access. The group facilitators 

also could join the session from anywhere too.  

Refugees have varying levels of fluency in English, therefore the application of the 

theory into practice was worth considering as some of the words might not have 

been well understood. Even though the refugee peer leader’s standard of English 

was very good, checking back with them to make sure the concepts have been 

understood is key.  

The project worked with a large partner organisation, REACH+, who had access to 

refugees learning English making recruitment easier. The Mental Health Foundation 

(MHF) recruited skilled group facilitators who ran the MTA with the peer leaders. 

 

4.3.6. Assumptions 

In order for the MTA to work, it was assumed that the Perthyn project could recruit 

group facilitators who already had the skills to run groups and refugee peer leaders 

who were willing to be trained. It was assumed that the refugee peer leaders were 

willing to give their time (there was no payment for them) to lead a group online.  

Another assumption was that the peer leaders would be able to recruit refugee peer 

groups online. This was a challenge as during the first afore mentioned Perthyn pilot 

project. The women recruited through meeting other women in the playground, in the 

park, church groups or college classes. The peer leaders this time had to recruit 

digitally which assumes they know people who they can invite. 
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It also assumed that the success for the first Perthyn pilot project could be scaled-up 

and repeated online for this project. The Perthyn pilot project had run face to face. 

This project was being run online, which as described above, is a different dynamic.  
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4.4 Implementation (Methods used) 

 

4.4.1. Methods 

The methods chosen to collect the data for this evaluation were based on the 

suggestions of the MRC (2015). They suggest using qualitative methods to: 

‘Capture emerging changes in implementation and experiences of the 

intervention’ (MRC, 2015 page 6) 

The MRC (2015) encourage quantitative data collection too, but as the MTA was a 

dynamic method of training that ‘moved’ and adapted to the clientele, it seemed 

appropriate to use qualitative methods. They also suggest collecting data at different 

time points during the project. This again, suits the MTA, because this process is 

ongoing and not held in a one-day event.  

Steckler and Linnan (2002) state that process evaluations use a variety of methods 

to collect data. These include surveys, reports, logs, archives, checklists, 

observations, interviews, focus groups and analysis of content, but they go on to say 

that are many more methods that could be used depending on the amount of 

resource available. Glasgow et al (1999) suggested the use of flexible methods that 

fit the above outcomes. Field notes and a journal with anonymity were also written as 

the researcher observed the process. These were kept until the end of the thesis 

examination period.  

The MRC (2015) discuss whether the researcher should be integrated or separated 

from the intervention. Both have their advantages and disadvantages. As the 

‘intervention’ in this case is the integration of the theory into a modelled training 

programme over time, it seemed prudent that the researcher was integrated into the 

process evaluation as she was the ‘expert’ in it. As already stated, the MTA was not 

a static, one-off intervention, it moved and adjusted with the refugee peer leaders. 

Indeed, this was one of the strengths of the training – that it could adjust like the 

scaffolding around a building – the scaffolding only being taken away when the 

building is ready. The researcher being integrated into the MTA, also allows for 

adjustment in the methods of collecting the data.  

In support of this, the World Health Organisation (2013) state that although 

independence from the evaluation is important (the researcher/evaluator must not be 

directly responsible for the intervention, funding, and reporting) balancing a 

participatory approach with a focus on equity and coordination is needed in order to 
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carry out the evaluation methods (UNICEF, 2014). In addition, this process 

evaluation is not evaluating the wellbeing intervention within the group of refugees 

itself, rather the theory application in the modelled training approach. However, it is 

worth noting that the MRC (2015) state that a continual collection of data for a project 

can ‘burden the participants’ and therefore gain poor responses.  

The methods for this process evaluation will be qualitative and as follows: 

1. Discussion and informal questions with all project staff and 

members following initial training (n=27 project staff and members). 

2. In-depth, self-report questionnaire from group facilitators (n=6 

questionnaires). 

3. Researcher observations of the group facilitators training the peer 

leaders (before the peer groups are formed) (n=18 sessions observed). 

4. Researcher observations of the peer leaders starting to lead their 

own groups (n=10 sessions observed). 

 

In addition, regular discussions were held with the project manager, project staff and 

partners to examine maintenance for the skills learned and feasibility the groups to 

continue. 

Consent to collect and share anonymised quotes was gained through email 

confirmation for the group facilitators and refugee peer leaders. All data was stored in 

a password protected computer file and passworded computer at the researcher’s 

home. 

 

4.5.2. Data Analysis 

The analysis of the data used a thematic process (Miles and Huberman, 1994). The 

analysis was not suited to using a grounded theory method because the data was 

being analysed specifically through the narrow lens of the existing generated theory. 

Following the data collection described above, there was data reduction followed by 

the drawing of conclusions. The data was displayed through transcription of 

questionnaire answers, discussions, and observations. This data was compared 

back and forth to see what themes emerged. It was also discussed with the project 

staff. These themes were then further ‘reduced’ supported with quotations as 

evidence (Patton, 2015). From these themes, conclusions were drawn about the 

theory to meet the aims of this evaluation and how it worked in this setting.  
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4.5 Mechanisms of Impact (Results) 

4.5.1 Results of discussion and informal questions with all project staff and 

members following initial training (n=27 project staff and members).  

An initial training session was repeated over time as the various project members 

joined or were recruited. The initial training was led by MHF project staff. Each initial 

training session took 30 mins. Everyone involved in the project went through the 

initial training session which included 5 group facilitators, 15 refugee peer leaders 

and 7 other project staff members, some of whom were refugees themselves. The 

initial training included the presentation of the theory (see Appendix A4.6 for power-

point) along with the aims of the project. The group facilitators had an additional 

introduction to explain the modelled training approach.  

Following each initial training session, the evaluator held a discussion with those 

present to find out more about whether the theory fit within the project and/or the 

modelled training approach.  

The data gathered from the discussion following the initial training sessions were 

analysed as described above, with the main themes being: 

• The theory frames a whole journey. 

• The theory categories reflect experiences. 

• The theory validates lived experience.  

• The theory only works in interactions with others. 

• The theory can support peer leadership training. 

 

The following describes the above themes in more detail. 

The theory frames a whole journey. 

One group facilitator said that the theory sets the scene for this type of peer work: 

 

‘It helps to frame the way you may approach things …’ (group facilitator 3) 

 

It is as if the group facilitator was saying that the training and work falls better into 

place with the ‘frame’ of the theory around it. Framing also suggests a boundary that 

the activity stays within which may allow a freedom to go up to the edges as opposed 
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to no boundary where the activity doesn’t know where to start and stop. A project 

staff member felt that it summarised what the aim was along with how the last slide 

(See Diagram 2) was a ‘light bulb’, suggesting it made sense when the theory 

process was seen altogether. 

 

‘It is (great) to have the summary. The final slide is a light bulb … the refugees 

ARE uniquely qualified AND they recognise it.’ (project staff 2)  

 

A refugee peer leader agreed that the theory made sense and there was a process. 

 

‘(The theory)100% makes sense and is good idea. (we) go through a process. It is 

not easy. It is very, very hard.’ (refugee peer leader 12).          

 

One group facilitator said that seeing the whole journey is helpful as it allows the 

theme of ‘hope’ to shine through. The fact that someone from the other end of the 

tunnel can ‘shout’ back and say to someone at the start of the tunnel, ‘you can come 

through this’, communicates hope. 

 

‘When someone is going through something it is not a straight line … there are 

highs and lows in people’s process that they are going through and maybe being 

able to understand the whole of the journey can be really helpful when you are 

facing challenges and difficulties on different parts of that journey’ (group facilitator 

5) 

 

She went on to say about her own experiences: 

‘my own experience … being a single parent and being able to say to younger 

single parents I am looking at this down the other end of a very long tunnel and it 

will get better and things do get better and you do succeed and you can come 

through this and so on – the hope part’ (group facilitator 5) 

Another group facilitator also commented on her own experience and discussed 

motivation and reward being a part of this journey in the work that she does: 
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‘I was just thinking about the motivation part of the process and I was relating it to 

myself a little bit … feeling like a reward … the work that I do gave me that insight 

just to know that I had made a difference … because of my own experience … 

having a difficult childhood or whatever … really motivated me in my work … I find 

that part really, really interesting and how that comes full circle in that you have 

made a difference to somebody’ (group facilitator 7) 

 

This group facilitator described how she had come ‘full circle’, back working with 

those who had had similar experiences to herself and was able to give them hope. 

This suggests that she is giving and making the kind difference she would have liked 

to have received when she was going through her difficult childhood.  

A refugee staff member agreed with this coming full circle: 

 

‘I am going to go back to my early age … my family were … displaced … we had 

to flee our home. Our papers were not valid anymore … a very long process. (We 

were) dependent on the outside organisations/NGOs because (my parents) 

couldn’t work … what it proved is that early as a child you remember who gave you 

that toy … the ones giving you food … I still remember their faces … it is a very 

sharp memory even after so many years. What you learned was that they were 

helping us … but what I got from that was an urgency to help others so even after 

years now I always had this tendency to help to support … my friends … later I 

volunteered with refugees in my country teaching them how to write read and help 

them with their education so … you have the possibility of help others.’ (refugee 

staff member 2)  

 

Perhaps this is very validating for their own story, perhaps soothing some of the pain 

she had endured? The same refugee staff member concluded that, 
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‘you want to give that hand because you were looking for that hand and perhaps 

there was only one hand being offered to you.’ (refugee staff member 2) 

 

The theory categories reflect experiences. 

Commenting on the category ‘empathy’, one refugee peer leader said that his 

experience of being an asylum seeker and the process of becoming a refugee plus 

getting his family to join him in his new country had motivated him to help others 

because he knew the challenges first-hand. 

 

‘I have been through the (system) and I can now help others. I see how difficult it 

is. I know what it feels like. It is exactly as you said’ (refugee peer leader 4) 

 

Another refugee peer leader recalled being a child when her family were forced to 

move countries. She said that she knew then that one day she would like to help 

other refugees because of the experiences she had gone through.  

 

‘when you have ‘walked in their shoes’ you can help others easily. You can find the 

words because you have had the same experience’ (refugee peer staff 3) 

 

Another refugee peer leader agreed by saying: 

 

‘I have walked in their shoes. I know how difficult it is but it makes you who you 

are.’ (refugee peer leader 10) 

 

On the category of ‘motivation’ another refugee peer leader said: 
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‘(The) more important thing for me was to have experience with people who really 

need(ed) the same kind of support I asked for when I come to this country’ 

(refugee peer leader 7) 

 

On the category of ‘reward’, one refugee peer leader was a qualified medical doctor 

in his own country and was trying to retrain in this country. It was almost as if he 

could see the altruistic and egotistical reward of giving help to someone else – it 

benefited him, but the metaphor of ‘medication’ suggests that through helping 

someone else, he too was being ‘healed’ and helped. He said that: 

 

‘when you help someone else you feel like it is medication for yourself.’ (refugee 

peer leader 5) 

 

Further comments about reward showed altruism and egoistical rewards coming 

through, 

 

‘when you help others, you help yourself … it is a beautiful thing to be able to give 

to others … I want to share my experiences to help others … As much as I give, I 

receive.’ (refugee peer leader 10) 

 

Finally, refugee peer leaders stated that helping others gave her confidence. Even 

though the researcher did not mention confidence in her presentation, it was one of 

the subcategories of the challenges identified in the theory.  

 

‘it gives me confidence to give to others’ (refugee peer leader 9) 
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‘(I wanted to become a peer leader) because I feel I am not strong enough. When I 

joined the group, I was speaking and I could (feel) my character getting stronger. 

To face my challenge. To face my life. Here. My new life here. I need to be a 

leader because I need this situation for my life. I can’t start new life without self-

confidence’ (refugee peer leader 4) 

 

The theory validates lived experience. 

A group facilitator said that by naming ‘lived experience’ and listening to people’s 

story gives a real validation. During the previous analysis of the ‘lived experience’ 

there were other words that helped describe this concept like ‘emotional contagion’, 

mirror neurons of empathy that help connect with others who had gone through 

similar things, camaraderie and the ‘special gift’ of lived expertise, almost like a 

‘qualification’ in its own right (see page 203-205 in thesis). This does not mean that 

personal stories are necessarily shared out loud, rather it is the sense of being 

alongside another who has been through something similar gives that sense of 

comfort and validation. 

 

‘I think that it highlights that it begins with a story and how important it is to listen to 

people and to put value in their stories ... So, it is important at the beginning to put 

value in the story and the lived experience …as we start with these people it 

probably is the first thing that needs to happen to just listen and to validate their 

experiences and their stories’ (group facilitator 1) 

 

A refugee staff member shared her thoughts on how lived experience is often not 

considered as something that has worth or weight, perhaps even worth a 

qualification in its own right. 

‘These people especially refugees … you go through the system of claiming 

asylum living as an asylum seeker and then depending on the help that you can 

get …  and starting your life from scratch again. I think it is almost like a degree or 

a PhD in their heads … they really struggle especially when they write their CVs 

for example … there is a big gap for example (between) the last job … and they 

think ‘I don’t know how to record this’. If you could briefly explain what you had 

been doing and facing the challenges and trying to bring your family here … In my 
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experience I believe there is a value with it (lived experience) definitely.’ (refugee 

project staff 2) 

 

She goes onto say, 

 

‘… experience is really, really valid and it has been difficult – it still is – sometimes 

they still struggle to move on but living something like that … as a refugee … it is 

almost like finishing a degree and then you get residency card and it is like ‘here is 

my diploma!’ (refugee project staff 2) 

 

Another project staff member stated that the experience counts more than a 

textbook. 

 

‘Before there was a textbook (and) this can only take you so far but unless you 

have experience … you need experience’ (project staff 3) 

 

One group facilitator wondered what happens to stories if they are not valued and if 

they do not get to a place of hope. Does this mean that they can’t help others? 

Perhaps this suggests that the theory could perhaps help refugees see how their 

lived experience or story can be a part of a complete process resulting in helping 

others. 

 

‘I was pondering what happens if they don’t think there is value in their story and 

what happens to the rest of the process if they don’t get to the place of hope?’ 

(group facilitator 2) 

 

 

 

The theory only works in interactions with others. 
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The process of the theory needed to be in interaction with others. The story does not 

change whether alone of with someone, but the interface with others, allows a 

strength to be built, an assimilation of these stories. A validation. Hope.  

 

‘For me it is the fact that they have someone to share it with. I think that is really 

important as well. Yes, they have a story but there is someone with a listening ear 

who would come along be interested and care’ (group facilitator 1) 

 

The need for a social interface to be or share was mentioned by another group 

facilitator who likened the ‘story’ of lived experience being carried around and 

needing a place to be told,  

 

‘Like they are carrying around their story with them … and it is giving them a space 

for that story to come out … that person may share their story which then initiates 

everyone else … stories (are put) into the space rather than it all being kind of 

carried around’ (group facilitator 5) 

 

The theory can support peer leadership. 

Creating a unique space for stories can be rewarding for the peer leader but give 

value to the stories of the peers themselves. This group facilitator said, 

‘(there is a) power of peer leadership that I have seen from the project already and 

how it starts with sharing a story but by doing that there is something about the 

invitation for other people who are joining the group … it sort of gives permission 

… I have really seen that happen … the permission to tell their story. I think by 

someone sharing their story first and the value of that it translates so naturally 

because it opens up this safe space to be heard’ (group facilitator 4) 

 

Another group facilitator and a refugee staff member felt that the theory could be 

used in different settings other than just with refugees and gave two examples of 

where it could work: 
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‘it translates really well into all sorts of work with different groups and different 

communities, I think … I can relate to that in the work I have done with single 

parents – the peer support work but also with prisoners.’ (group facilitator 1) 

 

‘(The theory could relate) to anything. We are talking about refugees. It could be 

(becoming) a new mother. It is the same.’ (refugee staff member 3) 
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4.5.2. Results of in-depth self-report questionnaire from group facilitators (n=4 

questionnaires returned) 

7 questionnaires were handed out and 4 returned. The questionnaires were 

anonymised to help the group facilitators be free to answer as truthfully as possible. 

There were 6 questions asked:  

1. ‘What stood out for you about this theory?’ 

2. ‘Do you feel this theory helps/hinders the understanding of the refugee 

project?’ 

3. ‘Do you feel you used the theory (or not) in your facilitator role. If yes, why? If 

no, why?’ 

4. ‘What aspects of the theory did you find helpful (lived experience, empathy 

etc)? Why?’ 

5. ‘Does the paint by numbers metaphor work for you and if so why or why not? 

Would you suggest another metaphor?’ 

6. ‘Any further thoughts?’ 

 

Four themes emerged:  

• A simple map 

• Validation of story 

• Equity in the group 

• Rewarding 

 

A Simple map  

The group facilitators stated that there was a ‘simplicity’ about the theory that was: 

 

‘profound in mapping experiences’ (group facilitator 2).  

 

 

‘It underpins what the project is about and frames it in a really simple and yet deep 

way’ (group facilitator 1) 
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The word ‘simplicity’ does not infer ‘simple’ rather it suggests it is uncomplicated and 

straightforward. A map suggests a route or guide or outline or picture of where 

someone has been and where someone might go. The CGT methodology (Charmaz, 

2014) suggests any theory generated is presented as a process or action and as a 

story where possible. The theory with this thesis has tried to do this and the group 

facilitators seem to endorse this but suggest another word for it - a map. The word 

‘frame’ in reference was also used again which has been previously mentioned.  

 

Validation of story  

There was a sense that the theory, by starting with the words ‘lived experience’, gave 

a validation, a worth, an affirmation and endorsement to the journey the refugees had 

taken and were taking. The group facilitators stated that the theory was:  

 

‘profound in being able to value each individual’ (group facilitator 3).  

 

One group facilitator who reflected personally said: 

 

‘(in my life) I have always felt my story was inadequate (and I have) compared 

myself with others (dramatic stories). The theory has reminded me that my story is 

unique to me and this helps me empathise. Believing your story matters is 

essential.’ (group facilitator 5) 

 

By hearing other’s stories, this group facilitator as able to validate her own story 

which in turn gave her empathy. The phrase ‘believing your story matters, is 

essential’ suggests that the individual journey taken, particularly the difficult parts, is 

now useful and the struggle and challenges were not in vain. By affirming someone’s 

story, there is an automatic validation for the person themselves too. They feel 

believed and heard. This falls in line with one of Carl Rogers ‘facilitating conditions’ 

which is unconditional positive regard where each client is regarded as a person of 

worth and value and this includes the story they might be telling (Rogers, 1961). 
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Equality in the group 

One group facilitator suggested that the groups, which consisted of the group 

facilitators, partner project staff, refugee peer leaders and the refugee peers 

themselves, came with a  

 

‘level playing field … I wish life had more opportunities to level the playing field and 

welcome all stories as a valuable part of the whole picture’. (group facilitator 2) 

 

The story/lived experience that the group members brought with them not only could 

be shared but it created a space for equality. Not everyone shared their full life 

stories of coming to the UK, but the various life experiences that were shared around 

the wellbeing intervention English word explored in each session, allowed each 

person present to be represented in some way. No story is better than anyone else’s 

– it is just their story. During the training with the group facilitators and peer leaders, 

equality was not expressly discussed, however, respecting individual life experiences 

was. Also, discussed was the importance of demonstrating empathy. Perhaps the 

respect and empathy demonstrated, created a sense of equality? At times, one 

group could have up to ten different nationalities represented. One of the group 

facilitators quoted the poet and artist Morgan Harper Nichols (2021) who uses the 

metaphor of cooking when poetically representing a group experience of people from 

different nationalities. She says: 

‘… in the kitchen. 

There is a table. 

There are chairs. 

There are human beings bound together 

by a need for nourishment, 

and in order for that to happen, 

we have to bring our ingredients together 

and work to create a feast 

so that everyone 

can be fed.’ (Harper-Nichols, 2021) 
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Rewarding  

The group facilitators commented that they themselves felt ‘grateful’ to be involved in 

the project. One group facilitator said: 

 

‘I felt motivated to give hope and I have felt rewarded’ (group facilitator 1) 

 

Other words to describe how they felt included, ‘humbled’ and ‘privileged’ and 

‘honoured’. 

 

‘I am honoured to have been a part of this (project)’ (group facilitator 2) 

 

Feeling rewarded of course is one of the categories of the theory which shows that 

this can transcend across all group participants, not just the peers or peer leaders.  
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4.5.3. Results of researcher observations of the group facilitators training the 

peer leaders (before the peer groups are formed) (n=18 sessions observed). 

Six modelled training approach sessions were led weekly for each of the four online 

groups. Each session was led by two group facilitators. The sessions included a 

maximum of 7 peer leaders and a minimum of 2. There were always other project 

staff present too. The researcher attended online to observe and kept a journal. The 

group facilitators explained the theory before each session. At the early stages, the 

refugee peer leaders were experiencing a little of what it would be like to be a ‘peer’ 

in a group because the group facilitators were leading the sessions. Gradually, as 

they grew in confidence, they handed over more and more to the peer leaders. 

During these sessions, the researcher looked specifically for:  

1) the group facilitator including/using the theory in the session and how this was 

presented. 

2) the group facilitator and/or refugee peer leader demonstrating rapport building and 

empathy and what evidence was there of this. 

3) other group processes. 

Following the observations, reading of the notes taken and in discussion with the 

project staff, four themes emerged: 

• Demonstrating empathy. 

• Transferring ownership of the group. 

• Time together allowed deeper connection to grow. 

• Challenges 

 

Demonstrating empathy.  

At the time of writing, the third wave of Covid-19 was in full force and all the peer 

leaders had shared how they were feeling either ‘frustrated’ or ‘disconnected’ from 

one another, so one group facilitator preceded the theory explanation with the 

phrase,  

 

‘… we are not all in the same boat but we are all in the same storm’ (group 

facilitator 1) 



Jenny Burns. June 2021. Page 273 

 

This helped acknowledge the difficult time everyone was having and allowed the 

theory explanation to be received better. This demonstrates the attunement the 

group facilitator had with their group, that they were able to adapt the session 

accordingly. 

As this is a modelled training approach, it was important that the group facilitators 

were modelling empathy and rapport for the peer leaders to observe. This was 

evident in that they asked the peer leaders simple questions, allowing them to speak, 

validating their answers, thanking them for saying something and praising them for 

their contributions like, ‘that was a good answer’ and ‘thank you for your contribution’.  

Following the presentation of the theory, the group facilitators often started the 

session with an ‘ice breaker’. One example was, ‘if you have/had a super-power, 

what would it be?’ The answers included: 

 

‘(I have a superpower) of being able to start again.’ 

‘(I have a superpower) of being positive when everything is against me.’ 

‘(I have a superpower) of being strong and not giving up.’ (refugee peer leaders 7, 

8 and 12) 

 

These answers suggest that the group facilitators were creating a safe space for the 

peer leaders to praise themselves and share something vulnerable without the fear 

of being laughed at or criticised. It also shows that the peer leaders were 

demonstrating the ability to speak and summarise in English more ‘heart-level’ 

emotions and phrases as opposed to functional English learning and discussions like 

in the ESOL classes. This was evident in a recent report published by the Mental 

Health Foundation (2021) where one refugee said,  

 

 

‘Because if I go in the ESOL class I cannot start talking about anything it’s (that is) 

bothers me.’ (refugee participant in MHF report 2021) 

 

The group facilitators were also able to be empathic in presenting the theory at the 

start of each session. They used the visual power-point (see Appendix A4.6.) and 
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adapted it into simpler language. Here is an example of how one group facilitator re-

framed the theory in one session: 

 

‘Your story allows you to feel empathy. That empathy helps you to build a rapport 

and relationship with your friends. The really important part (of this) is that you 

bring hope to the group. As a result, you feel rewarded because you are helping 

someone else.’ (group facilitator 2) 

 

There were also some new insights into the word empathy. One refugee peer leader 

explained that she had been a part of another peer group where she did not feel 

heard or listened to. She felt hurt and left the group. She said the following, 

 

‘I want someone to ‘feel’ me, and they didn’t.’ (refugee peer leader 6)  

 

By this, she was expressing her desire for someone to have acknowledged her story 

she was sharing, validate and ‘feel’ with her the feelings she was experiencing. She 

felt confident to be able to share this in the group. 

Another peer leader said that the group needs to be, 

 

‘… a place allowing your roots to grow in one place again. Our roots have been 

damaged (we need) time to heal start again. It is a process and life experience … 

a (more than a) state of mind… (it is a) physical thing too.’ (refugee peer leader 5) 

 

The imagery from this refugee peer leader showed the need to empathise with each 

other in order to ‘heal the roots’ and put down new ones, emotionally and physically.  

 

Transferring ownership of the group.  

The rapport building was strong enough to gradually allow the ownership of the 

group to shift from group facilitators to the refugee peer leaders. As the evaluator 

watched the group facilitators and peer leaders every week online the relationship 
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between the two grew. Trust was built. Over the course of a few weeks, there was a 

shift of ‘ownership’ or ‘control’ from the group facilitators to the peer leaders. The 

peer leaders started to be bolder and more confident in their approach. This was 

evidenced in the questions, comments and opinions from the refugee peer leaders 

that emerged in the 5th or 6th week.   

 

‘we need to put together an invite to send to our friends. We don’t have that yet so 

it is difficult to invite (people)’ (refugee peer leader 7) 

 

 

‘…could be for another start sessions I would introduce more games more 

dynamics playful things so that people really get into what it is about. Later on we 

can do the topics and go deep about the meanings of the words’ (refugee peer 

leader 13) 

 

When discussing what words to use in the invite, the phrase used was ‘Come and 

meet other refugees and share stories and help each other’. One refugee peer leader 

said,  

 

‘…but I may not feel like sharing stories so I do not think this should not be in the 

flyer. Can we say instead ‘come and connect with others to help each other’? 

Sometimes my mood does not let me share a story … when I have been 

depressed, I just want someone to be with me but I can’t talk. I don’t want to ask 

me any questions or anything … (sometimes)it is very hard.’ (refugee peer leader 

2) 

 

Another commented on recognising cultural differences, 

 

‘… different cultures have different approaches. Please tell me if I am being rude 

or blunt’ (refugee peer leader 7) 
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These quotes evidence how the group facilitators had created a group dynamic that 

was allowing a shift in ‘control’ from the group facilitators to the refugee peer leaders 

as they shaped how they wanted to lead their future group.  One group facilitator 

said: 

 

‘thank you for the privilege of working with you today’ (group facilitator 1) 

 

Time allowed deeper connection to grow. 

The MTA takes time, but one of the benefits are the connections that can be built. 

Despite being online and the lack of face-to-face physical contact, the connection 

within the group moved to a deeper level. This was evident in the honest 

conversations, transparency of stories, support for each other and correction when 

something needed to change. For example, one group facilitators found she could 

interrupt and correct one of the peer leaders when they had forgotten to include the 

others, 

 

‘… remember when we are putting group rules together everyone needs to be 

included.’ (group facilitator 3) 

 

When a refugee peer leader was struggling to find the English word for something, 

the other peer leaders supported him to find the correct word. This was also 

demonstrated through compliments given to each other on what had been said or 

thanking another for their contribution. This was especially evident when the peer 

leaders were practising leading a session. 

One refugee peer leader described the experience as: 

 

‘I can feel myself change because I feel more good than before … (I have) 

changed myself more. I now have self-confidence.’ (refugee peer leader 15) 

 

This suggests something was happening to her over time as she attended the group 

week after week. She went on to say: 



Jenny Burns. June 2021. Page 277 

 

 

‘this group – they are now my friends’ (refugee peer leader 15) 

 

Challenges 

There were some challenges to running the groups online. Having small children in 

the background, internet issues and seeing each other in small squares on a screen 

meant building connections was more challenging. Reading body language, having 

‘small talk’ over a coffee, or talking in pairs, is just not possible online so rapport 

building took longer. Also, communicating through a second language means that 

nuances of speech are lost. For example, telling a joke or making fun of something 

that happened, might not be understood through the medium of another language. 

Again, this meant making connections was more of a challenge. Some lacked access 

to digital equipment or Wi-Fi and even though the project was funded to purchase 

new equipment, this took time to acquire. Most things seemed to take longer during 

the Covid-19 pandemic.  

However, the digital space did have advantages. No-one was wearing masks which 

helped a little with reading faces whereas if these groups had been face to face, 

masks would have been another barrier. It was less time consuming in regards of 

travel to a group and some of the peer leaders may have had transportation 

difficulties. On-line afforded an instant group for the allotted time. Most of the peer 

leaders had their cameras on so this also helped with communication. Peer leaders 

could attend from anywhere and if they had small children, they did not have to leave 

them.  

 

 

  



Jenny Burns. June 2021. Page 278 

 

4.5.4. Results of researcher observations of the peer leaders starting to lead 

their own groups (n=10 sessions observed). 

The peer leaders led one or two ‘mock’ sessions first without any of their peers 

present. The group facilitators had helped them plan the sessions they were going to 

lead. They introduced the sessions, led an ‘ice-breaker’, and then chose a word 

together. 

The three themes that emerged from this stage of the group process were: 

• Good rapport means there is trust present. 

• Hope keeps on giving. 

• Empathy and rapport demonstrated. 

 

Good rapport means there is trust present. 

By week six when the refugee peer leaders were beginning to invite their peers, the 

level of sharing with the refugee peer leaders was now at a much deeper and trusting 

level. This refugee peer leader described the group as now being able to ‘hold’ each 

other so that they can move forward,  

 

‘This group is like my family now … we are touching each other and holding each 

other so we can move forward’ (refugee peer leader 9) 

 

Trust was not one of the subcategories of rapport discussed in this thesis, but it 

seems that this is an appropriate word to now use as was evident in the deeper level 

of sharing the refugee peer leaders felt comfortable with: 

 

‘When I came here (to this country) I didn’t want to stay. I was walking at night 

alone. I was pregnant with my (baby). (Being here) has changed me as a human 

being. (There are) lots of different cultures and this has given me the morale to 

keep going.’ (refugee peer leader 3) 
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‘(on visiting the Home Office) I cry outside. All my body is shaking. My daughter 

encourages me. After that I feel strong and brave. It changed all my life for me and 

my family’. (refugee peer leader 6) 

 

It took six weeks of meeting together to establish this level of trust to be able to share 

these deeper more vulnerable experiences. This is an interesting time as within 

therapy services, six weeks is often the standard treatment allotted to those with low-

moderate mental health issues. This study is suggesting that it takes six weeks to 

start to build trust and rapport. It also showed the developing ability to be able to 

reflect and share through a second language. Having the confidence to speak in a 

second language without the fear of humiliation, also shows trust in the group. Again, 

as mentioned in 5.1, rapport only works in interactions with others as these refugee 

peer leaders are reflecting and sharing with others, how others have helped them. 

 

Hope keeps on giving. 

Hope is one of the theory categories and throughout the Perthyn experience, there 

was evidence of hope being received, held onto, and passed on. This refugee peer 

leader demonstrates how ‘hope’ can be given within the trusted group: 

 

‘I wanted to kill myself when my asylum seeker (application) was rejected. My 

friend (at the hostel) said, ‘Look at me. I have been in this house for 5 years. I still 

fight for my case. It is just 6 months since you came from your country … just after 

6 months you want to kill yourself? You have to have hope to fight the Home 

Office. If you don’t have hope … for 5 years I just live with hope. If you have no 

hope you can’t fight.’ I put hope in my mind … I still have hope that my life will 

change. I always hope the best for my life. That advice the lady said. I hold onto 

hope.’ (refugee peer leader 3) 

 

Hope is clearly given here from her friend, but by passing on the story, this refugee 

peer leader is giving hope again. Hope is like a gift that keeps on giving and ‘hangs 
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onto’ the story which is being told dropping into other’s lives as they listen. The 

person who gave this peer leader hope did not diminish her own hope. The peer 

leader who received this hope did not diminish her own hope by sharing this story 

and perhaps by sharing this story, her hope even grew. Those listening to this story 

gained hope for themselves to hold onto. It is like a gift that keeps on giving. 

 

Empathy and rapport demonstrated. 

During the fifth and sixth week of the group, the refugee peer leaders were starting to 

invite their friends and peers to join the group. Each group designed a flyer 

(examples below with contact details removed).  

 

 

Diagram 4.9: Example of flyers to recruit refugee peers to a group. 

This flyer reflected the refugee peer leader’s motivation and desire to be empathic 

and inclusive in their recruitment. Clearly the refugee peer leaders were motivated to 

create the flyer but also their sensitivity was represented by the different languages 

and the picture of people walking together with different heritages. There was a 

sense of a shared story and camaraderie depicted in ‘we don’t all face the same 

battles, but we are all in this together’. This is also represented in the picture of 

people walking side by side. It is interesting that the group in this case, picked all 

women in the picture even though two of the refugee peer leaders were men. 

Perhaps the need for the arm in arm picture with people of different heritage was 

more important than gender to them.   
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In addition, the peer leaders were starting to lead the sessions online being 

vulnerable and sharing deeply to build rapport. They gave time and space for any 

peers present to say something. If the peers were not saying anything, they might 

gently ask or prompt them: 

 

‘… what do you think …? Have you got any thoughts on this word?’ (refugee peer 

leader 2) 

 

During one session, the word that was chosen by the refugee peer leaders was 

‘solidarity’. The refugee peer leader opened the session with: 

 

‘…solidarity is like a string or chain that holds us together through our lived 

experiences. In Africa this is very important. Our culture is built on solidarity. 

Everybody stands up for one another.’ (refugee peer leader 11) 

 

A discussion continued about this word and then a refugee peer leader said: 

 

‘When there is something for one person it can be for everyone, for example, when 

I have one bread, I can share that bread. I can be happy when I share. All based 

on solidarity. In Cardiff, everyone has their own problems, but in Africa you can’t 

leave your house without checking on your neighbours … in this country you could 

stay indoors for 2 years and no-one would know.’ (refugee peer leader 15) 

 

A peer group member disagreed by saying: 

 

‘In South America I was an activist because of the communist regime and poverty 

… I have seen (the same solidarity values) in Welsh people. They have really 

stood by me. Anything I need they have helped me.’ (refugee peer leader 12) 
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This kind of discussion showed how the strength of rapport was building in order to 

have different opinions and the confidence to verbalise these. 

 



Jenny Burns. June 2021. Page 283 

 

4.6  Final Outcomes/Synthesis 

 

The analysis of the afore mentioned themes were drawn into four overarching 

themes using a thematic analysis process (as described in the Methods chapter).  

The main themes that emerged to demonstrate the experiential processes of project 

participants using the theory in MTA were: 

 

1. Lived experience, motivation, rapport, hope, and reward were 

experienced. These words above, were good descriptors of the experiences 

observed during the process. They were either demonstrated by the group 

facilitators and refugee peer leaders or they were observed in action or felt by 

those attending the group. ‘Lived experience’, ‘rapport’ and ‘hope’ 

particularly stood out as important experiences within the process: ‘Lived 

experience’ for the recognition and validation of ‘story’ (see theme 3 below), 

‘RAPPORT’ because of the emphasis on the need for ‘trust’ and how the 

project participants identified this as an important part of being able to move 

forward in the group process. Also, the need for ‘time’ was identified to grow 

rapport and deepen connections so that sharing could take place. Finally, 

‘hope’ was an experience of a gift that kept on giving and ‘hangs onto’ stories 

told. ‘Hope’ was not diminished when shared, on the contrary, the more it 

was passed on, the more it grew. It is worth noting here, that there was no 

mention of vicarious trauma from sharing or hearing stories. The refugee peer 

leaders and peers only shared what they felt comfortable with. Some shared 

their entire story of coming to the UK. Others shared aspects of it, some 

shared none of it. In addition, these groups were not focused on helping 

those with existing mental health problems, rather building ‘peer-ness’ for on-

going support.  

 

2. The framing of a whole journey. Using the theory allowed the project 

participants to view the start and end of how their lived experience was going 

to be used. This was referred to as a ‘framework’, a ‘map’ and a ‘journey’. 

This seemed to encourage a better understanding of where the MTA and 

project was going. It also produced a sense of purpose and hope for the 

refugee peer leaders as they could see how their stories could be used to 
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give others hope. By putting a ‘frame’ around the project, it allowed the 

project participants to explore all experiences freely within these boundaries. 

 

3. Validation of lived experience and stories. By naming ‘lived experience’ 

as the first part of the training, much validation was experienced by the 

refugees and indeed the group facilitators. Some refugees struggle to get 

work, qualifications, or other forms of occupational satisfaction in their new 

countries and yet, in this project, their story counts. Some wished that their 

lived experience could be the equivalent to receiving a diploma. To respect 

and listen to someone’s story gives them worth. They feel believed, heard, 

and cared for. In the context of ‘peer-ness’ and trust (which is built over time), 

listening to another’s story in a safe space where there is no-judgement, 

‘invites’ others to share their story too. Through this, camaraderie can be 

built. A further important principle here was the mention of ‘equity’ and how 

the group felt a sense of fairness and justice of no-one being the underdog. 

Again, this is an ongoing process of making sure the ‘powerful’, as in those 

who were fluent in English (because it was their first language) were not 

taking advantage of, looking down on, dismissing or manipulating the peer 

leaders or peers whose first language was not English. As mentioned, at any 

one time, there were up to ten different nationalities present in one of the 

groups and each member was respectfully held as equal. 

 

4. Transferring of group ownership and leadership. This theme was a 

gradual process observed and demonstrated in the MTA and groups. The use 

of the ‘scaffolding’ metaphor allowed the perceptive group facilitators to 

gradually remove the scaffolding of group ownership and leadership around 

the refugee peer leaders as they grew in confidence. This took time - more 

than six weeks so trust could be built. There was not a list of competencies or 

a sense of one day the peer leaders could not lead and the next day they 

could, there was a subtle shift towards their ownership and leadership of the 

groups. The group facilitators watched carefully for comments, attendance, 

interactions, understanding, cameras on or off, questions, confidence in use 

of the English language (without fear of getting it wrong) and offering of 

suggestions. These were indicators of the growing confidence of the refugee 

peer leaders over time. It was a dynamic and fluid process. Contextually, the 

refugee peer leaders brought with them their previous skills and the ability to 

be reflective (or not). The peer leaders also had to have good observational 
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skills as they watched the group facilitators demonstrate good group 

leadership. Even though this was through a second language for the refugee 

peer leaders, tone, facial expressions, and other cues all expressed a way of 

being within a group to build RAPPORT that transcends language and 

culture. 
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4.7 Conclusion 

 

The evidence presented in this process evaluation has demonstrated that being 

empathic and validating someone’s story or lived experience, helps the person feel 

like their life journey counts in some way, that there is a use in their experiences, 

their story is of worth - like having a ‘diploma’; nothing is wasted. Helping them re-

count their story, use their story, share their story seems to bring healing to 

themselves and to others and often make a challenging time of their lives make more 

sense. Their story is also what motivates them to want to help others too – make 

their peer’s lives better in some way.  

This theory seems to show that the dance of RAPPORT, relationship and connection 

is a vital ingredient in making a group work. The back and forth, ‘serve and return’ 

conversations, gestures, body language (even online) help connect individuals 

through their shared stories. This is not something that is easily captured or taught 

and it takes time and trust. Some seem to have the ability to do this more naturally 

than others, but it is firmly based on an EMPATHIC approach introduced by Carl 

Rogers (1961) in his approach and in which Truax and Carkhuff (1967) have helpfully 

tried to explain further.  

This theory seems to show that even though we cannot capture hope in a tangible 

way, box it up and give it to someone else as a Christmas present, hope – the 

feeling, the value, the aspiration - can change lives. Hope can be gained, hope can 

be given and then given again and again. Hope is not diminished in the givers life 

when given. Hope can be seen, not with a human eye, but in the tenor of how 

someone says something, or through a story that has a happy ending or in the tears 

of someone who has made it through a difficult time. As McGrath says, 

‘… while the scientific method is essential to our understanding of the natural 

world, it (is) incorrect to apply this to fundamental questions like value and 

meaning. Although these cannot be verified scientifically or logically, they are 

essential to human life and culture.’  (McGrath, 2020, p175) 

This suggests that peer groups need ‘hope’ woven throughout them, whatever the 

curriculum or intervention. 

From the evidence in this evaluation, it seems as though those involved in the 

process of sharing their story and giving hope are rewarded in some way. Again, not 

of monetary value or qualification of some sort, but nevertheless, the process has 



Jenny Burns. June 2021. Page 287 

 

given them something of value and worth. They feel rewarded for their actions, their 

sharing, their giving of hope. And all of this contributes at some point in the process, 

along with correct power balances and equity, a transfer of ownership and leadership 

taking place from the group facilitators to the peer leaders. Like an invisible baton 

being passed over time.  

As a personal reflection, the most important ingredient of this theory and process 

was, seems to be hope. Hope is tied to the lived experience. Hope is tied to the 

motivation of wanting to build a RAPPORT with someone else. Hope is tied to the 

reward of having given this to someone else or themselves. In addition to the linear 

theory (Fig. 4.3) which suggests WHAT happens in the experience of the different 

peer leaders, a second diagram could include a suggestion on HOW the theory 

works – the active ingredient perhaps, that is sprinkled throughout the group 

leadership process? This would be circled around the word hope. All the categories 

are important and do not always happen in a linear process, but without the getting, 

giving, receiving, and passing on of hope, a suggestion is that this process would not 

work to help others in quite the same way.  

Diagram. 4.01: Diagram to show how ‘hope’ could be a central category that 

supports all the others in how the peer groups are led. 
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5. DISCUSSION 

 

5.1 Chapter overview 

 

This aim of this chapter is to examine and discuss the literature associated with the 

research categories and sub-categories described in the Results chapter above and 

in light of the research aims. It will first demonstrate how the literature was found and 

then critically analyse and discuss this literature in light of the research result 

categories. It will also suggest implications for recruitment, training and retention of 

3rd sector staff. Finally, it will outline the strengths and limitations of this study, 

applications for practice, finishing with the recommendations for future research. 

 

For ease of reading, the categories will continue to be highlighted in BOLD and 

capital letters and the sub-categories will be in bold only. This also helps with seeing 

the relationship between the categories and sub-categories which is important with 

the constructive grounded theory approach (Charmaz, 2014).  

 

5.2 Literature search for discussion 

 

Being true to the grounded theory approach, the formal literature search was 

informed by the results found and is detailed in the Literature Review Chapter. 

Grounded theory in its purest form, known as 'classic grounded theory ‘, insisted on 

the literature search being performed after completing analysis. The theorists at that 

time felt that if one saw the data through the 'lens of earlier ideas', it would colour the 

analysis. This they labelled 'received theory' (Glaser, 1967). The constructivist 

grounded theory approach does not presume the researcher is a ‘blank slate’, with 

no previous knowledge or insights into their subject area (Charmaz, 2014). 

Therefore, different types of literature sources are used in this Discussion Chapter; 

the formal literature search detailed in the Literature Review Chapter, consequent 

snowballing literature found, the reflexivity of the researcher and other environmental 

influences deemed relevant. All these sources are included to critically discuss the 

results from this study. 

 

The following section will now discuss the CORE categories, EMPATHY, RAPPORT 

and CHALLENGES and their sub-categories. There will be a particular emphasis 

on relationship and process followed by applying this to practise suggestions for 

workforce development in the third sector.  
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5.3 Category 1: EMPATHY  

 

EMPATHY was a core category identified during analysis. As stated in the Results 

chapter, it differs from sympathy. Empathy is being able to appreciate what another 

might be feeling or experiencing. The participants in this study could name some of 

the feelings of care they felt towards their mums and refugee peers and saw 

EMPATHY as a basic requirement of the work that they did.  

 

The term EMPATHY was used extensively in the work of Carl Rogers, an American 

psychologist born in the early 1900's. He concurred with Maslow's theory of 

motivation in his hierarchy of needs saying that we all want to 'self-actualise' and 

reach our full potential (Maslow, 1954). He added that in order for a person to 

achieve this, they needed a relational and social environment that was rich with 

acceptance, unconditional positive regard, genuineness, openness and EMPATHY, 

the latter meaning being listened to and being understood (Rogers, 1961).  

 

Truax and Carkhuff (1967) further described EMPATHY by breaking it down into five 

levels, level one being a low level of response with little or no awareness of the other 

person's feelings through to level five, where there is a high level of understanding to 

the situation or feeling presented by someone else. Batson (2011) also suggested 

that EMPATHY had eight different phenomena including 1) reading another person’s 

state, 2) adopting a matching posture, 3) feeling what another feels, 4) projecting 

oneself into the other person’s situation, 5) imagining how another might be feeling, 

6) imagining how one might feel in a similar situation, 7) feeling distressed with the 

other person’s pain and 8) feeling for the person who is suffering. Carl Rogers (1961) 

practically applied this stating that within the interactions of the therapist and client it 

is essential that there is an understanding of the client's feelings; the mood of the 

client is reflected in the dialogue and the voice tone conveys a sharing of the client's 

feelings. This study can speculate that the participants were able to demonstrate 

some form of EMPATHY due to the connections they made with the mums and 

refugee peers evidenced in their interviews that included some of the above theorists 

descriptions.  

 

Acquiring and using EMPATHY 

It is worth considering how EMPATHY is acquired. Shonkoff and Phillips (2000) in 

their landmark book 'Neurons to Neighbourhoods' evidences the roots of EMPATHY 
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beginning before birth and in infancy. When an infant is distressed and turns to 

his/her mother receiving EMPATHY and consolation, they in turn will be able to help 

others in their distress later in life. They state that the brain's neural development is 

dependent on the relationships around them and the experiences that they encounter 

even in the womb (Glover, 2011).  By the age of two years old, children can show 

real EMPATHY for others, and want to try to make whoever it is, feel better, even 

their non-verbal teddies. This knowledge is based on Attachment Theory (Bowlby, 

1969 and 1973). In short, good attachment to our main caregiver at an early age 

gives the blueprint that assists us in making healthy relationships throughout life and 

helps us manage emotions appropriately. Theory of Mind (Premack and Woodruff, 

1978) is also relevant to this argument, as it is the ability to recognise that other 

people have thoughts, intentions and desires that differ from ours. It is also an 

understanding that the behaviours of another are linked to different mental states. 

Within this study, how well the participants demonstrated EMPATHY wasn’t 

measured, however the participants did share EMPATHIC statements which 

suggested they felt EMPATHIC towards the mums and refugee peers. For example, 

the participant Courtney gave an example of a mum who did not speak or contribute 

during the group for the first five sessions. During her interview, Courtney reflected 

on how and why the mum might have done this and described how she encouraged 

her to talk with gentle prompts during the session. She discovered later as she 

sensitively pursued the mum, that this mums’ quiet behaviour was directly linked to 

an experience of being humiliated in a previous group. This suggests that Courtney 

was forming a ‘theory of mind’ of this mum. She was joining the mum in her distress 

through EMPATHIC responses so that the mum was able to make sense of her 

reluctance to speak and in time, was able to join in (Hughes, 2013). In addition, 

Courtney was rewarded as the mum started to open up and build friendships with 

the other group members. 

Specific skills involved in EMPATHY and theory of mind are known as ‘mentalization’ 

and ‘reflective functioning’. Both of these were named by Peter Fonagy (1989) and 

described respectively as the ability to be able to reflect the mental state of another 

and being able to understand the behaviours, feeling and motivations of yourself and 

another. Again, this has a strong link as to whether an individual had a secure 

attachment to its main caregiver as an infant and has been able to make sense of 

their world as they know it. In the case of the participants in this study, an example of 

this is when the volunteer participant Holly noticed one mum was sad at the start of a 

group. She was able to reflect on why this might be at the time and stated it in her 
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interview. She described the mum’s mood, state and behaviours. She responded by 

asking the mum whether she would like a hug. The mum hugged her back and 

thanked her, reinforcing a correct ‘theory of mind’ for Holly.  

In addition, the participant (group leader) has the opportunity to demonstrate 

EMPATHY for these mums and be a role model. This in turn could have an impact 

on how the mums interact with their infants as they learn how to express EMPATHY 

to their baby’s cry or needs just as the participants (group leaders) have done for 

them. These simple techniques of role modelling EMPATHY could help break the 

transgenerational cycle of poor reflective functioning inherited by a parent and could 

help build more emotionally resilient children for their infants, so influencing the next 

generation and those to come after (Centre on the Developing Child, 2016), 

(Gerhardt, 2004), (Perry and Szalavitz, 2017).  

 

The refugee peer leaders added an additional insight of how empathy was acquired.  

Cyrus wanted to be a peer leader because of his experiences with his refugee friend 

who suffered with mental health issues. There was a vicarious empathy Cyrus 

gained through watching his friend – a gaining of experience by proxy rather than 

directly to himself. 

 

In summary, understanding and having EMPATHY allows the process of connecting 

with the mums, refugee peers or any group participant to begin and continue. The 

application of attachment theory, theory of mind and the related skills of 

mentalization and reflective functioning are useful for understanding how to be an 

EMPATHIC course facilitator. Understanding the power of role modelling EMPATHY 

in a perinatal setting can have a particularly lasting impact on the relationship that 

parents (or other carers) have with their infants and has the potential to change poor 

transgenerational behaviours. These theories can also help understand the 

interactions of the mums and refugees with each other in a group setting.  

To further understand EMPATHY and its process, where it comes from and how it is 

lived out in a perinatal or refugee setting, it will now be broken down and explored in 

the sub-categories of lived experience, hope, motivation and rewards. 
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Lived experience. 

 

To take EMPATHY a step further, Lahvis (2017) proposes that it is not just a static, 

emotional experience or feeling, rather it is always linked to 'emotional contagion', a 

behaviour that often reflects the EMPATHIC feeling and mimics the other person in 

postures, movements, expressions etc. Siegal and Bryson (2012) describe these 

experiences as the activation of ‘mirror neurons’ where the brain responds to an act 

when there is some predictability as to what will happen next. For example, when 

someone lifts a cup to their lips to drink, our mirror neurons will predict that the next 

course of action will probably be to take in the fluid of the drink and swallow. 

Similarly, this could happen when a mother is feeding a baby with a spoon, she will 

open her mouth and put the spoon into her infant's mouth. The infant will mirror this 

by opening his mouth. Siegal and Bryson (2012) explain that these same neurons 

allow us to feel what others are feeling, imitate other’s behaviours and sense the 

emotion that they are experiencing. 

 

These mirror neurons ring true with the findings in the results of this study, where the 

feelings associated with the participant's lived experience were linked to the 

emotional contagion and EMPATHIC responses, they gave the mums. The 

interviewees spoke of 'having been there' and 'I can walk in your shoes' and 'you 

have to go through these experiences yourself to understand in a greater way' (Ava 

and Holly) although in themselves, these statements do not establish whether the 

participants were actually feeling EMPATHY according to the definitions described 

earlier. It is however a demonstration of how the participants viewed their feelings 

towards the mums in their groups.  

 

Eklund et al. (2009) also examined the link between lived experience and 

EMPATHY through participants reading different stories and then measuring their 

empathic reactions. They found that the participants rated themselves with a higher 

EMPATHIC response when they could relate to the characters in the stories. The 

participants’ ‘mirror neurons’ were being activated. They could feel what their mums 

were feeling and respond appropriately. 

 

Roberts (2005) also stated based on his research that there is a common 

assumption of 'survival of the fittest' amongst all creatures where there is a basic 

disregard for anyone else when it is a matter of life and death. However, he observed 

animals expressing EMPATHIC and altruistic behaviours towards their own species 
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at their own cost, with no evident reward and even more so if they have experienced 

the challenge or difficulty themselves. Lahvis (2017) labelled this process a 

'camaraderie effect', where the lived experience of others affords EMPATHY to 

motivate behaviours that offer support to those who are suffering.  

 

'By helping others, an individual sustains a feeling of camaraderie, a sense of 

well-being that augments one's own health.' (Lahvis, 2017. p20) 

 

Smith et al. (2018), in their study of volunteers with Samaritans, highlighted how the 

participants saw themselves as having 'a special gift ... expertise' (p.4) that built a 

connection with their clients. McLean (2009) stated in their review of the peer support 

projects in Scotland that lived experience could be seen as a 'qualification' (p.39) in 

itself; wisdom gained from life experiences which led to EMPATHIC responses. The 

participant had to follow their own journey or process in order to make sense of these 

experiences, to assimilate and reconcile them. Daniel Hughes (2013) also states that 

in order to make sense of our experiences, it starts with showing EMPATHY and 

compassion to ourselves. In addition, the validation and recognition of lived 

experience as explored with the refugee peer leaders, gave a sense of worth to the 

refugees themselves. They felt believed, heard and that their experiences were not in 

vain and could be of use.   

 

In summary, this study explains how EMPATHY might be important in practice with 

non-health workers, peer workers, volunteers or similar. It also suggests that 

EMPATHY could be due to the participant’s own lived experience which they have 

been able to understand, make sense of and reconcile. These experiences in turn 

could produce expertise and ‘qualifications’ allowing a sense of ‘camaraderie’ where 

reciprocal relationships can be built. In a perinatal setting, this can, as explained 

earlier have a knock-on effect to the infant. The lived experience can produce a 

sense of hope, which could be given and freely passed on which will now be 

explained further. 

 

Hope 

 

In the case of this study, hope was identified as something that was 'given' to the 

mums and refugee peers during EMPATHIC processes as described above. Hope is 

a common theme in recovery models for mental ill health. For example, The 
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Wellness Recovery Action Plan Approach (WRAP) sees one of their five key 

elements for recovery as ‘hope’ (Mental Health Recovery, 2019).  

 

Egan (1994) describes how hope can be something that is encouraged in someone 

by helping them picture a future desired scenario - how they would imagine 

themselves to be one day. This is supported by the evaluation Dunn (1999) carried 

out on groups for those who had a diagnosis of breast cancer. He demonstrated that 

one of the aspects most mentioned by the clients was the feeling of being more 

hopeful about their future. One client said that seeing someone else leading a group 

who was still alive and well and living normally after his or her operation gave a 

sense of hope - a vision of the future. This links well with the notion of the 

participants in this study having experienced motherhood or becoming a refugee 

themselves and all the adjustments and transitions that ensued. In some cases, the 

participants had struggled with a mental health issue too which in the example of the 

perinatal participant, Fiona, shared readily with her mums. The fact that the 

participants had lived through being a new mum and that their motherhood or came 

to this country as an asylum seeker and 'come out the other side alive', gave hope to 

the mums and refugee peers in the groups or one to one setting. 

Louise Bomber, in her book 'Inside I'm Hurting' (2007), states that EMPATHY and 

hope are inextricably linked and should be communicated as much as possible in 

everyday interactions. Even though her book is discussing how to work with children 

and young people, the parallels she draws are transferable for the participants in this 

study and future training needs. Bomber states that teachers need to have two 

medicine bottles of EMPATHY and hope and use it to 'top the children up daily.' (p. 

247). 

 

Dick Peterson (2014) describes an experience he had with finding hope after a long-

term mental illness. Like many living with depression, he felt like there were 'scales' 

across his eyes and the world was lived in hopeless black and white until one day he 

was out jogging and saw a patch of grass ...  

 

 '... that was greener than the brightest of emeralds ... as if I had never seen 

 colour before ... I turned the corner and there was hope ... I was given a new 

 lease of life.'  (Peterson, 2014, p.212) 
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Hope in this context is described as something that can be gained through 

assimilation and reconciliation of the lived experience in a person's life and then 

given or demonstrated to someone else. Hope can be experienced by imagining a 

horizon of somewhere you might want to get to or a 'light at the end of the tunnel' 

(Greenwood et al, 2013. p. 621). Hope does not get someone out of the 'tunnel' 

immediately but allows someone to continue the journey without giving up because 

the end is in sight (Peterson, 2014). Hope is seen in someone else, in this case, the 

participants, and how they have moved through their tunnel and got to the light at the 

other end. Hope is not tangible and cannot be grasped or seen with the naked eye, 

but borders on something spiritual that gives the mums or refugee peers (in this 

case) something to hold onto while going through challenging times believing there 

will be a better day to come because they see someone else has gone through it.  

 

An interesting observation with the refugee peer leaders was how the giving of hope 

did not diminish hope in the giver. In addition, the hope given also gave strength to 

the recipient. As a result of their own lived experience, the participants were 

motivated and seeing hope received and making a difference in other’s lives, the 

participants felt rewarded. The following diagram demonstrates this process, which 

is then described. 

  



Jenny Burns. June 2021. Page 296 

 

 
 
Diagram 5.1 Diagram to show the participants experience of empathy demonstrating possible links between lived experience and 
hope. 
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Motivation and Rewards 

 

As discussed in the Literature Review, motivation and rewards are closely linked 

and are an integral part of the experience of the participants. They were motivated 

by either broadly altruistic or egoistical reasons and many previous research studies 

support this (Merrell, 2000; Sundram et al., 2018; Tschirhart et al., 2001; Guerra et 

al., 2012; Lowe et al., 2019; Coe and Barlow, 2013; and Veludo-de-Oliveira et al. 

2015).  However, peer workers may not always know why they sign up to volunteer 

and there may be deeper-seated motivations that are more subconscious 

(Tschirhart et al., 2001). The researchers in this study point out that when the 

volunteer states altruism as their main motivation, this may not always be true as 

the worker may be unable to fully understand they own deeper motivations. The 

refugee peer leader’s analysis revealed that sometimes both motivations were 

present together. They suggest that there are five types of motivation; altruism (to 

help others), instrumental (furthering a career), social (to make new friends), self-

esteem (to feel better about oneself) and avoidance (escape from loneliness, being 

bored and other problems). An example of altruistic motivation from Beth, one of the 

participants said: 

 

‘I wanted to help people because I myself felt so isolated’ (Beth) 

 

There are also further motivations identified in the literature, cultural or faith-based 

reasons as demonstrated in a recent New Zealand study (Lowe et al., 2019). Penner 

(2002) also identified evidence of a pro-social personality where some may be born 

intrinsically more motivated to help others. For the purposes of this study and 

recognising that studying the nuances of motivational actions is beyond the scope of 

this research the two broad categories of altruism and egoism are now described 

further and applied to the participants in this study. 

 

Altruistic rewards 

 

Seeing the mums take hold of their 'gift' of hope and make changes for themselves 

gave satisfaction to the participants. The changes the participants observed included 

seeing the mums recover and change the way they thought about things through 

'light bulb moments' or their increased communication with each other creating peer 

support beyond the groups. In his book ‘Altruism in Humans’ (Batson, 2011) presents 

the hypothesis that altruism and EMPATHY are inextricably linked. He builds on the 
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work of others to say that EMPATHIC concern is the motivation behind altruistic 

actions. He stated: 

 

'If you feel empathy towards another person you will help them, regardless of 

what you can gain from it.'  (Batson, 2011. p20)  

 

He admits that there may be other theories for altruistic actions, including having a 

personality that might be more compassionate than another (as does Penner, (2002) 

with his 'pro-social' personality concept) but nevertheless, his theory is worth 

considering.  He argues that when there is a perceived need seen in someone else, 

it motivates the person to want to help. He gives the example of The Good 

Samaritan cited in Luke 10:33 in the Bible (Bible, 1984), where the Samaritan felt 

EMPATHY towards the man lying beaten on the road.  This motivated him to act for 

no other reward than to see the injured man well again which involved the Samaritan 

taking the injured man to a nearby town and paying for his care until he had healed, 

with no expectation of being repaid.  In the case of the participants, like The Good 

Samaritan, they often imagined the end goal for their mums or refugee peers, which 

was wellness, happiness and in the case of the refugees, a full adjustment to their 

new culture. The perinatal participants encouraged the mums themselves to imagine 

a better day, also pointing to their own lived experience as testimony to this. 

Farsides (2007) states that 'love' probably demonstrates the caring of others for their 

benefit more than anything and he illustrates this appropriately for this study with the 

love a mother has for her baby. She does not nurture her baby because she morally 

ought to; she does it because she loves it and for its’ benefit.  

It is worth mentioning that one of the altruistic rewards the perinatal participants saw 

was that the mums started to make friends with each other, meeting up outside of the 

group and discussing their experiences giving each other peer support producing 

perhaps another 'camaraderie effect'. In addition, the Literature Review revealed that 

the volunteers in the different studies experienced a sense of 'belonging' within their 

organisation too as they shared a 'common identity' (Smith et al., 2018. p.7). There 

are quite a few studies that demonstrate that social and peer support is helpful for 

recovery from mental ill health, and this could be the case for the clients or the 

participants (Pevalin and Goldberg, 2003; Kendler et al., 1997; Hendryx et al., 2009). 

The courses that the perinatal participants ran were activity based, using cognitive 

behavioural activities, and one can assume that when the mums got together outside 

of the courses it often involved an activity like walking, meeting for a coffee or eating 
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together. One of the perinatal participants noted that allowing what she called 'wiggle 

room' within the course sessions was a useful way of fostering friendships to create 

the social support outside of the group. 

 

 

Egoistical rewards 

 

In contrast, the other type of reward that the perinatal and refugee participants felt 

was for themselves; 'feeling needed', 'increasing self-esteem', 'feeling successful' or 

'giving me my mojo back.' There was further evidence from the refugee peer leaders 

to show that becoming a peer leader encouraged them to take a different life course 

or through running the wellbeing intervention, they had gained enough confidence to 

look for jobs independently. Batson (2011) describes this as egoism, where the 

motivation is to enhance one's own welfare. Whether the participants had the goal of 

wanting to reward themselves egoistically or whether it was a by-product of their 

altruistic motives for working with the mums it is difficult to ascertain, and further 

research would be needed. Batson (2011) also says that the altruistic and egoistic 

motives can exist together but points out that if the reward goals are too different 

then there will be conflict within the individual. It could also be that the participants 

started out with altruistic goals but ended up with egoistical rewards. Further study 

would be needed to ascertain this (Tschirhart et al., 2001). 

 

Fitting motivation and rewards in the participants' experience of EMPATHY  

 

Being true to the constructivist grounded theory approach where Charmaz (2014) 

encourages the search for processes and relationships, the evidence in this study 

suggests that there is a link between EMPATHY and lived experience, (its 

assimilation and reconciliation into an individual's life where expertise is gained) and 

motivating the need for a response towards others in a similar circumstance. There 

follows, an EMPATHIC response by those with lived experience where camaraderie 

is experienced, and an individual can bring or give hope spurring on the other to 

keep going without hope diminishing in that individual. This is shortly followed 

broadly by altruistic or egoistic rewards for the individual with the lived experience. 

This process fits and demonstrates the research so far and is illustrated in the 

diagram below.
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Diagram 5.2. Diagram to show the participants’ experience of empathy demonstrating possible links between lived experience and 

hope adding in motivation and rewards (the latter two, shaded in grey). 
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Negative outcomes 

 

What if this process does not go so smoothly or positively as in Fiona's case, one of 

the perinatal participants? Fiona had had a mental health diagnosis during the birth 

of her children and a current mental health diagnosis of bi-polar and borderline 

personality disorder. The motivation to come alongside another to help can evoke a 

positive or negative experience; the latter was demonstrated in Fiona's experience. 

Fiona followed the process in the above diagram and was discussed how she was 

motivated by her own lived experience and expertise of post-natal depression and 

post-partum psychosis. These experiences evoked initially feelings of EMPATHY 

towards others in a similar position when she met them. This caused her to set up 

and lead Enjoy Your Baby groups. However, as described in the National Scientific 

Council on the Developing Child (2018), motivation can be divided into two broad 

categories: approach motivation and avoidance motivation. The former is 

described as behaviour based on the memories of rewards of pleasure in helping 

someone previously, or with Fiona, perhaps how she was helped or not helped 

during her own lived experience.  

 

Fiona, however, did not get the reward she perhaps expected. She stated that she 

felt 'so connected to the ladies ... it started to drain on my own resources'. She also 

noted that 'those with lived experience are quite good at delivering the courses 

because they can relate', but then adds 'but not to the extent I was relating'. Apart 

from the vicarious nature of Fiona's experiences here as described in the Results 

chapter, she was also demonstrating avoidance motivation. The feelings she was 

experiencing were unpleasant and not rewarding. Greenwood et al. (2013), in their 

study exploring the experiences of peer supporters, concurred with the reactions 

Fiona had. The researchers found that the difficult emotions that were raised during 

the intervention with the carers, left the participants ‘drained’ and raised challenging 

emotions. Brooks et al (2014), in their study of the experiences of supporters for 

dementia carers, also reported how the supporters found sometimes difficult 

emotions were recalled during sessions with the carers. One participant said that it 

brought back memories which they found challenging.  

 

Okun et al (2000) examined the responses of volunteers to an EMPATHY exercise 

during training for the work they were about to engage in. They noted that EMPATHY 

evokes one of two responses - sympathy or personal distress. Sympathy is focused 

on the other person, whereas personal distress is focused on him/herself. In Fiona's 
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case, her lived experience gave her a sense of EMPATHY towards the mums but 

instead of being able to engage in the sessions fully, she became overwhelmed by 

her own personal distress. To elaborate further, Stolinkski et al. (2004) describes 

EMPATHY as having three parts: empathic concern, perspective taking and personal 

distress. Perspective taking is an ability to orient oneself to someone else's point of 

view rather than one's own. During her experiences of EMPATHY, however 

passionate Fiona felt about the group, she was unable to take the perspective of the 

mums and became focused on her own distress. Okun et al. (2000) also state that if 

the individual is prone to poor emotional regulation due to mental ill health perhaps, 

he/she will find the perspective taking element of EMPATHY a challenge, as their 

own emotions are too distressing. Eisenberg and Fabes (1992) captured these 

responses in their heuristic and analytic model showing how emotional regulation 

and emotional intensity can impact someone's ability to ‘perspective take’ and 

respond either in a sympathetic ‘other person’ focused way or become personally 

distressed. This was certainly true for the experiences of Fiona as she readily 

described her own mental health situation as a challenge to manage each day. 

Volunteer Management Report (2017) calls this 'EMPATHY fatigue' in layman's 

terms. This article states that it is particularly prevalent with those who have 

themselves experienced trauma.  There can be expressions of dissociation, anger, 

anxiety, sleep disturbances and powerlessness.  

 

However, Fiona had enough insight into her own distress to pull away from the group 

in order to find a solution and recruit someone else to lead. This could be seen as a 

healthy and resilient response to her own distress by putting in some coping 

strategies. Indeed, Fiona was able to demonstrate adaptive coping in her response 

by knowing when she needed to step aside in order to maintain her own wellbeing 

rather than becoming very unwell.  

 

In contrast to Fiona’s reaction, Cust et al (2018), in their study of eight peer mentor 

women with lived perinatal mental health experiences, discuss how there was also a 

re-living of their own illness when they were interacting with their client mums. At 

times this was very emotive for the peer mentors and brought back challenging 

memories for them. However, more often than not, re-living these feelings caused a 

sense of relief for the peer mentors, as they were able to notice how far they had 

come in their own recovery. This surprised them as they only expected to be giving 

and helping their mums. The memories that were evoked, good and bad, ‘spurred 

them on to really, really help’ (p. 172) and see change in their mums. These peer 
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mentor mums, despite some of their personal distress, were able to orient 

themselves to their client's point of view rather than their own and therefore act with 

empathic concern (Stolinkski et al, 2004). 

 

In summary, EMPATHY often goes hand in hand with the motivation to take the 

perspective of the sufferer and to take action. This can have a 'camaraderie' effect 

when the lived experiences are shared which was evident in the courses and 

wellbeing interventions that the participants ran. This was felt more strongly when the 

participants had had their own lived experience. This increased the approach 

motivation to bring hope, anticipating an altruistic and/or egoistic reward.  These 

rewards included seeing peer and social support blossom. However, it is worth 

recognising, that for some, EMPATHY can lose the perspective of the other person 

as the personal distress becomes overwhelming. The diagram below illustrates the 

added dimension of avoidance motivation and negative rewards. 
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Diagram 5.3. Diagram to show the participants experience of empathy demonstrating possible links between lived experience, hope 

and rewards, adding in avoidance and approach motivation (the latter two, shaded in grey). 
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Workforce development considerations encouraging a process of EMPATHY 

for non-health worker type roles. 

In order to bring this research into some practical application, the categories and 

sub-categories have now been further applied to workforce development specifically 

for the third sector. This next section will attempt to consider the three categories, 

EMPATHY, RAPPORT and CHALLENGES in the light of a manager's role of 

Recruitment, Training and Retention. These will be summarised into checklists in 

section 4.7 entitled 'Recommendations for Practice'. 

Recruitment  

For charity sector and non-health worker type roles, the evidence from this study 

suggests that it is important that workers can EMPATHISE with the client group they 

are going to be with whether as peers or volunteers or paid workers. It might be 

important to consider their lived experience and whether they are now mentally well 

enough to be able to ‘perspective take’ and move towards a sympathetic action 

rather than become personally distressed. Does the volunteer/peer worker still have 

a mental health illness and what kind of support do they need to lead a group without 

making their illness worse? Have they been able to work through their lived 

experience and reconcile these experiences with themselves and make it part of their 

story? Or is it still quite raw for them where leading people with similar problems or 

issues might be a challenge for them like the experience of the participant Fiona. It 

also might be worth noticing their reflective capacity or mentalization ability. In an 

interview, for example, this could include asking a candidate to reflect on a case 

study and verbalise what they think the person or persons in the case study might 

have in their minds. In addition, one possible danger of lived experience might be 

that because someone has experienced the same illness or trauma, they assume 

they might know exactly how their client might feel. Of course, different people 

experience their life events in different ways and no assumptions should be made. 

This applies to cultural differences too. Recruitment needs to be sensitive to ethnic 

differences and diversity. Assuming a white middle class view of someone is not 

always helpful. Having a diverse interview panel for example will help better 

understand someone else’s experiences and ask the right questions. 

Finally, it is worth considering during interview why the volunteer/peer worker wants 

to engage in this work. What is motivating them? This might help set appropriate 

goals for the individual. For example, if the volunteer is a student health visitor and 
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wants a more egoistical reward, goals could be set to gain experience working 

directly with mums who are struggling with a mental health issue such as post-natal 

depression in order to allow the student to gain knowledge about the condition. Their 

goals could include understanding post-natal depression and its potential impact on 

the mum and infant. In addition, they could improve their group skills. A refugee 

might want to improve their confidence in the English language which in turn 

increases their job prospects. If, for example, a volunteer has retired recently and 

wants to 'give back to the community' with a more altruistic motivation, their goals 

could also be set accordingly to meet their needs. For example, a retiree may have 

retired from business and believing in a certain charity’s values and cause, would 

now like to use his skills in assisting a charity to become more financially secure. 

Tschirhart et al (2001) concluded in their longitudinal investigation into whether the 

goals that volunteers brought to service predicted the outcomes one year later. The 

researchers concluded that understanding the volunteers’ goals during recruitment 

and selection did allow managers to identify the types of activities or roles they 

should be involved in including boosting the self-esteem of the volunteers.  

Training 

Stokes and Baer (1977) refute the ‘train and hope’ model where a one-day training is 

put on for those wanting to run ‘courses’ with the ‘hope’ that they can lead and 

deliver a group effectively. Imparting just the knowledge of the course content is 

limited in its effectiveness, they say. There was very little mention in the interviews 

with the perinatal participants in this study of the ‘Enjoy Your Baby’ one-day training 

course or the cognitive behavioural techniques used. Mostly the participants in their 

interviews talked about the nuances of delivery captured in the Results categories in 

the previous chapter. In light of this study, the evidence suggests to not choose a 

'train and hope' method. Rather, taking into account andragogy and adult learning 

theory (Knowles et al 2012) to inform the training approach which includes the 

content of the courses. This includes understanding that adults can direct themselves 

and are independent, their rich life experience can be a learning resource, their 

learning is applicable into everyday life and that they are motivated intrinsically.  

The data and analysis from the perinatal participants suggests a modelled approach 

to training where EMPATHY is demonstrated by the trainer and reflection is 

encouraged. As a course leader, it would be important that the facilitator show 

EMPATHY as well as explain where it comes from and its importance. Included in 

the training delivery, would be concepts of lived experience and how this gives a 
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unique 'qualification' while appreciating that lived experience, is not always 

necessary to feel motivated to participate. Concepts such as recovery, can give 

hope, a 'light at the end of the tunnel' for a mum who is wondering how she is going 

to cope the next day. The training might include the different types of motivation and 

rewards including the continuum of EMPATHIC concern, which could lead to 

perspective taking or the more challenging response of relating personal distress. 

The training might include the dangers of personal stories and how sharing and 

disclosure might trigger the emotions related to previous emotional distress following 

lived experience. Training in coping mechanisms and recognising symptoms of 

distress would be useful. 

The learning from the perinatal sample was taken and successfully applied to the 

refugee peer leader sample with a modelled training approach used as described in 

the methods and process evaluation chapter. There was no ‘one day’ training 

session for the refugee peer leaders, rather a ‘scaffolded’ approach taking them on a 

flexible journey that could adjust with their confidence and readiness to lead a group. 

EMPATHY was demonstrated and lived experience was validated. Hope was 

actively pursued, shared and seen in the group sessions. The refugee peer leaders 

were rewarded too for their efforts in confidence, skills and personal strength. 

 

‘Changed myself more. I now have more self-confidence … all from this group … 

now I am strong really. I do not fear so much of everyone here. And I am less 

worried. I can face everyone … Now I am a new woman.’  (Ida -refugee peer 

leader) 

 

Retention 

Retention could be improved by reviewing the goals set at the start of a 

volunteer/peer workers time to see if they have been met. On-going and regular 

supervision for these non-health workers needs to be considered where reflection of 

their work could be included. This might take the form of one to one or within a group 

but should encourage the skills of EMPATHY, developing reflective capacity, 

mentalisation and theory of mind as well as the importance of looking out for signs of 

personal distress or EMPATHY fatigue which is easier to achieve when using a 

modelled training approach because of its flexibility. 
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5.5 Category 2: RAPPORT  

 

RAPPORT was the second core category identified during the data analysis and its 

subsequent sub-categories. It is closely linked to EMPATHY. RAPPORT in this study 

was about the participant’s experience of being able to build a relationship or connect 

with the mums or refugee peers during delivery of the wellbeing interventions. The 

perinatal participants felt that planning for RAPPORT or connection with the mums, 

was an important aspect of their preparation for the course. They discussed how 

they wanted to prepare activities, seating, how they conducted the course in such a 

way that fostered RAPPORT with the mums and the mums with each other. As 

mentioned in the Results chapter, the participants described RAPPORT as ‘trust, 

sharing, listening, talking, helping, engaging, supporting, safe, healing context and 

allowing time’. The refugee peer leader participants had less physical preparation as 

the groups were held online, rather they learned every week through watching each 

other how to build RAPPORT, mostly not ‘taught’, rather learned through 

demonstration. 

 

The word RAPPORT is derived from rapporter, the French word meaning ‘to bring 

back’. It is the bond formed between one or more people. It has a sense that one of 

those people is giving a message and the other person reciprocating. Many believe 

that without RAPPORT in psychological treatments, change doesn’t occur (Corey, 

2012).  

 

RAPPORT examined in this study was helped by the shared lived experiences of 

the participants and clients. In a recent article, Walsh et al. (2018), in their 

exploration of the concepts of recovery with paid peer support workers, suggested 

that lived experience was an immediate way of building RAPPORT with someone: 

 

‘Be it right or wrong, there is an immediate sense of rapport that generally 

comes with people, as soon as they know that we have all got lived 

experience’ (Walsh et al, 2018, p.586). 

 

These same researchers also state that there wasn’t necessarily the need to disclose 

personal details of a diagnosis or experience, more a tool for connecting with another 

and ‘placing people at ease’ (p. 586). Smith et al. (2017) concluded that one of their 

main themes from their study was ‘developing a bond’ which was regarded as one of 

the most important aspects of the relationship between client and befriender. They 
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describe that these bonds were helped by shared and lived experiences. As 

described in the Literature Review chapter, Dickerson et al. (2015) described this 

bond of common interests or experiences as ‘peer-ness’. (p. 18).  

 

Merrell (2000), in her study that investigated the experience of women volunteering 

and their relationships with the paid workers, described the reciprocal relationship of 

the participants and volunteers, saying they experienced ‘give and take’ (p. 38). She 

explored this in light of the Equity Theory (Walster et al., 1978) and how there was a 

'deferred balanced reciprocity’, which comes into play in the participant/client type 

relationship (Wentowski, 1981. p. 38). This means that initially RAPPORT is built 

mostly on ‘take’, as the client ‘takes’ from the volunteer. However, later, as the 

relationship progresses and trust is built, the volunteer is rewarded with a reciprocal 

relationship where ‘give and take’ occur together. 

 

Rogers (1962) stated that building RAPPORT: 

 

‘is the quality of the interpersonal encounter with the client which is the most 

significant element in determining effectiveness.’ (p. 416) 

 

He believed that the quality of his relationship with his clients was more important 

than his knowledge, professional training and theoretical approach or lived 

experience. As mentioned previously, he determined after much observation of 

different counsellors and therapists in different settings, that having congruence 

(which is authenticity and genuineness), accurate EMPATHY and unconditional 

positive regard (non-judgement) are the main elements of building effective 

RAPPORT. These concur with the main sub-categories found in this study as 

illustrated in the diagram below. The sub-categories of authenticity, accepting, 

flow, boundaries, and endings will be now explored in more detail. 
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Diagram 5.4. Diagram to show the participants’ experience of empathy demonstrating possible links between lived experience, hope, 

motivation, and rewards adding in rapport (the latter, shaded in grey). 
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Authenticity 

 

Rogers (1962) discusses how RAPPORT needs to be built as a priority in order to be 

congruent and authentic. By this he means that the counsellor needs to know his or 

her own feelings, acknowledge them and be him or herself entirely. He felt that if 

someone was pretending to be someone they were not, they were presenting an 

incongruent façade. He hypothesised that this would lessen the chance of growth 

and change in the clients. Rogers felt that an authentic relationship communicated 

EMPATHY and value to the individuals, which in turn allowed them to relax and be 

themselves. This congruence enables the counsellor to listen to the body language 

and non-verbal cues that the other person is expressing which in turn allows the 

counsellor to adjust his or her stance to enable the continued flow of interactions. 

During the sessions with the perinatal participants in this study, they discussed how 

one of the ways they built RAPPORT was through touch and affection, carefully 

reading the cues of the mums in order to respond in this way. They felt that this touch 

built a bond especially when they were able to hold the mums' babies and delight 

over them. The perinatal participant Ava described a time when one of the mums in 

her group was very nervous to start with at using the crèche or for anyone to hold her 

baby. Gradually, as the RAPPORT and trust was built, the mum was able to let Ava 

hold her baby. She said:  

 

‘...she had built that trust over a period of time and now it’s ‘oh hold the 

 baby!’  (Ava) 

 

The perinatal participants were also authentic in their autobiographies and sharing 

their lived experience when appropriate. Holly, for example, shared her journey as a 

parent, which set a transparent stance for the mums and demonstrated that the 

participants themselves had indeed lived through similar times to them and ‘could 

stand in their shoes’. However, Courtney reported a time where there was over-

sharing of a story which she noticed caused a loss in RAPPORT with the mums.  It 

became a therapy session for the participant rather than the mums themselves. 

Clearly, it is important that there is a sensitivity to know what to share and what not to 

share. 

 

The refugee peer leader participants discussed another aspect of authenticity. This 

was the need to have a learning approach with humility and generosity where 

wisdom could be gained from each other. Barbara Bonner in her book ‘Inspiring 
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Generosity’ (2014) spoke of the need for authentic and genuine humility. During a 

Mindfulness speech in Washington, she said: 

 

‘…it’s not enough to just sound and look humble, it has to come from deep 

inside and be what sets the compass. I contend that the generosity of spirit is 

the driving engine of humility.’ (Bonner, 2014b)  

 

A genuine humility of spirit in the leader was seen as the number one trait of a great 

leader according to Jim Collins in his book ‘Good to Great’ (Collins, 2001). He states 

that to lead at what he describes as a ‘level 5’, is to lead with ambition, drive and 

energy, but this person directs this energy to others, not themselves and their own 

improvement. It seems that perhaps the reason why the refugee participants 

mentioned humility might be because of the differences between views held on 

respect within western and other cultures. Further research would need to be 

undertaken to ascertain this.   

 

 

Accepting 

 

This study suggests that accepting is an important part of RAPPORT. Rogers 

regarded this also as an essential aspect in building RAPPORT. He calls it 

unconditional positive regard. Rogers describes this as non-judgement for the clients 

and seeing them as a parent might regard their child, as a person despite their 

behaviours. Nelson-Jones (2015) illustrates this acceptance by saying that the word 

‘agape’ in Greek describes an unconditional love for the other person regardless of 

their actions. There are no English words that quite capture this type of love for 

someone else. Interestingly, one of the perinatal participants (Holly) described her 

acceptance towards the mums as ‘nurturing’. She said during her interview that:  

 

‘you don’t need someone telling you what you are doing right or telling you 

how to do it … you need someone to say … that they are doing the best job 

they can … (this is) THEIR world and THEIR circumstances.’ (Holly)  

 

This quote encapsulates and illustrates unconditional positive regard that Rogers 

suggests as vital for RAPPORT. Nelson-Jones (2015) describes this further as ‘non-

possessive warmth, caring, prizing, acceptance and respect’ (p. 109). The 
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participants in this study often demonstrated acceptance even if they didn’t realise it. 

As a result, they built RAPPORT with the mums in front of them.  

 

The refugee participants highlighted equality as an important aspect of RAPPORT 

where each person was considered equal in the group. Amina mentioned diversity as 

being her favourite aspect of the group and mentions how this was tied to improving 

her mood. 

 

‘I think the best thing about this group is diversity. Diversity. Because of the 

different people join. Different people – beliefs, because they have diversity, it 

is one of the best things. It is helpful for mental health ...it definitely lift your 

(my) mood … to know the different places in the world.’ (Amina) 

 

Flow 

 

Another element noticed in the perinatal participants’ RAPPORT with the mums was 

flow. In the relationships between the mums and the participants, a dyadic 

communication took place and, whether they knew it or not, the principle of ‘serve 

and return’ was working in order to maintain a flow of conversation and relationship. 

The principle of ‘serve and return’ is described as someone putting across their 

viewpoint (‘serve’) and this then being ‘returned’ with appropriate responses which in 

turn helps build RAPPORT (Centre for the Developing Child, 2018). Nelson-Jones 

(2015) and Mearns and Thorne (1999) say that this is a process of listening, 

accepting, and observing as well as communicating back, having an equal power 

balance, checking with the client or mum in this case, to make sure that they have 

understood what is being said.  

 

Louise Bomber (2007) discusses this in reference to an adult relationship with 

children saying that there is a ‘dance like interchange’ (p. 85) based on the principles 

of trust, managing the feelings and emotions expressed, acceptance and 

empowerment. During the interviews Courtney pointed out that the content of the 

course could be anything, even discussing a newspaper. She said that the ‘dynamic’ 

of the group is the most important thing. Samia, one of the refugee peer leaders, 

used the imagery of sharing different stories each week was like reading a different 

chapter of people’s lives every week. The flow of the group, the ‘serving’ of 

communication, body language, gestures etc. being ‘returned’ appropriately by the 

participant with agreement or comments by the other mums enables the ‘dance’ to 
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continue and foster RAPPORT. This may only take seconds to express and 

exchange, which means that the participant needs to be attuned to the emotions 

being expressed in the room.  Dies (1994) reviewed thirty-four studies on the quality 

of the relationship between the therapist and group members. She found that a 

positive, warm, caring, transparent and open relationship with the group members 

did make a difference in facilitating change in the clients. Hardee (2003) noted that,  

‘… an appropriate statement or gesture of EMPATHY takes only a moment 

and can go a long way to enhance RAPPORT, build positive relationships, 

and even improve difficult ones.’ (Hardee, 2003, p. 53)  

However, Suchman et al. (1997) and Levinson et al. (2000) demonstrated that when 

there were missed opportunities for flow between the client and therapist, the 

desired outcome took longer and was not always achievable.  

Daniel Goleman (1996) in his book ‘Emotional Intelligence’, commonly known as EQ, 

defined this as being able to identify other’s emotions as well as their own which, in 

turn helps regulate emotions within the interactions. For example, Fiona notes during 

the interview that she noticed that her mums were in a ‘vulnerable state’ and she 

didn’t want to say anything that made things worse for them, however she said she 

grew in confidence with this and became more comfortable. Fiona was attuned to 

her own emotion, could name it, notice the other emotions in the room, name these 

and adjusted her stance accordingly in order to maintain the flow. Côté et al. (2010), 

provided evidence in their studies of the relationship between emotional intelligence 

and leadership ability. They demonstrated that there was a positive correlation 

between EQ and the ability to lead groups well. Grant (2014) noted, however, that 

there could potentially be a ‘dark side’ to EQ where one can slip into a manipulative 

stance. He states on the one hand it can be used positively, for example Martin 

Luther King used EQ in his famous impassioned speech to persuade his followers to 

stand up against discrimination. However, he notes that Adolf Hitler, who apparently 

spent years studying the nuances of the emotional effects of body language and 

speech, used it to remove the listeners’ ability to think critically, so that they blindly 

followed his ideals.  

This highlights another aspect of flow – power imbalances. Adi discussed how it was 

important to be able to give power to the refugee peers so that they could make 

choices perhaps in contrast to the lack of power refugees and asylum seekers have 

on coming to the UK. There are enormous power differences with someone who 
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cannot speak the same language, has nothing and is vulnerable. On arrival, clutching 

the few possessions, asylum seekers are dependent on others to help them rebuild 

their lives. A very vulnerable place to be where an abuse of power could take place, 

truncating the ‘dance’ of flow.  

This leads onto another aspect of RAPPORT namely boundaries. 
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Boundaries 

 

A further issue that arose within the category of RAPPORT was that of boundaries. 

There were three different types of boundaries identified in this study: 1) The role the 

peer worker or volunteer actually plays, where it starts and finishes; 2) The sharing of 

the worker’s own personal journey of lived experience with a group of peers or an 

individual; 3) The worker’s ability to cope during disclosure of difficult emotions from 

the group. These will now be discussed.  

 

Boundaries: The role of the non-health or peer worker 

 

Brooks et al. (2014) studied the experiences of peer supporters who worked 

alongside those who cared for those living with dementia. These researchers 

highlighted the fact that it was difficult to define what role their study participants 

played. Were they ‘professionals’ or ‘friends' or something in between? (p. 623). 

Schwarz (2002) in his book ‘The Skilled Facilitator’ outlines a ‘group effectiveness 

model’. One of the aspects he mentions is ‘boundary management’. He suggests that 

the facilitator see their role as a ‘steward’ and think in a systemic way holding all 

viewpoints as well as the end goal in sight. He suggests that this helps limit the reflex 

to rescue. Karpman (1968) studying under Eric Berne, the author of ‘Games People 

Play’, conceived the ‘Drama Triangle’. This gives an interesting understanding of 

dysfunctional and conflicting relationships at any point in time. Within the Drama 

Triangle there are three roles’ people play: persecutor, victim or rescuer. The latter 

two are relevant to this study and there were examples of its use in the data. The 

participant Holly shared how following one disclosure during a session she wanted to 

‘be a mother for her’ and rescue the mum from her circumstances. However, on 

reflection, she recognised that she could not be the ‘fairy godmother’ and needed to 

listen and know where her boundaries were regarding time, knowledge, and then 

appropriate signposting to professionals. If, however, if the mum also took on the role 

of the ‘victim’ and played up to Holly’s tendencies for her desire to ‘rescue’, this could 

have presented a more complicated picture and further supervision might have been 

needed. There was, however, no evidence of this in the data. Having ready access to 

current signposting, accountability and support with health professionals is the ideal, 

however, as discussed later in the CHALLENGES category, negotiating relationships 

with the statutory services, was not always easy. 
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Holly had got to know the mums so that she did not unwittingly enter a drama triangle 

by trying to ‘rescue’ someone who might have been playing the ‘victim’. The 

participant Ava also illustrated this with her comment about mothers who have their 

children taken away. She commented that all statutory support follows the child and 

leaves the mum bereft. She stated that her organisation was the only one tackling 

this particular issue. She remarked with urgency, ‘where do these mums go?’ 

Karpman (1968) says that rescuers in this situation can be ‘fixers. They rush into 

help thinking that they are being supportive, but in fact could be prolonging a drama 

triangle and could continue to disempower anyone who is playing a ‘victim’. 

Understanding the drama triangle might be a useful tool to understand how some 

relationships could work in this setting and how the participants might become more 

aware of their boundaries and ‘games people play’. 

Boundaries: The sharing of the worker’s own personal journey of lived 

experience  

Disclosure of the participant’s own lived experience was a challenging boundary. 

On the one hand, knowing that the participants had lived experience, built RAPPORT 

with the groups. Sharing these experiences was demonstrated at times to be helpful. 

Gilat and Rosenau (2011), following a study of volunteer perspectives of interactions 

on a helpline, said that the sharing of personal experiences was used frequently. 

One of their participants said:   

‘One of the things that helps the callers feel closer is when I share relevant 

experiences with them without going into detail. This helps to clarify and 

analyse the problem, and even if it hurts a little, the pain is mutual’. (p. 331) 

One of the main advantages of having those with lived experience leading 

therapeutic sessions instead of professionals is the instant alliance it can build 

(McGee and Jennings, 2002). Burke et al. (2018) concluded that one of the things 

that makes a good peer worker includes the sharing of lived experiences of 

recovery which can instil hope.  

 

However, Maram and Rice (2002) in their study with groups looking at what to share 

or not, stated that the timing of the sharing is very important. They suggested there 

needs to be a balance of self-disclosure depending on the receptivity and sensitivity 

of the group members and how they might be feeling. The sharing of a personal story 

might be overwhelming, and Courtney illustrated this in her interview with one of her 
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volunteers she managed. She highlighted the over-sharing of this volunteer’s own 

situation followed by the lack of insight to notice (in body language and other cues 

from the mums) that her sharing was not appropriate. Courtney stated that the 

sessions were not to be used as a place for the participants' own therapeutic benefit. 

Kadushin (1990) stated that, in a way, the participant is demonstrating and role 

modelling how to share appropriately saying that there is always a balance of risk 

versus what learning might be gained for the participants. Askeland and Fook (2009) 

discuss in their article critically reflecting social work, that it might be useful to 

distinguish between what is ‘personal’ (abilities, characteristics, and qualities) and 

what is ‘private’ (situations and instances). This, they say, helps define the 

boundaries of self-disclosure. Burke et al. (2018a) in their Delphi study set out to 

discover, from a wide range of professionals, their thoughts about the characteristics 

needed for an effective peer worker. Their study identified the need for peer workers 

to develop their own account of their experiences that feels safe for them to share. 

This needs to be practised in advance of working with clients and could be facilitated 

by a manager as part of an induction into a new place of work perhaps. 

 

Boundaries: The worker’s ability to cope during disclosure of difficult 

emotions from group members. 

 

Smith et al. (2017) discussed another type of boundary in their study with the 

experiences of supporters of carers. This was knowing how to cope with some of the 

difficult emotions shared by the carers during disclosure of their stories. The 

volunteers themselves coped with this is in two different ways in order to protect 

themselves; first, some reported that they didn’t allow their clients to share too deeply 

and secondly, they deliberately tried not to get too close or too involved with the 

carers’ lives. It is a difficult balance to strike between showing EMPATHY, care, non-

judgement, listening, encouraging individuals to open up about their stories and 

journeys and also being able to ‘contain’ or manage what is shared. On the one hand 

the participants in this study wanted sharing of stories to take place as this built 

RAPPORT and promoted healing and camaraderie. However, they recognised that 

there could be situations where the over-sharing could become uncomfortable and 

overwhelming. The participant Fiona illustrated this point in this study. Smith et al. 

(2017) suggest regular supervision with managers where the peer workers are 

allowed to discuss these difficulties in order to maintain RAPPORT.  
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Endings 

The final sub-category is endings. The participants felt that the flow of the 

RAPPORT was often interrupted in order to finish the session or the course itself. 

Tuckman (1965) examined fifty-five articles about group development to better 

understand the four stages of group development. These are commonly known now 

as ‘forming’, ‘storming’, ‘norming’ and ‘performing’. However, Tuckman and Jensen 

(1977) reviewed new literature to see if this model was still valid. They discovered 

that other authors had similar models, but a few had added a fifth stage; ‘adjourning’ 

or ‘termination’. Lacoursiere (1974) and Spitz and Sadock (1973) also added 

'termination' and stated that this included a sense of anxiety about the ending of the 

group and separating from each other. Braaten (1975) looked at fourteen different 

models of group development and concluded overall that there was indeed a 

‘termination’ phase. Corey (2012) in his book ‘Theory and Practice of Group 

Counselling’, which is now in its eighth edition includes this as a ‘final stage’ within 

the group process where consolidation and termination are the key components. 

Corey (2012) suggests that this is the time when the tasks that were being 

undertaken are now completed and a planned conclusion is useful as it gives 

everyone the opportunity to say goodbye. He states that this can create anxiety even 

a ‘mini-crisis’ - and suggests incorporating activities that help the process of 

disengagement.  

Greenwood et al. (2013) also discussed how some participants in their study, who 

cared for carers, found the finishing of relationships they had with their clients 

difficult. Their study participants stated that they felt a ‘bit cut off’ and ‘left out’ (p. 

623) and described a sense of loss as they their missed the role when the sessions 

had finished. Cust et al. (2018) and Toner et al. (2018) concurred with their 

participants feeling that they were abandoning their clients which left them feeling 

guilty and anxious. However, in Greenwood et al.'s study (2013) it is worth noting that 

some participants felt like the relationship seemed to end naturally if they had stated 

the number of sessions that they would give to the client at the start. 

The participants in this study did not find the endings of the sessions or the group 

itself easy. One participant, Beth, left her job before the end of the project as she felt 

that trying to break the RAPPORT with her mums was unbearable and 

‘disheartening’. She felt as if she was ‘abandoning’ them, and her anticipated loss of 

the relationships was too much as she didn’t want to let them down. This may have 
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been related to her own personal story of feeling very isolated as a mum herself and 

so for her, in order to cope, leaving her job was easier.  

In light of this final sub-category of endings, there seems to be conflicting and 

perhaps even opposing elements in working with group members. On the one hand 

there is the importance of EMPATHY, building RAPPORT, being authentic, 

listening, being vulnerable in the sharing of lived experience and getting close to 

the mum. On the other hand, these relationships at some point do need to end, 

which then breaks the RAPPORT that has been so carefully built, and clearly there is 

some difficulty with this. In light of this and the literature discussed, it is clear that 

some further understanding of the process of endings would be helpful for training 

for group facilitators who are peer type workers and to know that this is a natural part 

of the group process and that they need to prepare and plan for it. It would also be 

interesting to discover whether this is more of a challenge for peer type workers or 

for health professionals. The next section will discuss some workforce development 

considerations for building RAPPORT for the third sector. 
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Workforce considerations for building RAPPORT 

For non-health workers, either paid or as volunteers, from the evidence in this 

research project, it seems important that they have a good idea and understanding of 

how to build RAPPORT.  Like EMPATHY, this has possible implications for 

recruitment, training and supervision.  

The following could be considered when recruiting, training and retaining workers, 

whether non-health workers, volunteers or in a peer type role. 

Recruitment 

During interview or pre-interview, it would be worth considering whether the 

candidates are able to understand the importance of authenticity in the relationships 

with the clients and how a vulnerable population could be taken advantage of if 

sessions were not carefully thought through. Further, it would be worth finding out 

whether the candidates can approach a client with acceptance and non-judgemental 

attitude. This could include an awareness of cultural sensitivities related to different 

countries which could include a generous, respectful, and humble approach where 

the volunteer or peer leader could gain and learn themselves. This could be 

assessed through a case study during interview that is 'loaded' with potential pitfalls 

where judgements might be made.  

Candidates also need to be able to ‘serve and return’ in a conversation in order to 

maintain a flow. In an interview, for example, this could include a mock group 

session where the interviewer could observe their interactions with others. They 

could look for the ability to build RAPPORT with the others in a group, and whether 

they express unconditional positive regard and are authentic in their dialogue 

(Rogers, 1962).  

For the recruiting manager, a recommendation from this study would be to help the 

volunteer or peer worker think through how they might address the ending with their 

clients. The candidates might be able to describe in interview an example of how 

they ended a professional relationship either one to one or a group.  

Another important area to consider is whether the potential volunteer is emotionally 

well enough to undertake the role. It might be that there are different types of roles 

that a volunteer can pursue within the organisation that do not involve direct client 

contact if this is going to be uncomfortable for the worker. To assess for wellness of 
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the role, this might need to be via their GP or through a standardised assessment 

like the PHQ-9 or the GAD-7, which is licence free (Mentucate, 2014) although this 

may not always be appropriate and could be seen as judgemental. The Equality Act 

2010 would also need to be considered regarding individuals who have a diagnosis 

to make sure there was no discrimination in recruitment and ‘reasonable 

adjustments’ were made for the work environment. This issue would need to be 

approached cautiously with the candidate taking the attitude of ‘supported in a role’ 

rather than ‘you are not well’ to work.  It is also worth considering that even though a 

candidate might not be one hundred per cent mentally well, this does not mean that 

the candidate cannot be involved; indeed, it may be a continued part of their 

recovery. 

 

Training 

As a recommendation from this study, inductions and training could include helping 

the volunteers/peer workers recognise that their lived experience could be seen as 

a 'qualification' to be able to build RAPPORT with their clients but to include an 

understanding of the dangers of over sharing. As suggested by some of the 

literature, the volunteers/peer workers could 'practise' their own personal stories; 

what is safe to share and what is not, what is comfortable to share and what might 

evoke too much emotion for them and their clients. Practising relating their own story 

could be undertaken within a group training session where group members could 

learn from each other.  

Further discussion and training could include the nature of a relationship with good 

RAPPORT. This could include how to be authentic through body language, the 

words spoken and adjustment of stance depending on what is being received back 

from the client. This links with helping the volunteers/peer workers understand 

the 'serve and return' principle of reciprocity and attunement. It is also important for 

the workers to understand the different types of listening, allowing the clients to 

control and direct the conversation (within reason), the importance of flow in 

conversations and group sessions and modelling their own self-care and recovery.  

Training could also include the more negative aspects of RAPPORT. There could be 

some discussion of how trust can be used to manipulate others, especially when one 

is more vulnerable or powerful than the other. This potentially unequal relationship 
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could be explored further looking at the ‘deferred balanced reciprocity’ and how the 

reward of 'receiving' something back from a client, may occur later in the relationship. 

It could also include the dangers of trying to 'fix' a client’s problem where the use of 

the Drama Triangle may be helpful.  

Finally, it may be worth considering endings and normalising the feelings of 

abandonment, guilt and anxiety. A discussion about what helps with endings using 

strategies like encouraging disengagement, clear boundaries around visits, course 

length, and communicating the number of sessions may help with this.    

 

Retention 

The high turnover of volunteers/peer workers could also be addressed with regular 

individual or group supervision. Supervision could include an element of reflection to 

help the workers to become more self-aware of their judgements and authenticity. It 

could also include assisting them to recognise their own mental health changes, 

signs/symptoms, knowing where to ask for help and when more support is needed. 
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5.6 Category 3: CHALLENGES  

 

As with any group delivery, there are CHALLENGES, and this study did reveal some 

of the difficulties the participants wrestled with. These fell into three distinct areas; 

confidence (or lack of it), frustrations and powerlessness that now complete the 

participant's experience diagram on the next page. An exploration of this category 

and the related sub-categories will now be discussed. 
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Diagram 5.5. Diagram to show the participants’ experience of empathy, demonstrating possible links between lived experience, hope 

and rewards, adding frustrations and powerlessness (the latter three, shaded in grey). 

 

 

Figure 4.5 Diagram to show the participants experience of empathy demonstrating possible links between lived experience, hope and 

rewards, adding frustrations and powerlessness (the latter two shaded in grey) 
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Confidence 

 

Bandura (1977) described confidence or self-efficacy in his Social Learning Theory. He 

proposed that confidence is shown when an individual can follow through with a behaviour 

or action when feeling under stress – in the case of this study, the participants demonstrated 

different levels of confidence in delivering courses to a group of mums. He cited four 

different types of sources of beliefs to consider when addressing confidence. Firstly, 

achievement and success in previous experiences will bolster confidence to undertake the 

same or similar situation again. The converse is also true where failure will limit the 

confidence to perform the same task again. Secondly, Bandura postulated that if we watch 

others achieve, we too could achieve. He named this as vicarious persuasion. Thirdly, if we 

receive verbal encouragement from friends, family and other, persuading us to master the 

task, we are more likely to undertake it and it boosts the confidence. Finally, the emotional 

and physiological state can influence our confidence. The ‘flight or fight’ responses in the 

body can be viewed as frightening and therefore the task will be avoided. If, however, these 

‘butterflies in the stomach’ are seen as normal, it can often encourage the individual’s 

confidence into action and increase alertness: for example, before a sports race. Maddux 

(2005) has suggested a fifth belief as imagining the future experiences. Here he suggests 

that visualising the end result can also boost self-efficacy and confidence to complete the 

task ahead. 

 

The perinatal participants in this study reported at times feeling out of control; however, they 

demonstrated that through previous successful work experiences and skills gained there, 

they were able to push through the ‘fight or flight’ type responses in order to lead the group. 

Bandura (1986) stated that often there is a sense of feeling out of control and this is when 

avoidance happens, especially if there is a sense that the skills do not match the task. He 

went on to say that this anxiety could cause thoughts of failure, which in turn could have 

resulted in the mums (in this case) becoming challenging to manage. This can all point to a 

lack of self-efficacy and self-belief, which can be improved with training (Robison et al, 

1988).              

Carpinello et al (2000) stated that his studies had demonstrated how confidence could be 

built through actually 'having a go' at leading a group.  He said that they had been given 

‘new meaning to life’, ‘I function better’, and ‘started to make lemonade from lemons’ (page 

236). Holly reported that being involved in facilitating groups had given her ‘my mojo back’. 

She did not go into details, but it was clear that her previous work roles had been very 

stressful and had knocked her confidence. When she joined the charity as a volunteer and 
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started leading groups, her manager encouraged her, she received positive feedback from 

the mums themselves and her ‘mojo’ returned. This links with motivation and how feelings 

of success can help instil further confidence as in Holly’s case. Holly could recognise how 

her personal effort was linked with success and it boosted her involvement with the mums. 

This in turn could have a knock-on effect on the mums, where their confidence might also 

be boosted as they watch their group leader overcome their difficulties (Deci and Ryan, 

1985). The refugee participants also mentioned confidence as something they gained 

throughout the modelled training approach, not so much the skills to deliver the wellbeing 

intervention, rather confidence to ‘do life better’ like an improvement in English language 

acquisition, making friends, asking for help and looking for new jobs. Ida mentioned how she 

said she ‘needed’ to be a peer leader to help her build confidence to start her new life in the 

UK. 

Corey (2012), Schulte (1999), and Trotzer (1989) suggest characteristics for effective group 

facilitators. These include enthusiasm, being present emotionally, self-efficacy or self-

confidence, courage, assertiveness, self-awareness, authenticity, a sense of humour, being 

flexible and creative. Corey (2012) points out that often facilitators have these qualities, but 

do not always know how to use them effectively within a group setting and often they all link 

in with being confident. Despite their often-spoken lack of confidence during the interviews 

in this study, the perinatal participants mitigated all this with their previous work and life 

experience and on-going successes with the mums. They pressed on in leading the groups, 

gaining confidence as they went along (Bandura, 1977). Other studies have shown that 

there was ‘enjoyment’ in the CHALLENGE of leading groups or stepping into the unknown, 

which in return gave them confidence, self-worth, self-esteem and hope themselves 

(Burke, 2018b). 

 

Frustrations 

 

A further CHALLENGE was the frustration many of the perinatal participants felt with the 

local statutory health services and the patchy connection with them. A few found that some 

of the local health visitors were helpful and kept in touch, but on the whole the perinatal 

participants and their organisations on the whole had to work very hard to win over the 

respect of the local statutory services. The Welsh Government recognises that the third 

sector does have an important role in: 
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‘… preventing ill health, shifting services closer to where people live; involving local 

people in planning and providing care, delivering the type of responsive services and 

support particularly to the most vulnerable … third sector organisations under pin this 

through community development, engaging volunteers, accessing specific 

communities, and supporting people to reach their full potential through advocacy, 

advice and self-care.’ (Welsh Assembly Government and NHS, 2008, page 3).  

 

Following a mapping exercise undertaken by the Welsh Government, in their ‘Designed to 

Add Value – A Third Dimension in One Wales’ (2008) report, it was suggested that the 

voluntary sector in Wales had an approximate annual budget of £292 million and there were 

over four thousand third sector organisations working across Wales with over one hundred 

and twenty thousand people involved (Welsh Assembly Government and NHS, 2006). One 

of the recommendations of this report was a call for stronger partnerships between sectors 

and integrated working and service planning. The NHS recognised, back in 2001, that there 

needed to be a way to maximise the resources and connections of the voluntary sector 

(Health and Well-Being Strategy and Planning Team, 2001). There has been recognition at 

policy level for improved joined up working; however, on the ‘coal face’ this isn’t always 

occurring, as highlighted by Fiona’s experiences. She found that there was mistrust and lack 

of respect from the local perinatal services of the ‘Enjoy Your Baby’ groups she set up and 

was running and she felt powerless to do anything about it. She attributed this to her 

previous lived experience and lack of health qualification and training. She wanted the 

support and clinical ‘backstop’ of the perinatal service for more complex cases. She was 

willing and eager to learn so that she could enhance her group provision, yet to keep to the 

peer model she had designed and not pretend to be a health professional. She felt that there 

was an air of 'professional snobbery' that was present which she noticed by the lack of 

interest in her endeavours and that this was, in part, the reason why eventually her groups 

had to be closed down.  

 

Walsh et al. (2018) discussed the power imbalances and tension between paid peer workers 

and qualified mental health workers and suggested a better understanding of these 

dynamics is needed. Merrell (2000) noticed, however, that a more established organisation 

where volunteers and peer workers had their own policies and guidelines, helped to create, 

and maintain a more respectful working environment. Toner et al. (2018), in their systematic 

review of literature, highlighted some subtle power challenges. They discovered that some 

volunteers felt under-appreciated by their organisation but felt powerless to do anything 

about it (Public Health Wales, 2015). Further researchers discussed how confidentiality and 

privacy was an issue for them within the organisations that they studied. They felt that 
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because the participants had their own lived experience, which they had shared with 

colleagues and clients, this was sometimes discussed behind their backs (Smith et al, 2017; 

Burke et al, 2018). Again, this was something that they were powerless to change. This 

leads onto another source of frustration that Fiona experienced, stigma.  

 

Fiona attempted to make contact with the local perinatal services but felt that her declared 

lived experience had stigmatised her. Walsh et al (2018) discuss in their study of paid peer 

workers the perceptions in a traditional statutory team. They found that being called a peer 

worker or volunteer in mental health implies by the very title of the role, that at one point or 

currently, a mental health issue was or is present. On the one hand this ‘qualified’ Fiona and 

her colleagues to carry out the role, but on the other hand it advertised their ‘illness’ whether 

current or past (Burke et al., 2018, Sundram, 2018 and Walsh et al., 2018). Cust et al (2018) 

suggested that stigma towards the peer worker can go one of two ways; either it causes the 

volunteer to withdraw and carry this with them as a ‘badge’ where they self-stigmatise, or 

they use this to challenge stigma with a client or organisation demonstrating their road to 

recovery. As an organisation it would therefore be important to consider the presence of 

stigma with peer workers and the team and how this can be sensitively handled.  

 

The Welsh Government recommends that third sector organisations be in partnership 

together. For Fiona, this could have meant that her fledgling organisation with its potential of 

peer support could have joined with a larger, more experienced charity in order to run the 

groups. The two organisations could have equalised the power imbalances in the different 

sectors through mutual respect. Any stigma that might have been present could have been 

used as a positive tool and symbol of recovery. This may have given Fiona more credibility 

and bargaining power to liaise some kind of working agreement, perhaps, with the local 

statutory services. It is a challenge for small ventures like Fiona’s to be successful without 

support. 

 

A helpful concept to consider how different organisations can work together is often called 

‘co-production’ where each party brings its strength to produce an outcome, and which has 

values of equality, reciprocity, and trust. This was very much supported with the refugee 

participants and their recognition of equality in the group process. Co-production includes 

the views, strengths and lived experience of the client themselves. Edgar Cahn (2002) in his 

book ‘No more throw away people’ discussed the concepts of co-production. He bases his 

ethos on why co-production is important stating that all those in society have value, which 

cannot necessarily be defined in monetary terms. Fiona’s lived experience, enthusiasm, 

motivation, and network of mums had value even though no money was changing hands. 
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Putnam (2000), in his book discussing social capital, noted that Americans had gained 

wealth but lost the sense of community. He used in his book entitled, ‘Bowling Alone’ a 

metaphor of a ten-pin bowling alley, where previously there were social groups that used to 

go and bowl, compete and be in local leagues, supporting and connecting with each other 

but who are now going to the bowling alley on their own. He highlighted how community 

networks have declined and termed this as a loss in social capital. Fiona and the groups she 

set up could be considered social capital - an ‘investment’ into society that gives back and 

helps wrap around the care that the statutory sector provides. The OECD (Organisation for 

Economic Co-operation and Development, 2008) demonstrated that co-production 

addresses gaps in the statutory provision namely, the essential relationship with clients (in 

this case mums or refugees), the opinion of the ‘receiver’ of services and social networks or 

peer support. Fiona’s groups had all three of these things. They were able to have close, on-

going relationships with the mums without the pressure of targets and waiting lists. They 

were receivers of services for the most part and were able therefore to be experts in giving 

feedback to the services – but they were not asked.  

 

Finally, Fiona generated a large social network of new mums and this was facilitated in part 

through social media. The mums became friends and were then able to offer support to each 

other as and when it was needed. The local perinatal statutory team was unable to provide 

social networks or close relationships. They also may have missed the opinion of the service 

user/mums in this case. Fiona and her groups were: 

 

‘… vital wasted assets which professionals need if they are going to make permanent 

change happen. They are hidden resources, not drains on the system.’ (Organisation 

for Economic Co-operation and Development, 2008) 

 

Cahn (2000) reminded his readers of the ancient second economy of social networks; 

‘community’ which people like Fiona and her mums provided. Elizabeth Hoodless says 

volunteers, peer supporters and those with lived experience need to be allowed to share 

responsibility of caring for others so that it is multi-faceted approach (Hoodless, 2010).    

 

 

Powerlessness 

 

One final sub-category that was highlighted in this research was the perinatal participants' 

perceived powerlessness over the need and their desire to do more in the mum's lives. 

Holly talked about not being able to 'fix it' for the mum who had a complicated family life. 
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Fiona also 'felt at a loss' when mums left the room crying but acknowledged the 

safeguarding aspect of some of the mum’s situations was paramount. For the most part, 

however, the perinatal participants were able to recognise that they could not fix the mum’s 

issues and realised it was not their responsibly to do so. 

There was little literature on this particular finding but quite a few authors have alluded to it 

as something that has emerged from their research. Butow et al. (2008) stated that one of 

the most frequently reported personal and professional challenges was feeling guilty when 

not being able to help members with their needs. Cust et al. (2018), in their study with peer 

mentors, initially noticed that the peers thought that they would be able to fix all of their 

clients’ (mums) problems but realised that their situations were complex and instead of being 

their 'saviour' recognised that they needed to be realistic in what they could offer. 

Greenwood et al. (2013) noted that their participants felt that the sessions offered to their 

clients were not always long enough and did not allow enough time to help properly, and 

Juraskova et al. (2008) discussed how 'burnout' could occur when the workers perceive 

themselves as lacking in skills and resources, which could translate into not helping the 

clients enough.  

Having to be a 'role model' for recovery or being perceived as the 'expert' can put pressure 

on the volunteer/peer worker to be able to help everyone and anyone. Moll et al. (2009) 

discussed how one manager in their study stated that the workers could be set up to be a 

'poster child for recovery' putting pressure on the workers where they had to demonstrate 

how they have recovered when perhaps they did not feel like that inside. McLean et al. 

(2009) noted that some of their volunteers/peer workers in their studies relapsed during their 

time with their organisations, which helped them to learn more about the recovery process, 

which in turn helped them to relate to and support their clients. Burke et al. (2018) included 

modelling self-care and recovery but having clarity of role and what is expected of peer 

workers with regular supervision. As mentioned above, Karpman's (1968) Drama Triangle 

would be a useful model of education in relation to boundaries and expectations. 

 

Workforce considerations for understanding CHALLENGES. 

From the evidence in this research for non-health workers either paid or as volunteers, it 

seems important that there is an awareness of the type of CHALLENGES that might be 

faced which may help manage expectations and retain staff.  
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The following could be considered when recruiting, training, and retaining workers whether 

volunteers or in a peer capacity. 

 

Recruitment 

As mentioned previously, it is important to help new recruits to be aware of their role and the 

expectations for the job they are about to undertake. This can help prevent unrealistic ideas 

about what they might be able to achieve with the clients. Perhaps what is needed is a clear 

job description and role which outlines the outcomes expected, as opposed to a generic 

‘volunteer’ type job description. 

Training 

The training for the volunteer/peer worker could include a discussion of how confidence is 

built basing this on the Social Learning Theory (Bandura, 1968). New volunteers should be 

able to discuss how encouragement, previous successes, watching others succeed and 

being able to recognise their own emotional state (e.g., anxiety) and how this would be 

helpful before they take on the role. Also, confidence could be built using mock group 

sessions with fellow volunteers. These sessions could include highlighting and spotting 

when someone is using the characteristics of a good group facilitator. It must not be 

overlooked that confidence stemming from the group work might give the individual more 

opportunities in life and in the case of refugees, a lifeline to start their life again in another 

host country. 

It may also be useful for the training to include an understanding of how the different local 

services work, the potential for power imbalance and stigma and how/when to signpost. To 

understand and encourage co-production at all levels including the client/volunteer 

relationship would be a useful topic for discussion during supervision. 

Finally, the training could include a consideration of what is realistic to achieve with a client 

in their work and the complexities of recovery. The use of the Drama Triangle may be a 

helpful tool (Karpman, 1968). 
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Retention 

In order to keep the volunteers/peer workers within the service, it might be useful if 

managers co-produced goals that are achievable for the workers. The research undertaken 

by Juraskova et a.l, 2008 and Tschirhart et al., 2001, support this. Managers can also model 

the different aspects of co-production through respect, balanced power relationships, 

equality, reciprocity, trust and cultural awareness. The latter could involve some upward 

mentoring and representation of different voices on different teams so that the ‘white middle 

class’ voice is balanced with different cultural voices. The volunteers/peer workers can in 

turn be encouraged to demonstrate and model the same with the clients. The organisation 

can therefore have a culture of mutual respect, representative of different view poitns and 

co-production which helps workers 'feel good' to be there. 

Merrell (2000) noted that the successful organisations that were able to retain their 

volunteers/peer workers had separate policies and documents pertaining to them. This is 

something that the volunteers and management could co-produce to help understand the 

role, boundaries, and other aspects of the job. Managers could also make sure that the 

volunteer/peer worker is not set up as the 'poster-child of recovery’ but allow the role to 

assist them in their own recovery. McLean et al. (2009) used the re-lapse of their 

volunteers/peer workers as a real, living way of 'testing out' the recovery model. This proved 

to be strength for the peer workers. 

A final way that could encourage retention is the use of an awards ceremony for workers. 

This method supports building confidence through achievement and success, watching 

others achieve and being encouraged in performance but could lead to problems if only 

some are given awards.  
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5.7 Recommendations for practice 
 

This strength of this study has been exploring the 'experiences' of the participants, which 

could have remained as static information, however, the researcher hopes that the findings 

have been applied so that the theory can help to enhance the skills of other workers in the 

third sector. The three categories of EMPATHY, RAPPORT and CHALLENGES could be 

areas of consideration for recruitment, training and retention for managers as explained in 

the Discussion chapter. As a summary for this, three checklists have been devised that 

might assist managers in their plans for workforce development.  

When recruiting new staff in the third sector and trying to discern whether the candidate is 

EMPATHIC or not, a case study or role-play could be used during interview to watch how 

the candidate responds. Also, if the candidate has had lived experience, the recruitment 

officer needs to know whether the candidate has been able to work through their 

experiences enough and reconcile them into their lives, so that either the right support can 

be put in place and to know if any of the work they might undertake does not trigger any 

further issues. Within training whether a static, 'sit and listen' approach or better still, a 

modelled, on-going training, teaching about how EMPATHY develops and modelling 

EMPATHY is recommended. This modelled training approach was demonstrated with the 

refugee peer leaders and as the process evaluation shows, had a better result of retaining 

peer leaders than the one-day training that was first used with the Enjoy Your Baby one-day 

training. Understanding how a mum within a group may not have the same skills and having 

insight and EMPATHY for this might be helpful in managing group dynamics. Also, 

recognising the pros and cons of lived experience and how emotional contagion and 

camaraderie can impact the group or 1:1 session. Within the training, this study has 

highlighted how it is important that the worker's own recovery is taken into account and how 

even though they can bring hope to clients, the work could also increase their own distress 

which needs to be anticipated and managed. Finally, to retain staff, this study suggests 

setting and reviewing goals during supervision meetings. These meetings could include a 

reflective time where de-briefing about the client work but also encouraging self-awareness 

of the worker's own mental health. This EMPATHIC modelled approach from the manager 

may help to retain the staff member. 

The following table is a summary or 'checklist' for managers considering how to build 

EMPATHY within their workforce.  
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Table 5.1 Table to show a summary of workforce considerations for building 
EMPATHY. 
 

 Workforce considerations for building EMPATHY 

Recruitment -Is the volunteer/peer worker able to express empathy appropriately? Could 

observe this in a case study during interview (p.291) 

-Have the volunteer/peer workers been able to work through their lived 

experience, assimilate and reconcile this within themselves? (Stolinkski et al 

2004 and p.302). 

-What are the motivations for volunteering/peer working? Altruistic or egoistical 

or both? This will help set appropriate goals that the volunteer can work towards 

(p.297+299). 

- Note the dangers of ‘I’ve been through the same experience, therefore I can 

assume I am an expert and will know how my clients feel’. (p.302). 

Training -Teaching about how empathy develops and how a group member may not 

have the same skills preferably using a modelled training approach. (p.289-291). 

-Understanding lived experience as a 'qualification' or special expertise and the 

pros and cons of this. (Mclean, 2009) and p.293). 

-Explaining how emotional contagion and camaraderie effect takes place in 

relation to lived experience (Lahvis, 2017 and p.293). 

-Through personal experience of recovery, hope has been gained and now 

given as a 'light at the end of a tunnel’ (Bomber, 2007, Egan, 1994 and p.294). 

-Understanding approach and avoidance motivation using the continuum of 

empathic concern: perspective taking through to personal distress (p.302) 

Retention -Reviewing goals set during supervision (p.306). 

-Regular reflective supervision to de-brief sessions (p.307). 

-Encouraging personal reflection to assist with self-awareness regarding 

volunteer/peer workers' own mental health (p.307). 
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RAPPORT is another category that was highlighted as a core theme in this study, which 

might be useful to consider in workforce development. During recruitment and interview, the 

manager could notice whether the candidate comes across as authentic, accepting, or 

non-judgmental and whether they can demonstrate 'serve and return' in conversation with 

the interviewers. Appreciating cultural differences, diversity and different viewpoints and 

approaches is a necessary skill to acquire and understand too. The manager might want to 

consider the candidates' own emotional wellbeing and whether the candidate is emotionally 

well enough to lead sessions or whether being involved in the work can be a part of their 

recovery. During training, whatever approach is taken, being able to recognise and validate 

the worker's lived experience can connect them to their client but being aware of how much 

to share during group sessions may help with this.  

Training could also consider the different aspects of RAPPORT including attunement, 

'serve and return', listening, authenticity, and control. Also, understanding the imbalances 

often experienced within relationships with clients and volunteers/peer workers can help 

ward off or pre-empt difficulties. In addition, the manager can assist educate the worker in 

the temptation to want to 'fix' client issues and how setting appropriate boundaries, using 

signposting and practising self-care can help mitigate this. If the manager decides to use a 

modelled training approach, watching carefully for the transfer of ownership during the 

sessions, is useful to notice so as to measure the progress of the peer leaders. From this 

study, this approach to training seems to have better retention of peer leaders. Finally, 

managers could include training on ending sessions and how to mitigate the anxiety and 

abandonment the worker might feel surrounding this. 

The following table is a summary or 'checklist' for managers considering how to build and 

understand the usefulness of RAPPORT within their workforce.  
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Table 4.2 Table to show a summary of workforce considerations for building 

RAPPORT. 

 Workforce considerations for building rapport 

Recruitment -Can the candidate be authentic? Can the candidate be accepting and non-

judgemental? Can the candidate demonstrate 'serve and return' in their 

interactions? (Rogers, 1962 and p.311-312 and p.321) 

-Has the manager described the role carefully in terms of what is expected and 

the interactions with clients? Has the manager considered whether the 

candidate is emotionally well enough to lead sessions, interact with vulnerable 

clients, or could an alternative role be considered? Consider that volunteering 

may be a continued part of their recovery (p.321-322)  

Training -Recognising the lived experience can connect them to the client. Practising the 

lived experience story to prevent over sharing (Burke et al, 22018 and .p318). 

-Understanding the different aspects of rapport including attunement, serve and 

return, listening, authenticity, control and cultural differences (p.308-320). 

-Understanding the imbalance in relationships with clients and volunteers/peer 

workers. Learning not to jump in and 'fix' the problems and practising self-care 

(p.323). 

-Considering endings to the sessions or relationships and how to mitigate the 

anxiety and abandonment surrounding this (p.319). 

-Understanding boundaries of being able to signpost and refer on when needed 

(Campos et al, 2016 and p.316-318) 

-Understanding ‘transfer of ownership’ during modelled training approach 

sessions (p.284-285). 

Retention -Regular supervision to de-brief sessions (p.322) 

-Reflection to assist with self-awareness regarding volunteer/peer workers' own 

mental health (p.322) 
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Helping the workers appreciate some of the CHALLENGES they might face during their 

employment in the third sector might help retain the staff and perhaps give them realistic 

expectations. Appreciating how adults learn during training, may help in designing training 

courses that can build confidence with the worker practising the specific skills of group 

facilitation, 1:1 client work or facing life themselves. Talking and discussing the power 

imbalances in the different sectors may help reduce any expectations of for example, 'easy' 

partnership working or information sharing. 

 

Retaining the workers may be helped by the manager setting initial goals when the worker 

starts with the organisation but probably more importantly, the manager can model co-

production through respect, have balanced power relationships, make sure there is an effort 

to achieve equality, practise reciprocity and demonstrate trust. To this end, volunteers/peer 

workers could co-produce their own set of policies and guidelines. Finally, managers could 

ensure that they protect their workers by not setting them up as the 'poster child' of recovery 

which might put pressure on them recognising that their work with their particular set of 

clients may be part of their recovery. 
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Table 4.3 Table to show a summary of workforce considerations for understanding 

CHALLENGES. 

 Workforce considerations for tackling CHALLENGES 

Recruitment -To help the candidates understand their role and the expectations (p.321-322). 

Training -Familiarization the Social Learning Theory and how it helps with understanding 

confidence (Bandura, 1977 and p.326). 

-Building group facilitation with role-play into the training to build confidence and 

highlight the characteristics of a skilled group facilitator (p.326-327). 

-Highlight the possible power imbalances with the statutory sectors (Walsh et al, 

2018 and p81, p.194 and p.314). 

-Teaching what is realistic regarding 'results' with their clients and revisiting the 

Drama Triangle. (Karpman, 1968 and p.316-317) 

-Awareness of power imbalances and equality across the sectors (p.81, p.194 

and p.314). 

-Consider the challenges of training and running groups online (p.277). 

Retention -Manager to make sure the initial goals set for the volunteer/peer worker are 

achievable (p.338).  

-Managers to model co-production through respect, balanced power 

relationships, equality, reciprocity and trust (Kahn, 2002 and p.329-330). 

- Volunteers/peer workers can co-produce their own set of policies and 

guidelines (p.338). 

-Managers to makes sure that the volunteers/peer workers are not set up as the 

'poster child' of recovery allowing their work to be part of their recovery (p.342). 

-Annual awards to increase confidence (p.338). 
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5.8 Strengths and limitations of this study  
 

One of the strengths of this study was using a constructive grounded theory methodological 

approach (Charmaz, 2014). This allowed the researcher to explore the data to specifically 

look for actions and processes. This has enabled the blending and drawing together of 

literature and first-hand volunteer, peer, and non-health worker experiences. From the 

Literature Review, it appears that this has not been attempted before. Furthermore, this 

information has been translated into three workforce development checklists (recruitment, 

training, and retention), which may be a useful tool for managers of organisations as they 

consider using the skills of those with lived experience and other peer type workers.  

 

This piece of work has also discovered a 'story' or 'journey' of both the perinatal and refugee 

participants' experiences delivering the wellbeing courses and interventions. This has been 

illustrated in flowchart (Diagram 4.5). Using this 'journey' may be a useful tool to incorporate 

in training to help the peer workers recognise their unique 'qualifications' of lived 

experience, motivations, rewards, challenges, relationships etc. with their clients in 

whatever setting this might be. 

 

The constructivist grounded theory approach also allowed for reflexivity with other aspects of 

the environment in which the study was set. This included policy, reality of other services, 

the participants themselves, other research literature, the refugees and mums, theory, and 

the researcher's own knowledge. This has helped build the 'picture' of the peer workers’ 

journey in a holistic way.  

 

The limitations of this study include a lack of literature examining peer worker/volunteer 

experiences during their engagement with mums and refugees or asylum seekers and their 

mental health, and this study adds to the evidence. With the birth of babies coupled with the 

lack of resources to support parents and asylum seekers/refugees mental health during this 

time, this study can inform efforts to improve workforce capacity and help fill the gap the 

statutory services are struggling with.  

 

The researcher found defining 'non-health' worker very difficult when it came to the literature 

search. There are so many different ways of saying 'non-health' worker; 'peer worker', 'peer 

support' (paid or unpaid), 'volunteer', 'support worker', 'befriender' etc. Therefore, there is no 

guarantee that every piece of literature and other supporting evidence has been found 

although, as the Literature Review chapter demonstrated, the attempt did identify twenty 

relevant articles. 



Jenny Burns. June 2021. Page 341 

 

 

This study is also limited by its participant population being perinatal and refugee focused 

only – groups in life transitions. It also had a narrow focus with the study investigating the 

experiences of workers delivering only a few wellbeing interventions. This means that for a 

fuller picture of workforce development in the third sector, further investigation within other 

settings would give a broader picture. Also, as with many qualitative studies, it would have 

been beneficial to have had a larger sample size. 

 

 

  



Jenny Burns. June 2021. Page 342 

 

5.9 Recommendations for further research  

This study could lead towards further investigations of the experiences of non-health peer 

type workers from an ethnographic perspective. If a more in-depth observational element of 

the experiences of the participant were included, this could produce another dimension to 

the evidence from the current literature and the evidence derived from this study. The data 

from this study could be enhanced from this aspect of observation beyond what was 

reported in the process evaluation chapter as the interviews only captured the perceived 

view of the participants. An experienced observer could broaden and deepen the evidence 

from this study. Also, a qualitative study with the mums and refugee peers themselves to 

gain their view and experience of the courses could be collected. This again could add a 

further perspective of learning and be applied to workforce development and capacity 

building. A further aspect to these studies could include an examination of the relationship 

between the participants’ age (course leaders' age), experience and mental health in relation 

to the retention to their organisation and whether any of these factors make a difference. 

Through the triangulation of the use of the theory with the refugee peer leaders, a new 

dimension was added to this project by looking at wellbeing within different cultures. Further 

study could be undertaken to explore this in more detail perhaps using some longitudinal 

measures to see what changes happened to the peer leaders over time.  

Further research to consider could be ‘testing out’ some of the workforce development 

recommendations from this study, which could provide additional evidence for building the 

peer support type roles within the charity or statutory sector. Even though a modelled 

training approach was used with the refugee peer leaders, further research could be 

undertaken of this approach with other types of peer leaders, especially those in transition to 

develop the model and use of the theory.  

This study revealed that there was a paucity of research on the subject of endings of 

courses and 1:1 work. One participant found it very distressing to leave her clients, deciding 

to leave her job rather than end the therapeutic relationships. Clearly, there is a need to 

further investigate how endings affect non-health workers. Also, some of the literature 

revealed that there was a pressure for the non-health workers to be ‘role models’ or a 'poster 

child' of recovery. To understand this phenomenon deeper might help managers strike a 

better balance with their workers perhaps putting them under less pressure and for the 

workers to put less pressure on themselves. Understanding these processes and 

experiences could be helpful when considering recruitment, training and retention.  
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This same study could also be carried out with health professionals within the statutory 

sector and the results compared to notice any differences or lessons that could be 

transferable for both sectors. It would also be interesting to discover how the health 

professionals in a different statutory setting would answer the same questions and whether 

EMPATHY, RAPPORT come through as the main categories in their interviews. It would be 

interesting to find out whether the CHALLENGES would be the same or different. Health 

professionals in the statutory sector could also be presented with the findings in this study 

especially the frustrations felt by the non-health workers. Perhaps a facilitated study to 

understand the way the two sectors could best work with each other might be helpful. 

A final consideration for research could be exploring the impact of the lived experiences of 

the workers to examine what difference this made to their delivery if they worked in different 

service sectors. If for example, one worker had a diagnosis of a mental health condition and 

worked with young children with anxiety, what differences would there be if that same worker 

worked with an elderly population running groups to counter loneliness?  

It seems there could be many investigations that could build on the evidence presented 

here. The researcher hopes that further studies are undertaken which can then be applied to 

building capacity in the third sector workforce. 
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Conclusions 

 

This study has attempted to be true to the constructivist grounded theory approach of 

discovering processes within the data collected. Within these processes, Charmaz (2014) 

calls for particular observations for actions, stories, pictures or journeys of what is really 

going on and how this could be applied to practice. For this reason, this study uniquely 

contributes to the evidence of peer type workers' experiences delivering wellbeing 

interventions.  

 

The eight perinatal participants in this study were all women but were of different ages and 

had different work experiences. Some were volunteers and some were paid. They lived all 

over Wales and worked for a variety of different third sector organisations. All had lived 

experience of being a mother and some had further lived experience of mild to a more 

serious perinatal mental health issue. None of them had had formal health training. The six 

refugee peer leader participants were a mixture of genders, of different ages and from 

nations from all over the world. All had lived experience of becoming a refugee. None of 

them had formal health training.  

 

Following in-depth analysis, the categories gleaned from the perinatal participant data 

resulted in the telling of the participants’ experiential story (illustrated in Figure 4.3) of 

delivering the courses to the mums. This study has taken the reader on a journey of how the 

participants’ ‘qualifications’ of lived experience can result in ‘camaraderie’ with the mums. 

The EMPATHY felt by the participants towards new mums resulted in the motivation to be 

a part of helping somehow and this led them to work or volunteer for a third sector 

organisation, offering their ‘expertise’. Their EMPATHY and the ‘want’ to give hope to others 

who were finding the adjustment to having a baby difficult often gave a ‘light at the end of the 

tunnel’. This encouraged the mums to keep going through their difficult times. The 

participants’ own lives were a living testimonial of hopeful and recovered lives. As a result, 

the participants were rewarded in different ways in their efforts be this altruistically or 

egotistically. However, there was also the possibility of vicarious difficulties or the re-living of 

negative emotions for the participants, which needed to be managed carefully. Also, when 

the data was collected from the interviews and the process evaluation, there was evidence 

of all three categories present: EMPATHY, RAPPORT and CHALLENGES. In addition to 

the descriptions flowing from the perinatal sample, there were some further insights from the 

refugee sample. These included a different perspective on cultures with different justice 

systems which influenced EMPATHY. Also, how hope can give strength to others without 

being diminished in the giver and be a steppingstone towards purpose. Also, egotistical, and 
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altruistic rewards can both be present at any one time and motivate a peer leader to be 

involved.  

 

The RAPPORT and connection the perinatal participants built with the mums was authentic 

and genuine and accepting. RAPPORT underpinned the courses that the perinatal 

participants led with the mums and the data gave testimony to this fact. Within RAPPORT, 

there was a flow of reciprocal conversations that were described like a 'dance' of give and 

take, listening and responding. In these conversations going back and forth, the perinatal 

participants experienced and practised attunement with the mums so they could accurately 

reflect and respond to the feelings being expressed by individual mums within the group. 

There was also mis-attunement where there was too much sharing and disclosure by the 

participants or the mums, which needed careful management. This mis-attunement 

interrupted the flow and reciprocity of conversation, which then had to be re-established. 

There was also the need to take into account the boundaries and how endings were 

managed. Analysis of the refugee participant’s data suggested some other descriptive 

words: ‘humility’, ‘generosity’ and ‘to be a learner’ in their approach. ‘Gaining wisdom’ from 

others was also present which suggested a cultural view that a Western culture may not 

have included. In addition, the refugee participants identified the importance of the use of 

power and equality between different people from different cultures within groups. 

 

Finally, interwoven into this experiential journey were the CHALLENGES the perinatal 

participants faced. These were sub-categorised as confidence, frustrations and 

powerlessness. Confidence, or lack of stemmed from their previous work and life 

experiences. When there was a lack of confidence, the perinatal participants knew 

instinctively how to mitigate this through practise of the course or previous work experience. 

The frustrations were wide-ranging and hindered a more effective whole service for the 

mums. Their frustrations included funding issues, working with other service partners, 

mums not turning up or the logistics of arranging childcare. Finally, the perinatal participants’ 

sometimes experienced powerlessness in not being able to ‘fix’ things for the mums and 

then holding the tension of wanting to help but recognising that their role as leaders of the 

groups, to empower and enable the mums to find solutions to their own CHALLENGES. The 

refugee participants included the CHALLENGES of leading groups online, the language 

barrier although the latter turned into a tool in which to explore stories and the feelings 

attached to language. 

 

The participants’ ‘journey’ and experience was simplified into theory as illustrated in Figure 

4.6 below. The 'story' of the participants experience was narrowed down to a process of 
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lived experience, empathising, motivating, rapport building, giving hope and 

rewarding. True to constructivist grounded theory (Charmaz, 2014), gerund words were 

used to show the sense of on-going movement and dynamism of the participant’s 

experience. This process starting with lived experience and ending with rewarding, often 

repeated itself over and over within one course session without the conscious awareness of 

the participants. Each aspect of this theory has been narrowed down and described by one 

or two words; however, each word has depth and explanation to it, described within this 

thesis. The refugee participants added a richness and depth to the theory which could 

potentially centre around the word hope as described in the process evaluation, however, 

further research would need to be carried out to substantiate this.  

 

But, as with all research, it is important that the results found are taken and applied. The 

theory and information here was taken and translated into possible checklists and 

suggestions that can build workforce capacity through three main staff areas: recruitment, 

training, and retention. These recommendations have been deliberately practical so that 

they can be applied to the workforce immediately be it in a didactic training course or a 

modelled, ongoing supervised type of training.  

 

Considering the importance of EMPATHY within the workforce, one key message would be 

whether a worker can express and understand EMPATHY within their groups or 1:1 session 

with their clients and whether the worker has been able to work through their own lived 

experience in such a way that they are comfortable with their own story. In addition, being 

culturally sensitive is important. 

 

Considering RAPPORT within workforce development, this study can help managers assess 

and train workers in the nuances of relationships with the group dynamics; the 'dance' and 

'serve and return' within group interactions, aspects of flow and attunement including 

managing boundaries and endings. Also, for the workers to be able to develop their own 

reflective capacity to notice when RAPPORT is optimal or needs restoring. In addition, the 

workforce could consider their power balance with others along with a humble approach. 

 

Finally, knowing and being aware of the CHALLENGES that could be faced by the workers 

within the third sector could allow workers to feel more prepared and confident. 

Understanding that there will be frustrations with funding and statutory service partners can 

help the workers feel more prepared and lower their expectations. Appreciating the 

powerlessness of being able to 'fix' the client's issues but to improve their ability to 
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empower, will help build workers who are more resilient. In addition, recognising the 

CHALLENGES of working online and the language barriers that can prevent engagement. 

 

In summary, the researcher hopes that this piece of research will add to the body of non-

health worker type roles especially within the perinatal and refugee mental health research 

arena. She also hopes that it will assist in enhancing the services of third sector peer type 

support and offers principles to consider for recruitment, training and retention. This, in turn, 

may help with reducing the possibility of attachment difficulties with infants and perhaps 

reduce some of the trans-generational challenges associated with mental ill health. Better 

supported mums with their new infants could leave a legacy of a more emotionally and 

socially stable next generation. Better supported asylum seekers and refugees can give 

sanctuary to those who have had to flee their countries. The final diagram (Figure 4.6) 

shows the summarised theory constructed from the data and analysis explained in this 

study. 
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Diagram 5.6. Summary theory diagram to show the participants’ experiences of delivering perinatal courses. 
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A1.1 University of South Wales ethics application for the mum’s sample 

 

USW Ethical Approval 

 

Information for applicants 

 

• This form should be completed for all LSE research studies utilising human 

participants.  

 

• Research studies must not commence until approval from the Faculty Ethics 

Subgroup (FESG) has been granted. 

 

• National Research Ethics Service (NRES) approval will be required where the 

research study will be conducted: 

  

(a) With participants who are recruited from the NHS. 

(b) On NHS premises or using NHS resources and facilities. 

 

• If your research study will require NRES approval please complete the NRES IRAS 

form, print a copy, and submit it for approval to the Faculty ethics sub group. Use of 

the NRES IRAS form replaces the need to complete this form.  Please contact the 

FESG secretary before you complete any forms. 

 

• If you are unsure of the required ‘approvals’ for your proposed research study please 

contact the NRES query line queries@nres.npsa.nhs.uk.  

 

The faculty ethics champion is: peter.mccarthy@southwales.ac.uk.   

 

Please contact jonathan.sinfield@southwales.ac.uk, to discuss FLSE submission 

requirements.  

 

• Submission must be 10 working days before any scheduled meeting. 

• It may be necessary to defer review where any meeting is already fully subscribed.  

 

mailto:queries@nres.npsa.nhs.uk
mailto:peter.mccarthy@southwales.ac.uk
mailto:jonathan.sinfield@southwales.ac.uk
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Please note: If your project requires cover by the university insurance policy, or 

requires a statement of sponsorship from the university, ethical approval from the 

FESG must be sought.  

 

PART A 

N.B. All questions should be addressed (e.g. provide an answer or state why not 

applicable).  

 

 

1. RESEARCH STUDY TITLE: Building capacity in primary care for perinatal mental 

health; exploring the experiences of the 3rd sector's delivery of an early 

intervention. 

 

 

2. NAME OF PRINCIPAL INVESTIGATOR: Jenny Burns   

QUALIFICATIONS: B.A. (Hons). BSc (Hons). PG Cert (CBT). HCPC licensed as an 

Occupational Therapist  

JOB TITLE: Perinatal Mental Health Project Manager 

EMAIL: j.burns@mind.org.uk or jabrab5@aol.com  

 

ADDRESS (IF NOT STAFF OF USW): 8 Clos Cwm Creunant, Pontprennau, Cardiff, CF23 

8LA 

 

 

3. CO-INVESTIGATOR(S):  

 

IF APPLICABLE, NAME OF RESEARCH SUPERVISOR: Professor Joyce Kenkre, Dr 

Anne Fothergill and Dr Neil Frude 

 

 

4. IS THIS RESEARCH PROJECT BEING SUBMITTED FOR LREC OR NRES (COREC) 

APPROVAL? 

If YES, please contact the Faculty Ethics Sub Group Secretary before going any further. 

 

YES 

 

mailto:j.burns@mind.org.uk
mailto:jabrab5@aol.com
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5. IMPERATIVE: Please provide the EFAS number for this project. If there is no EFAS please 

request a Project Start Form number (available from the Research Governance Officer): 

 

 This project is funded externally 

 

 

6. i) DOES THIS PROPOSAL REPRESENT PART OF AN EDUCATION/TRAINING 

PROGRAMME?  

     (If you answer YES to this question, please complete part ii below)   

 

 YES                               

 

ii) IF YES, WHAT QUALIFICATION WILL THIS THE PROJECT LEAD TOWARDS? 

 

MPhil/PhD 

 

 

7. BACKGROUND AND CONTEXT / RATIONALE 

(Max 100 words): 

 

There is rich literature to support the importance of building the foundations of a young 

life. It is suggested that 3rd sector staff could play an integral part in helping optimise this 

early bond between parent and infant and could deliver early interventions reducing the 

statutory sector burden (Beyon and Wafula, 2012). However, there is a paucity of literature 

discovering the 3rd sector's experiences of delivering early interventions for perinatal 

mental health. This research makes a unique contribution by exploring these experiences. 

The results could provide evidence that might catalyse better utilisation of the 3rd sector 

and help to remove barriers to deliver highly cost effective early perinatal mental health 

support thus building capacity in this sector. This is very timely, especially in light of the 

new Welsh Government agreed annual funding (2015) for perinatal services to be set up 

and delivered in every health board across Wales.  

 

Therefore, through qualitative interviews and a focus group, this research will explore the 

experiences of 3rd sector staff delivering early interventions during this critical time 

(Gerhardt, 2004; Barlow and Coe, 2013; The Wave Trust, 2015). 
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8. AIMS AND OBJECTIVE(S) OF THE RESEARCH STUDY: 

 

This study has one main aim: 

 

1) To explore the experiences of 3rd sector staff delivering a perinatal mental health early 

intervention. 

 

 

The objectives are: 

 

1) Using semi-structured interviews, invite a sample of 3rd sector workers to share their 

experiences of delivering the early intervention. 

 

2) Identify themes from the interviews. 

 

3) Gather a focus group of 3rd sector workers and explore the themes identified from the 

interviews. 

 

4) Following analysis of the data gathered, to compile and present a document that 

compliments current policy and can help with building capacity. The interviewees and 

focus group participants will have the opportunity if they wish, to edit and/or validate the 

final document.  

 

I am confident that the results can inform policy and encourage informed partnership 

working between different sectors. 

 

 

 

9. STATEMENT OF STUDY DESIGN (E.g. RCT, Crossover, Cohort studies, Case control, 

Action research, etc.  Max 700 words) 

 

The data will be gathered in two ways; semi-structured interviews and a focus group 

discussion.  
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Ten to twelve 3rd sector staff who are currently delivering early interventions with the 

perinatal mental health project for the mental health charity Mind (called Two in Mind*)  

will be purposively selected to represent a wide variety of 3rd sector staff (see section 11) 

to partake in in-depth interviews to explore their experiences of delivering the intervention. 

Following consent, the interviews will take place, be recorded, transcribed and themed. 

Following these interviews, a focus group will take place with third sector staff (some of 

whom might be those who have had an in-depth interview but will also include other 3rd 

sector staff who have delivered the intervention) to explore the themes gained from the in-

depth interviews. Mutually convenient locations will be selected for the interviews and 

focus group.  

 

A Gaant chart is attached to demonstrate the time line of the study 

 

*For clarification, the intervention that will be delivered by the staff is a 5 session course 

written or co-written by Dr Chris Williams. Each session lasts between 1-2 hours and is 

run consecutively over 5 weeks. All the course materials are provided by Five Areas Ltd. 

The course is run for a group with 8-12 group members who are currently pregnant or 

have a baby/infant. The group members do not necessarily have a mental health difficulty 

and are screened before and after the course using the PHQ-9 and GAD-7. The 

organisation that the 3rd sector workers work for will have bought a license to run the 

course from Five Areas Ltd. The content of the course includes the principles of goal 

setting, understanding how thoughts, feelings and behaviours are linked, thought busting 

exercises, introducing positive behaviours that improve mood, problem solving, 

connecting with baby, holding the baby in mind, mindfulness, the 5 ways to wellbeing, 

reflection and identifying support networks. 

 

. 

 

 

 

10. MATERIALS AND METHODS 

 

i) The procedure used to carry out data collection will be in two different ways; 

through semi-structured 1:1 interviews and a focus group (see attached papers for 

examples of questions) 
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ii) The resources needed will be a digital recorder and a suitable venue which is quiet, 

accessible and convenient for the interviewees. Further, a computer with that can 

analyse data will be needed. 

 

iii) The study will take place in Wales and the semi-structured interviews and focus 

group at mutually agreed venues with the participants. 

 

 

11. PARTICIPANTS 

 

The researcher will purposively choose ten to twelve 3rd sector staff (paid or unpaid) for 

the in-depth interviews following their intervention delivery. The sample will be selected to 

represent a wide range of workers and interest within the 3rd sector who have delivered 

the intervention. The sample will include those working for different organisations, working 

in different geographical areas, paid or un-paid, their method of delivering the intervention 

(with or without power-point for example), their different client groups and different ways 

the workers had been trained. All of this data can be gained from the Two in Mind project. 

This is not an exhaustive list, but in the thesis, the purposeful selection of final interviews, 

will be further detailed. The inclusion criteria will be 3rd sector staff who: 

 

1) have been able to successfully complete delivery of at least one face to face 

intervention for all 5 sessions 

2) have an organisation who is supportive behind them  

3) have an organisation who can offer supervision/counselling if needed (Walliman, 

2011).  

4) are not a qualified health professional (e.g. not a qualified nurse)  

 

Biographical, social and educational data will be collected also from the participants for 

example; age, marital status, ethnic background, qualifications and training and other 

types of information. This will enable the researcher to determine any biographical or 

other themes of those delivering the intervention. All the third sector workers will have 

been trained to deliver the intervention arranged through the Two in Mind project. They 

will have been selected by their organisation’s managers as capable to deliver the 

intervention and be accountable to them. This helps remove bias and liability from the 

researcher as she will not be employing them or know them personally, only acquainted 

with them through the Two in Mind project. 
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There is no specific exclusion criteria apart from what is mentioned above.  

 

Following the in-depth interviews, six to ten 3rd sector staff, will be invited to attend a focus 

group/s (Due to geographical access difficulties in Wales and to make it convenient for all 

those wanting to participate, it might be that a focus group is run in North Wales and 

another one run in South Wales). The purpose of this is to explore the themes gained from 

the in-depth interviews to allow a fuller exploration of key issues and perhaps yield further 

themes and perspectives. 

  

Before the in-depth interviews and focus group/s take place, an information sheet will be 

given to each potential interviewee for a week to decide whether they would like to take 

part. Following an affirmative decision, a consent form will be signed by the participant. All 

information sheets and forms will be available in Welsh in line with Government aims 

(2013). 

 

 

 

12. HAVE NATIONALLY APPROVED / REGULATORY BODY GUIDELINES BEEN 

FOLLOWED IN PREPARING THIS PROTOCOL?  

 

The British Psychological Society guidelines and the Research Governance Framework 

for Health and Social Care in Wales (2009) 2nd edition, Welsh Government. 

 

 

13. HAVE POTENTIAL SUBJECTS BEEN INVOLVED IN THE DESIGN OF THIS STUDY? 

Please state. 

 

The subjects have not been involved in the design of this study. 

 

 

PART B 

N.B. All questions should be addressed (e.g. provide an answer or state why not 

applicable). 

 

 

 



Jenny Burns. June 2021. Page 374 

 

14. POTENTIAL RISKS AND BURDENS 

 

The potential risk for the participants could be recalling difficult situations or disclosures 

during their running of the intervention.  

 

This consideration will be tackled by giving all participants an information sheet explaining 

the research with its aims, process and data protection. Also, an informed consent form 

will be signed by the participants. The participants will be re-assured of recordings being 

kept in a pass-worded data file that will be destroyed following transcription.  

 

If the participant finds or the researcher notices that recalling situations or disclosures from 

the intervention they delivered difficult or distressing during the interview, counselling or 

supervision will have been made available by their organisational managers before the 

interviews take place. Further, a consultation with a clinical psychologist will be provided 

if necessary. The researcher will not go ahead with the interviews if these provisions are 

not in place beforehand.  

 

It will also be important that the participants who make up the sample for interviews are 

not coerced or pressurized into being interviewed. The researcher will ensure the 

information sheet is read out or reviewed with each potential participant so they are clear 

about their role in this research either face to face or over the phone. The potential 

participants will then have a ‘cooling off period’ of one week in which to consider their 

involvement. The researcher will then make contact again with the potential participant 

and ask whether they would like to arrange an interview date or whether they would like 

to decline involvement.  

 

 

15. DISCLOSURE OF INFORMATION FROM INTERVIEW/QUESTIONNAIRE 

 

During the in-depth interview stage, if a participant had witnessed the disclosure of a 

safeguarding issue during their intervention delivery from a parent (other than which 

emerges during the interview), their employment requirements will be for them to report 

this to their organisational employer who will take responsibility and appropriate action. 

However if during the interview they disclose something that had not been reported, the 

researcher will insist that this is reported to their managers and if the participant does not 

report it, the researcher will. This will be clearly outlined in the information sheet and 

consent. 
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Further, the researcher herself is a registered health professional with the HCPC and has 

a duty of care to report safeguarding issues or concerns to the appropriate authority.  

 

 

16. POTENTIAL RISKS TO THE RESEARCHER 

 

The researcher will be leading the in-depth 1:1 interviews as a lone worker which she is 

familiar with due to previous work experience. She is also familiar with different lone worker 

policies from different work settings and has abided by them in the past. For safety, the 

researcher will plan the venue so that there are other people in the building and has easy 

access in and out of the room. The researcher will sit nearest the door although she does 

not anticipate any further participant risk to herself. Similar precautions would be adhered 

to for the focus group/s and one other person will be included in the focus group as a 

‘helper’. 

 

 

 

 

 

 

17. SCREENING OF IDENTIFIABLE PERSONAL INFORMATION 

 

The participants for this study will not be patients. The participants will be working for the 

3rd sector (paid or unpaid). 

 

 

18. ADVERTISEMENTS 

 

Are you intending to use any advertisements?                                 NO 

 

The recruitment process will be reviewing the list of 3rd sector workers delivering one of 

the perinatal mental health interventions. From this a purposeful sample (see section 11) 

will be selected to include a wide spectrum of interest. These individuals will be contacted 

through email and asked whether they would be interested in participating in the research 

study although the researcher will stress that there is no commitment needed at this point. 
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If they agree to be interviewed, the researcher will talk to them over the phone or meet 

face to face and go through the information sheet. As stated above, the potential 

participant has a one week ‘cooling off period’ to consider whether he/she would like to 

take part.  

 

 

19. APPROACHING PARTICIPANTS 

 

The potential participants will be invited to talk on the phone or a face to face meeting by 

the researcher via email as described above.  

 

 

20. INFORMED CONSENT 

 

The potential participants for the in-depth interviews and/or focus group/s having 

understood the information sheet will be given a one week ‘cooling off period’. Following 

this, the researcher will re-contact the potential participants and ask whether they would 

like to participate. If they agree, the researcher will ask the participants to sign the consent 

form and send back via email or post.  

 

Following the consent signing, a mutually acceptable time and venue will be set up to 

proceed with the interview or focus group/s. Due to geographical access difficulties in 

Wales and to make it convenient for all those wanting to participate, it might be that a focus 

group is run in North Wales and another one run in South Wales.   

 

 

21. DATA ANALYSIS / STATISTICS 

 

The data will be analysed using a systematic qualitative analysis with a grounded theory 

approach. The process will be as follows: 

 

The in-depth interviews will be transcribed from the recordings. From this, a coding and 

theming of experiences can be examined and compared to the other interviewees. The 

researcher will analyse the data and then present to the supervisory team for 

consideration. This data can then be compared and themed ready to take to the focus 

group.  
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The focus group/s will be used to explore the preliminary analysis from the data collected 

from the in-depth interviews. The data from the focus group will be recorded, transcribed, 

coded and themed as above. It will then be matched with the in-depth interviews through 

a meta-analysis process which includes joining together the sets of data to give a summary 

of salient issues and themes discovered (Walliman, 2011). This data will be portrayed on 

a conceptually ordered display showing the characteristics and themed experiences of the 

third sector staff.  

 

The data will be analysed aided by computer software and it will also be triangulated by 

comparing the different sets of data gained from the two different methods of data 

collection; the in-depth interviews and the focus group/s. Classical or constructivist 

grounded theory will then be explored with further support from the researcher’s 

supervision team (Charmaz, 2014).  

 

 

  

22. DATA CUSTODIAN 

 

The researcher will store the data in a pass-worded file on a memory stick and laptop 

dedicated to this research. 

 

 

23. DATA MANAGEMENT  

 

Are the data being collected regulated by the Data Protection Act? 

    

YES                              NO 

 

The data will be stored on a secure, pass-worded memory stick and laptop dedicated to 

this research. After the analysis and/or research has completed, the data will be destroyed. 

 

 

24. CONFIDENTIALITY OF DATA 
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Anonymity will be preserved through removing names and places within the transcription 

and report writing. It might be useful to make reference to different areas of Wales, but 

cities will not be identified. Pseudonyms might be used. 

 

 

25. PAYMENT TO RESEARCH PARTICIPANTS 

 

Will participants be paid?                                                      NO 

 

  

26. PAYMENT TO RESEARCHER 

 

The researcher will not be receiving any monies from the research work undertaken, 

however, the first two years of study will be in part fulfilment of the Two in Mind project 

evaluation therefore part of her time will be salaried. 

 

 

 

 

 

27. CONFLICT OF INTEREST 

 

None identified  

 

 

28. ENSURING ANONYMITY OF IDENTIFIABLE DATA IN PUBLICATIONS 

 

Please see the answer to question 24 and consent will be gained to do this. 

 

 

29. SCIENTIFIC SCRUTINY AND RESOURCING 

 

Has this research study been independently reviewed? Please indicate all that apply. 

 

YES (internal USW)                             YES (external)                               NO 
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If YES, please provide information about the review, including the reviewing body and date 

of review/approval. 

 

This research was submitted as a proposal to the FRPC following an interview (March 26th 

2015) and accepted at the FRPC committee on July 8th 2015 as a viable study within the 

USW MPhil/Phd research programme.  

 

 

30. INSURANCE INDEMNITY 

i. Does this research study require University of South Wales indemnity/insurance 

cover? 

 

 YES                              NO          

 

ii. Will the research take place on University of South Wales’ premises? 

 

 YES                              NO 

 

If NO, give details of any offsite locations: 

 

The interviews and focus group/s will take place at the location of the 3rd sector workers 

place of work/volunteering. 

 

The data analysis and writing up will take place at the researcher’s home or at the 

university library. 

 

 

 

iii. DOES THE RESEARCH UTILISE ANY OF THE FOLLOWING (PLEASE INDICATE 

ALL THAT APPLY): 

 

 Investigating or participating in methods of contraception? 

Assisting with or altering the process of conception? 

The use of drugs? 

The use of surgery? (other than biopsy) 

Genetic engineering? 
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Participants under 5 years of age? (other than activities above) 

Participants known to be pregnant? (other than activities above) 

Pharmaceutical product/appliance designed or manufactured by host institution? 

Work outside of United Kingdom? 

 

 None of the above apply 

 

 

• At the time of signing this application, I consider it to be complete and accurate 

 

• I will notify the faculty ethics sub group immediately if i subsequently consider the 

application requires any correction or qualification, or if there is any revision to the proposal. 

 

• I understand that I may be invited to discuss my proposal with the faculty ethics sub group. 

 

 

 

SIGNATURE OF INVESTIGATOR ...................Jenny 

Burns.................................................. 

 

 

 SIGNATURE OF SUPERVISOR   ……………Anne Fothergill……………. 

 (MSc Students) 

 

DATE OF SUBMISSION   ...................July 2016............................. 

  

 

SIGNATURE OF APPROVAL 

 …………………………………………………... 

(Chair/Secretary – FESG) 
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A1.2 University of South Wales school of ethics approval for study for mum’s sample. 
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A1.3 University of Wales letter to adjust the study for mum’s sample. 

 

 

 

May 6th 2018 

 

Re: Jenny Burns PhD and change in methodology 

 

Dear Ethics Committee, 

 

I am requesting a slight method change to phase 2 of my PhD study entitled 'Building capacity in 

primary care for perinatal mental health; exploring the experiences of the 3rd sector's delivery of an 

early intervention'. 

 

My original ethics approval (27.7.16) was for a focus group to be run in phase 2 to verify my 

categories obtained from the Phase 1 data. Following my transfer viva, my external examiner 

suggested I go back to all my Participants individually to verify the categories rather than a focus 

group which a) is more geographically practical than setting up a focus group b) I am more likely to 

capture all of the Participants viewpoints. I am therefore asking permission to make this slight change 

to my method. 

 

I have included an: 

 

1. Amended information sheet  

2. Suggested questions sheet for the phone call with the Participants which will be sent with a 

diagram of the phase 1 data analysis categories 

3. Consent form 

I am hoping that this letter will suffice for a Chair's approval. If you have any questions, please do not 

hesitate to contact me. 

 

Best wishes 

Jenny Burns 

jabrab5@aol.com or anne.fothergill@southwales.ac.uk  

 

 

mailto:jabrab5@aol.com
mailto:anne.fothergill@southwales.ac.uk
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A1.4 University of South Wales school of ethics approval for adjustment of study for 

mum’s sample. 

 

  

 

 

 
 
2nd July 2018 
 
Ms Jenny Burns  
C/o Faculty of Life Sciences and Education 
University of South Wales 
 
 
Dear Jenny, 
 
Faculty Ethics Sub Group Feedback – ‘Building capacity in primary care for perinatal mental health; 
exploring the experiences of the 3rd sector's delivery of an early intervention (Phase 2)’ [17JB0516HR] 
 
 
I am writing to confirm that on the 2nd July 2018, the Faculty of Life Sciences and Education Ethics Sub 
Group approved your submission for ethical approval.   
 
Please note:  
 

i. Approval is valid for 2 years from the date of issue, you will be notified when approval has expired 
but you are expected to be mindful of this expiration. Upon the expiration of this ethics approval 
you may apply for an extension.  
 

ii. The approved documents are attached. If you intend on deviating from the approved protocol, 
research team, or documentation you will need to seek approval for any changes.  
 

iii. This approval does not confirm that indemnity or insurance are in place for this project. 
 

iv. Please confirm when your research project has closed (a one page closure report highlighting any 
recruitment issues, adverse events, publications etc. should be appended).   

 
If you have any queries about the committee s decision, please do not hesitate to contact me.  
 
Yours sincerely, 
 

 
 
 
Professor Peter McCarthy 
Chair of Faculty Ethics Committee 
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A1.5 University of South Wales ethics application for refugee sample. 
 

PART A.  
 

 
31. RESEARCH STUDY TITLE:  

 

The experiences of perinatal non-health workers and refugee peer leaders delivering a 
wellbeing intervention. 

 

 

32. NAME OF PRINCIPAL INVESTIGATOR: Jenny Burns 

QUALIFICATIONS: B.A. (Hons), B.Sc. (Hons) PG Dip (CBT) HCPC licensed Occupational 
Therapist  

JOB TITLE: Associate Director of Wales for the Mental Health Foundation 
EMAIL: jburns@mentalhealth.org.uk 
 

ADDRESS (IF NOT STAFF OF USW): 28 Castell Coch View, Tongwynlais, Cardiff, CF15 7LA 

 

 
33. CO-INVESTIGATOR(S): n/a 

 

IF APPLICABLE, NAME OF RESEARCH SUPERVISOR: Dr Anne Fothergill and Professor Neil Frude 
 

 
34. IMPERATIVE: Please provide the EFAS number for this project (available from the Research Governance 

Officer):  
 

This project is self-funded. 
 

 
35. i) DOES THIS PROPOSAL REPRESENT PART OF AN EDUCATION/TRAINING PROGRAMME?  

     (If you answer YES to this question, please complete part ii below)   
 

 YES                               
 

ii) IF YES, WHAT QUALIFICATION WILL THIS THE PROJECT LEAD TOWARDS? PhD 

 

 
36. BACKGROUND AND CONTEXT / RATIONALE 
(Max 100 words):  
 

This PhD study has two parts and the main theme is exploring the experiences of non-health 
workers/peer leaders delivering a wellbeing intervention - Part 1, which was approved of via 
the USW ethics committee (7/2015), explored the experiences of perinatal non-health 
workers delivering an Enjoy Your Baby type course. Part 1 has already been written up, 
submitted and a viva attended. The amendments from the viva asked the researcher to 
collect and analyse more data with another group of non-health workers as the examiners 
did not feel there was enough data collection to warrant a PhD award. The examiners were 
therefore satisfied with a Part 2 of this study for the researcher to collect further data from 
the experiences of refugee peer leaders delivering wellbeing interventions. Therefore, this 
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ethics application pertains to Part 2 of the above PhD study, namely the ‘experiences of 
refugee peer leaders.’  
 
Refugee peer leaders were chosen because the researcher is employed by an organisation 
that is running a refugee wellbeing project which therefore afforded access to this 
population and finding suitable participants to interview. The refugee peer leaders, like the 
perinatal non-health workers, were also non-                   ‘     ’                    
leading so fitted the overall thesis aims of capturing the experiences of non-health workers 
delivering wellbeing interventions. 
 
During part 1. of this PhD study, (which was approved by the USW ethics committee in July 
2015), the researcher explored the experiences of non-health workers delivering perinatal 
wellbeing courses to new Mums. From this and using Constructivist Grounded Theory 
(Charmaz, 2014), the researcher generated a first theory. This first theory of the project 
suggested that the lived experience of the non-health workers created empathy and 
motivation to want to build rapport with other Mums and bring them hope. As a result, the 
non-health workers felt rewarded (underlined words are the main categories of the first 
theory).  
 
Part 2. of this study (and the purpose of this ethics form) will explore the experiences of 8 
refugee peer leaders from a total population of 16 refugee peer leaders leading a wellbeing 
intervention* with their refugee peers. 
 
The results of this study could provide further evidence of the value of peer leader training 
that might catalyse better utilisation of the 3rd sector. This may help offset the burden on 
the mental health statutory services.  
 
 *                      ‘                      ’          2                                  
refugee peer leaders is a simple two stage process underpinned by the categories and first 
theory as described above: firstly a positive English word is introduced to the online group 
      ‘         ’    ‘     ’                                                          es 
                                        q                 ‘what does this word mean to 
you?’                                  q                                              
intervention run by the perinatal workers was different as the point of this study is not the 
intervention, rather the experiences of the peer leaders) 
 
 
 
 
 
 
 

 

 

 
37. AIMS AND OBJECTIVE(S) OF THE RESEARCH STUDY: 
 

The main aim of part 2 of this study is to: 
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1) explore the experiences of refugee peer leaders delivering a wellbeing intervention 

with fellow refugees. 

Objectives: 
 
1) Using semi-structured individual interviews online (due to Covid-19), invite a sample of 

refugee peer leaders to share their experiences of delivering a wellbeing intervention 

with their fellow refugee peers. 

2) Identify categories from the refugee interviews and generate a second theory. 

3) Compare, discuss, and combine theory 1 and theory 2. 

 

 
38. STATEMENT OF STUDY DESIGN (E.g. RCT, Crossover, Cohort studies, Case control, Action research, etc.  Max 

700 words) 
Describe the study design, methodology. Discuss why it has been chosen. Please include information 
pertaining to the timetable / phases of the research study, and where any data collection (interviewing, 
surveying, etc.) will take place. Please include timescale. 
 

Part 2 is analysis of the experiences of refugee peer leaders delivering a wellbeing 
intervention. The sample of participants is gained from the Perthyn Project (‘       ’       
‘         ’                                                                           
Foundation and REACH+. A signed service level agreement is in place between the two 
organisations. It is funded by the Welsh Government Covid-19 Recovery Fund for 6 months 
(Oct 2020-March 2021). The Mental Health Foundation is a preventative mental health 
charity and REACH+ (and Restart) is a department of Cardiff and Vale College which teaches 
English as a second language (ESOL) and runs a support service for refugees. Permission has 
been granted by both of these organisations (see appendices) to undertake this study. The 
researcher herself is the Associate Director of the Mental Health Foundation in Wales but is 
not involved in running the Perthyn project.  
 
Part 2 of this study will ask 8 of the trained refugee peer leaders who are currently 
delivering a wellbeing intervention for the above Perthyn project in 4 different cities in 
Wales, to participate in an in-depth, semi-structured interview which will be held on-line. 
These interviews will explore their experiences of delivering the wellbeing intervention. This 
sample of 8 will be selected to represent a variety of backgrounds (see section 10). 
Following consent, the interviews will take place, be recorded, transcribed, and categorised. 
If one of the selected sample does not want to participate or drops out before data 
collection, another refugee peer leader will be asked. 
 
A Gantt chart is in the appendix to demonstrate an approximate timeline of part 2 of this 
study. 

 

 
39. MATERIALS AND METHODS 

i. What procedures/interventions will be carried out as part of the research study? 
ii. What resources/facilities will be used during the research study? 
iii. Where will the study take place? (If external, please include a letter of support that conveys agreement 

from the external venue) 

https://www.mentalhealth.org.uk/
https://reach.wales/en/about
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• The procedure used to carry out data collection will be through semi-structured 

interviews online (see appendix). 

• The resources needed will be a laptop, access to Microsoft TEAMS© so that audio 

recording can take place. 

 
 

 
40. PARTICIPANTS 

Discuss the number of participants required, from where the participants will be recruited, and the 
exclusion and inclusion criteria. Please include power calculations where applicable. 
 

Following the wellbeing intervention delivery within the Perthyn project by the 16 refugee 
peer leaders (who have been recruited by REACH+), the Perthyn project staff will look at the 
list of possible peer leaders and identify 8 of them who match the inclusion criteria below 
but also represent different origin countries and gender.  
 
The researcher will then ask one of the Perthyn project staff to ask the participants 
identified whether they would be interested to be a part of this study via email. If they 
agree, then the Perthyn project staff will send the participants the information sheet. The 
participant will be informed by the Perthyn staff member that                  ‘            
      ’                                                                                   
 
When this week has finished, the Perthyn staff member will re-contact the participant and 
ask them whether they would like to be conta                           ‘   ’           
researcher will contact the participant via email. She will offer to read through the 
information sheet again if they wish or answer any questions they may have. If the 
participant wants to continue, a consent form will be sent and they will be asked to send an 
email saying they consent. Once this email has been received, the researcher will set up an 
interview date. If the participant would like to send a signed consent form in the post, a 
stamped addressed envelope will be provided. 
 
If one participant is unable or does not want to be a part of the study, the Perthyn member 
of staff will be asked to approach another peer leader with the above same process until 8 
have agreed.  
 
Permission was sought from Dr Antonis Kousoulis of the Mental Health Foundation and 
Mary-Ann Hale of REACH+ to use the data collected in Phase 2. Letters of permission are in 
the appendices of this application.  
 
The inclusion criteria of the refugee peer leaders will be: 
 

• Those who have completed the training led by the Mental Health Foundation to run 

the groups.  

• Those who have delivered at least 4 sessions of a group out of the total 6 sessions 

required by the Perthyn project. 

• Those who are not a qualified health professional (mental or physical). 
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• Those who have a good level of spoken English, are able to communicate the 

intervention in English, facilitate a group following the training and understand the 

information sheet and consent form. REACH+ (who teach English as a second 

language) will ensure that the refugee peer leaders they select know whether the 

refugees can do this or not.  

(It is worth noting here, that one of the objectives of the Perthyn project itself (not this 

study) is to improve emotional literacy in English so that the refugee peer group 

members are able to articulate their feelings better in English, which allows them to 

articulate themselves with professional health workers if they needed to seek help for 

their mental wellbeing. This builds mental health resilience for the refugee peer group 

members).   

In addition to the interview data, biographical, social and educational data will also be 
collected also from the participants, namely, age, marital status, ethnic background, 
qualifications and training. This will enable the researcher to determine any biographical or 
other facts of those delivering the intervention and compare with part 1 of this study. All 
the refugee peer leaders will have been trained to deliver the intervention from the Mental 
Health Foundation and arranged through the Perthyn project as described in question 8 
above. The 16 refugee peer leaders will all have been selected by their REACH+ managers as 
capable to deliver the intervention and be accountable to their managers and the REACH+ 
safeguarding procedures.  
 
There are no specific exclusion criteria apart from what is mentioned above. 
 
 

 
41. HAVE NATIONALLY APPROVED / REGULATORY BODY GUIDELINES BEEN FOLLOWED IN PREPARING THIS 

PROTOCOL?  
(E.g. Association of the British Pharmaceutical Industry Guidelines (1983), Royal College of Physicians 
Guidelines, The Declaration of Helsinki, British Psychological Society guidelines, BERA, etc.). If so, please 
specify. 

 

The British Psychological Society guidelines and the Research Governance Framework for 
Health and Social Care in Wales (2009), 2nd edition, Welsh Government. 

 

 
42. HAVE POTENTIAL PARTICIPANTS BEEN INVOLVED IN, PLEASE INDICATE. IF NO, PLEASE INDICATE WHY.  
 

 YES NO 

THE DESIGN OF THIS STUDY 
 

 

The 8 participants who have not 
been recruited yet, have not been 
involved in the study design; 
however, a small refugee advisory 
group is being set up and will be 
asked to steer the design, analysis 
and final theory. The design of 
this study has also been informed 
by a Perthyn pilot project run in 
2019. 
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INFORMED CONSENT 
DOCUMENTS 
 

 

The advisory group will see a copy 
of the consent documents for 
their information following ethical 
approval. 

DATA COLLECTION TOOLS 
 

 
The advisory group will hear 
about the data collection tools 
(semi-structured interviews). 

 
43. DATA COLLECTION TOOLS  

Have you tested the data collection tool(s) for face validity? Where more than one tool is being utilised 
please fill in the table. 
    
 NA  (ALL tools are already validated – on-line interviews. Please see appendix for semi-structured 
interview protocol) 
 

Title of DCT Validated by you? (Y / N / NA 
- already validated) 

Is permission necessary? Do you have permission? 
(Supply permission 
separately) 

Semi-
structured 
interviews 

The interview questions have 
already been used in Part 1 
of this study. 

Consent needed from 
participants to participate in 
the interviews. 

Permission has been granted 
by Mental Health 
Foundation and REACH+ to 
carry out this study. 

 
 

PART B 
N.B. All questions should be addressed (e.g. provide an answer or state why not 
applicable). 
 

 
44. POTENTIAL RISKS AND BURDENS 

Describe potential risks and burdens for your participants. Include any potential for distress, discomfort, 
with an explanation of why it is necessary. For any risk stated here please state what will be done to 
minimise such effects. 
 
As examples; complications during a surgical intervention, the risk of breaching confidentiality, or the 
causing of upset during a qualitative interview, would be considered as valid risks or burdens. Potential risks 
and burdens should be conveyed in the study participant information leaflet so that a participant can clearly 
understand what is involved if they consent to take part.  
 

The potential risk for the participants could be recalling difficult situations or disclosures 
during their running of the on-line wellbeing intervention. Further, the researcher and 
participant are not in a professional environment and the interview could be overheard 
by someone else. This or these persons might be vulnerable and may be damaged by some 
of the interview content. Also, the participant may feel forced or even coerced into hiding 
aspects they might want to share and which are important to the research because they 
think someone is listening. This in turn, compromises the integrity of the research. 
 
This risk will be considered firstly by making sure all participants receive an information 
sheet explaining the research with its aims, process, and data collection. In addition to 
this, because English is the participants second language but to be respectful of a potential 
high level of English, the researcher will offer to explain the information sheet further if 
desired by the participants. Also, an informed consent form will be read by the researcher 
and agreed to via email from the participants to the researcher following their agreement 
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to take part in the study. They will be re-assured of the recorded interviews being kept in 
a pass-worded data file that will be destroyed after the PhD examination. Both documents 
are in the appendices of this application. The interview will last no more than 1 hour.  
 
Secondly, if the participant finds or the researcher notices that recalling situations or 
disclosures difficult or distressing during the interview, REACH+ will organise an urgent 
supervision and if necessary, a safeguarding referral as per their policy. If further help is 
needed, a consultation with a registered mental health practitioner employed by the 
Mental Health Foundation will be provided and if needed, this practitioner will suggest 
the participant visits their GP or similar health professional (e.g. refugee nurse). The 
contact details for these health professionals will be provided if necessary. 
 
Thirdly, the researcher will discuss with the participant the risks and confidentiality issues 
of being overheard during the interview because it is online and recommend that the 
participant is in a room with the door shut or place on their own. The researcher will let 
the participant know that the interview will pause if someone enters either the 
          ’                         ’                                             
   
Following permission from the Mental Health Foundation and REACH+, it will also be 
important that the participants who make up the sample for the interviews, are not 
coerced or pressurised into being interviewed. The researcher will ensure she has offered 
to read the information sheet with each potential participant following their      ‘        
   ’                 q                                                    10                 
are clear about their role in this research either face to face or over the phone due to 
Covid-19 restrictions. The participants have the right to withdraw at any time and this is 
stated in the Information Sheet (see appendices). 

 
 

 
45. DISCLOSURE OF INFORMATION FROM INTERVIEW/QUESTIONNAIRE 

Where research might lead to unexpected disclosure of information by participants that could require 
notification or other follow up action by the researcher, how will this be handled? This provision should also 
be explained clearly within the participant information sheet. This must be handled in accordance with the 
Data Protection Acts 1998 and 2018 (DPA), as well as the new General Data Protection Regulations (GDPR).   
 

During the in-depth interview stage, if a participant had witnessed the disclosure of a 
safeguarding issue or information concerning illegal activity during their wellbeing 
intervention delivery from a refugee (other than which emerges during the interview), 
REACH+ and the Mental Health Foundation will take responsibility and follow their own 
safeguarding policies as a duty of care. However, if during the interview the refugee peer 
leaders disclose something that had not been reported, the researcher who also has a 
duty of care, will suggest that the participant report this to their supervisor in REACH+ and 
if the participant does not report it, the researcher will. This will be clearly outlined in the 
information sheet and consent form.  
 
Further, the researcher herself is a registered health professional with the HCPC and has 
a duty of care to report safeguarding issues or concerns to the appropriate authority in 
                        ’               s.  
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46. POTENTIAL RISKS TO THE RESEARCHER 

Describe any potential risks to the safety and wellbeing of the researcher, such as lone working. Describe 
the measures proposed to address such concerns. Have the procedures been risk assessed in accordance 
with USW guidance? 
 

The researcher will be conducting the in-depth 1:1 interviews as a lone worker which she 
is familiar with due to her previous work experience, however, as the interviews are on-
line, risk from potential physical aggression is nil. However, there is the potential for other 
types of risk (e.g. verbal abuse) and/or being overheard by someone who is vulnerable or 
just someone who is interested. The researcher therefore will mitigate this (if it occurs) 
with the support of the afore mentioned registered mental health practitioner within the 
Mental Health Foundation if needed and make sure she is in a room alone with a door 
shut when the interview takes place. If either the researcher or the participant is 
interrupted, the interview will be paused and resume when both are alone again. 

 

 
47. SCREENING OF IDENTIFIABLE PERSONAL INFORMATION 

Give details of the sources (e.g. patient notes) of identifiable personal information that will be used to 
identify potential participants.  
In a clinical context, if the person responsible for identifying a patient as a potential participant is not part 
               ’                                     
 
Please remember, where researchers are required to identify potential participants from clinical records, 
the clinical team should first seek consent from the patient to allow access for the researcher; this is to 
avoid a breach in confidentiality. All data received by the research team must be handled in accordance 
with the Data Protection Acts 1998 and 2018 (DPA), as well as the new General Data Protection Regulations 
(GDPR) 
 

The participants for this study will not be patients. The participants will be working or 
volunteering for REACH+. All personal data will be handled in compliance with the GDPR 
regulations and policies of the Mental Health Foundation and REACH+. All data will be 
anonymised, and pseudonyms will be used. The researcher will have access to the 
personal contact information of the 16 refugee peer leaders because of her employment 
with the Mental Health Foundation but has sought all the necessary permissions for them 
to be contacted for this study (please see these permissions in the appendices). 
 

 

 
48. ADVERTISEMENTS 

All advertising material intended to recruit research participants must be reviewed by the Faculty ethics 
subgroup. This includes but is not limited to: posters, letters, web pages and radio/TV broadcasts. 
 

Are you intending to use any advertisements?    NO 
 
If yes, please list the documents appended to this application. 
 

 

 
49. APPROACHING PARTICIPANTS 

Describe how potential participants will be approached and who will be involved. 
In a clinical context, patients should be initially approached by a member of their clinical care team. 
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Copies of documentation used to approach potential participants should be enclosed with this application, 
such as a copy of the participant information sheet. 
 

This is described fully in point 10, but in short, the REACH+ staff member will identify 
suitable participants from the list of 16 peer leaders. One of the Perthyn staff members 
will approach these identified peer leaders through email with the information sheet. 
                 ‘                  ’                        er will re-contact the 
participants to see if they are interested in being involved. If so, they will then be invited 
to talk with the researcher by email or phone as described in point 10. Permission has 
been granted as stated in point 17 and the participants will send an email to the 
researcher to say they consent to take part in this study.  

 

 
50. INFORMED CONSENT 

Describe the arrangements for taking consent from research participants prior to their participation in the 
research study. Describe the time allowed to decide to take part. Please include a copy of a written consent 
sheet (where used) with this application. 
 
For consent to be ethical and valid in law participants must be ‘capable’ of giving consent. Please ensure you 
have adhered to current guidance on the attributes of a capable person and adhered to such guidance in 
your recruitment strategy. 
 

The potential participants for the in-                                          ‘        
          ’                                                    er they would like to 
participate as described in point 10. If they agree, the researcher will ask the participants 
to return an email consenting to take part after they have read and understood the 
consent form. 
 
Following the received consent email (see appendices for consent form), a mutually 
acceptable time will be set up to proceed with the interview. The interviews will be held 
on Teams with audio recording capabilities. The refugees will be able to access the 
internet as the Perthyn project will be providing them with the relevant equipment if 
needed in order to run their wellbeing interventions.  
 
 

 
51. INFORMED CONSENT TOOLS  

Please confirm the information sheet and consent form have been considered as appropriate for the target 
audience? 
    

YES (please see appendices)                    
 

 
52. DATA ANALYSIS / STATISTICS 

Please describe the arrangements for analysing your data (qualitative and quantitative). Where appropriate 
discuss what data/statistical analysis will be completed. Where used, please remember to discuss sample 
size and how the sample size was decided upon.  
 

The data will be analysed using a qualitative method, namely Constructivist Grounded 
Theory (Charmaz, 2014) in line with part 1. of this PhD project. The process will be as 
follows: 
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The 8 in-depth interviews will be transcribed from the audio recordings by a 3rd party who 
will abide by GDPR laws. The transcriber will be asked to anonymise the data. From this, 
the data will be uploaded onto the NVivo software where categories and sub-categories 
will be formed evidenced by the interview data. Following this, theory will be generated. 
This theory will be compared and discussed in light of theory 1. of the project which was 
generated through the perinatal non-health worker interviews (categories of the theory 
1. are outlined in point 6). In addition, this analysis will be discussed with the supervisory 
team. 
 
 

  
53. DATA CUSTODIAN 

Please identify the person who is responsible for overall data security. 
 

The researcher will store the data in a passworded file in a secure cloud-based storage 
system. No-one else within Mental Health Foundation or REACH+ will have access to this 
data as it will be stored in a passworded cloud-based storage on a work and home 
computer.  
 

 
54. DATA MANAGEMENT  

Please describe how research data will be stored, including the location and arrangements for data storage. 
Describe where/how your data will be securely stored during, and after the research study has completed. 
Describe how long data will be retained, and at what point will data be anonymised. Personal data should 
be discarded as soon as it is no longer needed.  
 

The data will be stored on a home and work computer in a passworded cloud-based 
storage file and retained until after the PhD examination. The data will be anonymised 
during transcription and the personalised data will be destroyed as soon as it is not 
needed. 

 
Are the data being collected regulated by the Data Protection Act as well as the new General Data Protection 
Regulations (GDPR)? 
    
YES                               
 
If YES, please confirm that the data will be retained and stored in accordance with the General Data 
Protection Regulation (2018) by initialling below.  
 

Principal Investigator Initials  
     
 
 

 
55. CONFIDENTIALITY OF DATA 

Describe the provision for ensuring that the confidentiality of personal data is preserved, such as a strategy 
for anonymity. 
 



Jenny Burns. June 2021. Page 394 

 

Anonymity will be preserved through removing names and places within the transcription 
and report writing. It might be useful to refer to different areas of the world the refugees 
originate from or areas of Wales, but individual countries or cities will be not identified. 
In addition, the participants will be allowed to read the transcript and reports if they want 
to so that they can retract or change anything they have said. Pseudonyms will be used. 
The data will be kept for 5 years and then destroyed, but all personalised data will be 
destroyed as soon as it is no longer needed.  

 

 
56. Please confirm that all participants being asked to provide personal data (sensitive and standard) will be 

told which legal basis is being cited for collecting and processing their personal information – this should be 
conveyed on the consent form and information sheet. In accordance with the new General Data Protection 
Regulations  G    ’ 

 

 YES 
 
 

57. PAYMENT TO RESEARCH PARTICIPANTS 
Please note, participants should not be paid for taking risks. Payment should not be set to a level that would 
unduly influence potential participants. Information pertaining to participant payment should be included 
on the Participant Information Sheet.  
 

Will participants be paid?                                                     NO 
 
If yes, please give details. 

 

 
58. PAYMENT TO RESEARCHER 

Describe any payment that the research team is receiving as part of carrying out this research study. 
Researcher payment should be recorded in the participant information sheet. 
 

The researcher will not be receiving any money for or from the research work undertaken. 
 

 
59. CONFLICT OF INTEREST 

Describe any conflict of interest that anyone in the research team might have. 
 

None identified. It is worth noting that the researcher is employed by the Mental Health 
Foundation, she is not the Perthyn project manager or the line manager of the Perthyn 
project manager.  

 

 
60. ENSURING ANONYMITY OF IDENTIFIABLE DATA IN PUBLICATIONS 

Describe the provision for ensuring anonymity in any publication or publicly available output produced from 
this research study. 
 

Please see the answer to question 24 /25 and consent will be gained to do this. Psuedo 
names will be used. 

 

 
61. SCIENTIFIC SCRUTINY AND RESOURCING 

 
Has this research study been peer reviewed?  
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YES (internal USW)                            

 
If YES, please provide information about the review, including the reviewing body and date of 
review/approval. 
 

Part 1 of this research was submitted as a proposal to the University of South Wales ethics 
committee following an interview (March 26th 2015) and accepted and approved at the 
FRPC committee on July 8th 2015 as a viable study within the USW MPhil/PhD research 
programme.  
 
This ethics form pertains to Part 2 of this study. 

 

 
62. INSURANCE INDEMNITY 

iv. Does this research study require indemnity/insurance cover from the University of South Wales? 
 

 YES                              
 
v.                                 U                        ’         ? 

 

  NO 
 
If NO, give details of any offsite locations: 
 

The interviews will be held online due to Covid-19 restrictions. 
 
                                                                  ’                        
home passworded computer with the above mitigations for being overheard, described 
above.  
 
vi. DOES THE RESEARCH UTILISE ANY OF THE FOLLOWING (PLEASE INDICATE ALL THAT APPLY): 

 

Investigating or participating in methods of contraception? n/a 

Assisting with or altering the process of conception? n/a 

The use of drugs? n/a 

The use of surgery? (other than biopsy) n/a 

Genetic engineering? n/a 

Participants under 5 years of age? (other than activities above) n/a 

Participants known to be pregnant? (other than activities above) n/a n/a 

Pharmaceutical product/appliance designed or manufactured by host institution? no 

Work outside of United Kingdom? no 

 

 

None of the above apply 
 
If YES to any of the above please contact the Research Governance Manager – 
jonathan.sinfield@southwales.ac.uk 
 
 
63.  
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Security Sensitive Material 

Will your 
project involve 
any of these? 

  
N/A to all  x 

•       Ministry of Defence-commissioned work on military equipment or policy 

EU security research including policy development 

•       All work related to extremist groups (e.g. related to animal rights 
campaigners) 

•       IT encryption design for public bodies or businesses 

•       All work related to terrorism 

 
If you respond YES to any of the above please ensure your complete and attach the USW 
PREVENT for RESEARCH registration forms to this application 

 

None of these apply 
 
 

I have read and agree to abide by the latest version of the document:  
Research Ethics Policy, Terms of Reference and Operating Procedures for University Ethics Sub 
Group and Faculty Research Ethics Committees  
This can be found at https://www.southwales.ac.uk/research/research-expertise/research-
governance/ 

Research Governance | University of South Wales 
The University is committed to the following principles of good research practice. These are laid out in 

our USW Research Good Practice Code of Conduct which stipulates:. That our research is underpinned 

with common values of rigour and integrity 
www.southwales.ac.uk 

 
 

• At the time of signing this application, I consider it to be complete and accurate 
 

• I will notify the faculty ethics sub group immediately if i subsequently consider the application requires any 
correction or qualification, or if there is any revision to the proposal. 

 

• I understand that i may be invited to discuss my proposal with the faculty ethics sub group. 
 

SIGNATURE OF INVESTIGATOR  
 
 SIGNATURE OF SUPERVISOR  …………………………………………………. 
 (MSc Students) 
 

DATE OF SUBMISSION   Oct 12th 2020 
  
SIGNATURE OF APPROVAL  …………………………………………………... 
(Chair/Secretary – FESG) 

 
DATE OF APPROVAL   .............................................................................. 

 
 
 

  

https://www.southwales.ac.uk/research/research-expertise/research-governance/
https://www.southwales.ac.uk/research/research-expertise/research-governance/
https://www.southwales.ac.uk/research/research-expertise/research-governance/
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A1.6 University of South Wales ethics approval for refugee sample. 
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Interviews 

 

A2.1 Email examples of invitation to take part in face-to-face interviews for mum’s 

sample. 

 

Email examples to participants for face-to-face interview  

 

From: Jenny Burns  

Re: A study about Enjoy Your Baby 

22.10.16 

To: xxxx 

 

Hi xxxx, 

 

Following your successful delivery of the Enjoy Your Baby course, I am wondering whether it 

would be possible to come and interview you about your experiences? I am undertaking a 

PhD at University of South Wales and hope to capture what it felt like for you to deliver the 

course to your group of Mums. It shouldn’t take any more than an hour and I can come to 

you if that is convenient. 

 

I have attached an information sheet that tells you more about the study. 

 

I have some availability on November 14th if that would suit you? 

 

Thank you and look forward to hearing from you. 

 

Best wishes 

Jenny Burns 

07984-654046 

 

Attached: Information sheet for face to face interviews 
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Email examples to participants for face-to-face interview  

 

From: Jenny Burns  

Re: A study about Enjoy Your Baby 

30.10.16 

To: xxxx 

 

Hi xxxx, 

 

Thank you for your agreement to meet me and let tell me more about your experiences 

delivering the Enjoy your Baby course. Just as a reminder, I will be recording our interview to 

help me remember what you have said. 

 

I have attached a consent form for you to sign if you could kindly return it to me, or I can 

collect it on the day.   

 

I will meet you at 10am at xxxx on November 14th. 

 

Thank you and look forward to seeing you. 

 

Best wishes 

Jenny Burns 

07984-654046 

 

Attached: Consent form for face-to-face interviews 
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A2.2 Participant information sheet for face-to-face interviews for mum’s sample. 

  

 

Study Title 

Building capacity in primary care for perinatal mental health; exploring the experiences of the 

3rd sector's delivery of an early intervention. 

 

Would you be willing to participate in a research study about your experiences of delivering 

the Enjoy your Bump, Enjoy Your Baby, or Enjoy Your Toddler courses? 

Before you decide whether you would like to take part in this research study, please read 

this information sheet as you need to understand why the research is being done and what it 

would involve for you. Please take the time to read the following information carefully and 

ask me any questions via email or in person if anything you read is not clear or would like 

more information. Please take time to decide whether or not to take part.  

 

What is the purpose of the study? 

This study is to find out about your experiences of delivering an early perinatal mental health 

intervention to the Mums, Dads and other family members you work with. This study is part 

of a PhD research project, being conducted by Jenny Burns at the University of South 

Wales. Your answers will help contribute to this study.  

 

Why have I been invited? 

You have been invited because you have delivered all 5 sessions of an Enjoy Your Bump, 

Enjoy Your Baby or Enjoy Your Toddler at least once to a group or one to one. 

 

Do I have to take part? 

Taking part in this study is entirely voluntary. It is up to you to decide. I will describe the 

study as we go through this information sheet. If you decide you would like to be a part of 

this study, we will then ask you to sign a consent form to show that you agree to take part. 

You are free to withdraw at any time, without giving a reason. Any information that has been 

collected from you will be included in the study unless you tell me otherwise.  

 

What will happen to me if I take part and what will I have to do? 
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If you agree to take part, I will interview you for about an hour. We will agree on a venue 

suitable for you and I will come and meet you. I will then ask you some questions and I will 

give you time to answer them. There are no ‘right’ or ‘wrong’ answers as this is about YOUR 

experience of delivering the course. I will record the interview on a digital recording machine 

so that I and my supervisors can listen to the answers again after our interview and write 

down (“transcribe”) what you said. Nothing that I write down will be identifiable as your 

statement – I will make sure that everything is made anonymous.  

 

Expenses and payments 

Although there are no payments for taking part, if you incur any travel expenses, I can 

reimburse you with your receipt. 

 

What are the possible disadvantages of taking part? 

During our interview, you might recall a difficult conversation you had with one of your Mums 

or Dads or a disclosure about their lives, which upset you at the time. We will make sure that 

your manager or someone within your organisation of your choice can be made available to 

talk this through with you afterwards if you wish.  

 

What are the possible benefits of taking part? 

Although you might find the interview experience interesting, it is unlikely that you will benefit 

from taking part in the study. However, the information gained from your interview with me 

will eventually help inform policy makers, commissioners, the statutory sector and funders. 

 

What if there is a problem? 

If you have a concern about any aspect of this study, please get in contact with me on 

j.burns@mind.org.uk. If you remain unhappy and wish to complain formally, please contact 

Dr Anne Fothergill (Director of Studies) at University of South Wales, Glyntaf Campus, 

Treforest, Pontypridd CF37 1DL. Anne.fothergill@southwales.ac.uk. 01443-483017). 

 

What if I have come across a safeguarding issue during delivering the course? 

As a duty of care, both you and the researcher need to report any safeguarding issue to your 

manager so that she/he can take the appropriate action. I can assist you with this. This is in 

line with government laws. 

 

Will my taking part in the study be kept confidential? 

All information collected about you during the course of the research will be kept strictly 

confidential, and any information which leaves Mind Cymru or the University of South Wales 

mailto:j.burns@mind.org.uk
mailto:Anne.fothergill@southwales.ac.uk
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will omit your name, address, organisation you work for and any other possible way of 

tracing you. The data will be stored on a password-protected document on one laptop 

dedicated to this study. No-one will have access to this data except my supervisors. This is 

in line with the Data Protection Act (1998). Your interview and information collected will be 

coded so only I will know what name matches the code. The information will not be used for 

future studies except through published articles. The information from the interviews will be 

retained for 5 years from the time study finishes and then will be destroyed.  

 

What will happen if I don’t carry on with the study? 

You are free to leave the study at any point.  Your name will be removed from all the study 

files.  

 

What will happen to the results of the research study? 

The results of this study will be written up in a Phd thesis and I hope that the results of this 

study will be in published articles, reports and presentations to commissioners, government 

officials, charity and statutory sector officers.  

 

Who is organising or sponsoring the research? 

The first two years of this research is part of the evaluation of the Two in Mind project (part 

of Mind Cymru) which is funded by the Welsh Government. The sponsor for the study is the 

University of South Wales and the study has received full approval from the University of 

South Wales Ethics Committee and the National Research Ethics Committee (NRES).  

 

Who has reviewed the study? 

This study has been reviewed and scientifically approved by the University of South Wales 

Faculty Ethics Sub Group and the supervisors listed below. 

 

Further information and contact details: 

For further information or questions please contact me on j.burns@mind.org.uk or call me on 

07880-783582.  

 

The supervisors of this study are Professor Joyce Kenkre (joyce.kenkre@southwales.ac.uk), 

Dr Anne Fothergill (anne.fothergill@southwales.ac.uk) and Dr Neil Frude 

(neil.frude@ntlworld.com). 

THANK YOU 

 

 

mailto:j.burns@mind.org.uk
mailto:joyce.kenkre@southwales.ac.uk
mailto:anne.fothergill@southwales.ac.uk
mailto:neil.frude@ntlworld.com
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A2.3 Participant consent form for face-to-face interviews for mum’s sample. 

 

STUDY CONSENT FORM   

3rd sector worker in-depth interviews 

Title of Project: Building capacity in primary care for perinatal mental health; exploring the 

experiences of the 3rd sector's delivery of an early intervention. 

 

Name of Researcher: Jenny Burns 

 

Name of supervisor: Dr Anne Fothergill 

Please initial all boxes  

 

1. I confirm that I have read and understand the information sheet dated February 

6th 2016 for the above study.  I have had the opportunity to consider the 

information, ask questions and have had these answered satisfactorily. 

   

2. I understand that my participation is voluntary and that I am free to withdraw at 

any time without giving any reason, without any consequence to myself.   

 

3. I agree to take part in this study. I agree that my anonymised data can be used 

in study specific reports and subsequent articles that will appear in academic 

journals.  

 

4. I understand that the data may be used in reports and subsequent articles that 

will appear in academic journals, which may include direct quotes from the 

interviews. I understand that my identity will not be known as the data will be 

anonymised and any reference to an individual name will be removed.  
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5. I consent to being audio recorded.   

 

            

Name of Participant   Date    Signature 

                                

            

Name of person -    Date    Signature  

taking consent  
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A2.4 Interview questions for face-to-face interviews for mum’s sample. 

 

Jenny Burns PhD  

Possible example questions asked during the 3rd sector interviews:  

 

1. Can you tell me which intervention/s you delivered? Enjoy Your Bump, Enjoy Your 

Baby or Enjoy Your Toddler? 

2. Tell me a little of your background/training? 

3. Why did you decide to deliver the intervention? 

4. Describe the sessions you have undertaken so far? (group? individual?) 

5. What have you enjoyed about delivering the intervention? 

6. What have you found difficult about delivering the intervention? 

7. What would have made your experiences better/different?  

8. What was the worst experience delivering the intervention? 

9. What was the best experience delivering the intervention? 

10. Explain how delivering this intervention was different to what you have done before? 

11. How comfortable did you feel when you started? Did it get easier or more difficult? 

12. If someone were starting, and doing this for the first time, is there any advice you 

would give? 

13. Has this experience changed how you think about yourself in any way? 

14. What is your opinion of the intervention? 

 

  



Jenny Burns. June 2021. Page 406 

 

A2.5 Example of transcription of a face-to-face interview for mum’s sample with 

‘Fiona’. 

 

 

JB 

 

What did you enjoy about delivering EYB? 

 

 

Fiona 

 

I enjoyed seeing the parents coming in really anxious and not wanting to engage or 

communicate with anyone on the first session but by about the 3rd session I would say we 

would have families engaging with each other and with myself and actually went over our 

time because people wanted to give out more  - they wanted to talk more, they wanted to 

talk about their experiences which  

I found was really, really positive, seeing as the first week they were practically jumping 

off their chairs with anxiety. 

 

 

JB 

 

Ummm, what have you found difficult about delivering the intervention? 

 

 

Fiona 

 

I haven’t really found anything difficult personally with the course content but 

disengagement from some of the participants, I find that some of them will come to the 

first session and not come back or by the 4th session they don’t come back and it is quite 

disheartening because they have done so well – some of them have come along so well 

but I think that it is that fear of being the final session – I find that a lot of people don’t 

want it to end so they decide not to come to the last session.  

 

 

JB 

 

What would have made your experiences better or different? 

 

 

Fiona 

 

I wouldn’t really there would be anything different to make it better. I felt that each time I 

delivered I felt more confident. The first time I did it I winged a lot but by the 3rd time of 

delivering it was like a second nature for me and then to draw on my own lived experience 

with it  - umm it was OK by the 3rd.  
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JB Did you have a worst experience delivering the intervention? 

 

 

Fiona 

 

 

No, nothing. 

 

JB 

 

 

None of the participants?  

 

Fiona 

 

Well, I did set up an online support group as well as the EYB and we had like a closed 

face book group where all the participants joined because I did notice that a lot of the 

ladies did want to keep talking and some of them were quite upset and I just found that as 

an added extra the group really did help the Mums could go away and talk together, they 

made friends on face book and they developed friendships that was really positive. There 

were times when it would have been good to have a 3rd party involvement sort of like a 

perinatal MH team to talk to because some of the family’s needs were a little more 

complex but we tried our best with 1:1 support within our own charity we contained it quite 

well.  

 

 

JB 

 

So you say you would have liked a 3rd party so what were some of the difficulties you 

experienced in gaining a 3rd party? 

 

 

Fiona 

 

 

Ummm  

 

JB 

 

You mean the statutory services? 

 

 

Fiona 

 

Yes, the statutory services. I think it was that they didn’t want to engage with us which 

was quite frustrating as I did have a few meetings and open up that – we are doing 

something similar – but I don’t think they are keen to work with us just yet whether that is 

because they want to see proof of our training – which is probably the reason why but I do 

know as well that it is because of their referral process ….  
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JB 

 

 

What was the best experience of delivering the intervention? 

 

Fiona 

 

Just seeing the Mums transform was a blessing to see and again, something that I didn’t 

want to finalise things so much so I am glad that I started the face-book support because 

we did have Mums engage on this for a long time afterwards but now they have slowly 

started to – well this past month – 3 ladies have started to stop engaging with the group 

but ummmm we are friends I can see that they are getting on with normal Mum things 

now. They are not worrying about their anxiety or depression they are carrying on with 

life. 

 

 

JB 

 

That’s good isn’t it. Ummmm, explain how delivering this intervention was different to what 

you have done before? 

 

 

Fiona 

 

It was different because it wasn’t as structured as some other interventions I’ve seen and 

by that I mean it felt more real. It felt like it wasn’t text book. People could actually give 

their own opinions and lived experience to things. Other things I have been on like re-

lapse prevention has been very much by the book you don’t really engage much but with 

this, you have a cup of tea and a biscuit and you sit down with friends for this course you 

are not in a board room style just being talked at. You are engaging and that’s what 

makes this different.  

 

 

JB 

 

So would you say that it’s more of a therapeutic group rather than a ‘talked at’ group? 

 

 

Fiona 

 

Yeah. I could see it as a peer support group as well. 

 

 

JB 

 

How comfortable did you feel when you first started? Did it get easier or ….. 
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Fiona It got easier. When I first started I was very nervous and I shouldn’t really have been 

nervous because they didn’t know if I was getting it wrong or not but yeah, I think fear of 

saying the wrong thing because obviously these are parents who are in a vulnerable state 

so I didn’t want to make things worse by saying the wrong thing so at first I was a little 

nervous but by the time I was on the 3rd or 4th session I was fine. I was more comfortable.   
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A2.6 Participant information sheet for online interviews for refugee sample. 
 

  

 

Study Title 

The experiences of perinatal non-health workers and refugee peer leaders delivering a 

wellbeing intervention. 

 

Would you be willing to be a part of a research study about your experiences of delivering 

the wellbeing intervention with your refugee peers as part of the Perthyn project? 

 

Before you decide whether you would like to take part in this research study, please read 

this information sheet.  You need to understand why the research is being done and what it 

would involve for you. Please take the time to read the following information carefully and 

ask me any questions via email or in person if you need things to be clearer. Please take 

time to decide whether or not to take part.  

 

What is the purpose of the study? 

This study is to find out about your experiences of delivering a wellbeing intervention with 

your refugee peer group as part of the Perthyn project.  

 

This study is part of a PhD research project, led by Jenny Burns at the University of South 

Wales. Your answers will help contribute to this study.  

 

Why have I been invited? 

You have been invited because you have led a group of your refugee peers delivering a 

wellbeing intervention. You also have access to a laptop and the software, Microsoft Teams 

©. 

 

Do I have to take part? 

You don’t have to take part in this study. It is up to you to decide. The study is described in 

this information sheet. If you decide you want to be a part of this study, I will send you a 

consent form and you will be asked to send me an email saying you consent to be 
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interviewed if you agree. You are free to withdraw at any time, without giving a reason. Any 

information that has been collected from you will be included in the study unless you tell me 

otherwise. You can take a week to think about this and decide then. 

 

 

What will happen to me if I take part and what will I have to do? 

If you agree to take part, I will interview you for about an hour online. I will ask you some 

questions and I will give you time to answer them. You are welcome to see the questions 

before the interview if you would like to. There are no ‘right’ or ‘wrong’ answers as this is 

about YOUR experience of delivering the intervention. I will audio record the interview on 

Teams so that my supervisors and I can listen to the answers again after our interview and 

write down (“transcribe”) what you said. Everything written down will be made anonymous, 

your name will not be used on any written document made from this information. You can 

also read the documents after the interviews have taken place so that you feel comfortable 

with what I have written. You can remove or change any statement or quotes you are not 

happy with. If you want the opportunity to listen or read what you have said, I can make this 

happen for you too. 

 

Expenses and payments 

I am sorry, but there is no funding or payment for expenses associated with your 

participation in the research.  

 

What are the possible disadvantages of taking part? 

During our interview, you might recall a difficult conversation you had with one of your 

refugee peers or something they said that was worrying which might have upset you or them 

at the time. We will make sure that your manager at REACH+ or someone of your choice 

within REACH+ can be made available to talk this through with you afterwards if you want to 

wish. It might be that you want to talk to someone outside of REACH+. I will give you details 

for some places to contact if you need further support.  

 

Please be aware, if you mention any activity which is illegal, unprofessional or suggest 

someone may be harmed, this information will be passed onto the appropriate authorities.  

 

What are the possible benefits of taking part? 

Although you might find the interview experience interesting, it is unlikely that you will benefit 

from taking part in the study. However, the information from your interview with me may 

eventually help inform decision makers, other charities and funders of this project. 
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What if there is a problem? 

If you have a concern about any aspect of this study, please contact me on 

jburns@mentalhealth.org If you remain unhappy and wish to complain formally, please 

contact Dr Anne Fothergill (Director of Studies) at University of South Wales, Glyntaf 

Campus, Treforest, Pontypridd CF37 1DL. Anne.fothergill@southwales.ac.uk.  If, following 

talking ot the team, you wish to complain formally to an objective person please 

contactJonathan Sinfield at the University of South Wales of the same above address. 

Jonathan.sinfield@southwales.ac.uk or on 01443-483017 

 

What if I have come across a safeguarding issue during delivering the course? 

As a duty of care, I am required to report any safeguarding issue to your manager so that 

she/he can take the right action. This is in line with both the REACH+ and the Mental Health 

Foundation safeguarding policies. 

 

Will my taking part in the study be kept confidential? 

All information collected about you will be kept strictly confidential. I will change your name 

and not mention anything that might identify you. This is called ‘Anonymising the data’. The 

information from your interview could be be used in my PhD thesis, reports and subsequent 

articles that may appear in academic journals or conferences as part of this study. Any 

information which is used by the Mental Health Foundation or the University of South Wales 

will not include your name, address, organisation you work for, where you live or any other 

possible way of identifying you. The information from your interview will be stored on a 

password-protected document in a secure file in cloud-based storage. No-one will have 

access to this except my supervisors. This is in line with the Data Protection Act (1998) and 

General Data Protection Regulations (GDPR) (2018). Your interview and information 

collected will be coded so only I will know what name matches the code. The information will 

not be used for future studies except through anonymised published articles. The 

information from the interviews will be retained for 5 years, but your personalised information 

(such as the audio recording) will be destroyed as soon as it is not needed anymore. 

 

What will happen if I don’t carry on with the study? 

You are free to leave the study at any point. Your name will be removed from all the study 

files. Please note: if any information has already been collected from you, it will be 

anonymised and used within the study unless you say that you do not want this to happen.  

 

What will happen to the results of the research study? 

mailto:jburns@mentalhealth.org
mailto:Anne.fothergill@southwales.ac.uk
mailto:Jonathan.sinfield@southwales.ac.uk
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The results of this study will be written up in a PhD thesis and possibly be published in 

articles, reports, presentations and conferences.  

 

Who is organising or sponsoring the research? 

The sponsor for the study is the University of South Wales and the study has received full 

approval from the University of South Wales FLSE Ethics Committee. (Date to be added 

later) 

 

Who has reviewed the study? 

This study has been reviewed and scientifically approved by the University of South Wales 

FLSE Ethics Committee and the research team. 

 

 

Further information and contact details: 

For further information or questions please contact me at the Mental Health Foundation on 

jburns@mentalhealth.org or call me on 07984-654046.  

 

The supervisors of this study are Dr Anne Fothergill (anne.fothergill@southwales.ac.uk) and 

Professor Neil Frude (neil.frude@ntlworld.com). 

 

If you want to make a complaint, please contact Jonathan Sinfield 

(Jonathan.sinfield@southwales.ac.uk)  

 

If you would like to contact the Mental Health Foundation directly, please contact the 

Research and Programmes Manager, Dr Nicole Burchett on n.burchett@mentalhealth.org or 

call 02921-679400 

 

 

THANK YOU 

 
  

mailto:jburns@mentalhealth.org
mailto:anne.fothergill@southwales.ac.uk
mailto:neil.frude@ntlworld.com
mailto:Jonathan.sinfield@southwales.ac.uk
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A2.7 Participant consent form for online interviews for refugee sample. 

 

                                -                                        
                                     

 
Name of Researcher: Jenny Burns 

Name of supervisor: Dr Anne Fothergill and Professor Neil Frude 

Please (initial) all boxes  

6. I confirm that I have read and understand the information sheet (v.5.1) 
dated January 5th 2021 for the above study.   

 

7. I have had the time to consider the information, ask questions and 
have had these answered satisfactorily. 

 

8. I understand that my participation is voluntary and that I am free to 
withdraw at any time without giving any reason, without any consequence 
to myself.   

 

9. I agree to my participation being recorded on Teams with audio only.   

10. I give permission for anonymised information from my 
interview to be stored until after my PhD exam.  

 

11. I give permission for my data to be stored and processed in 
accordance with the Data Protection Act (1988) and Guidance for 
Data Protection Regulation -GDPR (2018). 

 

12. I agree to anonymised information from my interview being used in 
my PhD thesis, specific reports and subsequent articles that appear in 
academic journals or conferences as part of this study.  

 

 

STUDY CONSENT FORM 

 

https://www.gov.uk/government/publications/guide-to-the-general-data-protection-regulation
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13. I understand that if I disclose any sensitive information to the 
researcher (e.g. regarding criminal or unprofessional activity, or suggests 
that harm may come to someone) this will be shared with the relevant 
bodies. 

 

14. I agree to take part in the above study and agree for my data to be 
stored until after the PhD examination has taken place. 

 

 

Name of participant Date  Signature 

 
 

  

Name of person taking consent Date Signature 
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A2.8 Interview questions for online interviews for refugee sample. 
 

 
Possible example questions asked during the 3rd sector interviews online:  

 

Firstly, confirm consent, then draw attention to the following points: 

 

I agree to anonymised information from my interview being used in my PhD thesis, specific 
reports and subsequent articles that appear in academic journals or conferences as part of 
this study.  

I understand that if I disclose any sensitive information to the researcher (e.g. regarding 
criminal or unprofessional activity, or suggests that harm may come to someone) this will be 
shared with the relevant bodies. 

 

Re-assure that the recorded interviews will be kept in a password protected, encrypted data 

file that will be destroyed after the PhD examination. Also tell them that they can withdraw 

themselves and their data from the study up to that point if they wish. 

 

Ask them to confirm that they are in a room/space that cannot be overheard by anyone 

else. You confirm to them that you are also in such a space. 

 

Demographic questions: 

1. Could you tell me what area of the world you originate from please? (like ‘Asia’, 

‘Africa’) 

2. What is your age, marital status? Do you have children? 

3.  How long have you been in the UK? How long have you had your refugee status? 

 

Interview questions: 

1. Tell me a little of your background/training and previous employment in this country 

and your home country? 

2. Why did you decide to become a refugee peer leader and deliver the intervention? 

3. Describe the sessions you have undertaken so far?  
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4. What have you enjoyed about delivering the intervention?  

5 Why do you think it is important to be a refugee leading other refugees (as opposed 

to a British person)? 

6 Can you tell me about what you think was important about setting the right mood in 

the group? 

7 What skills do you think you have that help you run a successful group and/or 

session? 

8 Can you tell me a little more about what you have you found difficult about delivering 

the intervention? 

9 What was the best experience delivering the intervention? 

10 Explain how running this group was different to what you have done before? 

11 How comfortable did you feel when you started? Did it get easier or more difficult? 

12 If someone were starting, and doing this for the first time, is there any advice you 

would give? 

13 Has this experience changed how you think about yourself in any way? 

14 What is your opinion of the intervention? 
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A2.9 Example of part of a transcription of an online interview for refugee sample with 
‘Samia’. 
 

(why do you think it is important to be a refugee leading other refugees?) 
 
Because you know, in my country we say, when you have a friend, someone can say it is ok, it will be 
       ’                                                                           y had that 
problem. This means that when you speak about someone about the thing that you have before, an 
experience you had before, it is there for you find a good word because you know maybe 90% of how 
he feels because it is the experience he has is the same experience you had. So it is easier for you.  
 
                                                                 …                                   
to speak with another refugee because we know our story, we know what happened. We have - it is 
like the same problem. We have the same difficulty.  
 
So, we know for example, you know when you are a refugee and you speak to a British person. You feel 
like, this is their country, their government maybe they share the same goal with the Home Office. 
Maybe their work for the Home Office. Maybe the information I want to give to them. Maybe I want to 
           …                                                                                          
brother so if I say something to this lady maybe she can talk with your brother, you never know. You 
feel less confident and sometimes the word sometimes is difficult to find when you speak with 
        …  
 
                                                                                               ’  
understand rea                                           ’                                               
                 ’                                                                 
 
(do they make assumptions about your intelligence?) 
        ’                     that British people think you are not clever? No.  
 
(but they can’t understand what you have been through?) 
Yes, they have never had that problem. We say sometimes in Europe, or USA – life is so easy, so nice. 
        ’                 –         ’                                       ’                    
                 ’                                 ’                                           
                ’                                                                                        
see.  
 
                   ‘   ’?  
                      ‘                     ’                              
       ’                 
 
                      ’                                                    L                              
 
               ‘someone put me somewhere 5 days and they didn’t me anything to eat’ I would trust 
them because in my country I used to have that experience or I see someone have that experience. So I 
will understand more about it because I know that thing is happening in Africa but you, you will trust 
them, but for example, at the same time you will (ask) ‘is that possible that thing? Is that possible?’    
your mind you will have little bit question ‘is that possible for someone to treat people like that?’ you 
know. And that question is important for AS. 
 
(Very true what you are saying. We have a just system. We don’t tend to put people in prison for unjust 
reasons. Difficult for Westerners to understand) 
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(tell me about what you think was important about setting the right mood in the group?) 
 
What is mood? 
 
(explains mood) 
I think it is important because when people are share their experiences in the place/platform where 
other people are happy/joyful, they feel more confident. They feel like you are my brother/sister. 
When you speak to your friend/sister. You feel more relaxed, confident, safe and comforted. When 
people are friendly, when people on the group have a good mood. 

(what skills do you have?) 
 
I think communication maybe. I think the fact that I accept the different between people. I respect their 
opinions. I think that help me to run the meeting. I think my the fact that I like to make people happy. I 
like to help sort their problems. When you are like that you listen to people and you can find to try 
solution for someone is not comfortable or happy. 
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Follow-up phone calls for mum’s sample. 

 

 

A3.1 Email examples of invitation to take part in follow-up phone calls for mum’s 

sample. 

 

From: Jenny Burns  

Re: Enjoy Your Baby 

August 15th 2018 at 14.14 

To: xxxx 

 

Hi xxxx, 

 

I hope you are doing well. 

 

Just to remind you, I am looking at the experiences of yourself and 7 others, of delivering the 

Enjoy Your ….. courses. 

 

If you remember you very kindly let me interview you last year. I have now analysed the 

results and the other 7 people that I interviewed and have some themes that I would like to 

chat to you about and see if I have interpreted what you said correctly? It would be a phone 

call rather than a face-to-face meeting.  

 

I have attached an information sheet that tells you formally more about it. 

 

Can you let me know if you would be OK with a phone call? and what sort of time date might 

be good for you? Currently I have August 23rd free at about 12pm if that would suit? 

 

Thank you and look forward to hearing from you. 

 

Best wishes 

Jenny Burns 

07984-654046 

 

Attached: Information sheet 
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From: Jenny Burns  

Re: Enjoy Your Baby 

August 22nd 2018 at 08.47 

To: xxxx 

 

 

Hi xxxx, 

 

Looking forward to talking to you tomorrow at 12pm. 

 

Please find attached: 

 

1) an interpretation of your experiences of delivering Enjoy Your Baby (plus the other 7 

interviewed) 

2) A consent form which you need to electronically sign and return (via email) 

 

Any questions, please let me know. 

 

Best wishes 

Jenny 

07984-654046 

 

Attached: Consent Form and Diagram of experiences of non-health workers delivering a 

perinatal course. 
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A3.2 Participant information sheet for follow-up phone calls for mum’s sample. 

 

Follow-up phone call information sheet 

 

PhD Title: Building capacity in primary care for perinatal mental health; exploring the 

experiences of the 3rd sector's delivery of an early intervention. 

 

Thank you for already being a part of this PhD study about how the experiences of 3rd 

sector workers delivering early interventions for parents and their new babies. I have 

analysed the interviews you participated in last year and now would like to verify my results 

with you. 

 

Before you decide whether you would like to take part in the follow-up phone call, please 

read this information sheet as you need to understand why the research is being done and 

what it would involve for you. Please take the time to read the following information carefully 

and ask me any questions via email or in person if anything you read is not clear or would 

like more information. Please take time to decide whether or not to take part.  

 

What is the purpose of this PhD? 

This study is to find out about your experiences of delivering an early perinatal mental health 

intervention; either Enjoy Your Bump, Enjoy Your Baby or Enjoy Your Toddler to the Mums, 

Dads and other family members you work with. This study is being conducted by Jenny 

Burns at the University of South Wales. Your answers will help contribute to this study.  

 

Why have I been invited? 

You have been invited because you were previously interviewed about your experiences 

delivering one of the above-mentioned courses. 

 

Do I have to take part? 

Taking part in this phone call is entirely voluntary. It is up to you to decide. If you decide you 

would like to be a part of the follow-up phone call, we will then ask you to sign a consent 

form to show that you agree to take part. You are free to withdraw at any time, without giving 
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a reason. Any information that has been collected from you will be included in the study 

unless you tell me otherwise. 

 

What will happen to me if I take part and what will I have to do? 

If you agree to take part, I will phone you for about 30-60 minutes. I will send you a diagram 

of the results and I will ask you whether you agree with what I have said and have anything 

else to add or disagree with. I will digitally record our telephone call. Nothing that I write 

down will be identifiable as your statement – I will make sure that everything is made 

anonymous. Anything we discuss will remain confidential as outlined in the Consent Form 

unless there is a safeguarding issue as explained on page 3. 

 

Expenses and payments 

There are no payments or expenses for taking part. 

 

What are the possible disadvantages of taking part? 

During the phone call you might recall a difficult conversation you had with one a Mum or 

Dad or a disclosure about their lives, which upset you at the time. We will make sure that 

your manager or someone within your organisation of your choice can be made available to 

talk this through with you afterwards if you wish.  

 

What are the possible benefits of taking part? 

Although you might find the phone call interesting, it is unlikely that you will benefit from 

taking part. However, the information gained from your interview with me may help inform 

policy makers, commissioners, the statutory sector and funders. 

 

What if there is a problem? 

If you have a concern about any aspect of this study, please get in contact with me on 

j.burns@mind.org.uk. If you remain unhappy and wish to complain formally, please contact 

Dr Anne Fothergill University of South Wales, Glyntaf Campus, Treforest, Pontypridd CF37 

1DL. Anne.fothergill@southwales.ac.uk. 01443-483017) or Jonathan Sinfield at the same 

address (Research Governance Officer) or email to 

mailto:jonathan.sinfield@southwales.ac.uk 

 

What if I have come across a safeguarding issue during delivering the course? 

As a duty of care, both you and the researcher need and are required to report any 

safeguarding issue to your manager so that she/he can take the appropriate action. I can 

mailto:j.burns@mind.org.uk
mailto:Anne.fothergill@southwales.ac.uk
mailto:jonathan.sinfield@southwales.ac.uk
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assist you with this. This is in line with government laws. Both the researcher and her 

supervisors are also required to report any illegal activity. 

 

Will my taking part in the study be kept confidential? 

All information collected about you during the course of the research will be kept strictly 

confidential, and any information which leaves the University of South Wales will omit your 

name, address, organisation you work for and any other possible way of identifying you. The 

data will be stored on a password protected document on one laptop dedicated to this study. 

No-one will have access to this data except my supervisors. This is in line with the new 

GDPR (2018). The information will only be used for published articles, conferences, 

presentations or reports in reference to this specific study. The information from our 

conversation will be retained for 5 years from the time study finishes and then will be 

destroyed. The Consent Form lists how your data will be protected.  

 

What will happen if I don’t carry on with the study? 

You are free to leave this study at any point. We will use the data collected during our 

conversation but will remove your name from all the study files. 

 

What will happen to the results of the research study? 

The results of this study will be written up in a PhD thesis and I hope that the results of this 

study will be in published articles, reports and presentations to commissioners, government 

officials, charity, statutory sector officers and training courses.   

Who is organising or sponsoring the research? 

The first two years of this research was part of the evaluation of the Two in Mind project 

(part of Mind Cymru), funded by the Welsh Government. The sponsor for the study is the 

University of South Wales and the study has received full approval from the University of 

South Wales Ethics Committee and the National Research Ethics Committee (NRES).  

 

Who has reviewed the study? 

This study has been reviewed and scientifically approved by the South Wales Ethics 

Committee, the NRES and the supervisors listed below. 

 

Further information and contact details: 

For further information or questions please contact me on j.burns@mind.org.uk or call me on 

07984-654046.  

 

mailto:j.burns@mind.org.uk
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The supervisors of this study are Dr Anne Fothergill (anne.fothergill@southwales.ac.uk) and 

Dr Neil Frude (neil.frude@ntlworld.com). 

 

Please note: Any unprofessional, illegal activity or activity that can lead to the 

harm of a person, including the interviewee, will be presented to the relevant 

authorities. 

 

THANK YOU 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:anne.fothergill@southwales.ac.uk
mailto:neil.frude@ntlworld.com
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A3.4 Participant consent form for follow-up phone calls for mum’s sample. 
 

 

PhD RESEARCH CONSENT FORM   

Follow-up phone call with participants 

Title of Project: Building capacity in primary care for perinatal mental health; exploring the 

experiences of the 3rd sector's delivery of an early intervention. 

 

Name of Researcher: Jenny Burns 

 

Name of supervisor: Dr Anne Fothergill 

Please initial all boxes  

 

1. I confirm that I have read and understand the information sheet for the 

follow-up phone call for the above study.  I have had the opportunity to 

consider the information, ask questions and have had these answered 

satisfactorily. 

 

2. I understand that my participation is voluntary and that I am free to withdraw 

at any time without giving any reason, without any consequence to myself.   

 

3. I agree to take part in this phone call. 

 

4. I agree that my anonymised data and/or quotes can be used in the final 

thesis of this study in line with the new GDPR law (effective May 2018.  
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5. I agree that my anonymised data and/or quotes can be used in future 

reports and articles in line with the new GDPR law (effective May 2018).  

 

6. I agree that my anonymised data and/or quotes can be used in 

presentations and conferences in line with the new GDPR law (effective May 

2018) 

 

7.  I consent to being audio recorded knowing that the data will be stored in line with the 

new GDPR law (effective May 2018) .   

 

            

Name of Participant   Date    Signature 

                                

            

Name of Researcher   Date    Signature  
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A3.5 Interview questions for follow-up calls for mum’s sample. 

 

Jenny Burns PhD - (email questions to be discussed with a pre-sent diagram of the phase 1 

categories) 

Possible questions for use with follow-up phone call with Participants:  

1. On the diagram you can see one category I have interpreted is your experiences of 

'DELIVERING' the courses. This includes; reflecting, training others, preparing, peer 

learning, the knock-on effect at home, approaches, sharing, adapting, processes, 

curriculum, listening, facilitating, challenges and victories, and boundaries. Would 

you agree (or not) that these are some of your experiences with delivering (and 

preparing for) the courses? Please explain further if need be. 

2. On the diagram you can see another category I have interpreted of your experience; 

how your 'FELT' about delivering the courses. Take a look at the category of 

'FEELINGS, which includes; confident, unconfident, successful, challenged, hopeful, 

maternal/nurturing, powerless, empathy, frustrated, rewarded. Would you agree (or 

not) that these are some of your feelings while delivering (and preparing for) the 

courses? Please explain further. 

3. On the diagram, the last category I have interpreted is your experiences of how you 

viewed yourself entitled 'THEMSELVES'. This includes; How you view yourself, 

previous training, life experiences, work experiences, motivations, beliefs and 

wisdom, and the merging of personal and professional. Would you agree (or not) 

that these are how you have viewed yourself while delivering (and preparing for) the 

courses? Please explain further. 

4. Is there anything else you would like to add? 
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Journal Extracts: 

 

13.11.17. Analysis (pre-conceptions) 

 

On re-reading Charmaz chapters on initial coding and focused coding there are some 

interesting points triggered for me: 

 

1. Reading a textbook without prior data collection or applying it to the data, is very difficult 

as there is no context in which to 'have a go' with the frameworks, suggestions and ways of 

doing things. 

 

2.  My own pre-conceptions and values must be examined as I go along, however, here are 

some general ones that are worth considering. 

 

 a) This study was born out of my own love for children and my frustrations with statutory 

services not being efficient in capacity building. Being a treatment service only rather than 

prevention. Almost like being blindfolded saying money has to supply the treatment rather 

than going back to the drawing board and changing outcomes, or re-examining inefficiency. 

This is based on my experiences of work in the NHS and the 3rd sector. 

 

b) Justice for the new child coming into this world. They have the right to be able to expect 

an attachment figure in their lives who can provide the foundation of their emotional and 

social learning. 

 

c) Belief that teaching those who are not trained as 'health professionals' can be trained to 

help families at the beginning of life and make a different, plug a gap and walk alongside. 

There may be some exceptions to this eg; it is not easy to teach social and emotional 

awareness to someone who does not have this as part of their make-up. You can teach a 

curriculum to someone, but they might not be able to engage a group, or perceive adjusting 

the agenda in order to accommodate a disclosure, or 'contain' emotions that are running 

high etc. 
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d) I have a 'filter' in my head on how I view people. I strive to be 'equal' in how I value others 

= ie all have equal value, but I do put them into categories of low, middle and upper class. I 

also categories other as graduates or not graduates (therefore educated or not educated), in 

work or out of work. As an OT we are trained to 'categorise' and systemise people during 

assessment. We look at their various 'areas' of life looking specifically for strengths, 

weaknesses, social, work, leisure, faith etc. There is an element of assessing all the time, 

but as a trained health professional there is that added layer of 'categorising' which is hard to 

undo. It allows 'data' gained from informal and formal assessments to be 'controlled' much 

like GT!  

 

e) I also have an aversion to injustice and people being treated without respect. I am not 

impartial when it comes to thinking about maltreatment. I cannot walk by. The maltreatment 

needs to be addressed. 

 

e) Interviewees wanting to impress me because of my profession therefore not necessarily 

giving me unbiased answers. Tried to counter this with open questions and telling them that 

there were no right or wrong answers. 

 

 

 

 

30.12.18: Deciding how and where to include the literature review 

 

I thought about how and have discussed at length with my supervisors how to include the 

literature review in this CGT based project. Charmaz is flexible. Traditional GT insists that no 

literature is looked at until the end, however CGT does not do this. Charmaz has always 

said, the method you use needs to service the aims and purpose of the study. She debates 

it in chapter 11 in a sub section called 'The Disputed Literature Review'.  

 

She says that 'the intended purpose of delaying the literature review is to avoid importing 

pre-conceived ideas and imposing them on your work. Delaying the review encourages you 

to articulate YOUR ideas. That's fine in principle. In practise it can result in re-hashing old 

empirical problems and dismissing the literature.' (p. 306) 
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She then goes on to say 'The dispute over WHEN to conduct the literature review misses a 

crucial point: any researcher should tailor the final version of the literature review to fit the 

SPECIFIC purpose and argument of his or her research report.' (p. 307) 

 

So, I am going to do two different literature reviews; one in the Introduction focused on the 

policy context of this study and other similar studies and their findings; a systematic review 

of relevant studies with the inclusion and exclusion criteria.  

 

The second literature review will be in the Discussion chapter, where I will search for 

literature associated with the categories and sub-categories found in the Results chapter.  

 

If this doesn't work or fit together well, I will put the two literature reviews together in the 

Discussion.  

 

 

8.3.19: Literature Review: Search Terms 

 

The search terms took a while to pin down. Lots of dummy searches with different types of 

combinations were tried to see what kind of results would appear. Also tried different 

databases as some leaned towards psychology and others leaned towards social sciences.  

 

The order of the search terms also brought up different results. For example; putting 

'experience' as the first search term brought up more relevant results that putting 'volunteer' 

as the first search term. It is as if the first search term carried more 'weight'.  

 

The search terms also needed to include 4 elements: the 'experience', the 'person' (my 

participants - but what do you call them?! - I settled on 'volunteer' and 'peer' as it seemed to 

enter into the correct genre of literature) the 'intervention' as all of my participants were 

delivering Enjoy Your Baby and the emotions or experiences they had eg; 'empathy' which 

were all discovered in my analysis. 

 

I tried various databases in my dummy runs. Some were more fruitful than others. Some 

produced lots of irrelevant papers eg; volunteering for clinical trials, impact of volunteers on 

clients etc. In the end, the databases I chose seemed to give a good, broad scope of papers. 

After I had searched different ways of entering the terms (described above) I noticed that 

there were quite a few repeat papers appearing which suggested I had reached the limit of 
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what I was going to find. These searches produced 13 highly relevant articles that I then 

wanted to look at in more detail to see if they were worth including in the study. 

 

Then came the 'snowballing'. Having been involved in this agenda since 2013, I have come 

across lots of different types of literature and have put them to one side for such a time as 

this. Of course, there are reference lists of this literature and then reference lists of 

references. There are also the suggested similar articles that come up during the data 

search when you actually look at a paper. All in all, this produced another 7 relevant articles 

that again needed to be looked at in more detail to see if they were worth including in the 

study. 

 

I printed off the 20 articles, as I wanted to highlight them, draw all over them and pull out 

themes related to my study. 

 

Through supervision with Neil yesterday (8.3.19) I determined that the aim of the Lit Review 

was to 'inform the reader of what other people have discovered in relation to my findings'.  

 

1. I am going to read through the articles and look for similar themes and discard any ones 

finally that had very little relation to my study. 

 

2. I am also going to critique the articles in reference to a 'yard stick' to make sure that the 

papers are well researched and that I can rely on their results. 

 

3. I am going to summarise the articles in a table with aims, country, methodology etc 

 

4. I am going to pull out the 'themes' in the articles. What have they found that I can critique 

and relate to my study eg; Smith (2000) found that his participants experienced empathy. I 

also found this, however, Jones (2000) also found that his participants lowered their blood 

pressure. I did not find this and did not look for it, however if builds a bigger picture of the 

experiences of the participants. 

 

Neil suggested that I highlight in one colour, aspects in the articles that related to the 

introduction chapter (as in the 'setting the scene') and another colour related to the 

discussion chapter (as in related to my results/findings). I wanted to highlight another area 

too, and this included the application aspect of this study 'workforce development' or 

'capacity building'. What had others found that could contribute to building capacity in the 3rd 

sector with unqualified workers? 
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A4.2 Executive Summary for Two in Mind 
 
 

 

Executive Summary for Two in Mind final report  

July 2017  

Two in Mind has been clear with its aim of ‘optimising the emotional and social environment 
of the infant’ which has allowed the project to focus on systemic support for the whole 

perinatal wellbeing environment.   

Two in Mind has had a ‘catalysing’ approach, causing and stimulating activities to happen 

within the perinatal agenda.  

Two in Mind has concentrated on four main objectives which has afforded it to stay focused:  

Main Targets required versus project delivery for Two in Mind Project:   

Phase 2 (2015-2017)  

Total Targets required Project Delivery Further Comments 

5000 new visitors to website 

www.twoinmind.org 

10,000+ visitors. 70% new 

visitors.  

 

Objective  Activity  

Information  Web based evidenced based information, links, factsheets and online 

courses.  

Early Intervention Courses  Courses that can be run by health and non-health practitioner’s alike 

addressing parental mood and their relationship with their 

baby/infant.  

Training  Accredited training improving awareness, confidence and knowledge 

in family practitioners from all sectors.  

Influence  Raising the profile of perinatal mental health with policy makers and 

therefore prevention of long term difficulties and intergenerational 

problems. Also, communicating a systemic perspective of perinatal 

mental health.  
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X2 Factsheets (bilingual) X2 Factsheets (bilingual) 

produced. A total of 6 

Factsheets including Phase 1 

hosted on website.  

 

75 practitioners trained to delivery 

Enjoy Your Bump Baby or Infant 

from 10 different organisations  

125 Practitioners trained from  

16 different areas and 

organisations.   

 

320 to access Enjoy Your Bump,  

Baby or Infant   

415 individuals accessed the 

courses either face to face or 

online.   

193 face to face, 222 

online  

50% improvement in mood and 

anxiety symptoms  

On average, 100% of the 

scores improved of those who 

attended the courses and 

returned their evaluations   

GAD-7 and PHQ-9 

(anxiety and mood scales)   

MORS/CPRS  

(infant/mother 

relationship)  

Design and roll out x2 accredited 

courses at Level 2 and Level 3 in 

maternal and infant mental health  

through a train the trainer  

programme   

X2 accredited courses 

designed along with a train the 

trainer programme as result of 

a 4 way partnership.  

A further 2 courses were 

developed for Mind in 

perinatal mental health 

awareness  

16 trainers trained to deliver the  

Level 2 and Level 3 courses  

39 trainers trained. 27 actively 

delivering to date.  

8 trainers trained to 

deliver the Mind perinatal 

mental health awareness 

courses.  

700 to attend the Level 2 and Level 3 

courses  

569 attended the Level 2 and 

Level 3 courses to date. These 

courses are continuing to run 

all over Wales.  

400 attended the Mind 

perinatal mental health 

awareness courses.  

6 interviews with Enjoy Your Baby 

course practitioners to understand 

their experiences for capacity 

building within the workforce  

8 interviews conducted. 

Thematic analysis with 

learning concluded. Learning 

presented at 3 

conferences/events.  

 

X2 health care students on placement 

with Two in Mind  

X4 health care students with 

1760 hours’ worth of 

placement and support.  

 

Distribution of information Two in Mind information was 

included in the Bump, Baby 

and Beyond book (2nd Edition) 

which goes to all 33,500 

homes with new babies in 

Wales.  
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Objective Descriptions with recommendations  

 1. INFORMATION 

• 10,000+ visitors to the website with 70% new visitors.   

• 6 bilingual factsheets covering different aspects of perinatal mental health  

• 1st on-line platform for self-help using early interventions addressing parental mood and the 

infant relationship.  

• Resources featured in Bump, Baby and Beyond reaching 33,500 families with new babies 

 15,000 post cards printed and distributed  

1.1 The main recommendation:   

• More use of the 3rd sector to produce clear, well branded, valid, quality and evidenced 

based information and training materials that are easily accessible for families and 

practitioners through a recognised charity like Mind or similar targeting Tier 0 priorities.  

• Consideration and investment in online, self-help courses which may be useful as a Tier 1 

intervention. This would require further evaluation which was outside the scope of this 

project.  

 



Jenny Burns. June 2021. Page 436 

 

 2.EARLY INTERVENTION COURSES   

Two in Mind has produced and rolled out a suite of three early courses that can be used as 

interventions, Enjoy Your Bump, Enjoy Your Baby and Enjoy Your Infant for perinatal mental 

health in all sectors and with different levels of practitioners thereby helping build capacity within 

the work force for early help for families during this critical time.   

• On average there was an improvement in mood or relationship with their infant with all 

attendees   

• 114 evaluations were collected from parents who attended the face to face courses  222 

registered for the online courses.  

• Two in Mind trained 125 practitioners to deliver the courses across different sectors  

• 8 in-depth interviews were carried out to explore the experiences of those who had 

delivered the courses and what we can learn for building capacity.  

2.1 The main recommendations:   

• To continue to invest in and evaluate quality early courses that can be used on the front line 

with skilled practitioners and those with lived experience.   

• To consider re-focusing the meaning of ‘intervention’ as a holistic approach so as to not see 

running a course as an end in itself. This has implications for service development and 

training of staff.  

• Commissioning of projects to run ‘interventions’ could consider the evaluation of all 

aspects including practitioner skills, venue, peer support, after care and follow-up, rapport 

building, therapeutic use of self, partnership working, signposting, systemic support etc.    

• Consideration in the careful design of all outcomes for projects and services as these shape 

the delivery. Consideration for funded projects and services to capture other outcomes 

which develop within the life of the project/service.   

• Consideration for projects and services to actively pursue partnership working (formal or 

informal) where resources can be shared. Consider investment and resource to help put 

networks and partners together. Also consider designing an outcome around partnership 

working.  

 



Jenny Burns. June 2021. Page 437 

 

 3. TRAINING 

Two in Mind has produced in partnership with Cardiff and the Vale Health Board and Adult 

Learning Wales two accredited courses that have filled a ‘gap in the market’ for short, evidenced 

based, accredited training in the importance of attachment and what we can do about it. The Level 

3 course is a Qualification. The learning outcomes of the courses are listed on the Agored website 

http://www.agored.cymru/Units-and-Qualifications/Unit/CDK492 and 

http://www.agored.cymru/Units-and-Qualifications/Qualification/127591. Two in Mind has also 

assisted with the design of a Mind Perinatal Mental Health Awareness Course.   

• 955+ have attended all courses (569 accredited courses, 400 Mind course)  

• Statistical significant improvement in all training evaluations for knowledge and 

confidence  

• 3 months after the courses, knowledge and confidence continues to be integrated into 

practise  

• 5 in-depth case studies with learners qualitatively demonstrated applying knowledge with 

examples of practise with families.  

3.1 The main recommendations:  

• Consideration of short, accessible, accredited training allows for trainer accountability, 

evidence of learning, consistent delivery and more in-depth evaluation.  

• Consideration of partnership working and co-production which can achieve more than one 

organisation on its own.  

• Increase in investment for short, quality training can increase the knowledge and 

confidence in a practitioners thinking regarding the importance of early relationships.  

• Recognition that appropriate training can mean appropriate care for individual families 

rather than blanket approaches. Eg; behavioural policies in school as a blanket approach are 

suggested as not as effective for those with trauma and attachment difficulties stemming 

from the early years.  

• Consideration for early relationship health being embedded into all sectors; health, social 

care, undergrad courses AND in the school system.  

• Consideration of this training or similar to be integrated into the ACE’s agenda.  
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 4. INFLUENCE  

Influence and raising the profile of the importance of tackling perinatal mental health has helped 

make this a more important agenda item for the Welsh Government and other stakeholders. Being a 

part of key stakeholder groups has helped bolster the voice for early intervention and give a more 

holistic definition of perinatal mental health.   

• 1720 hours of health care students within the Two in Mind project demonstrating capacity 

building, creative partnership working and informed future workers.  

• Membership of key groups like the All Wales National Steering Group for Perinatal Mental 

Health, the Maternal Mental Health Alliance.  

• Helping define perinatal mental health in papers, grant applications, position statements, 

government enquiries etc as a systemic issue potentially impacting the whole family for 

generations to come.  

4.1 The main recommendation:  

• Commitment to define Perinatal Mental Health so that there is a consistency across all 

sectors. This will in turn shape the delivery. A suggested definition could be ‘Perinatal 
Mental Health is the optimal emotional and social wellbeing of the main carer, infant and 
the relationship of these two from conception to the third birthday’.  

• Investment in early intervention in the first 3 years of life will reduce cost in the life course 

for ALL sectors.   

• Investment in early intervention in the first 3 years of life will reduce untold suffering of 

families and give a better start emotionally and socially impacting our children of today and 

adults of the future. It can break the cycle of intergenerational problems.  

• Consider actively linking the perinatal mental health agenda into the new ACE’s agenda 

and work.  
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Key messages and learning from Two in Mind for perinatal mental health:  

Current Problems in Wales:  

1. Poor perinatal mental health is a systemic problem and has an impact on all of the family; 
Mum, Dad and infant’s wellbeing and their lifespan. The echoes of this are often seen in 

future generations as the infants become parents themselves one day.  

2. Differing perspectives on defining perinatal mental health across the sectors.  

3. Lack of awareness, knowledge and confidence of key perinatal mental health learning for 

family practitioners.  

4. There are cost implications of ignoring early intervention (Bauer et al , 2014)  

5. There are a lack of resources and joined up working.  

6. There is no inpatient care in Wales for mothers and babies to stay together (MBU) putting 

dyad bonding at risk and poor investment covering the whole spectrum of perinatal mental 

health.  

Some transferable solutions demonstrated in this project:  

1. Quality digital Information and on-line early support that is easily accessible is used by 

individuals looking for support.  

2. Early interventions/courses that can be delivered by a range of skilled practitioners 

(statutory and non-statutory), not necessarily health trained to build workforce capacity 

reducing pressure on statutory services.  

3. Accessible training to help build work force awareness and appropriate treatment and 

resources for families in all sectors including education. For example, appropriate 

interventions at school would allow for children to engage better with the curriculum.  

4. Communicating a consistent message of a holistic definition of perinatal mental health to 

include parental and infant mental health.  

5. Resources invested in helping networks and partnerships flourish to have better joined up 

working.  

6. Appropriate outcome measures which help shape an effective project or service.  

7. Catalysing type projects can be effective in bringing about change and increase 

sustainability.  

8. Having clinicians working in a project management role brings credibility and knowledge 

to the 3rd sector.  
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What Next?  

1. Research into online courses and interventions (with or without practitioner support) to 

investigate the difference these can make to mild-moderate mental health issues.   

2. Piloting and evaluation of face to face courses creatively tackling mild-moderate mental 

health issues and parent-infant relationship difficulties during the perinatal time.   

3. Practical, short, accredited, skills and confidence based learning for the Education sector to 

help teaching staff understand the impact early relationships have on the child’s learning 

and how to help make the environment conducive to help children learn. This could be 

adapted from the existing Agored learning outcomes (see 3).  

4. Undergraduate modules for all future health care staff, applying the theory of bonding and 

attachment into practical assessment and treatment skills for use in practise.  

5. Investment of resources to put area perinatal mental health networks together to increase 

joined up working, sharing of resources and communication.    

6. Further analysis needs to be carried out to look at the economic benefits for perinatal 

mental health early intervention specifically in Wales.  

7. Defining perinatal mental health at a national level to assist with service delivery outcomes 

in all sectors. (see suggested definition in 4.1 above)   

8. Investment in projects that catalyse action increasing sustainability beyond project funding.  
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A4.3 Two in Mind project infographic 
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A4.4 Welsh Government Two in Mind project evaluation.  
 

 

 
HEALTH CHALLENGE WALES  

VOLUNTARY SECTOR GRANT SCHEME 
 

Final Project Self-Evaluation Report 2015 to 2017  
 

The purpose of this template is to assist project partners in reporting their overall achievements 

to the Welsh Government.  Completion and submission of this report in draft form by 17 July 

2017 and final submission by 18 August 2017 is required in order to meet the monitoring 

requirements of the Grant Scheme.   

 

The text boxes expand if required and contain guidance notes for completion.  We have 

completed Section 1 for you, but you can revise and add to it as you feel necessary.  You may 

attach appendices to provide any relevant supporting information, such as copies of 

questionnaires, examples of forms referred to within the report, or a summary of the project’s 

statistics and details of methodology.     

 

1. THE ORGANISATION, PROJECT TITLE AND DESCRIPTION 

 

1.1 Name of Organisation 
(If a partnership project then please enter the lead organisation’s details here) 

 

Mind Cymru 

 

Contact name:   
Jenny Burns 

Position:   
Perinatal Mental Health Project Manager 

 

Project Title 

 

Two in Mind: Perinatal Mental Health and Resilience – Early Support 

 

Project Description 

 

Two in Mind project aimed to raise awareness of perinatal mental health problems and 

increase recognition of the early signs in order to encourage people to seek support. 
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2. SELF - EVALUATION OVERVIEW 
 

Please provide an overview of your approach to self-evaluating your project. 

 

Self – Evaluation Approach  
 
Aim and objective of the evaluation:  

 

To demonstrate how Two in Mind has helped optimise the social and emotional environment of the infant.  

 

Methods: 

 

For the purposes of communication and clarity, the project will be reported here into four main areas; 

 

1) Information (page 4) 

2) Early Interventions (page 7) 

3) Training (page 12) 

4) Influence (page 22) 

 

The evaluation has included quantitative and qualitative methods as described below. 
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3. MAIN FINDINGS 

 

Please outline the main findings of your self-evaluation, to include a description of activity, a report 

on your project’s performance and outcomes.     

 

 

3.1 Description of activity (How much did we do?) 

 

The overall objective of the project was to raise awareness of perinatal mental health problems and 

increase recognition of the early signs in order to encourage people to seek support. 

 

The main aim was ‘To optimise the social and emotional environment of the infant’  

 

The two objectives were to: 

 

1. To develop early intervention resources for use in primary care  

 

2. To build capacity in primary care by improving the abilities of professional 

  

The following will provide a record of what was delivered, to whom and when split into the 4 key 

areas of information, Early Intervention, Training and Influence. It will also include any changes to 

the project and why this happened. It will also give some quantitative data regarding the objectives of 

numbers reached or attended. 
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3.2 Information: 

 

Website (1.1): www.twoinmind.org.  
 
Since the start of the project and during Phase 1 when asked to design and put together 
3000 leaflets, the project suggested that we had a website instead. This has been an 
enormous success and this is demonstrated by well over 10,000 visitors from all over the 
world since its inception (May 2014). The website has hosted 20 digital stories created in 
Phase 1 (2013-2015), the online Enjoy Your … courses (in partnership with Five Areas Ltd), 
up to date guidance, podcasts, legislation and education for professionals and many links for 
the general public. The website also has a completely separate site which is in Welsh.  
 

Country No’s of 
users 

% of total 
website users 

% of use within country 

UK 7884 77% 52% England 
45% Wales 
2% Scotland 
0.5% Northern Ireland 

Russia 668 7% 9% Moscow 
8% St Petersburg 

Brazil 380 4% 33% Sao Paulo 
8% Rio de J. 

USA, Australia, 
Canada, Italy, 
India, China, 
Spain 

607 6% 2% USA 
0.8% Australia 
0.7% Canada 
0.6% Italy 
0.6% India 
0.5% China 
0.5% Spain 

Other Countries 660 6%  

Total Users 10199   

 
New users 7120 (70% of users) 

Page Reviews 31,189 

Pages looked at per session 3.06 

Average visit time 2.43 minutes 

Bounce Rate 49.64% 

New sessions 70% 

 

Factsheets (1.1):  
 
The websites host 6 bilingual (Welsh and Enlgish) downloadable professionally designed 
factsheets addressing wellbeing for new parents using the 5 ways to wellbeing, perinatal 
mental health for new parents, perinatal mental health for professionals and perinatal mental 
health for carers. The other two titles are postpartum psychosis and post-traumatic stress 
disorder (PTSD). 
 
Mind’s national information on perinatal mental health (1.5): T 
 
wo in Mind was part of the consultation and advice group to re-issue the comprehensive 
Mind information entitled ‘Post-natal depression and other perinatal mental health issues’  
http://www.mind.org.uk/information-support/types-of-mental-health-problems/postnatal-
depression-and-perinatal-mental-health/#.WQC51U11rIV 

http://www.twoinmind.org/
http://www.mind.org.uk/information-support/types-of-mental-health-problems/postnatal-depression-and-perinatal-mental-health/#.WQC51U11rIV
http://www.mind.org.uk/information-support/types-of-mental-health-problems/postnatal-depression-and-perinatal-mental-health/#.WQC51U11rIV
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wo in Mind was part of the consultation and advice group to re-issue the comprehensive 
Mind information entitled ‘Post-natal depression and other perinatal mental health issues’  
http://www.mind.org.uk/information-support/types-of-mental-health-problems/postnatal-
depression-and-perinatal-mental-health/#.WQC51U11rIV 
 
 
 
National dissemination of information (1.5):  
 
The work-plan asked for the project to consider contributing to the Bounty Packs that each 
mother in the UK receives on giving birth, however this had a cost in excess of £3,000. The 
project then looked at other avenues. An opportunity arose to have the Two in Mind 
information in the latest edition of the Public Health ‘Bump, Baby and Beyond’ book which 
every mother receives in Wales on giving birth. Current 2015 ONS statistics 
(https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/livebirth
s/bulletins/birthsummarytablesenglandandwales/2015 show that there were 33,279 births in 
Wales which means there is the opportunity for these families to see the website and the 
information available to help support them with their emotional wellbeing (version 2, page 
171. 2015) 
http://www.wales.nhs.uk/sitesplus/documents/861/Bump%20Baby%20%26%20Beyond%20
Version%202%20April%202015.pdf )  
 

 
“I have been really impressed with the practical no nonsense, ‘can do’ approach taken by 
the Two in Mind project. They have achieved such a lot in a short time. They have rapidly 
identified gaps in services and been innovative in finding smart ways of working to fill as 
many of them as possible. I am delighted to have been able to promote the Enjoy Your 
baby on line resource in the 2nd edition of Bump, baby and Beyond” Sally Tedstone, Public 
Health Wales. 
 

 

Further, Two in Mind has been listed on the GPOne site designed to help those in General 
Practise in Wales access useful and relevant information. 
http://www.gpone.wales.nhs.uk/clinical  
 
The project has also been listed on the Royal College of General Practitioners (RCGP) 
brand new online Perinatal Mental Health Toolkit as ‘Resources for Women’ for the online 
Enjoy Your Baby course and useful information on the website. This came about through a 
Dr Judy Shakespeare who was met through the Maternal Mental Health Alliance campaign. 
http://www.rcgp.org.uk/clinical-and-research/toolkits.aspx  
 
The project was also listed on the Dewis Cymru website, a place of information about 
wellbeing in Wales. 
https://www.dewis.wales/ResourceDirectory/ViewResource.aspx?id=2971  
 
The project information is also listed on the Vale of Glamorgan Family Support Directory 
http://www.valeofglamorgan.gov.uk/en/living/social_care/children_and_young_people/childc
are__-_fis/parents_zone/Expecting-a-Baby-and-Preschool/You-and-Your-New-Baby.aspx     
 

Two in Mind information produced and distribution (1.5):  
 

http://www.mind.org.uk/information-support/types-of-mental-health-problems/postnatal-depression-and-perinatal-mental-health/#.WQC51U11rIV
http://www.mind.org.uk/information-support/types-of-mental-health-problems/postnatal-depression-and-perinatal-mental-health/#.WQC51U11rIV
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/livebirths/bulletins/birthsummarytablesenglandandwales/2015
https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/livebirths/bulletins/birthsummarytablesenglandandwales/2015
http://www.wales.nhs.uk/sitesplus/documents/861/Bump%20Baby%20%26%20Beyond%20Version%202%20April%202015.pdf
http://www.wales.nhs.uk/sitesplus/documents/861/Bump%20Baby%20%26%20Beyond%20Version%202%20April%202015.pdf
http://www.gpone.wales.nhs.uk/clinical
http://www.rcgp.org.uk/clinical-and-research/toolkits.aspx
https://www.dewis.wales/ResourceDirectory/ViewResource.aspx?id=2971
http://www.valeofglamorgan.gov.uk/en/living/social_care/children_and_young_people/childcare__-_fis/parents_zone/Expecting-a-Baby-and-Preschool/You-and-Your-New-Baby.aspx
http://www.valeofglamorgan.gov.uk/en/living/social_care/children_and_young_people/childcare__-_fis/parents_zone/Expecting-a-Baby-and-Preschool/You-and-Your-New-Baby.aspx
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Two in Mind produced a professional designed postcard with some key messages from a 
Perinatal Mental Health survey (2013) 
http://cdn.netmums.com/assets/files/2013/Boots_Perinatal_Mental_Health_9.10.13_WEB_2.
pdf. There were 15,000 post cards printed over the life of the project which have been 
distributed at conferences, workshops and training courses. 500 were printed in Welsh. 
These postcards were distributed all over Wales to different groups and different events as 

listed below. The project did not focus on any other 
printed material as learning from the GP Phase 1 
survey showed that even when postcards and 
posters had been sent to the surgeries, only 1 had 
displayed them.  
 
List of conferences presented at or workshops 
delivered. This included information being shared 
about Two in Mind (1.5) 
 
Two in Mind Presented at many conferences and 
led workshops including the Institute of Health 
Visiting Welsh conference 26.9.16, a Theory of 

Change workshop for the new perinatal MH team in Aneurin Bevan on 11.3.16, Cardiff 
University undergraduate midwifery workshop in UHW on 22.3.16 re: perinatal mental 
health, South Wales British Association of Occupational Therapists on 27.9.16 re: 
understanding the importance of perinatal mental health for the workplace, Early Years 
Network meeting in Abergavenny 19.10.16 about perinatal mental health, the Early Years 
Vale of Glamorgan conference run by Flying Start. 23.3.17, presented about findings from 
the Two in Mind research interviews of non-health staff at the Royal College of Midwives and 
Perinatal Mental Health conference on 27.4.17 at Cardiff Civic Hall, attendance at the Welsh 
Occupational Therapy conference in Cardiff on 13.10.15, Healthy Minds project launch in 
Monmouthshire attendance on 23.10.15, attendance at the BME Engagement day in Cardiff 
on 24.10.15, communities Health Network themed event on Mental Health and Wellbeing – 
Merthyr on 10.11.15, manning a stand at the National Perinatal Mental Health Conference 
4.11.16 and at the International Women’s Day in Cardiff. 15.3.17, led a workshop for 22 
Midwives in Cwm Taf at Royal Glamorgan Hospital talking about mental health, risk and 
stigma and reviewed the Enjoy Your Bump course with them 23.4.17. 
 

 
'Just wanted to say a huge thank you for today.  I’ve read through the feedback and it is all 
very positive, and people seemed to really enjoy the session and gain a lot of valuable 
insight into Perinatal Mental Health' Charlotte Cook, Home-start Monmouthshire 
(19.10.16) 

 
 

 
 

http://cdn.netmums.com/assets/files/2013/Boots_Perinatal_Mental_Health_9.10.13_WEB_2.pdf
http://cdn.netmums.com/assets/files/2013/Boots_Perinatal_Mental_Health_9.10.13_WEB_2.pdf
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3.3 Early Intervention (Enjoy Your Bump, Baby and Infant) 

 

Quantitative results showing how many parents engaged with the curricula (1.2, 1.3, 1.4) 
 

Two in Mind received 193 evaluations back from those who attended courses face to face 
either 1:1 or in a group. 

 
There were 222 registrations for the online courses. Those 217 people logged on 525 times. 
Of those, the courses were accessed 1007 times.  

 

 
‘I think (Enjoy Your Baby) is good. I think it is positive. I think it is useful. I think it kind 
of takes CBT out of the realm of a ‘therapy only for mental health professionals’ to 
actually anybody can do it.’  
 
3rd sector Project Lead, Monmouthshire. 
 

 
The following chart shows the reported participant engagement with the 3 interventions: 
 

Intervention Face to face Online  Total 

 
Enjoy Your Bump 
 
(5 sessions based on psychotherapeutic and 
CBT principles developing parental 
reflection, empathy and bonding with the 
unborn baby) 
 

 
41 face to face   
 

 
109 logins  
(live since Oct 2016) 
 
 
 

 
 
 
 
 

 
 
 
 
 
 
415 individuals  
Accessed the 
courses either 
face to face or 
online. 

 
Enjoy Your Baby 
 
(5 sessions based on CBT addressing 
behaviours and unhelpful thinking for the 
parent) 
 

 
137 face to face 

 
855 accessed course 
(since May 2105) 
 
32 accessed course (in 
Welsh) (live since Jan 
2016) 
 
 

 
Enjoy Your Infant 
 
(4 sessions based on building the parent 
and infant relationship and attachment) 
 

 
15 face to face 

 
11 logins 
(live since June 2017) 

 
Totals 

 
193 participated 
face to face with 
the courses 
 

 
222 (logged in to engage 
with the courses) 

 
 
 

 
‘I think they (Enjoy Your Bump and Baby courses) are really good and they do seem to 
make a difference to people especially the client group we work with……I am 
particularly keen on Enjoy Your Bump …. I just think it is so valuable as it helps people 
to prepare before (the baby arrives).’  
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3rd sector worker, North Wales. 
 

 
 
 
 
 
Numbers and areas of those trained to deliver each of the 3 curricula (1.2, 1.3, 1.4) 
 

Intervention Numbers 
trained 

Areas Professions 

 
Enjoy Your 
Bump 
 

 
21 

 

Cardiff midwifery, Cwm 
Taf, Pembrokeshire, 
Wrexham, Flintshire, 
Barry and Vale of 
Glamorgan, The Junction 
(Cardiff), Caerphilly, 
Neath, Pontypridd, 
Monmouthshire, Newport, 
Merthyr, West Sussex, 
Doncaster, Carmarthen. 

 
Health visitors, midwives, 
nurses, support staff, action for 
children, flying start, perinatal 
mental health Cymru, Merthyr 
Mind, Coastal West Sussex 
Mind, Doncaster Mind, 
Perinatal Mental Health teams, 
Families First and 3rd sector 
partnerships eg; Go Green for 
Health and Neath Mind. 

 
Enjoy Your 
Baby 
 

 
92 

 
Enjoy Your 
Infant 
 

 
12 

 
Total Trained to 
deliver the 
interventions 
 

 
125 
 

 
Personal testimony of a few parents (1.2, 1.3, 1.4) 
 

 

‘I really enjoyed the course, thank you! I think the informal and open setting facilitated 
opened conversations and discussion. I found it great to get out and do something 
interactive and be able to think things through and challenge ingrained ideas..…. I also 
found it really useful when we looked at things from the toddler’s perspective, I'd like to 
be able to use this with my son and in other relationships too. It was very insightful to 
look at this and consider how to respond in a helpful way.’  
 
(N from Enjoy Your Infant Course) 
 

 

 
‘Thanks for everything the past 5 weeks and sharing your experience with me and the 
rest of group, I only joined on a whim last minute as my new midwife recommended it 
for me, I was very anxious to come first of all as I'm not good with meeting new people 
and speaking out loud in groups, straight away as soon as I met everybody ….  I felt 
relaxed and felt I could share feelings when participating in tasks with the other ladies, 

before I knew it I was looking forward to every session on a Thursday 😁  

 
A lot of things we talked about in the group helped me and will continue to help me in 
the future. I learnt a lot about my thoughts, feelings, how to deal with things better, not 
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to worry about what people think etc... So thank you again for the past few weeks I 
really enjoyed every session and am going to miss meeting with everyone on a 

Thursday 😞’  

 
(A from Enjoy Your Bump course) 
 

 

 
‘I really enjoyed the course so thanks for having me……I went on the course as I was 
finding it difficult to accept that the pregnancy was actually going well and found that I 
was constantly anxious and worried about the baby (because of a previous loss). I 
think the course has helped me find ways of dealing with the anxiety and has allowed 
me to feel more positive.  I enjoyed the goal setting and found that writing it down has 
made me follow through with my goals that I set.  I also found the thoughts, feelings 
and behaviour exercises very helpful….Thank you again for letting me be a part of the 
course :-)  
 
(L from Enjoy Your Bump course) 

 

 
Danielle Parry was part of the Aspire 
project in North Wales for young mothers, 
ages 14-25. It is a 5 year joint project 
between Mind, Barnardo’s and Social 
Services. They include Enjoy Your Bump 
and Baby as part of their interventions. You 
can read her published testimony here: 
http://stepsintothefuture.co.uk/wp-
content/uploads/2016/12/Danielle-Parry-
English-Case-Study.pdf  
 

 

 

 

 

 

 

 

Self- report on partnership working and joined up delivery (2.4) 
 
Two in Mind has worked with Five Areas Ltd to roll out the 3 courses. Two in Mind has 
produced with Five Areas Ltd two of the courses from scratch (Enjoy Your Bump and Infant). 
These ‘complete’ the journey of a parent taking them from conception through to age 5.  
 
Two in Mind has trained family practitioners who are working for organisations rather than as 
individuals. This has been deliberate so that there is safeguarding, supervision and a project 
or place where the interventions can continue on beyond the life of Two in Mind. For 
example; Families First project are running Enjoy Your Baby in Barry but have Flying Start in 
the background to support them with any of the more complex cases they come across. 
 
 

http://stepsintothefuture.co.uk/wp-content/uploads/2016/12/Danielle-Parry-English-Case-Study.pdf
http://stepsintothefuture.co.uk/wp-content/uploads/2016/12/Danielle-Parry-English-Case-Study.pdf
http://stepsintothefuture.co.uk/wp-content/uploads/2016/12/Danielle-Parry-English-Case-Study.pdf
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 ‘Five Areas Limited has worked with Two in Mind throughout the project. It’s been 
inspiring how Jenny has introduced and brought her own local innovations to broaden 
and embed access within Wales. So, while we anticipated that Enjoy your Baby could 
be delivered in three ways (book, class and online), Jenny quickly saw the need for 
delivery via Mind workers at home supported by postcards. This immediately means 
people don’t need to have smartphones or home computers and  has significantly 
broadened the number of people engaging far more so than if just available online or 
through the class versions. Jenny Burns as Two in Mind Project Lead has been an 
excellent communicator and networker- and has led us into developing courses in the 
perinatal area far earlier than we would otherwise have done - with Enjoy your Bump 
(Pregnancy resilience) and Enjoy your Infant courses being created. 
 
The project has also led to Welsh language versions of two of the online courses being 

created. Two in Mind has stimulated interest in this approach across the UK, with teams 

in England and Scotland using various courses, and there is also interest now in the 

creation of a Finnish version that we hope to evaluate. In NHS Lothian there has been a 

major commitment to further evaluate the course with a research midwife interviewing 

online course users and applications they have led for research funding.  

Finally, we have enjoyed working with Jenny and the wider Mind Team. Two in Mind has 

hopefully helped us all learn more about how to engage and support mothers and young 

people in ways that avoids jargon.  

Thank you for the opportunity. 

Professor Chris Williams, Emeritus Professor of Psychiatry University of Glasgow, 

Director Five Areas Limited www.fiveareas.com      admin@fiveareas.com 

 

Quantitative results of pre and post questionnaire scores of all 3 curricula using the PHQ-9 
and GAD-7 (1.2, 1.3, 1.4)  
 

 
A 3rd sector practitioner in North Wales who delivers Enjoy Your Bump and Baby said;  
 
‘One of my clients’ partners took his own life when she was five weeks pregnant. She had 
also been receiving counselling. I asked her for feedback on the programme and she said 
she found it very reassuring. She said it was not the same as the support which she gets 
from the midwife or health visitor. I also arranged for her to meet with another mum on the 
project who is breastfeeding as she wanted to breastfeed. They talked for two hours and 
she said she found it helpful.’ SW – North Wales 
 

 
Enjoy Your Bump: 
 
The scales used were to measure improvement in anxiety and depression symptoms in the 
mother using the GAD-7 (anxiety measure) and PHQ-9 (depression measure) 
 

http://www.fiveareas.com/
mailto:admin@fiveareas.com
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Anxiety Scores: All the scores improved and therefore anxiety symptoms improved of those 
who attended a face to face course (n=18). Those with mild anxiety (scored 5-9 on the GAD-
7) improved their scores so that they would now be considered to have no anxiety. The one 
attendee with moderate anxiety (scored 10-14 on the GAD-7) improved their symptoms from 
a score of 13 to 8. The one attendee with severe anxiety (scored 17-21 on the GAD-7) 
reduced their anxiety symptoms from 17-15. 
 
Depression Scores: The mean of all scores improved and therefore overall low mood 
symptoms improved of those who attended a face to face course (n=18). Those with mild 
low mood (scored 5-9 on the PHQ-9) improved their scores on average by 9. Most of these 
would now be considered to have no low mood. Those with moderate low mood (scored 10-
14 on the PHQ-9) on average scored 5 points less and therefore improved their low mood 
symptoms and would now fall into the mild low mood category. The one attendee with 
moderately severe low mood (scored 15-19 on the PHQ-9) reduced their low mood 
symptoms from 15-12. 
 
(Exclusion criteria: Scores were not included for those who scored below 5 on either the 
GAD-7 or the PHQ-9 as they were considered to have no symptoms of low mood or anxiety) 
 

Enjoy Your Baby Summary:  
 
The scales used were to measure improvement in 
anxiety and depression symptoms in the mother using 
the GAD-7 (anxiety measure) and PHQ-9 (depression 
measure) 
 
Anxiety Scores: All the scores improved and therefore 
anxiety symptoms improved of those who attended a 
face to face course (n=37). Those with mild anxiety 
(n=15) (scored 5-9 on the GAD-7) improved their 
scores on average by 1.5 points. Those with moderate 
anxiety (n=7) (scored 10-14 on the GAD-7) improved 
their symptoms an average by 4 points. Those with 

severe anxiety (n=8) (scored 17-21 on the GAD-7) improved their symptoms by 8 points. 
 
Depression Scores: The mean of all scores improved and therefore overall low mood 
symptoms improved of those who attended a face-to-face course (n=39). Those with mild 
low mood (n=11) (scored 5-9 on the PHQ-9) did not improve their scores but did not get 
worse (-0.2). Those with moderate low mood (n=7) (scored 10-14 on the PHQ-9) on average 
scored 5 points less and many would now fall into the low mood symptoms and would now 
fall into the mild low mood category. Those with moderately severe symptoms (n=9) (scored 
15-19 on the PHQ-9) reduced their low mood symptoms on average by 9 points. 
 
(Exclusion criteria: Scores were not included for those who scored below 5 on either the 
GAD-7 or the PHQ-9 as they were considered to have no symptoms of low mood or anxiety) 
 
 
Enjoy Your Infant Summary: 
 
The scales used were to measure the relationship between the mother and her infant. These 
were the MORS (Mother’s Object Relations) and the CPRS (Child-Parent Relationship). 
 
Of the sample evaluated (n=4) all the scores improved. This meant that each parent felt that 
they were able to share more affection with their infant, felt less irritated with their infant, felt 
like their infant ‘liked them’, felt their infant was less moody, less dominating and winds them 
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up less. They also felt that they struggled with each other less and valued their relationship 
together. The infant was less likely to become angry and remain angry and that their feelings 
were less unpredictable and did not stay in a mood all day.  
 
(There were no exclusion criteria for these pre- and post-questionnaires) 
 
 
3.4 TRAINING COURSES 
 
Data on how many attended the accredited courses and other statistics including those learners who 

completed it for accreditation (2.2) 

 

The Maternal and Infant Mental Health Courses were designed to meet a gap in the market for short, 

achievable courses that help any family practitioner to be more aware and understand address the 

importance of the early relationships between parent and infant. This knowledge could then be 

incorporated into their practise with every day interactions with the families they work with. These 

courses were not ‘interventions’ rather by enhancing the practitioners skills, the practitioners 

themselves become a more effective ‘interventions’. These courses were accredited through Agored 

with help from Adult Learning Wales; the Level 2 as a 1 credit Certificate and the Level 3 as a 4 

Credit Qualification. Further courses could be mapped onto these criteria. 

 

The Learning Outcome and Assessment Criteria can be accessed here: 

 

Level 2 Certificate (1 credit): http://www.agored.cymru/Units-and-
Qualifications/Unit/CDK492  
(The Level 2 has also been translated into Welsh and is available on demand) 

 

Level 3 Qualification (4 credits): http://www.agored.cymru/Units-and-
Qualifications/Qualification/127591  
 
 

Course 

Level 

Numbers attended Numbers 
who 

submitted 

for 
accreditatio

n to date 

Professions who attended the 

course 

Areas where training was delivered 

 

Level 2 
 

161 (137 evaluations 

received) 

 

 

21 

 

Psychologists, health visitors, 

midwives, development workers, 

students, policy research, support 

workers, Paediatricians, Nurses,  

CAMHS workers, volunteers, 

therapists, Nursery nurses, 

Teaching assistants, foster carers, 

social workers, teachers and 

therapists. 

 

Pembrokeshire, Cardiff, Vale of 

Glamorgan, Flintshire, Chichester, 

Monmouthshire, Neath Port Talbot, 

Swansea, Llanelli, Powys, Merthyr 

and Conwy. 
 

Level 3 
 

60 (phase 1 evaluations 

received) 

 

120 (Cardiff and the Vale) 

 

88 (phase 2 evaluations 

received) 

 

140 (evaluations not 

received) 
 

 

14 

 

Totals 
 

569 

 

 

35 

 

http://www.agored.cymru/Units-and-Qualifications/Unit/CDK492
http://www.agored.cymru/Units-and-Qualifications/Unit/CDK492
http://www.agored.cymru/Units-and-Qualifications/Qualification/127591
http://www.agored.cymru/Units-and-Qualifications/Qualification/127591
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Personal testimony about the courses (2.2)  

 

 
‘Just wanted to say thanks for giving us the opportunity to attend the above course 
yesterday…… I found it very informative, relevant and useful.  Jenny was great to listen 
to as well, which always makes a course easier to learn from!  The venue was brilliant 
too!’  
 
(Nursery Nurse, NHS, Cardiff. Level 2. Course date: July 2016) 
 

 

 
‘I felt privileged to be able to attend training of this level and really do appreciate that the 
training was open to non-NHS staff’  
 
(Support Worker, Family Action. Level 3 course October 2016) 
 

 

 
‘I want to encourage teaching staff to understand how early years development 
can be a barrier to learning’ 
 
(Learning coach and teacher, Vale of Glamorgan, Level 2 course, Oct 2016) 
 

 

  
‘I now understand how maternal and infant mental health is so important.’  
 
(Student nurse, Aberaeron. Level 3. Course date November 2015) 
 

 

 

 

 

 

 
‘It gave me a much better insight - I will be more confident to identify and support my 
clients.’  
 
(Health Visitor, Aberaeron.  Level 3. Course date November 2015) 
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‘Just wanted to say thanks for a really good two days. The training was brilliant and has 
given me lots of new knowledge that will be so helpful for the project.’  
 
(Senior Policy Researcher, NSPCC. Course date October 2106) 
 

 
Numbers of trainers trained (2.2)  

 

There was a strict criteria for becoming a trainer to deliver the Maternal and Infant Mental Health 

courses. This included holding a professional position and/or extensive work with families, holding a 

teaching qualification of some sort and having a written letter of support from managers.  

 

Two ‘Train the Trainer’ courses were run in November 2015 and October 2016. Each potential trainer 

had to attend the Level 3 course for accreditation and a two day T4T course that explained how to 

deliver the course and included watching the trainers deliver a 20 minute presentation.  

 

Number of trained 

trainers 

Where were the trainers from? What profession were the trainers? 

 

 

39 

Carmarthen, Cardiff, 

Pembrokeshire, Gwent, 

Caerphilly, Merthyr, Barry, 

Neath, Port Talbot, Rhondda 

Cynon Taf, Conwy, Flintshire, 

Birmingham and Berkshire. 

Nurse, health visitor, midwife, clinical 

psychologist, adult teacher, learning and 

wellbeing coach, counsellor and mental 

health project managers.  

 

Currently there are 27 trainers who are actively delivering. 12 have had to stop training for the 

following reasons; their managers have withdrawn permission for them to deliver, lack of time or 

moved jobs and is no longer part of their role. 

 

 
 

Cohort 1 – Trained November 2015 
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Cohort 2 – Trained October 2016 

 

As a way of supporting the trainers, we set up a Facebook page that is regularly updated with new 

information and sharing of resources. 

 

Report on formal partnership working (2.2 and 2.4) 

 

In order for the training courses to be rolled out it needed a joint partnership which was held between 

Cardiff and the Vale Health Board (Janelle Courtney – see testimonial below), Mind Cymru (Jenny 

Burns and Viv Swindle), Adult Learning Wales (formerly YMCA Community College) (Lynne 

Osbourne), the trainers (independent delivery or delivering for their employers) and the Evaluators 

(Evaluation department of Mind in London). 

 

A steering group was set up to oversee the work and had a representative from each partner (except 

the trainers). This steering group met once per school term and updated each other of the progress of 

difficulties to overcome. 

 

A service level agreement was drawn up by Mind and given to Cardiff and the Vale Health Board in 

June 2016. This agreement in short allowed for shared intellectual property between Cardiff and the 

Vale Health Board and Mind Cymru. A further agreement was signed between Mind Cymru and 

Adult Learning Wales. This agreement was to ensure Mind Cymru’s professionalism in the trainers 

delivering safe and professional courses. There were no agreements drawn up with the trainers. 

 
 

‘The Maternal and Infant Mental Health courses (MIMH) were a project that had been 
developed within Cardiff and Vale UHB over a 2 year period. As practitioners we felt 
passionate that the idea that a simple, effective approach could have far reaching 
consequences for both infants/children and their parent through a greater understanding 
and way of being. However, due to work constraints it was challenging to ever see how 
we could disseminate this wider than the confines of the organisation until we met with 
the Two in Mind lead Jenny Burns, who seemed as passionate about our project as we 
were.  
 
Through collaborative working and close partnership, the MIMH project was developed 
into an accredited qualification. I have undertaken several collaborative projects in the 
past and several projects that are national projects but the support I received from 
Jenny was quite amazing. Her capacity for work, her empathy and genuine belief in 
something as professional we truly believed in, was an inspiration.  
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The feedback has been positive by professional from diverse backgrounds and the fact 
that it can be accessed at both Level 2 and 3 has meant that greater opportunities are 
there for wider dissemination. Only by active educating can we make a change and 
raising an awareness that change is a way of being is achievable for so many and it can 
have such a profound impact for the next generation. 
 
I would also like to thank the Welsh Government for the funding MIMH was given 
through the Two in Mind project. Without that we would not be where we are 
today. Thank you. 
 
Janelle Courtney 
Operational Lead Generic Health Visiting, Cardiff and the Vale Health Board and 

MIMH representative for Cardiff and the Vale Health Board 

 

 
 

‘Addysg Oedolion Cymru | Adult Learning Wales (AOC | ALW) have been proud to work 
closely with Two in Mind to create the MIMHs qualification and ensure a quality process 
underpins the delivery.  The partnership has enabled a pre identified need to be met 
through the delivery of a quality product resulting in a qualification outcome for 
learners.  The qualification gives measurable CPD opportunities for people working in 
this field and the level 2 ensures that this information is available to all who are 
interested in this subject.  The development of the qualification / units are available for 
further use via Agored Cymru allowing others to utilise the framework to upskill their 
workforce.    
 
Working with Two in Mind has been an excellent experience; all parties have shared 
expertise in a way which has enhanced the project and enabled a holistic understanding 
of the delivery purpose and end product for all involved.  The existing links, training and 
knowledge shared will no doubt help to sustain the work started by Two in Mind beyond 
the life of the project’.   
 
Lynne Osbourne 
National Delivery Manager, Adult Learning Wales 
 

 

Report on a new Mind (non-accredited) perinatal mental health awareness product (2.2 and 2.4) 

 

400 family practitioners are trained in North Wales! As a result of the profile of Two in Mind’s 

strategic position in perinatal mental health in Wales and the increased interest as a Welsh policy 

agenda item and funding of the new health board teams, Betsi Cadwalder UHB decided to train their 

staff in perinatal mental health but wanted a bespoke training course (1 day and ½ day) which they 

commissioned Mind Cymru to put together. Mind Cymru was able to do this in line with the most 

recent research and keeping the balanced approach of addressing parental mental health, infant mental 

health and the relationship between the two. They trained 8 of their trainers in North Wales who are 

staff members of local Minds to roll out this perinatal mental health awareness training to 400 

practitioners in North Wales. There is further discussion to train all the hospital staff in the same way 

this next year.  

 

National Achievements: 
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The Maternal and Infant Mental Health (MIMH) courses won the NHS staff recognition awards in 

Wales in the category of education and development.  

 

The courses were also put into the new All Wales Healthy Child Programme (2016) as recommend 

training.  

 

 

 

 
 

Level 3 Maternal and Infant Mental Health Course: Participants expectations for module 1 

 

Data on the improvement in confidence and knowledge levels of participants with pre and post course 

questionnaires (2.2) 
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The population of those attending the course was n=569.  

 

The sample for the calculations below were from, 123 evaluations received for the Level 2 course and 

90 for the Level 3 course. There were 95% females who attended the courses and 5% male. 

 

In short, there was a statistical significant improvement across all aspects of evaluation of knowledge 

and confidence.  

 

Statistics to show pre and post KNOWLEDGE levels following the MIMH courses (n=90): Level 3. 

 

Question: How would you rate your 

understanding and knowledge of: 

Pre score Post score Difference % improvement 

Maternal MH  3.39 4.40 1.01 +30% 
Paternal MH 3.07 4.02 0.95 +31% 
Social-emotional development of the 

infant 
3.31 4.36 1.05 +32% 

Safeguarding  3.38 4.42 1.04 +31% 
Impact of maternal behaviours 3.50 4.60 1.10 +31% 

 

 

Summary: 

 

Those attending the Level 3 courses had a consistent perception of improved knowledge. The mean 

scores show that there was some level of knowledge before-hand which you would expect with 

mostly health professionals, but there was still a reported improvement in their knowledge. Feedback 

indicated that this would have immediate and direct impact to the day to day working of all those who 

attended the courses helping them be more aware, signpost, assess and spot risk more appropriately. 

 

 

Statistics to show pre and post KNOWLEDGE levels following the MIMH courses (n=123): Level 2. 

 

Question: How would you rate 

your understanding and 

knowledge of: 

Pre score Post score Difference % improvement 

Maternal MH  3.26 4.18 +0.92 +28% 
Paternal MH 3.05 3.80 +0.75 +25% 
Social-emotional development of 

the infant 
3.35 4.27 +0.92 +27% 

Safeguarding  3.34 4.18 +0.84 +25% 
Impact of maternal behaviours 3.56 4.45 +0.89 +25% 

 

Summary: 

 

Those attending the Level 2 courses, had a consistent perception from participants of improved 

knowledge. The mean scores show that there was some level of confidence before-hand which you 

would expect with mostly health professionals, but there was still a reported further improvement. 

Feedback indicated that this had an immediate direct impact in the day to day working of all those 

who attended the courses helping them be more aware, signpost, assess and spot risk more 

appropriately. 

 

 

Statistics to show pre and post CONFIDENCE levels following the MIMH courses (n=90): Level 3. 

 

Questions:  Pre score Post score Difference % improvement 
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How confident do you feel to apply 

your current knowledge and 

understanding of perinatal MH to 

your everyday work/study?  

3.07 4.07 1.0 +33% 

How confident do you feel in 

approaching MH issues and 

difficulties in a non-judgemental 

way? 

3.47 4.24 0.77 +22% 

 

Summary:  

 

Those attending the Level 3 courses reported a consistent perception of improved confidence. The 

mean scores show that there was some level of confidence before-hand which you would expect with 

mostly health professionals, but there was still a further perceived improvement. Feedback indicated 

that this had an immediate direct impact to the day to day working of all those who attended the 

courses helping them be more aware, signpost, assess and spot risk more appropriately. 

 

There has also been a perceived improvement in their ability to approach families in a non-

judgemental way. This is a key skill when building rapport and therapeutic relationship. 

 

Statistics to show pre and post CONFIDENCE levels following the MIMH courses (n=123): Level 2. 

 

Questions:  Pre score Post score Difference % improvement 

How confident do you feel to apply 

your current knowledge and 

understanding of perinatal MH to 

your everyday work/study?  

2.92 3.87 +0.95 +33% 

How confident do you feel in 

approaching MH issues and 

difficulties in a non-judgemental 

way? 

3.26 4.01 +0.75 +23% 

 

Summary:  

 

Those attending the Level 2 courses, had a consistent perception from participants of improved 

confidence. The mean scores show that there was some level of confidence before-hand which you 

would expect with mostly health professionals, but there was still a reported further improvement. 

Feedback indicated that this had an immediate direct impact in the day to day working of all those 

who attended the courses helping them be more aware, signpost, assess and spot risk more 

appropriately. 

 

There was also a perceived improvement in their ability to approach families in a non-judgemental 

way. This is a key skill when building rapport and therapeutic relationship. 

 

 

Why did the participants attend the Level 3 course? (A pre course question where the participants 

could tick any of the answers) 

 

 Yes No 

Personal Development 78 (87%) 13 (13%) 

Greater Awareness 58 (64%) 32 (36%) 

Advice on Signposting 46 (51%) 44 (49%) 

Line Manager 31 (34%) 59 (66%) 

Practical Guidance 54 (60%) 36 (40%) 

Other 1 (1%) 84 (93%) 5 n/a (6%) 
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Why did the participants attend the Level 2 course? (A pre course question where the participants 

could tick any of the answers) 

 

 Yes No 

Personal Development 103 (84%) 19 (15%) 

Greater Awareness 86 (70%) 36 (24.5%) 

Advice on Signposting 63 (51%) 59 (48%) 

Line Manager 39 (32%) 83 (68%) 

Practical Guidance 77 (63%) 45 (37%) 

Other 5 (4%) 117 (95%) 
 

Satisfaction on training course delivery – Level 3: 

 

Question Mean Score (out of 5) 

I am satisfied with the content delivering in the sessions 4.76 

The sessions were useful and relevant to my work/needs. 4.83 

 

 

Satisfaction on training course delivery – Level 2: 

 

Question Mean Score (out of 5) 

I am satisfied with the content delivering in the sessions 4.31 
The sessions were useful and relevant to my work/needs. 4.43 
Qualitative comments on the training and how it is changing practise: 
 

‘I will ensure (I take) more detail about mother's childhood experience in case history’ - Paediatrician 
 
‘change is always possible’ – nursery nurse 
 
‘raise awareness of pre-disposing ACEs to mental health and increase my awareness of agenda issues in 
MDT’s to obtain desired individual outcome’ – primary mental health specialist 
 
‘ask more questions about 'how was it for you' more parent not just child’ – clinical specialist OT 
 
‘to remember that there is always hope’ – nursery nurse 
 
‘how I interact and work with families - using reflection and empowering - signpost them to help 
themselves’ – nursery nurse 
 
(consider the) ‘third person ‘client in the room’ is the relationship’ – consultant paediatrician 
 
(myself) ‘being a role model for relationships’ – trainee clinical psychologist 
 
‘helped me with making referrals to social services - safeguarding stuff ‘– art therapist 
 
‘look to develop a link role within a local CMHT’ – CPN 
 
‘I would have liked more clinical applications eg how to put theory into practice’ 
 
‘Really informative, so much useful information. However pack and powerpoints difficult to follow’ 
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‘It was a bit tricky to follow in the folder due to the layout, but content was very good’ 

 
 

 

Data on knowledge and confidence retained after 3 months through an email survey. 88 surveys were 

sent out via email. 11 were returned.  (n=11) (2.2)  

 

Questions  

Please name 3 ways in which you feel your participation in the 

MIMH course has impacted on your practise or the way you think 

about maternal/infant relationship. 

Please name 3 barriers/areas of 

concern, which are preventing or 

impacting negatively on your ability 

to implement some of the learning 

from the MIMH course. 

 

Better understanding of impact of mental health on 

attachment 

More knowledge about early development 

Greater confidence in sharing expertise with colleagues 

‘I have a greater awareness and understanding of the 

importance of attachment and potential impact of this 

in childhood and adulthood 

improved my confidence to discuss with parents and 

colleagues’ 

Taking note of antenatal stress and how this can impact on 

the developing fetal brain 

‘It gives a tool to communicate concerns around infant 

attachment to other professionals and to parents’ 

‘It helped me to define some of the behaviours I 

observe in children I work with’ 

 

Lack of time eg; increased 

reading 

Limited knowledge of local 

provision 

Staff vacancies and changes 

Lack of understanding of other 

professionals eg. social workers 

 

 

 

Summary: 

 

The information collected through the 3 month follow-up survey demonstrates that responding 

participants felt that learning had been carried forward into practise and not forgotten. Key points 

from the training were seen in the answers including confidence, knowledge, attachment and the links 

with mental health, ante-natal stress, working with other colleagues and the applied knowledge to 

children’s behaviours.   

 

Conversely, there are perceived to be some barriers to prevent the new knowledge and confidence 

being used which can been seen in other colleagues lack of understanding of this area including staff 

changes and vacancies, a lack of time to use the information more in practise including further 

reading and a lack of provision for helping families once they have been identified with attachment 

issues. 

 

 



Jenny Burns. June 2021. Page 463 

 

 
 

Level 3 Maternal and Infant Mental Health course: 

Learning vocabulary to understand the complexities of the infant and maternal relationship 

 

 
 

Level 3 Maternal and Infant Mental Health Course: 

Group work 

 

5 case study reports investigating impact through in-depth interviews (2.2) 

(Full report in Appendix) 

 

The case studies were designed to look at the impact the courses had had on families. 

 

Here are some excerpts from families who have directly benefited from the practitioners and their 

training: 

 

Anne – Health Visitor with Flying Start in North Wales reported about a family she was 
working with: 
  

 
One of the young mothers Anne is working with, Louise, had postnatal depression after having each of 
her two children - who both have behavioural problems - and has recently given birth to her third child. 
Anne has discussed the important components of the mother-infant relationship and the socio-emotional 
development of the infant with Louise, including mirroring and learning within the dyad.  
 
She feels this has helped to maintain Louise’s mental health and her relationship with her new baby, 
compared to her previous experiences with her older children:  
 
“She keeps saying positive things, including that she doesn’t feel as unwell…Already she’s saying positive 
things like ‘He’s such an easy baby compared to the others’. Well, he’s not. He was premature and he’s 
actually feeding more, but I absolutely feel that her journey has been different this time.”  

 
After attending the course Anne also identified a mother experiencing antenatal anxiety 
at a very early stage of pregnancy, and has been able to provide more tailored and 
comprehensive perinatal mental health support as a result. The mother is having 
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difficulties attaching to her unborn child, and is being visited by Anne and a midwife on a 
weekly basis:  
 
“We’re empowering Mum so she knows what will be happening internally as well. We’ve 
got her to in to see the GP, and a counsellor at a mental health service, because of the 
early identification of this problem. We’re also having a planning meeting about what’s 
going to happen when she goes to hospital, because she has agoraphobia.”  
 
Since attending the training, Anne has set up a perinatal support group with another colleague, which they are 

intending to deliver to ten mothers over the summer, and is considering undertaking further training on perinatal 

mental health. 

 

 
Joanne is a teaching assistant in a Secondary School in South Wales who works with those with 

emotional difficulties. 

 

 
One of Joanne’s students, Eva, recently had a baby and Joanne has been working with 
her during the perinatal period. After attending the courses … she feels it is important for 
all educational professionals to understand how children’s early experiences can affect 
their behaviour later in life:  
 
“I think the more people in education who understand where our young people are 
coming from, you know what their starting point is…It helps me understand the way they 
react the way they do.”  
 
 
As a result of attending the training Joanne has put further support systems in place to 
support her student, Eva, and the school nurse is also now involved in her care. 
 
“To get that sense of safety in the family home; that sense of security, it’s never too late 
to try to introduce that. We’re talking to the parents of children of ten and eleven years 
old and if they can do that, they can see a change in the child.”  
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3.5:  INFLUENCE 

 

 

Report documenting influence within Wales (and the UK) re: the perinatal mental health 
agenda through key stakeholders (2.4) 
 

 

‘The Two in Mind project has ensured that Together for Children & Young People 
programme has been built on the need for optimal care from the start of a child’s life. A 
service that considers the dyad of Mother AND Child jointly, enabling the attachment 
and needs of both to be protected and addressed has shown to be an essential part of 
any plan to improve the health of children and young people, protect against adversities 
and develop a health adult population’ 
 
Dr Dave Williams - Divisional Director Family and Therapy Services  
Aneurin Bevan Health Board and CAMHS advisor to the Welsh Government 
 

 

 
“The ‘Together for Children & Young Peoples Programme’ is a top priority for Welsh 
Government, with new national funding for improving mental health services for children 
and young people throughout Wales, particularly to improve equity in access to 
specialist services and more timely and earlier intervention. Related to this programme 
is the priority to improve services for new mum’s and their new born child, who 
experience problems with bonding or attachment, depression or other mental health 
difficulties – the focus of Perinatal Mental Health Services.  
 
The ‘Two in Mind’ project run by MIND has helped to shape and drive the priority for 
improvement in these vital areas of mental health service provision, contributing 
expertise, training and other resources, including bespoke training to expand our 
capacity in primary care as part of the Health Children Programme in Wales. Led by 
Jenny Burns, the ‘Two in Mind’ project is making a significant contribution to improving 
these essential services, both behind the scenes in the work of the national 
programmes and in the direct provision of training, advice and support to service staff 
and service users across Wales. With Jenny’s leadership and expertise, the ‘Two in 
Mind’ Project is helping to jump start a long overdue improvement in more timely access 
to specialist Perinatal mental health services, which we know from the evidence will 
both promote wellbeing and help prevent mental health problems for children and young 
people in their later life.”     
 
Dr Les Rudd, Centre for Mental Health Services Development,  
1000 Lives Improvement, Public Health Wales  
 

 

Activity Description Impact 

Consultation with 
government 
documents and 
seminal reports 

Attendance at 
and consultation 
with the Public 
Health Outcomes 
Framework and 
Together for 

Helping define the complexities of perinatal mental 
which need to be addressed at government level rather 
than just thinking that it is ‘post-natal depression’. 
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Mental Health 
Delivery Plan. 

Member of 
strategic UK wide 
campaign groups 

Member of the 
Working 
Campaign Group 
for the Maternal 
Mental Health 
Alliance (MMHA) 

Maintained a Welsh presence and update in the UK 
maternal mental health campaign along with Professor 
Ian Jones. The MMHA was successfully refunded by 
Comic Relief for another 5 years as of 2016 and this 
has included a paid Welsh MMHA representative in 
Wales. 

Member of 
strategic steering 
groups. 

Member of the All 
Wales National 
Perinatal Mental 
Health Steering 
Group since its 
inception. 

Two in Mind has made a unique contribution to the 
steering group by maintaining a 3rd sector presence 
and involvement plus including those with lived 
experience for example; getting Time to Change Wales 
a stand at the first national conference and recruiting 
Family Action and Recovery Mummy onto the steering 
group. Also contributing to the care pathway 
development and training delivery recommendations. 
Being part of this group has also led to assisting the 
formation of the new perinatal services across Wales 
for example; leading a Theory of change workshop for 
Aneurin Bevan, Training Cwm Taf to lead the Enjoy 
Your Baby courses, advice and guidance for the new 
perinatal mental health leads, developing trainers and 
recruiting trainers from different health boards to 
deliver the MIMH training in their areas. 

Member of 
Government 
groups 

Member of 
Together for 
Children and 
Young People 
strategy groups 
representing 
Mind, primary 
care and perinatal 
mental health. 

Ensuring the 3rd sector and those with lived experience 
had a voice. Also ensuring that ‘children and young 
people’ were considered from age 0 -18 rather than 5-
18. The strategy now has an emphasis on early years 
and getting bonding and attachment right. Two in Mind 
also suggested the first two groups merged as there 
was an overlap on work. This has occurred and there 
is more joint work. Two in Mind also contributed to the 
consultation for the new primary mental health model 
for Wales. 

Contribution to 
position 
statements and 
consequent 
strategy. 

Mind, The 
Children’s 
Commissioner of 
Wales and the 
NSPCC. 

Two in Mind has helped Mind develop its position 
statement on perinatal mental health which has 
allowed further consultation in for example the WG 
inquiry (May 2017) into perinatal services in Wales.  
With Mind Cymru being in partnership with the NSPCC 
and the NCMH for a Welsh perinatal report (due March 
2018), Two in Mind has helped shape the methodology 
and definition of perinatal mental health. Two in Mind 
has also helped the Children’s commissioner in Wales 
consider what is needed and define perinatal mental 
health. 
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Article in the 
Western Mail  

 
Monday 
September 7th 
2015 an article 
was published 
written by Jenny 
Burns highlighting 
perinatal mental 
health and the 
online courses 
from Two in Mind 

 
 
 

Quote in the Daily 
Mail  

An article 
highlighting 
perinatal issues 
including infant 
relationship on 
25.8.16. 

Quote from Two in Mind project manager, Jenny 
Burns: 'But it’s not all gloom. Not only are doctors becoming 

better informed about how to treat PND - and ever earlier - but 
Jenny Burns, perinatal mental health expert for the charity MIND, 
says such is the brain's plasticity, that all is not lost. She explains: 
'Attachment issues don't always result from PND, but if they do and 
mothers get help to rebuild relationships with their children, bridges 
can be built. With the right help, they can counteract the effects of 
even the most enduring postnatal depression'. 

Media coverage The Mind Director 
was asked to 
discuss perinatal 
mental health on 
ITV Wales on 
9.5.16 where the 
Two in Mind 
website was 
displayed. Two in 
Mind helped with 
the briefing of this 
interview. 
 
BBC Radio 5 Live 
was doing a big 
story on perinatal 
mental health.  

 

 
 
 
Two in Mind was able to provide case studies through 
its links, an interview and sound bites from a Level 2 
MIMH course being delivered for child health in Cardiff 
(13.6.17).  

Welsh NHS 
confederation 

An article in a 
briefing paper on 
effective working 
in partnership 
http://www.nhsco
nfed.org/regions-
and-eu/welsh-
nhs-confederation  

This used Two in Mind as an example of how worker 
capacity can be built for better perinatal mental health 
when in partnership with others. 

Regional 
Networks 

The formation of 
a perinatal mental 
health network for 

Advance Brighter Futures (ABF) host the network 
meetings started in November 2015. Julie Owen (an 
ABF employee who runs the Enjoy your Baby groups) 

http://www.nhsconfed.org/regions-and-eu/welsh-nhs-confederation
http://www.nhsconfed.org/regions-and-eu/welsh-nhs-confederation
http://www.nhsconfed.org/regions-and-eu/welsh-nhs-confederation
http://www.nhsconfed.org/regions-and-eu/welsh-nhs-confederation
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North Wales 
(Flintshire) with 
statutory and 
non-statutory 
services. 

said ‘says ‘I would say (the meetings) are good for networking, 

updating of services and sharing engagement methods. It has also 
proved valuable to BCHB when looking at updating their own 
service delivery, It has offered opportunity to meet third sector 
resources along with BCHB services already in place, giving a view 
of how to streamline services best’ 

Mind perinatal 
lived experience 
product 

Two in Mind has 
been consultative 
with the Mind’s 
new product and 
course called 
‘Mums Matter’.  

Mums Matter was put together by those with lived 
experience. The produce was tested and has now 
been funded to run in Wales by Comic Relief with 
Merthyr and the Valley’s Mind for a 3 year project. 

National 
Conferences 

Giving 
presentations at 
the National 
Perinatal 
Conference in 
Wales (10.3.16), 
also at the 
Institute of Health 
visiting (26.9.16), 
the Royal college 
of Midwives and 
perinatal mental 
health conference 
(27.4.17). 
 
Also the Post 
Graduate Review 
Day at University 
of South Wales 
(16.6.17) 
 
Also the 
Midwifery Forum 
in Edgbaston in 
Birmingham 
(30.6.17) 
  

Large audiences hearing about the Two in Mind 
project, its aims, the training delivered, challenging co-
production and joint working and the results of the 3rd 
sector interviews and implications for practise. 
 

 
 

RCM/Perinatal MH conference at Cardiff City Hall 27.4.17 
 

Also spoke at the Maternity, Midwifery and Baby 
Forum in Birmingham on June 30th 
http://www.maternityandmidwifery.co.uk/events/birming
ham-2017/agenda/  
 

Facilitation of 
workshops 

Theory of Change 
Workshop, small 
presentations for 
network 
meetings, foster 
carers, student 
midwives, 
occupational 
therapy networks 
and others. 

The flexibility to be able to design bespoke workshops 
for different groups has allowed the important message 
of getting early relationships and mental health right 
across the nation.  

Contribution to 
research 

London School of 
Economics Best 
Practise for 
Perinatal Mental 
Health Care, 
Edinburgh 

Two in Mind was acknowledged and contributed to a 
national report on best practise for perinatal mental 
health 
http://www.pssru.ac.uk/archive/pdf/5226.pdf  
 

http://www.maternityandmidwifery.co.uk/events/birmingham-2017/agenda/
http://www.maternityandmidwifery.co.uk/events/birmingham-2017/agenda/
http://www.pssru.ac.uk/archive/pdf/5226.pdf
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University 
(£1.2m) grant to 
evaluate the 
online Enjoy your 
Bump course) 
and a submission 
of an abstract for 
the Public Health 
Conference 
27.7.16. 

Edinburgh University was unfortunately rejected for its 
study and the abstract was not accepted due to an 
over subscription.  

Strategic 
partnerships 

The NSPCC, the 
NCMH &Mind 
Cymru have a 
partnership to 
review the 
perinatal mental 
health teams in 
light of the CCQI 
standards. The 
project will also 
capture the 
experiences of 
those with lived 
experience.  

This report has been widely advertised and all three 
organisations have funded a researcher part time to 
carry out the work over the next year. The report will be 
launched in March 2018 through the MMHA, the 
National Perinatal Steering Group and the charity 
networks. It will give a good overview and robust view 
of the state of perinatal mental health services in 
Wales. 

Welsh 
Government 
Perinatal Inquiry 
(May 2017) 

Mind Cymru were 
invited to give 
written and oral 
evidence  

The recommendations from the Two in Mind project 
were highlighted along with many other evidenced 
based comments. This link has the transcript. 

http://www.senedd.tv/Meeting/Archive/4a3ba716-c3ab-

4375-b3f2-e2ebfbb4703f?autostart=True  
 
Giving oral evidence at the Children and Young Persons committee 

inquiry in perinatal mental health on May 24th. 
 

 
 
 

Health Minister Two in Mind was 
able to meet with 
the Health 
Minister, talk 
about the 
importance of 
early 
relationships and 
he took away 
Enjoy Your Baby 
materials.  

The Health Minister of Wales and Julie Morgan (AM) 
saw first-hand Enjoy Your baby working in a local 
Cardiff charity called Perinatal Mental Health Cymru 
(PMH Cymru) headed up by Charlotte Harding, a Mum 
with lived experience of perinatal mental health issues. 
He was also able to talk with other parents of lived 
experience. 
 
 

http://www.senedd.tv/Meeting/Archive/4a3ba716-c3ab-4375-b3f2-e2ebfbb4703f?autostart=True
http://www.senedd.tv/Meeting/Archive/4a3ba716-c3ab-4375-b3f2-e2ebfbb4703f?autostart=True


Jenny Burns. June 2021. Page 470 

 

 

 

‘Two in Mind has been a part of the Together for Children and Young People strategy. It 
has given the wider perspective of the voluntary sector which was fundamental  – 
particularly in supporting the increasing challenges of integrated approaches to 
developing an early help offer for children and young people. Two in Mind’s specific skill 
set has played a significant part in focusing discussions and drawing a wide range of 
participants together to seek a common objective. (Not always easy to achieve given the 
makeup of the group).’ 
 
Nicola Jones – Head of Inclusion, Pembrokeshire County Council and Chair of the 
Universal Resilience Work-stream 
 

 

 
 

L-R (front row): Julie Morgan, Charlotte Harding, Vaughan Gething, Jenny Burns 
 

 
 

Chatting with Mums and Karen Jewel (WG Maternity and early years advisor) 

 
 

Report and personal testimony of Cardiff University partnership hosting health care students 
(2.4) 

 
Two in Mind have had 4 students in phase 2 amounting to 1720 hours (48 weeks) given into 
the project and to Mind Cymru which was mutually beneficial for Two in Mind and also for 
the student.  
 
The students have gone on to work in different settings including Newport Mind as a 
Wellbeing worker, an Autism school in the Vale of Glamorgan, Mental Health Occupational 
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Therapist in Community Mental Health in Bristol, Activities Coordinator at Mencap and as a 
Paediatric Occupational Therapist.  

 
 

‘If you had asked me 'what is Perinatal Mental Health' two years ago, I wouldn't have 
been able to answer you. When I started my placement with Two in Mind, I thought 
women only suffered with postnatal depression and had no real idea how this affected 
someone. I learnt so much working with Jenny; the various mental health conditions, 
how it affects extended family members, how to support families and how to start 
conversations to implement change.  
 
I feel that working at Two in Mind for a brief time has provided me with a great amount 
of knowledge that I've been able to transfer in to my career. I have been able to support 
families who are facing mental health difficulties, recognise the signs of parents who 
may be struggling and signpost them to seek advice or support, as well as share 
information amongst professionals on how to access information and support.  
 
My placement with Two in Mind has not only opened my eyes to the various mental 
health conditions and the affect this can have on a family and the child's mental health 
and wellbeing, but it has also sparked an interest to pursue this area further as a career’  
 
Nia Gibbon - Paediatric Occupational Therapist. OT student with Two in Mind – 2015 
 

 

 
‘I had my final year Occupational Therapy placement as part with the Two in Mind team 
at Mind Cymru. This involved me spending twelve weeks under Jenny’s supervision as 
a part of the team.   
 
I know that all I have learned from my time with Mind Cymru will contribute to shaping 
me as a conscientious practitioner in the future, wherever my career may take me. It has 
opened my mind to looking at how Occupational Therapists can use their specific 
training beyond what can at times be confined clinical environments. As I approach the 
beginning of my career, it has definitely broadened my horizons. Thanks to Jenny and 
the team for this invaluable experience and for making me feel so welcome.’ 
 
Naomi-Jane Swattridge – Occupational Therapist. OT student with Two in Mind – 2016 
 

 
Progress report on the NSPCC/NCMH/Mind Cymru national perinatal mental health project 
(1.5) 
 
The money that was allocated for a ‘national perinatal conference’ was channelled into a 

joint project with the NSPCC, NCMH and the Mental Health Foundation. This was because, 

the National Perinatal Steering Group and Public Health were organising their own national 

conferences of which Two in Mind was going to be a part. This gave the opportunity to carry 

out this exciting project which will run from March 2017 until March 2018. 
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Project Aims: The central aim of this research is to investigate the provision of services available 

for women and their families experiencing a range of perinatal mental health difficulties across 

Wales. In doing so, this project plans to:  

 

1. Identify and map out what services are available across statutory and voluntary sectors in 

Wales for women and their families experiencing perinatal mental health difficulties across 

the spectrum of need (ranging from mild, moderate, severe).  

 
2. Gauge whether statutory services in Wales are meeting national standards and 

recommendations (i.e. NICE Guidelines and CCQI standards). 

3. Illustrate examples of best practice in perinatal mental health services across Wales, and 

identify where enhancements are needed to better support women and their families 

experiencing perinatal mental health difficulties in Wales. 

 

4. Explore the lived experiences of women and their partners who have had a perinatal 

mental health problem identified, managed and treated in a Welsh context. 

 

  

 

Themed analysis of results from in-depth interviews with non-health staff delivering early 

interventions and dissemination of this information (2.3) 

 

In conjunction with the University of South Wales as part of a PhD programme and with a 

supervisory team (Dr Neil Frude, Dr Anne Fothergill and Professor Joyce Kenkre) a piece of research 

was undertaken. The following is an abstract of the work with the results and implications for policy 

and service delivery. 

 

These results and implications were presented at the Royal College of Midwives and 
National Perinatal Mental Health Conference on 27.4.17 at Cardiff City Hall. The same 
presentation was also given at the Maternity,  Midwifery and Baby Forum on Friday 30 June 
2017 in Edgbaston Stadium, Birmingham. 
 

 
Abstract for in-depth interviews with non-health workers delivering early interventions. 

 
‘Building capacity in primary care for perinatal mental health; exploring the experiences of the 3rd 
sector’s delivery of an early intervention’ 
 
Key Words: perinatal mental health, early intervention, infant mental health, parental mental 
health, joint working, 3rd sector.  
 
Introduction: There is rich literature to support the importance of building the foundations of an 
infant socially and emotionally through positive parental interactions. However there is a lack of 
strategic and joined up working delivering support to young families that struggle with these early 
relationships. 
This qualitative study aimed to explore the experiences of 3rd sector staff delivering perinatal 
mental health early intervention courses (CBT/Psychotherapeutic courses called ‘Enjoy your 
Bump’, ‘Enjoy Your Baby’ and ‘Enjoy Your Infant’) and how the findings could be applied to building 
more effective worker capacity. 
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Methodology: Following ethical approval and using semi structured, in-depth interviews (n=8), 
data was collected, transcribed, themed and analysed from a sample of 3rd sector workers in Wales 
who had delivered the above courses either 1:1 or in a group.  
 
Results: Positive and Negative themes emerged:  
Negative themes were struggling to get a group together, facilitating a group well, lack of 
adequate supervision following the course and inconsistent support from the statutory services.  
Positive themes were reward of delivering the courses, the curriculum was easy to use and adapt, 
the recognition that the course was not a means to an end but the whole group process and  
delivering the courses was not a training exercise, rather a therapeutic experience.  
 
Conclusion and Implications for policy and practise:  

1) Rethinking ‘intervention’. What is the intervention? Is it the course? Is it the worker? Is it the 

other group members? The evidence shows that the whole group process is the 

intervention. 

 
2) Rethinking ‘evaluation’. What do you we evaluate? Do our outcomes demonstrate impact or 

are they a tick box exercise? The evidence shows that our outcomes need to measure an 

accurate end result. 

 
3) Rethinking ‘sharing resources’. Finding creative ways to work together; training, supervision 

and network groups and others. 
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3.6 Outcomes – is anyone better off? 

 

Information 

 

• 10,226 have visited Two in Mind website from different countries around the world 

 

• 6 bilingual perinatal mental health downloadable Factsheets hosted on the website 

 

• 20 digital stories of those with lived perinatal mental health experience hosted on the website  

 

• 1st online platform for self-help Enjoy Your Baby and Enjoy Your Bump bilingual which will 

be hosted by another charity beyond the life of Two in Mind 

 

• Two in Mind resources, featured in the Public Health Wales ‘Bump Baby and Beyond’ (2nd 

edition) book which means over 33,000 parents have had access to see the website and related 

information 

 

• 15,000 postcards printed and distributed 

 

• Two in Mind website listed on GPOne, Royal College of GP’s perinatal toolkit, Dewis, and 

the Vale of Glamorgan Family Support. 

 

• Presented or had stands at 7 conferences 

 

• Presented 5 workshops to undergrads and perinatal teams 

 

Early Interventions 

 

• 193 evaluations were collected from parents who attended face to face Enjoy your Bump, 

Baby or Infant courses. 

 

• 222 registered for all three above online courses 

 

• 415 engaged with all three curricula face to face or online 

 

• 1007 logins to engage with the online courses 

 

• 100 % of those who attended Enjoy Your Bump or Enjoy your Baby face to face and 

completed an evaluation had a reduction in their depressive and anxious symptoms 

 

• 100 % of those who attended Enjoy Your Infant face to face and completed an evaluation had 

an improvement in the relationship with their infant.  

 

• 125 practitioners trained to deliver the Enjoy Your Bump, Baby and/or Infant courses 

 

• 8 in-depth interviews carried out with non-health staff delivering Enjoy Your Bump, Enjoy 

Your Baby and/or Enjoy You Infant courses. In conjunction with the University of South 

Wales and thematic analysis, the following was concluded for service delivery and has been 

presented at 3 different conferences or forums. The data from the interviews suggested;  

 

• rethinking ‘interventions’,  

 

• rethinking ‘evaluation’ and outcomes and  
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• rethinking ‘sharing resources’, making partnerships and networking happen 

 

 

Training 

 

• Two accredited Level 2 and Level 3 maternal and infant mental health courses have been 

produced in a successful partnership between Cardiff and the Vale Health Board, Adult 

Learning Wales, Mind Cymru and 39 trainers around Wales and England. 

 

• 555 people have attended the Level 2 and 3 courses. 

 

• There was a statistical significant improvement across all aspects of the evaluation of in 

knowledge and confidence. 

 

• 3 months later, the email survey showed that the learning and confidence was carried through 

into practise and working with other colleagues.  

 

• 5 case in-depth case studies with learners on the training courses showed that their learning 

had been integrated into practise.  

 

• Mind (with Two in Mind expertise) has produced its own Perinatal Mental Health Awareness 

course where 400 practitioners were trained in North Wales. 

 

 

Influence 

 

• Two in Mind has been consultative to legislation, position statements and government 

inquiries, member of national strategic stakeholder groups, media coverage on TV and 

newspaper and contribution to research. 

 

• Mind Cymru is also an active partner with the NSPCC and NCMH to report on the perinatal 

services in Wales and capture the journeys of those with lived experience. 

 

• Consider actively linking the perinatal mental health agenda into the new ACE’s agenda and 

work. 
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4 LESSONS LEARNED 

 

Please outline any areas where project performance, including self-evaluation, didn’t meet that set out 

in the action plan, to include reasons and remedial measures. 

   

Project Activity Enablers Barriers/Problems 

Information IT Technology and a budget to 
be able to put together an 
effective and creative website 
that can be cited in so many 
different places. 

End of project legacy and ‘what to 
do?’ with the website. 

Early 
Interventions 

Partnering with a flexible 
commercial company (Five 
Areas Ltd) to get 3 courses 
working on the front line.  
 
Cascaded training which allows 
the courses to go beyond the life 
of the project. 
 
IT technology to allow the 
courses to be on-line as a first 
port of call for the ‘self-help’.  
 
Expertise as a clinician in the 
Project Manager to be able to 
teach the courses to 
practitioners for delivery. 

The logistics and cost of translation 
making double the work for a very 
small market  
 
 

Training Strong relationships and regular 
communication with key 
stakeholders in the partner 
organisations each knowing 
their role and playing their part.  
 
A budget to roll out a train the 
trainer programme which will 
live beyond the life of the 
project.  
 
The knock on effect of good 
training and expertise to be able 
to create another course and 
use the accredited learning 
outcomes outline on the Agored 
website to be used beyond the 
life of the project. 

Difficulties with Intellectual Property 
which forced Service Level 
Agreements to be written. These 
agreements took over a year to be 
reviewed within the NHS causing 
difficulties in communication with 
the authors. 
 
Mind unable to accommodate the 
two courses as part of their suite of 
training due to different aims for 
training. 

Influence Mind Cymru’s strong reputation 
within the Welsh Government 
and other stakeholder 
organisations allowing for Two 
in Mind to be a part of different 
groups.  
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Having effective partnership 
working eg; working with the 
NSPCC and the NCMH for the 
Welsh perinatal joint review 
project. 
 
Having a clear mission 
statement and communication of 
what Two in Mind does do and 
what it doesn’t.  

 

 

 

5. PROJECT CASE STUDIES 

 

This is a testimonial from Annie who is a young Mum in North Wales. She was put in touch with 

PRAMS, an outreach of Advance Brighter Futures (ABF) in Wrexham who run an Enjoy Your Baby 

programme with 1:1 work too. Annie was struggling with her mental health and her baby. This is her 

story followed by the ABF workers perspective: 

 

 
‘I was introduced to PRAMS by my Health Visitor after telling her I was struggling after 
having my baby. I rang ABF, spoke to J and luckily started ‘Enjoy Your Baby’ course the 
next day. Through the first 7 week course I struggled to come to terms with my difficult 
pregnancy and the early birth of my son. PRAMS helped me see that I was human and not a 
monster. The group sessions helped me to open up and admit how hard it had been and 
how hard it still was. I then asked J for some more help feeling as though my PND was 
getting worse. I was put in touch with D, for talking therapies at ABF. She helped me on a 
1:1 level. She built up my trust and I was able to share the specifics of the severity of my 
PND including feeling suicidal and developing psychosis. PRAMS supported me in a 
different way. It helped me get a bit of social life back. I have made new friends and I’ve got 
a bit of ‘me’ time. They have also helped me by pointing me towards current, correct medical 
treatment which at some point was literally a life saver. I honestly don’t know what I would 
have done without PRAMS and ABF. They have been a shining light in an otherwise dark 
tunnel’. 
 
And from the worker’s perspective: 
 
‘Annie joined PRAMS feeling very anxious. She never let her anxieties defeat and continued 
to come to meetings. Other parents who felt the same way, joined her. Annie’s mental health 
became more difficult for her to cope so it was suggested she visit her GP. The visit was not 
successful as the GP did not show her support she obviously needed. PRAMS suggested 
she see another GP. Annie was referred to the CMHT and was supported well. I believe with 
the correct support and early intervention, Annie’s confidence in parenting has grown, 
although I always saw a loving, confident and struggling person. Annie has experienced 
ongoing trauma which she has not recognised. This had knocked her confidence and some 
of her anxieties stemmed from here. Annie accessed talking therapies with ABF which was 
key to her further recovery. Annie decided she would like to support other parents and was 
successful in becoming a volunteer with ABF – PRAMS group. She offers the parents great 
support and hope as her journey is one of great recovery that she can be proud of’. 
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This is a testimony from Linda Davies - Maternal and Infant Mental Health Trainer. This is an 
example of trauma in the early years (‘ACES’) which could have potentially been addressed 
with training like the Maternal and Infant Mental Health Courses and maybe giving a different 
outcome. 

 

 
‘My daughter took her life in 2008.  
 
She had suffered from OCD sporadically since she was 4 ½ and had periods of depression 
in her teens. As most of my wider family have OCD or Tourette’s, we didn’t consider it life 
threatening. For 20 years we went to the GP….and the answer was always the same ‘come 
back if it doesn’t get better or gets worse’. But it did always get better and I know now there 
were no services anyway. We did not fit any criteria of a challenging family or fit into any 
‘health inequalities’ groups, however I had had a few periods of OCD as a child and 
teenager and my husband has suffered from depression on and off through his life, as he 
had a violent father. 
 
In January 2008, my best friend was diagnosed with a terrible illness. In September she died 
and a month later my daughter was dead. 
 
It was so shocking and unexpected. She was in the care of the psychiatric hospital at the 
time, having deteriorated even as my friend’s cancer deteriorated. 
 
After my daughter died I say her clinical notes …. ‘Let us see if we can related what has 
made her go into crises from her formative years’. Unbelievably, when my daughter was 15 
months old, my best friend’s 2 year old was diagnosed with terminal cancer. We were in and 
out of hospital with them for 9 months (just as we were with my friend in 2008) and on my 
daughter’s second birthday, the little girl died. The whole community was grieving for a long 
time. It never occurred to me to connect the two, but there in my daughter’s clinical notes 
were her discussions she had had with her psychotherapist about the little girl who died and 
how scared she was of cancer. 
 
Of course suicide is the result of many factors – an anxious Mum, a depressed Dad, a 
traumatic bereavement, a genetic disposition …. 
 
I knew now that my daughter’s first OCD attach when we moved house when she was 4 ½ 
the damage had already been done and she was on a trajectory for poor mental health. 
 
I felt desperate to stop this happening to other families, for an educative tool I could use with 
the public to educated them and alert them to the early signs of initial or broke attachment 
and behavioural or emotional problems in the under 3’s. 
 
As I have Welsh roots (I’m from Porthcawl) and still speak some Welsh, Jenny Burns kindly 
allowed me to come on the course. I have run two courses which were so well received – 
you could see ‘light bulbs’ going on in everyone’s head. There has also been a great sharing 
of skills and knowledge between the attendees on the courses and all have taken something 
away to share in their working practise. The use of the DVD clips and the ‘traffic lights’ are 
brilliant. 
 
I hope very much that Mind nationally will take this course on to educated the general public 
– to save lives and quality of lives by primary prevention and early intervention. I urge the 
Welsh Government to continue to fund ‘ownership’ of this course, to keep up with new 
evidence, train more people, address queries, roll it out in England, Scotland, Northern 
Ireland and Eire and ensure awareness is raised’. 
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Linda Davies 
Public Mental Health Manager and Pharmacist 

 
 

 

This is a testimonial from Charlotte Harding who was the founder of a charity in Cardiff 
called PMH Cymru (formerly ‘Recovery Mummy’). An example of effective co-production and 
resource sharing. 

 

 

‘Since the beginning of 2016 Jenny Burns and the 'Two in Mind' project has helped my 
organisation grow. I was completely new to perinatal mental health when I contacted Mind 
Cymru and although I have a lived experience I had no formal training in mental health. 
 
I was trained by Jenny to deliver an 'Enjoy your Baby'  5 week course based on CBT to 
parents who are suffering with perinatal mental health related difficulties and parents 
struggling to adjust to life with a new baby. 
 
Not only was I trained to deliver the course I felt I was taken under the wing of Jenny, she 
helped me grow and develop my skills on a professional and personal level. 
 
Two in Mind supported my small Charity (PMH Cymru) with a licence to deliver the 'Enjoy 
your Baby' course for a year and they also supported us with venue costs and course 
supplies. As a very new organisation I will forever be grateful to Jenny, Mind Cymru and the 
'Two in Mind' project for supporting us. 
 
The Two in Mind project has given me the tools and experience to help many families in 
South Wales.  I continue to deliver this course back to back throughout the year in Cardiff 
and RCT. I also train PMH Cymru volunteers to deliver course with a hope to reach parents 
in more remote locations throughout Wales’. 
 

 

6. CONCLUSIONS AND RECOMMENDATIONS. 

 

Please present the main conclusions and recommendations arising from your self-evaluation. 

 

Objective Descriptions with recommendations 

 
INFORMATION  
 

• 10,000+ visitors to the website with 70% new visitors.  

• 6 bilingual factsheets covering different aspects of perinatal mental health 

• 1st on-line platform for self-help using early interventions addressing parental mood 
and the infant relationship. 

• Resources featured in Bump, Baby and Beyond reaching 33,500 families with new 
babies 

• 15,000 post cards printed and distributed 
 
The main recommendation:  
 

• More use of the 3rd sector to producing clear, well branded, valid, quality, 
evidenced based information and training materials that are easily accessible for 
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families and practitioners through a recognised charity like Mind or similar targeting 
Tier 0 priorities. 
  

• Consideration and investment in online, self-help courses which maybe a useful 
Tier 1 intervention. This would require further evaluation which was outside the 
scope of this project. 

 

 
 

 
EARLY INTERVENTION COURSES  
 
Two in Mind has produced and rolled out a suite of three early courses that can be used 
as interventions, Enjoy Your Bump, Enjoy Your Baby and Enjoy Your Infant for perinatal 
mental health in all sectors and with different levels of practitioners thereby helping build 
capacity within the work force for early help for families during this critical time.  
 

• On average there was an improvement in mood or relationship with their infant 
with all attendees  

• 114 evaluations were collected from parents who attended the face to face 
courses 

• 222 registered for the online courses. 

• Two in Mind trained 125 practitioners to deliver the courses across different 
sectors 

• 8 in-depth interviews were carried out to explore the experiences of those who had 
delivered the courses and what we can learn for building capacity. 

 
The main recommendations:  
 

• To continue to invest in and evaluate quality early courses that can be used 
directly on the front line with skilled practitioners on the front line and by those with 
lived experience.  
 

• To consider re-focusing the meaning of ‘intervention’ as a holistic approach so as 
to not see running a course as an end in itself. This has implications for service 
development and training of staff. 
 

• Commissioning of projects to run ‘interventions’ could consider the evaluation of all 
aspects including practitioner skills, venue, peer support, after care and follow-up, 
rapport building, therapeutic use of self, partnership working, signposting, systemic 
support etc.   
 

• Consideration in the careful design of all outcomes for projects and services as this 
shapes the delivery. Consideration for funded projects and services to capture 
other outcomes which develop within the life of the project/service.  
 

• Consideration for projects and services to actively pursue partnership working 
(formal or informal) where resources can be shared. Consider investment and 
resource to help put networks and partners together. Also consider designing an 
outcome around partnership working. 
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TRAINING  
 
Two in Mind has produced in partnership with Cardiff and the Vale Health Board and Adult 
Learning Wales two accredited courses that have filled a ‘gap in the market’ for short, 
evidenced based, accredited training in the importance of attachment and what we can do 
about it. The Level 3 course is a Qualification. The learning outcomes of the courses are 
listed on the Agored website http://www.agored.cymru/Units-and-
Qualifications/Unit/CDK492 and http://www.agored.cymru/Units-and-
Qualifications/Qualification/127591. Two in Mind has also assisted with the design of a 
Mind Perinatal Mental Health Awareness Course.  
 

• 955+ have attended all courses (569 accredited courses, 400 Mind course) 

• Statistical significant improvement in all training evaluations for knowledge and 
confidence 

• 3 months after the courses, knowledge and confidence continues to be integrated 
into practise 

• 5 in-depth case studies with learners qualitatively demonstrated applying 
knowledge with examples of practise with families. 

 
 
The main recommendations: 
 

• Consideration of short, accessible, accredited training allows for Trainer 
accountability, evidence of learning, consistent delivery and more in-depth 
evaluation. 
 

• Consideration of partnership working and co-production which can achieve more 
than one organisation on its own. 
 

• Increase in investment for short, quality training can increase the knowledge and 
confidence in a family practitioners thinking regarding the importance of early 
relationships. 
 

• Recognition that appropriate training can mean appropriate care for individual 
families rather than blanket approaches. Eg; behavioural policies in school as a 
blanket approach are suggested as not the most effective ways of working with 
those who have experienced trauma and attachment difficulties stemming from the 
early years. 
 

• Consideration for early relationship health being embedded into all sectors; health, 
social care, undergrad courses AND in the school system. 
 

• Consideration of this training or similar to be integrated into the ACE’s agenda. 
 

 

 
INFLUENCE 
 
Influence and raising the profile of the importance of tackling perinatal mental health has 
helped make this a more important agenda item for the Welsh Government and other 
stakeholders. Being a part of key stakeholder groups has helped bolster the voice for early 
intervention and give a more holistic definition of perinatal mental health.  
 

http://www.agored.cymru/Units-and-Qualifications/Unit/CDK492
http://www.agored.cymru/Units-and-Qualifications/Unit/CDK492
http://www.agored.cymru/Units-and-Qualifications/Qualification/127591
http://www.agored.cymru/Units-and-Qualifications/Qualification/127591
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• 1720 hours of health care students within the Two in Mind project demonstrating 
capacity building, creative partnership working and informed future workers. 
 

• Membership of key groups like the All Wales National Steering Group for Perinatal 
Mental Health, the Maternal Mental Health Alliance. 
 

• Helping define perinatal mental health in papers, grant applications, position 
statements, government enquiries etc as a systemic issue potentially impacting the 
whole family for generations to come. 

 
 
The main recommendation: 
 

• Commitment to define Perinatal Mental Health so that there is a consistency 
across all sectors. This will in turn shape the delivery. A suggested definition could 
be ‘Perinatal Mental Health is the optimal emotional and social wellbeing of the 
main carer, infant and the relationship of these two from conception to the third 
birthday’. 
 

• Investment in early intervention in the first 3 years of life will reduce cost in the life 
course for ALL sectors.  
 

• Investment in early intervention in the first 3 years of life will reduce untold 
suffering of families and give a better start emotionally and socially impacting our 
children of today and adults of the future. It can break the cycle of intergenerational 
problems. 
 

• Consider actively linking the perinatal mental health agenda into the new ACE’s 
agenda and work. 
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Key messages and learning from Two in Mind for perinatal mental health: 

 

Current Problems in Wales: 

 

1. Poor perinatal mental health is a systemic problem and has an impact on all of the 
family; Mum, Dad and infant’s wellbeing and their lifespan. The echoes of this are 
often seen in future generations as the infants become parents themselves one 
day. 
 

2. Differing perspectives on defining perinatal mental health across the sectors. 
  

3. Lack of awareness, knowledge and confidence of key perinatal mental health 
learning for family practitioners. 
 

4. There are cost implications of ignoring early intervention (Bauer et al , 2014) 
 

5. There are a lack of resources and joined up working. 
 

6. There is no inpatient care in Wales for mothers and babies to stay together (MBU) 
putting dyad bonding at risk and poor investment covering the whole spectrum of 
perinatal mental health. 

 
 
 
Some transferable solutions demonstrated in this project: 
 

1. Quality digital Information and on-line early support that is easily accessible is 
used by individuals looking for support. 
 

2. Early interventions/courses that can be delivered by a range of skilled practitioners 
(statutory and non-statutory), not necessarily health trained to build workforce 
capacity reducing pressure on statutory services. 
 

3. Accessible training to help build work force awareness and appropriate treatment 
and resources for families in all sectors including education. For example, 
appropriate interventions at school would allow for children to engage better with 
the curriculum. 
 

4. Communicating a consistent message of a holistic definition of perinatal mental 
health to include parental and infant mental health. 
 

5. Resources invested in helping networks and partnerships flourish to have better 
joined up working. 
 

6. Appropriate outcome measures which help shape an effective project or service. 
 

7. Catalysing type projects can be effective in bringing about change and increase 
sustainability. 
 

8. Having clinicians working in a project management role brings credibility and 
knowledge to the 3rd sector. 
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What Next? 
 

1. Research into online courses and interventions (with or without practitioner 
support) to investigate the difference these can make to mild-moderate mental 
health issues.  

 
2. Piloting and evaluation of face-to-face courses creatively tackling mild-moderate 

mental health issues and parent-infant relationship difficulties during the perinatal 
time.  

 
3. Practical, short, accredited, skills and confidence-based learning for the Education 

sector to help teaching staff understand the impact early relationships have on the 
child’s learning and how to help make the environment conducive to help children 
learn. This could be adapted from the existing Agored learning outcomes (see 3). 
 

4. Undergraduate modules for all future health care staff, applying the theory of 
bonding and attachment into practical assessment and treatment skills for use in 
practise. 

 
5. Investment of resources to put area perinatal mental health networks together to 

increase joined up working, sharing of resources and communication.   
 

6. Further analysis needs to be carried out to look at the economic benefits for 
perinatal mental health early intervention, specifically in Wales. 
 

7. Defining perinatal mental health at a national level to assist with service delivery 
outcomes in all sectors. (see suggested definition in 4.1 above)  
 

8. Investment in projects that catalyse action increasing sustainability beyond project 
funding. 

 
 

    

 

 

7. Legacy and Sustainability  

 

How will progress made by the project be continued now that funding is coming to an end? 

 

Information: 

 

The information legacy left is for the Two in Mind website to continue to be hosted by Mind 
as part of their national website. Individuals will still be able to find the information searching 
for ‘Two in Mind’ via google. The links and downloadable factsheets will remain for 
professionals and the public.  
 

Early Intervention: 

 

Activity Legacy 

£6k funding for two local Minds 
from Section 64 to deliver 
Enjoy your Baby to BME 
groups in Wrexham and in 

Enjoy Your Baby is being trialled with different groups 
beyond the life of Two in Mind project.  
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Neath Port Talbot until March 
2018. 

Trained practitioners can 
cascade their training to others. 

Two in Mind has trained a total of 125 practitioners in 
the different courses. These practitioners can train 
others to deliver the courses which goes beyond the life 
of the Two in Mind project. 

All 3 courses are a licensed 
product with Five Areas Ltd. 
Practitioners and organisations 
can have a direct relationship 
with Five Areas Ltd. 

The courses are not dependent on Two in Mind and are 
held with an external organisation which allows the 
courses continued use beyond the life of the Two in 
Mind project. 

Coastal West Sussex Mind and 
a Neath Port Talbot Mind 
partnership are in negotiations 
with Five Areas Ltd to host the 
courses online with their 
website. 

These courses will be hosted online elsewhere which 
extends the use of the online courses beyond the life of 
the Two in Mind project. 

Organisations have made the 
interventions an integral part of 
their early intervention service 
delivery. 

The courses are embedded into different services 
around the country for example; Cwm Taf Perinatal 
Mental Health Team are running Enjoy Your Bump, Vale 
of Glamorgan Flying start are running Enjoy your Baby, 
Home-start in Monmouthshire run termly Enjoy you 
Baby groups for mothers and fathers, Aspire in North 
Wales use Enjoy your Baby and Bump with young 
mothers, Barry Families First are running Enjoy your 
Baby, Coastal West Sussex Mind and Doncaster Mind 
have received funding to run all three courses and 
Advanced Brighter Futures use Enjoy You Baby 
curriculum weekly with an established group. 

 

Training: 

 

Activity Legacy 

Knowledge within those who 

attended the courses 

As this knowledge is not a ‘product’ or ‘intervention’, the 

learning gained through attending the courses will be put into 

practise wherever the practitioners are placed. They can pass 

this knowledge and key points on to their colleagues and 

clients. The knowledge will allow greater awareness of risk 

and what will help individual families. This will help the 

population of Wales and beyond have earlier intervention 

preventing long term difficulties and transgenerational 

problems. 

Key stakeholders attending Key stakeholders have attended the courses. For example; 

October 2016 the lead Perinatal Nurse in Hwyel Dda and the 

manager of the national steering group attend the Level 3 

course. This has helped roll out the course in Hwyel Dda and 

within the All Wales Perinatal National steering group as 

recommend training. In July 2016, a teacher attended the 

Level 2 course and then went onto do the Level 3 course and 

become a trainer introducing the course now into education 

with other teachers in the Vale of Glamorgan (Two in Mind 

had piloted the Level 2 course in a school but it was pitched to 

a less receptive group so having a trainer from education has 

helped) Also, in October 2016 the two new leads for Wales 
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Family Action attended the course. This allows them to be 

rolling out a national programme with the correct evidenced 

based definitions of perinatal mental health. Finally, in June 

2017 saw 48 Cardiff and the Vale Paediatricians and other 

Child Health senior staff attend a Level 2 (1 day course). 

These, and other examples have led to the course profile being 

used and promoted across the country. 

Accredited learning outcome on 

Agored website managed through 

Adult Learning Wales. 

Others can use the learning outcomes to build another course. 

An example of this is the Vale of Glamorgan have contracted 

a trainer to write and deliver courses tailored to their staff. 

The contractors are going to be using the MIMH outlines and 

learning outcomes.  

Award winning course The MIMH courses won an award within the NHS for ‘The 

staff recognition awards of 2016 in the category education and 

development’. This has helped raise its profile and roll out.  

Nationally recommended Training The MIMH courses were written into the All Wales Healthy 

Child Programme (2016) as recommend training for all 

generic maternity staff helping raise its profile and roll out. 

39 trainers have been trained of 

which 27 who are active in 

delivery (delivered in the last 

year) 

These trainers will continue to deliver the courses as when 

there is demand from their health boards, employers or are 

contracted to deliver. The trainers will have a direct 

relationship with Adult Learning Wales and will not need 

Mind Cymru. This means the courses will continue to be 

delivered. 

Accreditation By having accredited courses, this allows a standardised 

approach to delivery so that each learner or health board 

knows exactly what he/she is getting. This improves the 

accountability of delivery as each trainer has to deliver to 

reach the same learning outcomes. It allows feedback to the 

trainers that learners have gained understood the material and 

gained the key points. It helps the learners have a qualification 

or award for their CV. It also helps with evaluation as the 

training courses can be compared. 

Stimulating other courses to be 

written 

As reported above, Mind was approached to write another 

non-accredited course exclusively for BCUHB. This 

generated income for Mind as an organisation for fundraising 

with the possibility of further training next year. This would 

not have been possible without the positive reputation of 

Mind Cymru in the perinatal mental health space. 

 

Influence: 

 

Activity Legacy 

Influence and presence in 
national stakeholder groups 

Representation and clear messages of a holistic view of 
perinatal mental health, establishment of the 3rd sector 
as a vital asset to the development of services, 
assistance of getting those with lived experience to 
have a voice.  

NSPCC/NCMH/Mind Cymru 
project 

This project will continue into 2018 which will result in a 
seminal report for Wales with UK national coverage in 
March 2018. 

Occupational Therapy students The skills that the students learned while on placement 
in a 3rd sector setting helped them secure their next 
jobs and as practitioners they will be able to work with 
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families in a more knowledgeable way. Cardiff 
University now have an established link with Mind 
Cymru. 

Position statements The position statements for Mind and the contribution to 
the Children’s Commissioner of Wales has helped 
define perinatal mental health as a systemic issue 
involving the parent and infant rather than just being 
seen as ‘post-natal depression’. These will continue to 
shape policy and services. 

 

 

 

8. GENERAL / OTHER COMMENTS 

 

 
Project Challenges and Support: 
 
Early Interventions:  
 

• Getting practitioners to send the evaluations back in the office for analysis was 
challenging. 
 

• Practitioners being trained to deliver the interventions but then not putting groups 
together. A disadvantage of ‘free’ training. 

 
Training (Level 2 and 3 courses): 
 

• Trainers deciding not deliver the courses for accreditation because it was time 
consuming and expensive (only £10 per person per credit!) 
 

• Trainers not being allowed to deliver the courses due to time constraints in their own 
practise and managers originally agreeing and then saying ‘no’. 
 

• Trainers not sending back the evaluations having delivered a course or sending them 
back incomplete. One health board trained 120 health visitors and did not return one 
evaluation or do it for accreditation. 
 

• Partnership working was at times difficult and took much diplomacy and skill to see 
the final product succeed. There were issues with the authors and the need for 
control of the overall vision of the courses. There were issues with one of the 
partners ‘sitting’ on the Service Level Agreement for over a year despite repeated 
chasing. It is still not signed as Two in Mind has not received it. 
 

• Even though much thought was given to evaluating the families who had received 
the newly trained practitioner, further research and time needed to examine the 
impact on families as a result of their practitioners and their new knowledge and 
confidence. 

 
General challenges: 
 

• Translation is expensive and there wasn’t always enough budget. Limited numbers 
accessed the Welsh Early Interventions course following a large cost to the project. 

 
Project Support: 
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• Overall, the support Two in Mind received from the Welsh Government was very helpful. 

There was direct contact with the grant holders via email and responses were always very 

timely. The quarterly reports, although long, were a useful exercise in accountability. Two in 

Mind kept an impact log each week which was useful for recalling activities which helped 

complete the quarterly reports. 

 

• It has also been very helpful to have an Administrator in Phase 2 – Viv Swindell who was 

hired with the underspend from Phase 1. The project was more of a success because of her 

support and skills. There were also some volunteers (ex-OT students) and this was also very 

helpful to make the project successful. 

 

Signed by the Project Manager to confirm that the statements made in this Evaluation Report 

are true and the information provided is correct. 

 

 

Signature: 

 

 

 

 

Name in BLOCK 

LETTERS: 

 

 

Jenny Burns 
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Date: 
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Please return an electronic copy and a signed hard copy of the completed report, 
including any supporting documents to: 
 
E-Mail: HPVSGS@Wales.GSI.Gov.UK 
 
Signed hard copy to: 
 

Mary Elizabeth Rees, 

Healthier Lifestyles Branch, 

Directorate for Public Health, 

Department for Health and Social Services 

mailto:j.burns@mind.org.uk
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Welsh Government, 

Cathays Park, 

Cardiff 

CF10 3NQ  
 
Initial draft by 17/06/2017 and final draft by 17/07/2017 

 
For general enquiries and advice please contact Elizabeth Rees on: 
 
E-Mail:  Mary.elizabeth.rees@Wales.gsi.gov.uk 
 
Tel: 029 2080 1384 
  

  

mailto:Mary.elizabeth.rees@Wales.gsi.gov.uk
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A4.5 Extracts from Enjoy Your Bump and Enjoy Your Infant Course material 

 

Extracts from Enjoy Your Bump Course.  

By Dr Chris Williams and Jenny Burns. 2016   

 

 

(Each page represents a new slide with the script) 

 

Module 1: Expectations, Shoulds and Oughts 

 

(slide 1: ladies pregnant) 

 

(tea/coffee on arrival with a sign up sheet with email/mobile so you can get in contact with 

those attending and remind them to come each week or tell them of changes) 

 

Welcome to the Enjoy Your Bump course. This is the start of your adventure of becoming a 

parent for the first time, second time or even 8th time!  

 

 

(slide 2:) 

 

This course is going to help in lots of ways;  

 

• Exploring expectations,  

• the ‘ideal parent’,  

• reflecting and managing difficult feelings like fear,  

• considering our behaviours and routines,  

• imagining our baby and their future plus  

• your support team 

• and goal setting 

 

 

(Slide 3: country mountain scene) 

 

Before we begin, take a look at this picture.  

 

Have a think for a moment about your life, your work, your family life, your hobbies, 

friendships; where would you put yourself on this picture? There are no right or wrong places 

to be! 

 

You might put yourself on the path with lots of sunlight because you feel excited and 

expectant. You might feel like you in the trees, feeling like you have lost your way. You 

might put yourself right at the start of the path because you feel like you are just starting a 

new journey.  

 

(discuss each other’s places if participants are willing. Make a note of where everyone is and 

retain until end of course to compare places) 

 

We will re-visit this again at the end. 
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Wherever you are on the picture, you are starting a new adventure with this little one inside 

you.  

 

(Slide 4: pregnancy stick reactions) 

 

How did you feel when you first got pregnant? 

 

Maybe you were elated;  

 

maybe you were scared;  

 

maybe you were not sure.  

 

All these emotions are normal. 

 

(Discuss) 

 

(slide 5: prodder image) 

 

Your body began to change; your emotions began to change; your baby inside began to 

change; others around you began to change – have you met the ‘prodders’?  

 

(Slide 6: ideal parent – should/oughts) 

 

So what is the ‘ideal parent’?  

 

Here is a short case study: 

 

Sarah decided during pregnancy to plan on being the ‘ideal parent’. After all, this is what 

she ‘should’ or ‘ought’ to be right? She wrote lists to make sure the nursery would be 

decorated with the latest brand, her equipment would be only the best. She would definitely 

take baby on outings everyday, and baby would be dressed in a matching outfit. She would 

have a date with her partner every week, her house would be clean and tidied daily, and she 

would be a size 10 again when baby was 6 weeks old and ….. the list went on. 

 

Can you identify with Sarah at all? What are your ‘shoulds and oughts?’ (Discuss) 
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Extract from the ‘Enjoy Your Infant’ COURSE  

by Jenny Burns 2017 

(a course about relationships with your 1-4 year old) 

 

(Red text at the start of each page suggests the opposing picture in the book 

 

(Mum/parent and infant) 

 

Introduction 

 

This course is not about one person; you or your infant. It is not about your partner. It is not 

about your parents. It is not about your grandparents. It is not about nappies, or feeding, 

toileting or tantrums. This book is about the: 

relationship with your infant, the relationship between the two of you.  

The relationship is the main thing.  

 

Without a good relationship between the two of you, your infant will fail to thrive in many 

ways. Without a good relationship, you will struggle to shape your infant, love him, 

discipline him or connect with him. This will echo into yours and his future. 

 

The relationship foundation you lay down now, will allow you and him to walk through life 

and its ups and downs, feeling connected and more likely to be able to resolve differences. 

He will be better able to make friends, handle his emotions and have life long partners. He 

then in turn will be able to be better equipped to raise his own children one day. 

 

Using cognitive behavioural therapy techniques (and few others), this course can help unpick 

some of the interactions you have with your infant and enhance your relationship.  

 

(by the way, the infants in this book are all mentioned as a 'he' to make it less confusing, but 

is of course interchangeable with 'she') 

 

(four words; curiosity, validation, repair, connection/foundation of a house) 

 

There are four key words that help build a strong relationship between you and your infant. 

We will be using them throughout the course and each module will build on one of these. 

They will be repeated over and over and will be like the foundation building bricks of your 

relationship with your infant: 

  

 

• CURIOSITY: wondering what is behind your infant's behaviour. Wondering why he 

is behaving in such a way. Standing back for a minute before reacting.  

 

• VALIDATION: stating the feelings noticed or presumed. Develops language and 

connection. Containing and helping him manage his emotions, allowing him to feel 

and not shutting him down.  

 

• REPAIR: making sure the relationship re-connects. This includes saying sorry if 

necessary, forgiving, not holding a grudge and letting go.  
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• CONNECTION: staying connected in the relationship. An on-going process that is 

achieved daily. This includes praise, celebrating successes, talking through 

difficulties; affection and a healthy serve and return process. 

 

 

 

But first, let's start to think about building connection with your infant...... 

 

Session 1. Discovering your infant (key skills: building CONNECTION): 

 

a) Taking stock of your relationship with your infant 

(relationship questionnaire - re-take at end). It is important to stay connected with your 

infant. Know them. Study them. Discover their strengths. Be curious about them and their 

behaviours. Wonder about what they are feeling and thinking even though they may not be 

able to talk yet. - (key skill: reflection) 

 

b) What do you enjoy about your infant? - Handout with infant in the middle and draw a 

mind map of them around the middle.  (key skill: building attachment by noticing) 

 

(hand-out examples: eyes, laugh, curiosity, being with them, concentration, food time, bath 

time, sense of humour, reading time, their hands, their feet, the colour of their hair 

 

c) Your infant's world. Handout with infant in the middle. Significant others in their world 

and your world who impact them; family and friendships, pets, groups eg mother/toddler 

groups, faith communities, nursery etc. Give names. Anything significant about them, 

character qualities. Share stories in group. What does each person bring to you? What does 

each person bring to your infant? Is there anyone else that you would like to include in this 

world?  (Key skill; identifying Support network, belonging, reflection, noticing, strength 

building, gratefulness 

 

d) you time - Explain why looking after yourself is so important. 5 ways to wellbeing; 

everyday; connect with friends/family, be active, take notice (reflection), give and learn 

something new (in Enjoy Your Bump). Also include getting enough sleep. Use before and 

after questionnaire.  - (key skill: how behaviour can change your feelings and thoughts) 

 

e) goal setting explanation and setting a goal for you and infant - longer for first goal 

setting to allow explanation of SMART goals - (key skill: behaviour changes and 

achievement) 
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A4.6 Perthyn Theory presentation slides (There was no text, just the pictures 
followed by a discussion) 
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