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Chapter 1:
Introduction and Outline of the Research Project

1.1 Introduction

HIV and AIDS impacts on children in different degrees and at different levels. For children living in HIV infected households, children orphaned by HIV and AIDS and children who are HIV positive, their basic rights to food, housing and health care are violated to such an extent that their survival is threatened.

The most tragic part of the epidemic is that it can subject children not only to the physical effects of poverty, neglect, stigma and discrimination, but also to psychological trauma as a result of multiple losses. The first loss may be a parent, or both parents, possibly loss of siblings, although the child may still suffer further loss as their kinship carers become, affected by the disease.

The overwhelming affect of loss in the community undermines the social and emotional support available to children that is so critical to their development and coping in the world. Thus the communities face not only physical but “emotional impoverishment”. In South Africa the majority of care for children affected by HIV and AIDS lies in the hands of extended families and their communities. However, with the deterioration of social and economic strength of communities through the impact of AIDS, the very survival of the extended family is under threat.

Much of the support provided to communities has aimed to meet the critical physical needs of children and families affected by the epidemic. For a long time now psychosocial support has been regarded as a luxury but in the face of the impact of the epidemic this has become a necessity. There are insufficient professional psychological skills and services available to communities, therefore there is a need to look at creative ways of supporting care givers in the community to help children cope with their losses and their changed circumstances. It is precisely research into this kind of creative solution that this proposal seeks to present.

1.2 Background to this research proposal
The Aids Foundation’s core business is about providing resources and technical support to community organisations to equip them to manage/ respond to the challenges presented by the HIV/AIDS epidemic in their communities. The foundation funds research into the development of programmes and technical support materials to support its 50 partner community organisations.  The Foundation identified the need to support its partners in the area of Psycho Social Support.

The Rob Smetherham Bereavement Service for Children is a non-profit organisation whose aim is to bring hope and healing, through play, into the lives of children experiencing loss and trauma as a result of the impact of AIDS. The Service provides direct psychosocial support through play to groups of bereaved children in poor communities, it also seeks to train and develop community volunteers/organisations (through an extensive mentorship programme) to provide this care to groups of children. The Service would like to extend its current programmes to include a family/ kinship carer support programme that looks at supporting the caregivers in providing psychosocial support to bereaved children in their care.

Given the respective focus areas of the 2 organisations there appears to be strong benefit in working together. The AIDS foundation would like to provide resources and technical support to its partner community organisations in strengthening their response to the psychosocial needs of children affected and infected by HIV/AIDS. A partnership with the Rob Smetherham Bereavement Service for Children provides an optimal pooling of resources to achieve this purpose.

1.3 The desired goal of the research

Using an intervention research model the aim is to….

Develop a comprehensive intervention specifically aimed at providing support to families/kinship carers in providing psychosocial support (through play) to the children in their care.

Although quite ambitious goals the intervention aims to satisfy the following design criteria:

· Make use of available resources within the community and within families/ extended families to the best effect, i.e, an intervention that strengthens the families capacity to cope and respond to the needs of children in care;

· Respect, acknowledge and support of current cultural practices associated with coping with death and dying; 

· Provide help and support while in the process of research (hence the intervention research model);

· Provide a programme that takes into consideration the practical needs and constraints within which the families and the community organisations operate;

· Develop a programme that meets the needs identified by those actually caring for children;

· Develop an intervention that leaves skills within the community to cope with psychosocial support to children;

· Develop and pilot an complete process of intervention, this would include details of an actual support programme, procedures and processes for implementation and evaluation all of which would become materials for dissemination to the Foundation’s partner community organisations; and finally,

· Develop a programme that can be taken on by other organisations and replicated in other communities around South Africa.

This project should deliver a comprehensive process which means that the materials developed would guide an organisation/ facilitator in knowing how to conduct the support sessions, implement the complete intervention in another community and includes facilitator training.

1.4 Some elements of the proposed approach

A note on play

Play is the child’s natural medium of communication. It seems, therefore, to be the most appropriate method in which to address the psychosocial needs of children. Play allows children to make sense of and connect with their world. Play is non-threatening and allows the child an opportunity to normalise her feelings in a safe environment. The child is able to exercise control over her play and this in itself offers a sense of relief to the traumatised child trying to make sense of uncertainty in the traumatic situation. When play is used to help children express their feelings in ways that do not hurt the child or others, the child becomes better able to cope with difficult feelings in the future. Once children feel listened to and are able to communicate in their natural language of play they are able to let adults in their lives know what they need. Play offers traumatised children the opportunity to make healthy contact with their environment and to acquire the necessary resources, both internal and external, for coping. 

(Liesl Jewitt quoted in Children FIRST June/July 2003 p26)

A note on family support

In this programme the researchers would like to make use of the principles and models developed in filial therapy. This form of therapy approaches both the child and the adult carer indirectly and therein lies its effectiveness. In filial therapy the therapist works with the adult and helps/ supports/ teaches the adult to provide support (through play) to the child. Note the carer focus is on helping the child, which makes the participation in the process less threatening to the carer. The play-programme the carer implements, is about using play to establish and strengthen the relationship and communication with the child. The focus of the support to the carer is to help the carer cope with the issues in the relationship as they arise. The therapist/ facilitator helps the carer as they grapple with their own issues in the context of helping the child. Thus the primary care to the child comes through the carer (not the therapist/facilitator) and the carer is supported in this process.

Using play and filial therapy principles it is the aim of this research to develop and pilot a community-based intervention focused on needs identified by care-givers themselves to provide psychosocial support to children in their care.

1.5 The research method

Given that RSBSC wants to both provide family support and research the process at the same time the team has selected an intervention research model (De Vos, Rothman & Thomas Design & Development Model 1994). The model is used to guide the process and ensure that the key elements surrounding the design, development and research are founded on good practice and sound research principles.

Very simply the research process will cover the following six phases:

Phase 1: Problem analysis and project planning – this involves identifying the needs of those you are trying to serve and developing your goals and objectives according to a grounded understanding from the perspective of those you are trying to help. Clearly the rest of the project and planning emanates from this first phase.

Phase 2: Information gathering and synthesis – this phase involves literature review and thorough investigation of existing work (academic or practical), in the field of investigation that may inform your design. The more thorough this phase is initially the more effective and streamlined the design phase can be. Note however that information gathering and synthesis is a part of every phase of the research.

Phase 3: Design – the design phase involves 2 critical parts, one is the design of the programme itself, the other is the design of the measures, indicators, observations whereby you will recognise whether the design is in fact meeting its objectives. By the time you reach the design phase (based on the thoroughness of this process) you should have the following assets to inform your design process:

a. Access to & support from the community

b. A very clear understanding of the caregivers needs

c. A review of all existing literature and research related to your areas of interest

d. Some investigation of natural/ indigenous examples as a further source of information

Phase 4: Early development and testing – this is like a pilot full dress rehearsal of the programme and the process to test whether the design concepts work in practice. This phase offers a unique opportunity to develop the practical implementation procedures and processes that would support hand-over to the community (or training others to do so).

Phase 5: Evaluation and advanced development – involves selecting a research experimental design to evaluate whether the programme in fact has the impacts in practice that it is designed to have. This phase offers the opportunity to re-evaluate and refine the intervention; finally, 

Phase 6: Dissemination – this involves collating all the data, learning points, programme materials, processes and procedures and developing a “product” for dissemination. It would include helping the Aids Foundation identify who best the intervention would serve, handover to a selected group with training for implementation in their communities.

1.6 The research scope

Sampling

The sampling strategy used was purposive sampling. In purposive sampling, the researchers sample with a purpose in mind (Trochim, 2002). It is a useful strategy because (a) it allows the researchers to reach a targeted sample quickly and (b) it provides access to rich data. In this case the project team sought to study how kinship carers cope with their roles of looking after orphaned children. 
Physical scope

In order to maximise the focus on design of a complete intervention and given that the specialist skills in play therapy and filial therapy are quite scarce, it is proposed that the development and design research be conducted within the current operation of RSBSC. 

The pilot of such a programme is one of the key goals of the Service in its 2-year strategic plan. This is because RSBSC is already working with children in the community and would like to expand its programmes to include family/ kinship carer support. Thus the Service has access to and a relationship with existing communities who have identified this type of intervention as a pressing need. RSBSC also has the necessary skills to facilitate the development and design of such a programme/process. RSBSC will thus design and develop, pilot and evaluate the support process within the work and service provided to the communities where they already work and have relationships with volunteers and community organisations. Once the pilot is completed the programme/ process can be disseminated through the Aids Foundation to their partner organisations. In terms of the research specifications as presented to the research team by Nozuko Majola the project has met its objectives once the resources and technical support to community organisations has been developed and prepared for dissemination (note this would include printing of some of the support materials and completion of training course).

This means that wider dissemination to all of the Foundation’s, 50 partners all across South Africa is outside of the scope of this research project. It is noted however that given the unique position of the Foundation and its relationship with its partners, wider dissemination offers an opportunity to conduct a large-scale programme evaluation across a wide range of organisations, communities and cultures. This would support the design and development process with data relating to generalising findings and application across a wide range of community contexts. Although not imperative this would be a valuable next step.

1.7 The research team
In order to meet the requirements of the research process the following members will play a role in the research team:

· Liesl Jewitt – Play therapy specialist, Researcher & 

· Lulu Hlope - Service co-ordinator for RSBSC

· Mbulelo Duma  - Psychology Honours & Feildwork co-ordinator RSBSC

· Nunu Khanyile – Social Worker & Feildwork co-ordinator RSBSC

· Dudu Nzama – Social Worker & Feildwork co-ordinator RSBSC

· Rachel Rozentals-Thresher – Independent consultant & project manager

· Student Volunteers
· Volunteers from an AFSA partner organisation
Rachel Rozentals-Thresher is an independent consultant and a volunteer member of the Rob Smetherham Bereavement Service. Her role will be to manage the research project to ensure delivery as RSBSC does not have the capacity to take on this responsibility. However it is important to note that the key role player in the process is the Bereavement Service. All documentation and materials developed will be owned by RSBSC & AFSA, the documents will reflect this relationship.

1.8 The outline of this document
In action / intervention research each stage of the process is documented in order to track the process appropriately.  Thus each stage and phase of the project has progress reports, raw data (session notes, taped sessions), process notes, findings and analysis of findings at each stage.  This is thus a working draft document presenting the key findings and analysis that attempt to tell the story of the research, the process, the findings and evaluations.   This is not an academic research paper and as such will not meet strict academic protocol (a formal academic research paper although one will be written and published shortly). This document therefore is a summary of key findings from the research process.

Each chapter of this document will begin with the outline of the project/research plan.  And each chapter will cover a different phase of the action research process.  Any reference documents will be referred to at the end of each chapter and can be obtained from the authors of the report as required.

1.9 Additional documents to support this phase
· Detailed project plan

· Delivery schedule

· Progress and delivery reports

Chapter 2:

Phase 1 Problem Analysis & Project Planning

2.1 Purpose of this phase 
Phase 1: Problem analysis and project planning – this involves identifying the needs of those you are trying to serve and developing your goals and objectives according to a grounded understanding from the perspective of those you are trying to help. Clearly the rest of the project and planning emanates from this first phase.

The project-planning component of this phase is available as an additional document, thus this chapter will focus on the definition and understanding of the problem to be addressed.

2.2 Outline of research plan

	Phase 1: Problem Analysis & Project Planning
	Outcomes by the end of Phase 1

	Key activities & outcomes of this phase

1. Gain entry and co-operation from the community.
2. Identify and involve target community/ caregivers/ kinship carers.
3. Identify the concerns of the target group.
· What is it that the kinship carers are most concerned about? What is their need? What issues are they grappling with?
· A preliminary PRA (Participatory Rural Appraisal) conducted by 4 Master’s students, facilitated in the community by RSBSC staff.
4. Using the raw data from the focus group analyse the identified concerns of the kinship carers.
5. Set the goals and objectives of the intervention on the basis of needs that the families and kinship carers have identified.
6. Project planning
	· Access to the community and community support for the intervention
· A very clear understanding of the specific challenges faced by kinship carers in relation to psychosocial care for the children in their care.
· Goals and objectives for the intervention specified on the basis of an understanding of what the needs and concerns of the carers are



2.3 Conducting the Participatory Rural Assessment (PRA)
There is a comprehensive document that covers what PRA is and why this technique was chosen, its strengths and weaknesses and limitations. This report can be provided on request. This chapter will focus not so much on the process but on the findings that determined our design of our programme.

Gaining entry and co-opeartion of the community

Rob Smetherham Bereavement Service for Children (RSBSC) currently works with 3 communities at present (Escodnini, Ashdown/ Kwamazibuko & Swaymane). The initial thinking around the research is that we would work with a community where we had a relatively new relationship where there had not been a lot of exposure to the children’s play therapy groups. We felt this would give us a more neutral sample for the research.

With this in mind we approached Ashdown/ Kwamazibuko community first, working through our existing contacts and relationships. Being a fairly new relationship with the community, there was a slow response.

This led us to focus on working with Swaymane where we have a longer and more established relationship. Thus there are higher levels of trust and participation. In order to keep the research neutral we did however need to identify caregivers who had not been trained by us before or whose children had not participated in the play therapy groups. We found through this process that it was much better (for us and the community) to work with a community where we have an established relationship where we are known and we know a number of the community members. This provided us with a greater degree of trust, openness, access to the caregivers and community representatives with whom we work very well.

Identifying kinship carer’s

In identifying the kinship carer’s we were greatly assisted by Sis Thap’sile from the Ukhumbi Ka Noah Centre. We briefed her on what we were trying to achieve and the profile of the caregivers we would like to participate in the initial problem analysis phase. 

Sis Thap’sile identified a number of caregivers whose children come to the centre and participate in a feeding scheme whom, she thought may interested in participating in this research process. The participants are all looking after children at home who belong to absent or deceased relatives. The participants did not have children who had participated in our Bereavement groups before.

Sis Thap’sile communicated the brief to the gogo’s and caregivers. 10 Gogo’s/ Kinship Carers were invited. 7 Gogo’s kinship carer’s made a full day of their time available to participate in the PRA focus group.

The Focus Group

The focus group aimed at identifying the issues and needs associated with psycho-social support to children in families cared for by kinship carers after the natural parents have died. The group took a full day to complete and was held on the 25th of September. Liesl Jewitt (RSBSC Play Therapy Specialist) attended the focus-group. Dudu Nzama (a Fieldwork Co-ordintor for RSBSC) facilitated the session and translated the critical instructions and responses from the participants. Sis Thap’sile participated in the day as the community representative. 7 Gogo’s and aunts shared their stories and their experiences with the RSBSC team. Four Master’s students from UNP applied the Participatory Rural Assessment (PRA) techniques to collect local data from the participants. 

The PRA involved getting the participants to draw a Genogram depicting the family tree, while drawing the picture each individual tells their personal story and describes the relationships in the family. The second part of the PRA was to identify and map support structures within the community

We are incredibly grateful to the Kinship Carers who participated and share their lives and their experiences with us.

2.4 Findings from the PRA 
At Swayemani, four grandmothers and three aunts attended the workshop. Grandmothers were in their late 50s or beginning 60s and the aunts were around 30 years of age. The older women tended to be illiterate, whilst the younger ones appeared more educated.  

Genogram
The Genogram exercise provided an overview of the structure of the various families.  This acted as an efficient means of introducing the researchers to the gogos.  It also provided a context in which to locate the gogos, which in turn acted as a strategic pathway to understanding the types of concerns facing the gogos.  
The results indicated that a great portion of the parents was deceased and the gogos were presently acting as the caregivers.  There were, however, also incidents of parents working and living away.  The ages of the children being cared for ranged from two to eighteen years of age.  Most households contained up to three generations living under one roof, however, one gogo had four generations living in the home.  There were certain dominant dynamics and tensions that were identified that troubled most households. The following table indicates some of the demographic details gained from the exercise:
	Name
	Members in Household
	Adults
	Children

	La
	9
	1
	8

	C
	12
	5
	7

	Mu
	19
	3
	16

	Mar
	16
	3
	14

	N (aunt)
	9
	3
	6

	T (aunt)
	9
	3
	6

	Ma (aunt)
	8
	2
	6


The genogram exercise also provided preliminary insight into the concerns of the gogos.  During the task, certain dominant dynamics and tensions were identified that troubled most households, these can be summarized as follows:
· Fear of children.  Irresponsible, violent, ill-disciplined male children troubled many of the gogos. They raised concerns particularly regarding the fear of physical assault by these children.  
· Financial constraints.  There was a general consensus that gaining access to grants is difficult due to missing documents or the age for pension has not yet been reached.  The death of the main breadwinners and lack of support from adult children living away also caused room for concern.  The general state of poverty was obviously an overwhelming concern for the gogos.   
· Indifference to education.  Many gogos found the lack of motivation from children regarding their academic difficult to cope with.  They also found it demanding when the children struggle with their academic work and this adds to their negative attitude.  
· Drug and alcohol abuse. Some of the children use drugs and alcohol, which causes obvious distress to the gogos.  
· Depression.   The depression levels of both the caregivers and the children themselves were identified as a distinct concern.  The children feel like outsiders and deprived of material things.  
· Issues around discipline.   There appeared to be two main issues concerning the gogos.  Firstly, that they did not feel it their responsibility to be disciplining these children and secondly, the children in turn do not feel that the have the right to discipline them.  
Mapping

The over-all aim of this method was to advance and extend our understanding of the gogos by identifying the physical and material resources to which they have access. The exercise allowed the gogos to rate the relative importance of each resource by drawing them in different sizes.  The result was a diagrammatically illustrated ‘map’ of their resources with an indication of the relative importance of each resource. The results indicated that there were certain unanimous resources to which the gogos have access to and to which they place importance upon.  However, there were also areas of contention, in which the Gogos disagreed. 
Areas of agreement:


· The Gwmisa clinic was agreed upon as an excellent resource to which they all have access.  It provides them with treatment and medication, diagnoses, and the services are free of charge.  
· The school was described as giving the children a holistic education, in that it shapes their character and teaches them good ways of behaving.  
· Swayimane Community Hall is the place as which the older people of the community receive their grants.  They appreciated the building because of its shelter.  They also have community meetings at this hall and are also able to receive assistance from their social workers.
· An ambulance was interestingly also identified as one of the main resources in that it assists with the sick.   
· Cows, for ploughing, milk, amaas, which were identified as both good for the children.
· Tar road provides them with better traveling conditions, particularly in rainy weather.
· The councillor acts as the mediator between the community & other agencies (governmental or business) and he or she can solve such problems.  
· Tractors for ploughing since they are dependent on fields – amadumbe, mielies, beans.  Such subsistence farming allows them to sell products so they can in turn purchase things for their grandchildren.
· Taxis allow them transport to town in order to sell their vegetables. 
Areas of contention:      
· Tribal court - N does not receive assistance –It is important for Ma because she felt people had received help.
· Crèche.  There was seen as no need for the crèche by some as it is not affordable.  However, others saw it as a valuable tool to prepare the children for school, such as understanding what it is about and why they need to go.  
· Churches – Some felt that the churches did not provide enough practical support with financial and material resources.   
From the conversation it appeared that the disagreements about the importance of these three resources were age-related, i.e., the younger women tended to dispute the value of certain resources that the older participants prioritised.

2.5 Discussion of Findings
Academically one can express the impact of Kinship Caring on an Individual, however, meeting face to face and speaking to people who are actually grappling with all of the aspects reflected in the readings and research is quite another experience. 

It is one thing to read of stress factors and imagine that each one compounds the effect of the others. It is quite another thing to meet the kinship-carer’s themselves and sit with them as they tell their stories. Stories illustrating some of the harshest, ‘worst case scenario’ data reflected in previous research. We cannot emphasize enough the human tragedy at all levels of families as a result of the impact of HIV/AIDS in our poorer South African communities. 

It is important to note that we cannot confirm of prove (nor are we interested in doing so) that the deaths reported in these families were as a result of HIV/AIDS. One of the ways RSBSC have found to reach out to those affected and infected by HIV/AIDS is to look for loss and bereavement and there you do find the traumatic impact of the disease.

Liesl Jewitt (RSBSC Play therapy Specialist and Service Co-ordinator) expressed her experience as follows:

In telling their stories to us I was deeply touched by the plight of these Gogo’s.  So many of them manage to function with no support.  Very little seems to happen in their lives that allow them a “break” from all the caregiving.  They expected to be cared for in their old age and yet here they are bringing up the next generation.  The sheer numbers of children in their care, begs the question – how much emotional resource have they got left once they have cared for their adult children who have died.  It was exhausting listening to their stories, but also a great privilege.  Dudu, (RSBSC Field Work Co-ordinator) worked incredibly hard to do the translations between caregivers and the research team.  She managed the process and did an incredible job of making sure that communication was clear and accurate.  It was very overwhelming for us to hear these stories and hear the difficulties of these Gogo’s, how much more overwhelmed must the person feel who is in that situation.

Observations from the Genograms

The genograms are in many ways shocking.  There are a number of issues that present themselves in these pictures that need specific consideration.

The number of deaths the families experience 

The level of family tragedy and suffering as a result of the number of consecutive losses experienced in the family is hard to imagine. The typical story attached shows a Gogo who has lost her husband, 3 sons, 4 daughters and one grandson. Seven out of her 9 children have died. Nine children have lost their parents and now live in serious poverty with their grandmother as their only caregiver. The other attached genogram reflects a Gogo whose husband deserted her, she has lost 5 of her 7 children and one grandchild. She cares for 16 children who have suffered the loss of their parents and aunts and uncles. The effect of so much loss is hard for us to imagine.

Single parenting

Every one of the individuals that participated in this focus group is a single parent/ kinship carer. Each of the Gogo’s and aunts are now alone in their journey of parenting the children in their care. It is interesting to note with the Gogo’s that in parenting their own children they were not single parents. They had the benefit of a husband, provider and father for at least some part of the upbringing of their children. Now in their later years they face the challenge of the care of a great number of children as single parents.

The number of children per kinship carer household 

Just looking at the table of the number of children in each household is a shocking experience. The number of children ranges from 6 to 16. What is even more shocking is the number of children in the care of the elderly care givers. The sample of elderly carers is small, but of the four 2 have 7 & 8 children under their care. The other 2 elderly care givers have a staggering 14 & 16 children in their care.

Lack of alternative care givers

Following on from the previous point which stresses the sheer numbers of children under the care of the elderly, it seems important to consider not just the numbers but the burden of care falling to just one individual in the home. Clearly there are many things that children can do for themselves however parenting is not one of them. The stress of the care-giver can be increased by a fear of what will happen to the children should the elderly caregiver become sick or die. The burden and reliance on one caregiver and the fear or reluctance of the wider community to support the family (for fear of having to take on the burden themselves), means that while there is currently care available to the children, the entire family-support structure is very vulnerable. Not only is the family vulnerable to serious changes like the death of the caregiver, they are also vulnerable in situations of a temporary nature such as, temporary illness or physical or emotional exhaustion on the part of the caregiver.

The lack of same generation adults in the household

This refers again specifically to the elderly women in the group participating in this research. What is noticeable is that the children and grandchildren have siblings thus there are other members of their generation in the home. With the elderly caregiver who has lost her husband, she has become the only older generation individual in the home. Being in such a minority to the other generations may present a number of problematic dynamics for the elderly caregiver like isolation, lack of support for the primary caregiver, possibility that groups of similar aged children could gang-up on the elderly care-giver discussed under fear of children & issues around discipline above. These must be exacerbated by the fact that as single parents the elderly have no-one to back them up in their parenting and leadership of the family, and no-one in the home with a similar generational perspective on life.

Historically the burden of childcare may always have fallen on single women, but the genograms indicate that there was a husband in the lives of these women, who did support them in some way.  Now they feel very alone and isolated.  One would expect that this would increase the levels of stress and the ability to cope with the additional burden of “orphans”.

Strained relationship with teenagers

In all instances the strained relationships as expressed by the care givers occurred with teenagers. All of the strained relationships except one occurred with male children. This is an interesting finding in two ways. Firstly, it supports key ‘normal’ developmental challenges in parenting children operate in these extended families. Thus while troubling and difficult for the caregivers this type of strained relationship is not abnormal. 

There are however, a few other factors that are likely to make parenting teenage males in these families even more challenging. These are expressed as follows:

a) The large generational gap between the elderly caregiver and the teenager;

b) The threat of physical violence an agressive teenage boy may present to the elderly female caregiver; and,

c) The lack of male role-models in the home (most of the caregivers are female).

The second reason that this finding of strained relationships at a particular developmental stage is worth noting is that it is predictable and likely to become an increasing challenge to the caregivers as their grandchildren grow up. This presents both a risk and an opportunity, in that the focus of this particular research process is to strengthen the emotional relationships through play between the caregiver and the children before they reach adolescence. We believe that a strong emotional bond and improved communication and understanding between the caregiver and the child will serve as a protective factor as they negotiate their way through the teenage years. This will not take away the normal challenges of parenting a teenager but may contribute to both parties coping a little better.

Educational differences between the generations

The older generation Gogo’s tended to be illiterate whilst the younger caregivers seemed more educated. Most of the children in the families researched, are at school going age. There was a finding relating to indifference to education. Clearly it must be impossible for an illiterate grandparent to assist, guide or even supervise the completion of homework in the home. Thus the children are likely to get very little educational support at home unless they have older children or adults with more education to assist them.

What about HIV/AIDS?

Jo-Anne Stevens O’Connor of PADCA (Pietermaritzburg & District Council for the Care of the Aged) commented that in all the HIV/AIDS awareness Gogo’s have been ignored.  The awareness campaigns have been aimed at those that are sexually active, and yet it is most often the Gogo’s who become responsible for the results i.e. care of the dying, care of “AIDS orphans”.  One has to ask the question: in bringing up the current generation they did not talk about issues like sex and that generation is dying of AIDS, if their method of raising children does not change then how will the next generation be brought up differently?  There is no blame in this question, and believing that simply talking about sex will change things is too simplistic, but the issue of assisting and supporting these caregivers in a holistic way is vital if we are to see things change for our children.  Children take their cues from the adults in their lives – these adults need ways in which to respond.

In discussion about death, the facilitators posed the question, “What is causing the many deaths?”  The Gogo’s responded by using a Zulu euphemistic term translated as ‘this illness’. The unnamed illness, was described as being ‘a young peoples disease’, that gets talked about but not to the Gogo’s.  

2.6 Specifying the objectives of the Intervention

Evaluation of dominant needs

The aim of this first phase of research has been to identify the concerns of the target group of kinship carers. We wanted to establish what the care givers are most concerned about, what they need and what specific issues they are grappling with. It is our desire to develop the goals and objectives of the planned intervention according to a grounded understanding of the needs of those we are trying to serve as expressed from their perspective.

The participatory research we feel has provided us with exactly the information we need. The research validates our initial formulation of the kinds of challenges faced by kinship carers. These initial assumptions are borne out by the literature on the subject and the focus group has given us the unique insight into the lives of 7 women who are actually living the challenges of kinship care. 

From the above results and analysis, certain overall needs of the kinship carers were identified. The dominant needs appeared to be:

· Financial assistance (income-generating schemes, support grants)
· Connectedness – there was a sense that the gogos needed people they could talk to, to share their thoughts and concerns.
· Parental management – there seemed to be conflict within the gogos around their role as caregivers.  
· Self-care – issues with stress, coping and looking out for themselves.
· No energy to mourn or grief, the grieving process is not gone though on account of other worries that interfere, for example, paying funeral costs.  
It is important for us to acknowledge that the findings of the participatory research while they emphasize and highlight areas where this intervention will support Gogo’s and kinship carers, there clearly are areas where this intervention will not provide a direct solution to the needs expressed by the carers.  This by no means implies that we do not see these as important needs or issues. All the findings reflect critically important needs of kinship carers. However some of the identified needs fall outside of the ambit of what RSBSC can realistically address through this research intervention.  Our stated aim is to focus on Psycho Social support.

This means that of the dominant needs identified we will not address the first relating to Financial assistance, we will however design an intervention that attempts to address the other areas of need.

Identifying the appropriate target group

The term kinship carers can cover a wide range of people in the extended family, Gogo’s, Aunts, Uncles and even older children in child headed households. However many of those shouldering the greatest responsibility are often elderly, they may be illiterate and have physical health problems.  There appear to be very few interventions that provide support to the aging population of care givers.  It is our desire therefore to design an intervention that will meet the needs of kinship carers taking into account that it must reach and support the aging, illiterate Gogo.  We acknowledge that there is a continually growing demand on elderly care givers of children and we aim to ensure that this programme supports them.  As a result all the future chapters refer to Gogo’s and the Gogo group.  This by no means limits the application to a wider set of kinship carers, the principles of the programme should be able to be applied to support all kinship carers. However, given the specific needs of the elderly and the growing number of Gogo headed households supporting vulnerable and orphaned children we seek to test the effectiveness of the design of our support group for this specific target group.

2.7 The specific goals and objectives as identified by phase 1 of the research are as follows
1. Develop a support programme that uses play to strengthen relationships between kinship carer and child (relationship based parental management);

2. The programme will support children younger than teen age (the bulk of children are below teenage);

3. Design a support programme using play and filial therapy principles that offers support to the carer and supports the carer in meeting the psycho-social needs of children in their care through play;

· Provide support at the level of the care giver (link to the identified need for connectedness, self care);

· Provide support at the level of the child; and,

4. Maintain a focus on bereavement (dealing with grief for the Gogo, and helping her respond to the grief of children in her care)

2.8 Conclusion
The process did elicit rich and accurate information.  It allowed the gogos to literally tell a story in their own words about their own lives.  It was therefore felt that the process was beneficial for the gogos because it elicited a sense of sharing with others.  It was found that the process triggered memories and ideas in individuals from others, sparking in-depth narratives around people’s realities.  This resulted in a feeling of connectedness and bonding.

The women who attended the workshop expressed a sense of connectedness and of ‘not being alone’ as a result of having been allowed to share their stories with each other. They expressed a sense of empowerment from the experience. It was therefore seen as worthwhile to put into place a continuing support structure. Such a support structure would consist of several elements: it would first of all serve to create a space within which each individual can experience an empathic group of people in a similar situation, with whom one can share feelings and emotional issues. The group would also serve as a context within which these women can share with one another vital information regarding community resources and any other potentially helpful information. The support group would also be aimed towards providing some guidance in managing children. Finally, addressing the gogo’s grieving and mourning crystallised as an important focus. Not only had many of them lost their own children to death, but had also had to let go of their own traditional ideas and hopes for their future as an elderly member within the family and community. 

2.9 Additional documents available from this phase
These documents can be provided on request

· Masters Students report regarding the PRA

· Genograms and notes per participant

· Progress reports

· Project team analysis of the findings

· Specification of objectives for the support group programme 

Chapter 3:
Phase 2 Information Gathering & Synthesis 
Gogo Support Group Programme -Rationale

3.1 Purpose of Phase 2
Phase 2: Information gathering and synthesis – this phase involves literature review and thorough investigation of existing work (academic or practical), in the field of investigation that may inform your design. The more thorough this phase is initially the more effective and streamlined the design phase can be. Note however that information gathering and synthesis is a part of every phase of the research.

The literature review is provided as a separate appendix, this chapter will summarise a set of basic assumptions that we make in structuring the intervention.

3.2 Outline of research plan for phase 2

	Phase 2 Information Gathering and Synthesis 
	Outcomes by the end of Phase 1 & 2

	Key activities & outcomes of this phase

Note: this is the first step in this phase and is quite a chunk of work, however information gathering and synthesis occurs across each phase.

1. Using existing information sources
· Literature review on a range of issues, death & dying, family support, play, filial therapy
2. Studying Natural/ indigenous examples
· There are 2 sources of indigenous research that will inform this intervention. Liesl Jewitt’s research re play. Anne Petty’s adaptation of the Landrith model for indigenous use.
· It would be useful to look at natural cultural examples of what works in supporting families & coping with psychosocial support.
3. Identifying functional elements of successful models

4. The primary focus of this phase is to identify what has worked in successful models that would guide the design of this intervention.
	· A literature review to draw on existing sources of information and learning
· Used indigenous research &natural examples as a further source of information
· Identified from all the available sources the key principles, and learning points to guide optimal design of the intervention.


3.3 Existing Literature
What we were hoping for from the literature review was to identify and learn from any work done on psycho-social support programmes to support children and elderly caregivers. The review did not uncover much literature or research to specifically guide psychosocial support programmes and their implementation. The review however has given general guidelines in terms of design criteria for such programmes. It highlights the need for programmes to respect the rights of the child.  Research recommends that programmes be holistic focussing on the child emotionally, socially and physically as well as involving caregivers and families wherever possible.  Programmes should be in the best interest of the child and have children participate as much as is possible.  We believe that the programme proposed here meets all these criteria.

The literature review is attached as an additional document.

3.4 Our assumptions
The literature review has been extremely informative on the effects of HIV/AIDS on the social circumstances and associated issues affecting children and their elderly caregivers.  However as stated the review did not identify much literature in respect of intervention programmes focused on psychosocial support.

Therefore, as an introduction to the design of the programme it is necessary for us to specify our assumptions that allow us to conclude that the design of the programme will address the needs identified in Phase 1.  This document aims to present the rationale behind the chosen approach to the development and design of the support group programme for Gogos. Given experience in running similar programmes in the community, we are aware that the real learning occurs in situ, in working with the Gogo’s. However we wish to make our current assumptions and thinking behind the programme clear at the outset.

Stress negatively affects the family’s ability to cope.  Based on the findings of phase 1 and other readings we attempt to present how stressors and stress impact the child and family psycho-socially. This understanding will help to illustrate why the psycho-social support (PSS) is so necessary and attempt an explanation of the chosen approach in the support to Gogos. 

Assumption 1: Stress negatively impacts on the family’s ability 

to cope with adversity

HIV/AIDS brings many stressors to the life of the child and the family such as loss of income, death and bereavement, change in living environment, a shortage of adults to care for children in the family, poverty, losses associated with socio-economic factors such as inability to go to school and participate in community activities.  Internal and external support structures available to families have in many instances been compromised by the impacts of HIV/AIDS.  Families are making every effort to cope and survive in the face of the epidemic.  How individuals cope under such stress in mediated by how resilient the family or individual may be.  However, the stressors arising from the effects of HIV/AIDS put pressure on the very factors that build an individual’s resilience.  Thus not only are the family and individuals experiencing extremely difficult circumstances but the nature of the stress impacts the family’s capacity to cope.
Gogo – the psycho-social burden of care

Grannies are now required to be fulltime, often - single parents with fewer physical, mental, social and financial resources (Lawrence-Webb, Okundaye & Hafner, date).  The support structures, that would help the Gogo in exploring the emotions and feelings of mothers that have cared for their adult children and seen them die of HIV/AIDS and then being left with orphaned children to raise, are absent.  This may lead to extreme negative feelings of helplessness that can develop into avoidance coping and refusal of help.  

Being exposed to acute or chronic stress places the body in an unbalanced physiological state.  The immune system’s automatic response is to try and restore the body’s system to equilibrium.  However, a combination of continuous exposure and inability to cope can result in a psychological and physiological exhaustion, which manifest as dysfunctional behaviour or physical illness (Marks, Murray, Evans & Willig, 2000).  The natural aging process weakens coping mechanisms and older people are more prone to depression and are less likely to seek outside support of assistance for psychosocial problems (International Child and Youth Care Network, 2002).

Fears and anxiety of who will care for the orphans once the grandmother dies adds to the already heavy burden they have to bear. The care for Aids orphans and vulnerable children can been classified as a burden for many caregivers, the problem is not just being responsible for a limited number of orphan children but as time goes on and more HIV/AIDS adult victims die, the more orphans need caring (Maletsky, 2001).  Yet, they feel obliged and bound by parental duty to continue caring regardless of the emotional, physical and material stress they are experiencing (Loening-Voysey Wilson 2001; Second World Assembly, 2002).

The lack of external support

Caregivers are themselves already vulnerable and impoverished and are now faced with the loss of an income, which usually came from the son/daughter or parent that died.  Public sectors capacities and resources are stretched to the limit, leaving caregivers with the added stress of coping with financial burdens as well. Caregivers may experiences tremendous emotional strains associated with the negative attitude the community may hold as a result of her fostering HIV/AIDS orphans.  Neighbors may avoid the family in fear of becoming infected or feeling obliged to assist. Fostering children reduces time for social activities and friends, leaving grandmothers feeling isolated and in need for social interaction with other adults (Knodel & Saengtienchai, date).
Child - the psycho-social impact of not dealing with bereavement

When children are not given an opportunity to talk about death and dying their imagination and fear takes over in response to the emotions they see around them and they may assume responsibility, feel powerless and angry at themselves for having caused this problem.  Not dealing with grief makes it harder for a child to cope with her circumstances.  Coping difficulties could result in problem behaviour that may impede scholastic development and other areas of the child’s life. Many children, whose parent dies due to an AIDS-related illness, appear to remain emotionally “fragile” and distressed for long periods after the death of the parent(s).  Children take their cues on how to respond to situations from the adults around them.  If the caregiver, in most cases a Gogo, is not coping this will impact on the children and vice versa – families are complex entities, with reciprocal influence.  The parents’ or caregivers’ stress is likely to affect children.  If children feel that their families are able to protect and provide for them their level of distress is likely to be reduced.
As a result of multiple deaths in a family or community, the child’s circumstances change dramatically and there is secrecy and stigma attached to the disease.  This often serves to further isolate the child and decrease the likely-hood that the child will seek help in the community.

In many cases the granny or aunt with whom the children are placed is uncertain how to discuss the parent(s)’ death and help the children cope.  The older and more traditional members of the community, have never discussed death with children, but recognise the need to do so.  In many instances, family members have commented to the researcher that they realize there is a need to discuss a parent’s death with the children, but have no idea how to go about doing so (Jewitt, 2002).  
Assumption 2- Psycho-social support is an appropriate 

response to the problem.
It is imperative that PSS programmes support families in their efforts and help them to strengthen and increase their coping capacity.  We do not believe that families are incapable or do not have coping capacity – we do seek to support them in their efforts and help provide opportunities to build upon their natural resilience through additional support mechanisms. Being exposed to problem solving and cognitive emotional coping strategies results in acceptance and feelings of internal control (Brouwer, Lok, Wolffers & Sebagalls, date).  
Psycho-social support is necessary as it helps the child access the emotional ability needed to begin to cope with the stress around them. It is our belief that without strengthening the child’s capacity to cope that many other interventions will not be of optimal use to the child, as the child will merely cease to engage with the world around them in response to their overwhelming grief.  We need to build the capacity of the family to nurture and support their children within the context of the stress they face.
Children need certain experiences and feedback from caregivers and others to increase their capacity to cope. For children to cope they need to 

- express their feelings

- become self-aware

- be secure in safe boundaries

- receive positive feedback and encouragement

These are critical skills/ developmental tasks that focus on how the child learns and interacts with the world around them emotionally.  When children are provided with opportunities to express their feelings, within safe boundaries they are able recognise and access the support they need.  When they receive positive feedback from their environment and caregiver it builds their confidence – they get message that they “did the right thing” and this encourages them toward healthy behaviour that elicits further positive responses from them.  As the child copes with each new situation, they begin to trust the way they see the world, they feel able to respond to it appropriately.

Assumption 3 - Interventions that support the child also support the caregiver and vice versa.

RSBSC runs a 12-week support programme for bereaved children using play for healing.  In the programme based on work developed by Dr Kurt Madorin the child is presented with the opportunity to practice, through play, the vital skills that support coping.  The focus of the programme is dealing with loss and bereavement. This is a short term, solution-focused programme.

What our experience has shown us, and research on the children’s support groups confirms is that intervention at the level of the child by helping children cope, influences and assists the caregiver to cope.  *Example from research (Gray, 2002) – Gogo feedback about the groups and the children:

“A primary impact of the programme was seen to be the way that it “lifts the burdens” of care from the shoulders of the primary caregivers themselves.  

One caregiver noted that it was like “having a second helping hand” in raising her children, and another that she “appreciates the support for her”.   They were grateful that their children were given the chance to play, work and receive support in a non-abusive environment.  

Overall, children were seen to be happier with “their happiness showing through”.  In fact, several caregivers noted that they now seemed to be “more like other children” in that they did the same activities that other children did and seemed to take some joy in them.

Several caregivers also stated that their children seemed more interactive with them after the groups than before – that they were sharing more.  Some of the other changes noted were that children seemed more mature and responsible.  For example, they no longer needed to be reminded about things constantly and they worried about arriving to things on time.  This was taken as a sign of “growing up” and “becoming mature”.

Several caregivers also stated that their children seemed more “open-minded” about things because they had now been exposed to a number of different activities.  Caregivers also noted that their children were more respectful and obedient and “listened to them more”.  In addition, where bad behaviour had been seen in the past, this behaviour had for the most part stopped.  Children were seen to be better behaved both at school and at home.  Parents have seen that the child is “coming right” and they have not noticed the “child being bad” since the groups started.

Research conducted and report compiled by D. Gray for RSBSC (2002)

The groups with children aim to deal with death, loss and bereavement by helping the child identify, express their emotions and discuss how to cope with their feelings.  Unexpressed the strong negative emotions can block healthy functioning and coping in the child and lead to withdrawal and isolation or problem behaviour.  It appears from this research that once the child has expressed and dealt with their emotions and strengthened their coping skills through play that the Gogo’s can see the children generalising these skills to other areas in their lives.  It also appears that the Gogo’s feel able to respond to and communicate with the child if the child initiates the contact, but many Gogo’s may feel unable to cope with/ deal with the child who has not yet dealt with the trauma of death and loss.

It is therefore our assumption that should we be able to “teach” Gogos and kinship carers skills and techniques that would help them be able to use play for healing, and thus be able to help the child deal with the losses in their lives that this would further strengthen the resilience of the children in their care, with reciprocal benefits to the Gogo and the families coping.  We believe this is critical in that it becomes a way to support the child at home within their newly constituted families, the most optimal place for psycho-social support.

Assumption 4 – Structured play for healing is a very effective way to provide psycho-social support to children

Play skills improve relationships and communication between adults and children.  Play is the key to a child’s inner world of experience. Oaklander (1992) lists the following aspects as things that help children heal:

(1)Acceptance, (2)releasing of energy, (3)validation, (4)mirroring, (5)attaching and connecting with the child, (5)freedom of choice, (6)owning feelings, (7)receiving respect, (8)learning self-nurturing, (9)adult focusing on them, (10)experiencing the self for the first time, (11)building a sense of self/power/mastery, (12)getting unstuck and (13)expressing feelings in a safe place.  

Furthermore according to Oaklander (2000) “helping the child develop a strong sense of self is a prelude to emotional expression, an important step in the healing process”.  Strengthening the skills of contact play is an important part of this process.  These skills – looking, listening, smelling, tasting, touching, moving in the environment; expressing thoughts, ideas, opinions, and defining the self – give the support necessary for expressing deep emotions that block healthy functioning and integration.”   Play is the most natural way in which to encourage children toward healthy expression.  We agree with Berg and Steiner (2003) that when we have fun with children (i.e. play with them), “they will learn that they are fun to be around, which will contribute to their sense of well-being as unique individual.”

Sweder (1995:59) agrees that children who have lost a parent to a terminal illness need gentle honesty, information appropriate to their age and developmental level, the ability to grieve in their own unique way, supportive adults, someone who will listen to them, limits on their behaviour, consistency and time to be a child.  Adults are often unaware of children’s feelings of fear, confusion, isolation, anger and loneliness.  Structured playtime allows the adult insight into the child’s feelings, and gives the child an opportunity for self-healing.

Assumption 5 - Support groups for Gogo caregivers is an appropriate place to learn play skills to provide psycho-social support to the children in their care, and to receive support for themselves.

Encouraging open communication between grandmothers and their orphaned children will assist children in dealing with the death of their parents, their own fears and other psychosocial effects they may be experiencing as a result of the impact of HIV/AIDS on their lives. In addition, at the same time grandmothers are verbalising their grief, which is a vital element in the grieving process.  In African society we often think and respond collectively – this approach to life and culture is a natural system of support.  With support systems overburdened due to AIDS it seems appropriate to use this collective approach in providing support to Gogo’s within a group system.  There is not only support from facilitators, but also from members for each other – a mutual sharing, strengthening and empathy for one another.

When working with families, Trapp (1994:80) suggests the following principles:

* Listen to what they say

* Observe communication

* Be aware of feelings

* Help them express feelings

* Focus also on fears

* Encourage reality

* Focus on hopes and expectations

* Emphasize strengths

* Make sure the family has access to information

Support groups for elderly caregivers provide an opportunity to implement the above principles.  Furthermore support groups have the benefit of helping group members feel less isolated.  Support groups offer a safe place to express unanswered questions, fears and experiences. (Compare Pennells & Smith, 1995:46; Rees, 1997:149).

The benefits of teaching “play” techniques to adults

While we know “play” can be structured to support healing for children, in the same way we have found that when we employ play and creative expressive mediums in our training workshops, the adult participants have an opportunity to express their own losses and begin the healing process.

Once these adults have started their own healing process, they express a greater ability to understand the grief responses of children.  They also show greater empathy for the behaviour of children through which children try to tell us what is happening to them emotionally.  The overwhelming success of this approach with various cultural and language groups has taught us that such creative expression is culturally sensitive in its use as the individual is neither evaluated nor is their “creation” interpreted.  Expression is open-ended and the person (child or adult) is given an opportunity to consider coping mechanisms and sources of support in their lives.  Due to our experience we are of the opinion that creative expression is a relevant form of PSS.

In this intervention programme we are seeking to develop a process and programme that can be used by any organisation that seeks to provide PSS to caregivers looking after orphans.  The programme needs to be user-friendly for a non-professional audience.  Play therapy and filial therapy is normally conducted and facilitated by a qualified and experienced therapist.  The situation for most communities is that there are not enough professionals to conduct such interventions and we would like to create something that fills that particular gap.

3.5 Conclusion

Structured play for healing is a process, using play, that offers the child the opportunities to experience many of the aspects that help children heal. The intervention we are designing is a programme that is aimed at helping Gogo’s follow play guidelines/process to help the children in their care express their feelings, become self-aware, be secure in safe boundaries, and receive positive feedback.  

In order to do this the Gogo will need to practice certain key skills to apply to the play situation namely listening, reflecting the child’s feelings, giving the child positive (constructive) feedback, and limit setting.  The support group for Gogo’s, based on filial therapy principles, is aimed at supporting the Gogo’s practically and emotionally through this learning process. 

Chapter 4:

Phase 3 Design – Gogo Support Group Programme – 
Initial Design of the Actual Programme
4.1 Purpose of this phase
Phase 3 Design – the design phase involves 2 critical parts, one is the design of the programme itself, the other is the design of the measures, indicators, observations whereby you will recognise whether the design is in fact meeting its objectives. 

4.2 Outline of research Plan

	Phase 3: Design


	Outcomes by the end of Phase 3

	Key activities & outcomes of this phase:
1. Designing an observational system
· This is the most critical part of the process as it involves understanding what it is that you would hope to observe as positive indicators of strengthening the psychosocial support provided to a child by a kinship carer.
· It involves identifying what needs to be observed & how to recognise that the intervention is working at the level of the child & the caregiver.
· It would involve developing and testing your observational system in practice.
· The observational system specifies how to recognise if the programme is achieving its goals.
2. Designing the actual support programme
· Programme process
· Design of the number, type, structure of sessions
· Key skills/ goals per session
· Identify the play skills required
· Select play materials
· Define the role and skills required by the facilitator
· Specifying procedural elements of the intervention
	By the end of Phase 3 we plan to have achieved the following:
· A pilot programme
· An observational & evaluation system built into the design of the process


4.3 Problem & solution definition

“Psycho-social interventions build upon a child’s natural resilience and family and community support mechanisms, and attempt to provide additional experiences that will promote coping and positive development, despite the adversities experienced.” (Unicef, 2002)
Having analysed the needs of the target group, reviewed the literature and stated our assumptions we can summarise our position as follows:

Problem definition

· The number of children bereaved as a result of AIDS in increasing;

· The burden of caring for the growing population of orphans often falls to the elderly Gogo’s;

· Gogo’s have always played a part in caring for their children’s children, but have generally done so in a collective support structure in the community

· The impact of HIV/ Aids has had a further impact on the support structures around the Gogo’s (income generating adults die, community retreats out of fear and stigma, etc);

· Due to the number of stressors and the nature of the stressors, the newly reconstituted family’s building blocks of resilience are being worn down;

· This can result in helplessness and withdrawal from both Gogo’s and the children in their care, increasing isolation and decreasing the likely-hood of reaching out for support and care that may be available;

· Children need to grieve the losses of their parent(s), and develop further resilience and coping skills;

· Gogo’s need support emotionally and also need to grieve their own losses; 

· Gogo’s know they need to talk to children about the loss of their parents but the don’t know how

· Gogos need support to cope with their new parenting role in a way that supports coping and resilience with their families;

Solution/ design definition

· RSBSC seeks to grow the number of people in community who can provide psycho-social support to bereaved children;

· Given the size and extent of the problem the intervention programme needs to focus on short-term, solution work;

· The intervention programme needs offer quality support for children and families and be:

· Practical,

· Culturally sensitive;

· Short-term

· Specific, focused, structured

· Replicable.

· The intervention programme needs to involve skills transfer to non-professional community members so that the gains can be maintained over the longer term;

Using structured play for healing is such an intervention.  Play is such an “intervention”, when used to help children cope with loss and grief.  Although children’s play takes different forms for children of different ages and genders in different cultures, play is a universal feature of childhood through which children explore, learn, co-operate, adjust, and cope (UNICEF, 2002).  Through play children not only develop skills and competencies, but also handle and re-enact difficult life experiences and express their feelings about them.  In line with this RSBSC uses gestalt play therapy as a play intervention/child counselling approach when working with bereaved children.

Use a support group for Gogo’s to help them support the children in their care.  We propose to use play to work with elderly caregivers of bereaved children in order to strengthen and support relationships between caregivers and the children in their care.  The intervention will focus on working with a group of “Gogo” (granny) caregivers in a support group setting.  In the support group we will use play as a tool for Gogo’s to strengthen relationships with the children in their care.

It is envisaged that the programme will support gogo’s in three ways:

· First provide and “artificial community” through the support group for the Gogo; 

· Second give space for the Gogo’s to consider their own losses through creative expressive play (the focus is on learning the use of the play technique to help a child, but you first use and experience it yourself)

· Third, teaching and practicing play techniques that help the play to become a healing process and support the child’s resilience.

4.4 Design of the Support Programme

Programme concept

Play provides a unique opportunity for caregivers to change the way in which they communicate with the child and also the way the child communicates with the caregiver, in this case the Gogo.  Play also provides the opportunities for children to experience the key skills that support coping.

In this programme the Gogo will participate in the support group. As part of her participation she will select a child to work with first. She will be expected to set aside half an hour in the week as focused play-time with the child. She will be encouraged to try to practice the play techniques and skills learnt/ role-played in the support group sessions. She will be encouraged to share her experiences of playing with the child with the support group.

	Gogo learns to……..
	Child gets opportunity to…….

	· Initiate play using a play technique practiced in support group (new form of communication at the child’s level)
	· Have fun, communicate with Gogo in a new way on the child’s level



	· Listen to child
	· Become more self-aware

	· Reflect the child’s feelings
	· Express their feelings

	· Set limits
	· Be secure within the safe boundaries and limits set.

	· Give child positive/constructive feedback
	· Receive positive feedback and encouragement 


There are three key areas in which we expect to see “growth” in the way in which Gogo’s communicate and interact with their children:

· listening & reflection

· setting limits

· giving positive feedback (positive regard for child)

These areas are defined as follows:

	1. Listening & Reflection 

Gogo will be able to:
	· identify/“see” and be able to respond to child’s expression of feelings.  Even if feelings are not overtly expressed (e.g. crying child), Gogo will be able to identify them.

· reflect child’s feelings rather than give advice

· encourage child to find his/her own solutions 

	2. Setting Limits

Gogo will be able to:


	· set appropriate limits without shouting, beating or threatening the child (playtime in the beginning and later other areas, e.g. homework/chore completion)

· show respect for child’s choices (e.g. what to wear, who to play with)

	3. Positive feedback

Gogo will be able to:
	· recognise and encourage strengths of child 

· give less advice and more resilience messages (I am, I have, I can)




Principles for structure play

In terms of filial therapy there are 5 principles associated with the structured play (according to Landreth’s Model)

1. The importance of time – Set a time, once a week, same day, same time.  This illustrates the importance you set on the time with the child, only a small amount of time manageable for adult and child, but consistent and regular (sets pattern and routine thus more likely to be generalised and influence behaviour outside of the fixed time)

2. The importance of the child’s feelings – The skills that the Gogo would learn (Listening, identifying feelings, reflective listening, positive feedback to support coping) 
3. The tools, techniques, toys, materials – specially for that time, Landreth has a special set of toys that are only to be used for this time – this keeps the interest, excitement of anticipation of this special time, also keeps the child’s attention for the session (child not bored with the toys).  In this process we did not use a set of toys, but looked for things the Gogo’s could do with things easily found at home (clay from the river, sugar, soap etc). We did provide materials for some exercises, but we would like the Gogo to be able to continue the process with other children without necessarily needing any major materials

4. Limit setting – start session and bring session to an end at the appointed time.  Contributes to non-punitive limit setting outside of the session.

5. Structure – Maintain a standard structure, place, time, tools, process and order.  Reduces anxiety child knows what to expect, can anticipate what is going to happen.  Contributes to re-introducing structure outside of the session.

The Sessions

There will be 10 sessions.  Each session is envisaged to last for two hours, with a meal at the end.  Each session will have a theme.  The same three helping skills (as mentioned above) for Gogo’s to use with children will be revisited in each session (listening, reflecting child’s feelings, giving child positive (constructive) feedback, limit setting)

	Session 1

Get-to-know-each other
	· Set objectives for support group sessions (identify needs and concerns re parenting of “orphans”) 

· Decide on a child in the family each caregiver will focus on for the duration of the programme 

· One session’s theme to be decided by participants

	Session 2: 

My own losses
	· Assist caregivers to consider own losses and the impact of this on their own lives and coping 

· Consider the impact of loss on children

	Session 3: 

How to listen to my child’s emotions
	· Discuss recognition of emotional expression of children and how to “listen”

· Discuss and roleplay how to use of “sensory play” to help children become self-aware



	Session 4:  

How to begin to interact with my child using play
	· Discuss emotional expression of children and how sensory play was implemented

· Discuss and roleplay how to use “feeling play” to encourage child to express feelings.

	Session 5: 

How to use healing touch
	· Discuss how feeling play was implemented

· Discuss and roleplay how to use healing touch for relaxation and relationship building

	Session 6: 

How to help my child cope
	· Discuss how healing touch was implemented

· Discuss and roleplay how to use “coping feedback”



	Session 7: 

How to help my child cope
	· Discuss implementation of last session’s play

· Discuss and roleplay how to use healing rituals



	Session 8: 

How to help build my child’s self-esteem
	· Discuss implementation of last session’s play

· Discuss and roleplay how to build children’s self-esteem



	Session 9: 

How to help my child _____________
	· Discuss implementation of last session’s play

· Theme chosen by participants

	Session 10: 

The Way Forward and Evaluation
	· Summarize sessions and caregiver experiences during the support group programme

· Evaluate success of play in the family

· Gather recommendations for further use of support group programme from caregiver participants

· Discuss way forward for caregivers in using play in the family


Structure of the Gogo group sessions

In order to consistently reinforce the learning and the importance of structure the sessions with the Gogo’s will follow a repetitive structure. The keys to the learning process are in the repetitive structure of the programme as follows:

	Welcome
	Greeting, prayer & tea

	Feedback on Homework
	Begin by asking what happened during the week in the play session at home, work with whatever the Gogo’s bring

	New Theme/ Topic / Activity
	Key issues pace, learning and ensuring & clarifying understanding at each step

	Practice / Role play
	Practical use of skill in practice, helps evaluate whether the Gogo’s have learned the skill

	Homework
	Prepare and plan exactly what you will do in the play time with the child

	Closing
	


As reflected in the repetitive structure the learning process for the Gogo is as follows:

· Learn the new technique

· Practice the technique and prepare for use of the technique at home

· Implement technique in play time with the child

· Report back to group on what happened

· Facilitator reflects learning back to the Gogo’s, by positively re-enforcing what has been learnt using the Gogo’s actual experience.  It is in reflecting their experience back to them that the learning happens.

How do we expect the programme to work?

The aim of the process is to use a support group for Gogo’s and teach them how to conduct structured play sessions with their children to strengthen the relationship and help the child cope with feelings. 

In practice this process should involve the following:

· Teaching the Gogo’s principles of structured play sessions in practice;

· Teaching the Gogo’s particular play skills;

· Teaching the Gogo’s key communication skills (identify feelings, reflective listening, limit setting and positive feedback);

· Gogo’s implement the play time at home with a child (using the practical principles of play, the techniques and the skills);

· Gogo’s in a group reflect on the process by sharing their experience with each other and the facilitator (i.e., what happened in the play time);and finally,

· Gogo’s learn from both implementing the play time & play skills and reflecting on what they have learnt/ observed.

4.5 The Observational System 
The reason this is such an important part of the design is that we need to be able to define before evaluation and during the pilot whether the programme is able to achieve what its sets out to or not. We need to identify the indicators for success and track them to ensure that the programme is achieving what we expect. Tracking the indicators will also give us insight into what it is about the programme that makes it work or not work.  

Overall Outcomes of intervention
	Aim of support group programme
	Desired result in the family

	1. Provide an environment for Gogo’s to express their own feelings re caregiving 

2. Provide Gogo’s with opportunities to express their grief at the loss of the adult children whose offspring they are caring for as a result of the death

3. Provide an opportunity for Gogo caregivers to build and strengthen emotional relationships with the orphans in their care

4. Teach techniques that offer the Gogo’s a “way” of interacting with the child, that encourages mutual listening, empathy for one another


	· Increase attachment between caregiver and child by encouraging that they spend time together

· Increase Gogo’s confidence in child-rearing/parenting the child

· Increased healthy emotional functioning in reconstituted/informal foster families




Child and Caregiver indicators

In her study, Ann Petty (2002) identified several areas of benefit for caregivers participating in a filial therapy programme.  We would like to use these and expand further to identify the indicators that we will be using to measure success.  We propose that these indicators can be seen on two levels – on an individual level and on a relationship level.  

On a relationship level the following indicators have been identified:

1. Understands each other’s emotional needs better and able to respond.

2. More and better communication.
3. More secure attachment between caregiver and child.

4. Greater responsiveness to each other in general (even outside structured playtime).

We expect to see changes on the individual level in three areas: Behaviour; Coping Capacity; Emotional Expression.  On a relationship level we expect there to be a strengthening of the relationship between the Gogo and the child.  The following table lists the individual level indicators and their practical expression:

	
	Individual – Behaviour
	Individual – Coping Capacity
	Individual – Emotional Expression

	Gogo
	Listens and reflects child’s feelings
	Problem solving ability increases (e.g. able to recognise methods of resolving problems, able to access support available)
	Willing to address previously unresolved personal issues

	
	More accepting of child (expresses non-judgmental understanding)
	Better able to cope with challenging behaviour
	Better able to express own emotions

	
	Encourages child to express him-/herself in play
	Feels more capable in parenting role (accepts and is able to fulfil role)
	Greater sense of emotional well-being

	
	Recognise that playtime is quality time and necessary for children
	Lowered stress levels
	 Greater empathy for child and child’s feelings

	
	Recognises and makes “special together” time for child 
	Recognise own and child’s potential
	Feel less isolated; better able to share with others in group

	
	Greater sense of confidence to deal with issues 
	Able to set limits in a non-punitive manner
	

	
	
	
	

	Child
	More cooperative in general
	More creative in problem-solving
	Will communicate more with Gogo outside of play sessions

	
	Behaviour less destructive/negative
	Problem solving ability increases (e.g. able to recognise methods of resolving problems, able to access support available) 
	More emotionally expressive – communicates feelings more openly

	
	More accepting of limits set by Gogo
	Better able to cope with death of parent – more accepting of situation
	Able to identify own feelings

	
	
	
	Able to use playtime to resolve unresolved issues


All these indicators will be assessed by Gogo’s in the group sessions as well as the facilitators.  Improvements in children will be reported on by Gogo’s themselves.

How will we see this?

· Gogo spends the required time as allocated in the support group with the child

· Gogo expresses in her feedback at the group a better understanding of child, e.g. has empathy for why child reacts in a certain way; understands the bereavement process in the child

· Gogo recognise child’s emotional expression, e.g. able to identify different feelings such as sadness, anger

· Gogo is able to generalise the skills learnt in the support group to her other charges

· Gogo’s feedback about what the child is doing will indicate if the key factors in the child’s behaviour are illustrated or change over the progress of the group.

In measuring/observing the changes/indicators for success, the Gogo’s will be asked to give verbal feedback in group sessions about their use of skills/techniques as well as the responses from children.

4.6 Conclusion

This section of the document presents the initial programme design before the pilot and testing. It also presents an outline of the observational system. In the next phase of research the design in practice begins with a test run of the programme. The observational system outlines what we hope to find and see happen in the lives of the children and the Gogo’s through the ten week programme.

As stated before the critical design work begins with the community implementation, where the research team can test whether the assumptions made in the design of the programme actually work in practice within the target community. Once the test run is complete then we move into the experimental phase. The observational system devised here will then be the basis for the measurement and evaluation of the programme objectives.

Chapter 5:
Phase 4 Early Development & Testing
Gogo Support Group Programme – The Pilot Process

5.1 Purpose of this phase
Phase 4: Early development and testing – this is like a pilot full dress rehearsal of the programme and the process to test whether the design concepts work in practice. This phase offers a unique opportunity to develop the practical implementation procedures and processes that would support hand-over to the community (or training others to do so).

5.2 Outline of research plan

	Phase 4:Early development and pilot testing
	Outcomes by the end of Phase 4

	Key activities & outcomes of this phase:
1. Develop a complete prototype or preliminary intervention
· Outline/ draft manual/guide for running the process reflecting the role of the facilitator.
· Details of materials, structure, process, goals, toys, play skill
2. Conduct a pilot test, run the complete intervention
· Selection of appropriate target group on which to test the process
3. Apply design criteria to the preliminary intervention

4. First Phase Evaluation – Does this process work? What happened? What was achieved? What has been learnt?
	· A completed pilot with an appropriate target group of kinship caregivers (a test run to highlight any design flaws)
· An evaluation of the pilot programme according to the design criteria
· An evaluation of the practical implementation issues in the community
· A specification of the key procedural elements of the intervention


5.3 What happened in the pilot?
As we stated in our previous design document the learning only really begins in the actual implementation, and this we found to be very true of this process.

This chapter needs to cover the very basics of this phase, what happened who participated, what went well and what went wrong. In the next chapter we discuss what learnt and how this influenced the final design of the programme.

The participants

8 Gogo’s participated overall, but attendance at the sessions varied most of the groups sessions had about 6 Gogo;s participating with one or two absent per week.  Gogo’s missed sessions because of ill health or because of a death in their extended family.  What was encouraging was even though at times a Gogo may not make it to a session, they always felt welcome to come back to the group at any time.  Three of the Gogo’s had the same name.  Their ages ranged from 60 years old to 74 years old, although there was one younger woman in her 50’s.

Each Gogo had to work with a child 5 Gogo’s chose to work with girls (aged 7, 8, 9, 10and a half, and 12), 2 Gogo’s chose to work with boys (both aged 11).  Most of the Gogo’s felt that their relationships with their children were good.  Only one Gogo felt that she had a slightly strained relationship with the child she planned to work with.

Getting Started

PADCA (Pietermaritzburg & District Council for the Care of the Aged) assisted in identifying the Gogo’s who would participate in the pilot group. Jo-Anne & Msize from PADCA were instrumental in assisting us to set up a relationship with the community at Elandskop.  Msize also participated as an observer in some of the actual sessions.  Meetings held with Msize and Sonya (community development worker and social worker from PADCA), assisted in setting up the relationships with Elandskop community.  A preparatory meeting was held on February 16th. This was the initial meeting between Dudu (RSBSC), Magic Service Providers/Home Based Carers from Elandskop and 5 of the Gogo’s to participate in the pilot. This meeting introduced the research and explained the goals.  On February 25th a second meeting with Dudu, Liesl (RSBSC), Magic Service Provider/HBC representative, Msize (PADCA) & the Gogo’s was held.   This was the introduction to the Gogo group programme.  The actual programme was due to start on the 3rd of March, however the Gogo’s needed to review the introductory session.  The programme ended after 8 sessions on the 13th of April.  Although we tried to accommodate additional sessions most of the Gogo’s are heavily involved in their churches and were involved in Easter activities for the rest of April.  

Progress of the programme

The design aimed to ensure 10 sessions.  Ten meetings were held with the Gogo’s, however the first 2 can be classified more as preparatory and 8 actually covered the planned programme.  The progress in the actual programme was quite a lot slower than expected, thus in the pilot the facilitators were able to covered fewer sessions than the design outline.  However it is encouraging to note that the success and impact of the programme did not lie in working through all of the planned sessions but in making sure that Gogo’s were able to understand and put into practice whatever was covered – and that just takes as long as it takes – therein lies an important element of the success of the programme.

Planned programme vs Actual Programme

	Planned programme
	Actual Progress in pilot

	Session 1

Get-to-know-each other
	Meeting 1

Preparatory meeting

	Session 2: 

My own losses
	Meeting 2

Welcome and research introduction

	Session 3: 

How to listen to my child’s emotions
	Session 1

Re-introduce the goals of the programme

Introduce communication skills


	Session 4:  

How to begin to interact with my child using play
	Session 2

Choose a child to work with negotiate ‘Thandanani time’ with one child & the others

	Session 5: 

How to use healing touch
	Session 3

Healing touch

Review reflective listening

	Session 6: 

How to help my child cope
	Session 4

Sensory Play

	Session 7: 

How to help my child cope
	Session 5

Feeling play

	Session 8: 

How to help build my child’s self-esteem
	Session 6 

Evaluation

	Session 9: 

How to help my child
	

	Session 10: 

The Way Forward and Evaluation
	


During the process, when I asked Liesl how it was going her first response to me was SLOW.  Another colleague Ann Petty had used a similar process with care givers and had seemed to get through a significant number of concepts per session.  The group Ann had worked with for her research were however quite different to this group of caregivers. In Ann’s group the participants spoke English, were literate (bilingual English and mother tongue), urban dwellers thus exposed to television, advertising etc, i.e. A broader base of shared/ common concepts and language with which to express the concepts, represent feelings.

The Gogo group from Elandskop are rural, thus their primary references are drawn from agricultural concepts.  When explaining concepts the facilitators needed to draw on appropriate agricultural references to ensure adequate understanding.  It was necessary to act out and present images to represent the key concepts.  This made explaining the research quite a challenge in that it had to be translated into simple basic concepts with agricultural references.

An illustration of this is in the representation of the purpose of the research. The group with the facilitators had to come up with a simple way to represent the goals.  In the end this came down to 2 simple concepts and actions. The group is for Gogo’s to Learn about play in order to achieve the following goals:

· Goal 1– Strengthen the relationship – ACTION Strong muscles of a field worker & a strong grip (hands holding onto the forearms in a strong grip)

· Goal 2 – Help children cope with feelings – ACTION Sad limp child changes to happy strong (muscles) child.

The effect of this was that it was necessary to simplify everything into very concrete, visual, demonstrable actions and concepts.  What is critical in this process is that Gogo’s need to be able to understand, and feel that they are able to take the understanding home, so that they can go home and experiment with the play technique.  Thus the process involved explaining and then clarifying understanding at all times to ensure that the Gogo’s were able to go away and apply the appropriate skill.  And that process takes as long as it takes.

Naming the time “Thandanani Time”

Early in the process it became necessary for the group to name the “play-time” as everyone was struggling to just talk about “the time”. The group named the time Thandanani time.  The name describes the meaning of the time it comes from the Zulu “Thando” which means love, “Thandanani” literally meaning “loving time”.

An Example of the approach to facilitation typical of the process

This little story gives an illustrative example of how the facilitation process works within the groups. The facilitation is non-directive, no right or wrong, the facilitator refers all questions raised to the group, the group finds a solution to whatever they have raised.  The facilitator is constantly ‘working with what the Gogo’s bring’.

One of the Gogo’s had to choose between a 5 year old & a 9year old.  In sharing which child she had chosen (the 5 year old) she said she was concerned about her choice as she knew that the other child, (the 9 year old) would get jealous.  The facilitator asked why would the 9 year old get jealous, and the Gogo went on to explain how close she was to the 5 year old and how the relationship with the 9 year old was more strained.  The facilitator reminded the Gogo of the purpose of the group to strengthen relationships, and encouraged the Gogo to try (just one or two session with the 9 year old – if it didn’t work then the Gogo could work with the other child).  The Gogo agreed to give it a try.  At the end of the process this Gogo was amazed at the transformation in the relationship and thanked the group for encouraging her to work with the more difficult child.
Summary of overall experience of the pilot
The process made slow progress, the facilitators were not able to get through what they had planned per session and all of the planned sessions were not completed. The Gogo’s learned slowly and the facilitators had to work hard to adjust and revise the planned programme to meet the level of literacy and understanding of the Gogo group. The Gogo’s grasped the communication skills but could not quite grasp the concept of reflective listening.  The Gogo’s selected a child, negotiated Thandanani time with the one child and negotiated the focused time with one child with any other children in the home. Most Gogo’s implemented Thandanani time effectively using the structured play principles and they made use of 3 separate play techniques as well as introductory games.   

5.4 Evaluation of  Pilot Gogo Group

Feedback about the Group from the Gogo’s

In the final evaluation the Gogo’s were asked the following questions to comment on any relationship changes as a result f the programme:

1. Can you identify your child’s emotional needs? Do you have a better understanding of the needs? (This indicates that the Gogo and the child understand each other’s emotional needs better and able to respond).  

2. How would you describe your communication with each other now?  Is it different from before? (This indicates more and better communication.)

3. How would you describe the relationship between you and your child? Is it different from before? (This indicates more secure attachment between caregiver and child).

4. Do you notice things about your child that you didn’t before – in which situations? (Greater responsiveness to each other in general even outside structured play time – this indicates learning and generalisation of the skills).

Their answers are presented below (many of the answers given answer a number of the questions above at the same time):

A story illustrates how much and how dramatically the process changed one Gogo’s life.  This was shared in the Evaluation session.

This Gogo feels that her life has changed as a direct result of this group this is her story.  This particular Gogo is very religious.  She was very strict and very controlling of the children in her care.  She feels the process has changed her life and her relationship dramatically.  Her approach to children used to be if you misbehave you get a smack, if you cry you get a smack, the children in her care lived in fear of her.  This process has taught her to not smack, to wait and listen.  If the child cries I listen to why, what is the matter, I try to understand.  Once I understand then we can decide what to do – not just smack.  Now the children are more free to children share feelings and tell the Gogo what is going on.  NOTE:  This Gogo brought her child along to the session and the child also expressed how the Gogo had changed and that she was no longer as afraid to talk or cry, she wants to tell her Gogo things.  The Gogo was overwhelmed by how much this process had changed her life.

What is important to note is that the actual process with the Gogo’s did not specifically address the issue of punitive discipline and punishment.  The issue of punishment for misbehaviour “smacking” did come up from the Gogo’s, the facilitators referred the question to the group and expressed no opinion.  The only requirement for the process was that during Thandanani time there would be non-punitive limit setting (i.e. start on time, end on time, give the child choices).  Based on the principles of filial therapy an indicator that the process is working is when things that work in play time are used outside of the play time to the benefit of the relationship between the caregiver and the child.  This particular story is so encouraging in that it illustrates exactly the kind of ‘impact’ we would like the process to have.  The process made the Gogo aware of the child’s feelings and needs.  The principles of play provided her with an alternative, non-punitive limit setting.  She practiced the limit setting and with the new awareness of the child’s feelings, she changed her behaviour to the benefit of the relationship and the child, outside of the play-time.

The Gogo’s felt strongly that this process was needed by more Gogo’s.  As was noted in the beginning the Gogo’s did not feel there were any problems in their relationships before but they expressed that the could not believe the change in the children, and the response of the children to the Thandanani time.  A Gogo working with a boy said that he was so reluctant in the beginning, now he tells her everything he comes to her to tell her things.

The Gogo’s described the play techniques and the sessions as a “muti” a remedy that they could put on the children to help them cope.  They expressed they were slower to get angry with the children and tried to understand what was going on.

The Gogo’s felt that they really desire to do anything that will help their children in any way.  The only barrier being that they don’t always know how, Comments like “I am old, stupid, I will not be able to play/ learn”.  The group helped them feel that they could, and were willing to try.  They expressed that the group had changed the children.  The facilitator spent some time exploring “Who worked with the children?”, Gogo’s reply, “We did”, so who changed the relationship with the children,  Gogo’s reply “We did it!!!!”, but to the facilitators, “You believed in us!”

Another Gogo expressed that as a result of the group and Thandanani time all the children in her care were less wild!

General Recommendations from the Gogo’s

The Gogo’s would strongly recommend the programme to other Gogo’s, they found it useful, meaningful because it helped them help their children.

Facilitation: They found the examples used useful and they found that the role-play helped them learn and made learning easier. The role-plays helped them understand things that were not clear/ clarify that they understood.

Length of sessions: 2 hours plenty of time (were tired at the end, could not make sessions any longer), but would have liked a few more sessions – have more time to learn and practice and learn a few additional play techniques (while we tried to accommodate more sessions this was difficult to schedule for both the Gogo’s & the facilitators).

Play techniques: Felt easy to use, are like a “remedy” for helping children cope

5.5 Observation system – indicators of success
What did our observation system and indicators tell us about the effectiveness of the pilot in terms of the psychosocial support goals of the intervention?

 The Skills

In terms of teaching the Gogo’s the specific skills to provide PSS to their children. The following was observed in the process.

	Identifying feelings
	The Gogo’s were able to the identify feelings of their children in a variety of situations and understand or find out about the situation causing the feelings – within the play time, this occurred outside of the play time as well

	Limit setting
	The Gogo’s reported being able to set and maintain limits in the play time in a non-punitive way (start, end, give choices) – again this limit setting seemed to occur outside of the play time as well

	Reflective Listening
	This skill presented the most difficult challenge to the Gogo’s. They seemed to find it hard to say the feeling back to the child. They would respond to the feeling but not say “You sound sad”. Although in some feedback it was clear that the Gogo’s had used the skill effectively.

A measurement issue: It is possible that as the Gogo’s could not remember and report word for word what the child had said that they may have practiced reflective listening more than they reported but the did express that they found this skill difficult

	Positive Feedback
	The Gogo’s were able to give and did give more positive feedback but not necessarily is response to what the child presented.  This is linked to reflective listening, it relates to giving the child positive feedback from an understanding of what the child is dealing with.


The Gogo’s had difficulty practicing one key skill however the purpose of this process is to encourage the Gogo’s to begin a process of better communication with their children.  What is critical is that they practiced what they had learnt and felt they could use, this was not an evaluation of how perfectly they practiced each skill. The fact that the Gogo’s did not grasp this skill made the facilitators work really hard at preparing a way to communicate the skills for the next set of sessions

The purpose of using the skills was to contribute to strengthening the relationship between the Gogo & the child i.e. increasing attachment.  While the Gogo’s may not have completely mastered reflective listening, the process does present evidence (in self report from the Gogo’s) of strengthened relationships, increased attachment, better communication, children free to express feelings all of which contribute to strengthening and building resilience.  This is the real measure of success.

5.6 Summary and Conclusions
We are very grateful for the support we received from PADCA, in particular Msize (community development worker).  When we look at the process, the actual number of “Thandanani” sessions that the Gogo’s participating in this process had with their children was 4 half hour sessions.  They had to choose a child to work with, agree a time, then session 1 HAND MASSAGE, 2 SENSORY PLAY; 3 CHILD TEACHES GAME; 4 FEELING PLAY.  All in all this represents 2 hours of focused play-time with the child.  For the Gogo’s to master the skills they did in the process is excellent.  For the process to demonstrate to the Gogo’s how dramatically focused structured play can strengthen the relationship and influence the behaviour of the child is for us a significant achievement.

The pilot has illustrated that the programme can achieve what it set out to do.  It shows us that the programme can teach the skills and practice of structured play is a way that is accessible to Gogo’s.  It shows us that the Gogo’s can learn the skills.  It has given us critical insights into the process and influenced the design.  We are now ready to move the Phase 5 and test the whole support group programme experimentally.  The key learning points are considered in another document.

Chapter 6:
Phase 4 & 5 
 Reflections & Learning 
From pilot and experimental groups

The goal of the actual intervention is that in a 10 week or so support group process the Gogo’s feel welcome and are provided a comfortable context in which to learn.  The programme requires that the Gogo’s master certain communication skills, principles of structured play and specific play techniques, so that they feel comfortable enough to implement these skills in Thandanani time at home with their children.  The Thandanani time then provides an opportunity and a structure and play skills to provide psycho social support the child and strengthen the relationship and the child’s coping.

In this section we reflect on key points of learning from the pilot programme and the experimental group. That have had an influence on the design of the final programme and the training of facilitators to run the programme.

6.1 The importance of the practical issues in facilitating a process with Gogo’s
Facilitating a process with elderly people involves a consideration of their physical and healthcare needs as well as their physical limitations.  It is necessary to ensure that every effort is made to express basic care and concern and respect for the elderly in dealing with the group.  This creates the context where the Gogo’s feel cared for, an optimal environment to learn.

The experience with the pilot group covered some of the typical issues that need to be considered in expressing basic care, concern and respect for the elderly, as follows:

· Getting started is about building a relationship, this takes time

To set the right context for learning and participation it is necessary to build a respectful relationship.  A key issue in the pilot process was that we were not able to complete the full intervention as getting the groups started took longer that we had expected.  To optimally engage the Gogo’s and make sure that we work at the appropriate pace it was necessary to invest more time in getting started.  This translated into arranging 3 additional meetings for the experimental group.

The first meeting covered a general introduction to the research and the team and recruitment of Gogo’s.  The second meeting was a recap of the first meeting and getting consent to participate in the research.  The third meeting involved a recap of all of the above, and completing a pre measure of the Gogo’s perception of their relationship with a chosen child in their care.

The use of introductory meetings is critical in working in the community and we found that it was better to spend enough time setting the right context and ensuring well-informed and willing participation.  Without these meetings this necessary planning becomes a part of the actual sessions.  This is far from ideal as it is the intent of the programme that the Gogo’s leave the programme able to interact with and support their children in a different way.  The better the planning and agreed participation upfront the better the outcome for each of the Gogo’s and their children.

· Ensuring adequate understanding when working with low levels of literacy.  

The literacy level with the group of Gogo’s in the pilot and experimental group was very low.  In the pilot nly 2 out of 6 Gogo’s could actually write their names, thus facilitators had to be very patient and encouraging and ensure that there was sufficient understanding step by step (examples provided in the previous report).  The level of literacy required that the facilitators constantly check understanding and that the concepts be translated into simple terms and linked with actions to represent the concept.  In terms of the goal of the \ programme it is critical in this process is that Gogo’s are able to understand, and feel that they are able to take the understanding home, so that they can go home and experiment with the play technique.  Thus the process involved explaining and then clarifying understanding at all times to ensure that the Gogo’s were able to go away and apply the appropriate skill.

· Encouraging ongoing participation in the group for the duration of the programme but accommodating variations in attendance

In the pilot, the Gogo’s were extremely diligent about attending and sent apologies wherever possible.  It was tragic to note that for the duration of the 10-week programme there was almost 1 death per family per week.  The deaths were not in the immediate families but in the Gogo’s extended family, thus Gogo’s were unable to attend some of the sessions as they were preparing for or helping other family members with the preparations for the funerals.  We were humbled at the level of commitment and participation of the Gogo’s.  Just that they took such care to attend and let us know if they could not attend was amazing.  However, a Gogo missing session can have an impact on the process for the Gogo.

In the Gogo support programme the desire is to encourage participation and involvement and work with whomever attends and adapt to larger and smaller groups with grace and respect.  It also involves ensuring that the process at whatever stage it happens to be includes those who miss one or two sessions and work with them at their pace and where they are in the process.  Facilitating the process thus requires on going sensitivity towards the Gogo’s, while it may be difficult if the Gogo’s cannot attend every session, the process needs to accommodate, with respect, the very real needs and challenges that the Gogo’s and their families face.
· Respecting, accommodating and working around illness, health and ability complaints

In this pilot, some of the Gogo’s could not see very well, some could not hear very well but were embarrassed to say so.  Some Gogo’s were diabetic, this affected their energy levels and meant that it was necessary to obtain diabetic cookies and sweets for during the sessions.  Many had blood pressure problems.  One very old Gogo was in ill health, no energy, high blood pressure, such that it was unlikely that she physically could play with her children (she wanted to participate but felt it took too much out of her, she was welcomed but given very clear permission to choose to come to the sessions – she chose not to come back as it was too exhausting for her in her state of health.  Very sadly she has subsequently died.).

Memory played an interesting role in that sometimes when the Gogo’s gave feedback in the sessions they could remember as far back as one week but often not longer thus if a Gogo missed a session she could remember that she had done something with the child but not much about what happened.  The Gogo’s, like most of us, are afraid to do things they don’t feel they are good at (great fear of drawing amusingly in a session when drawing was required/ suggested many of the physical ailments all of a sudden became worse).

The physical issues related to ill health, sight, hearing, general aches & pains, fear of not understanding, memory, health and dietary related concerns are very important.  A facilitator needs to care about the Gogo’s and have empathy and patience with the issues of the elderly or this process could become very frustrating for the Gogo’s and the facilitator alike.  Their needs and concerns must be dealt with sensitivity and with respect (and a sense of humour) if the process is to have benefit for the Gogo’s and their children.

It is important to note that the physical issues present first and if a facilitator does not respond with sensitivity and accommodate the needs from the outset, it is possible that this may negatively influence the process as a whole and the level of participation by the Gogo’s.

· How to handle Gogo’s missing sessions 

In this intervention it is critical that each of the participating Gogo’s participate as far as possible in full intervention.  As it happened in the experimental group a few additional Gogo’s joined a little later in the programme and it was necessary to for them to catch-up a key session.  This meant that some of the group were further along the process than others.  There were also Gogo’s who missed sessions along the process.

There are a few key issues in relation to Gogo’s being absent.  There is no way to ensure full participation.  Given the age, the health status of the Gogo’s the demands of their families it is very unlikely that one would ever get full attendance for the duration of the programme.  This leads us to a question what can a Gogo miss, and still benefit from the programme.  What is critical? What cannot be missed? What can be caught up through additional sessions? How many additional sessions should one accommodate? Where do you draw the line?

As we learnt in this intervention there is a need be practically flexible, and we found a few points to be a part of practical flexibility as follows:

· We identified 3 CORE sessions (this is discussed in more detail a little later).  These sessions must be made up for Gogo’s missing these sessions.  Failure to grasp the basics affects the application of the play skills in the latter part of the programme.

· Catch up sessions can be easily planned for the Gogo’s prior to or after the regular weekly session

· There is a balance between accommodating all the Gogo’s and completing the intervention.  The Gogo’s are required to learn and apply their skill, knowing that they have the facilitators there for a limited time period encourages the participants to learn and apply the skills.  When Gogo’s are absent there is a need to accommodate the Gogo’s where possible.  It is not advised to extend the programme to the point where it becomes impractical for the facilitator and the participants become dependent on the facilitator not themselves.  This models limit setting to the Group.
6.2 The actual design of the programme

· Appropriate pace

The progress in the actual programme was quite a lot slower than expected, thus in the pilot the facilitators were able to covered fewer sessions than the design outline.  However it is encouraging to note that the success and impact of the programme did not lie in working through all of the planned sessions but in making sure that Gogo’s were able to understand and put into practice whatever was covered – and that just takes as long as it takes – therein lies an important element of the success of the programme. 

Note that the process is reliant on the both the content of the sessions and the facilitation style to actually produce the outcome of learning and use of the skills by the Gogo’s.  It is the quality of learning that is critical not the quantity.  It is far more useful that a Gogo understand the communication skills, and limit setting and apply these using fewer play techniques than a situation where the Gogo learns many play techniques without the appropriate communication skills needed to actually facilitate a healing process with the child.  The process must therefore focus on getting an adequate transfer of skills over teaching many different techniques, quality before quantity.  The process is at all times non judgemental and non prescriptive, the content presents some possible ways of approaching children that we encourage the Gogo to try.  There is no pressure to do it right only encouragement to try.  This gives the Gogo’s the freedom from mistakes and allows a Gogo to work out what is best for their situation and this further supports learning.

· Sequence of the sessions

In the original design of the programme the sessions were expected to start with (1) Feeling Play, (2) Sensory Play, then (3) Healing Touch.  In practice Liesl (the play therapy specialist and lead facilitator on assessment of the group chose to start with healing touch.  These are some of the reasons for this redesign:

· There was a need for an activity that could assist the Gogo and the child to change and redefine the relationship in some way.  Some of the discussions showed that the existing relationships were quite punitive and autocratic.  The children may actually be quite afraid of their Gogo’s.  Into this context the Gogo needed to introduce play-time, a different kind of time, where the child is free to learn and explore and express feelings. The concern was that the Gogo may in anxiousness to do the right thing actually make the time another experience of punitive behaviour control.

· Hence the choice of a HAND MASSAGE.  This activity offers the following:

· Gogo is reaching out to the child and doing something nice for the child

· Neither child nor Gogo can really get it wrong

· There is no expectation that the child do anything but be there

· This is an accessible way to redefine the relationship with the child – no matter what the Gogo says, the act itself communicates in a language that the child can understand (non-verbally) that they child is important and worthy of care.

· Healing touch potentially brings the two closer, some of the discussions indicated an unspoken distance between the Gogo and child “unspoken, this is not really my child”.

· One of the goals of the process being to re-establish appropriate intimacy in an attempt to increase attachment.  In this kind of exercise the child gets the right message of care.

This represents action learning in practice in that as the researcher encounters an issue the process is adapted to accommodate the new learning.  The principles that shaped this change to the programme however underlie key elements of the programme.  There is a desire to make use of play skills and techniques that are easy to implement such that neither the Gogo nor the child can get it wrong, but that the mere participation is fun and results in a positive experience for the Gogo & the child.

· Where ever possible use signs & symbols

In the pilot we used signs and symbols to convey the goals of the programme to the Gogo’s.  One area we had particular difficulty with was with the concept of reflective listening.  The actual words ‘reflective listening’ did not translate terribly well into Zulu and it is a complex concept to convey.

In the pilot group this concept was the most difficult for the Gogo’s to grasp and yet one of the most vital in strengthening the child’s coping capacity.  Based on what we had learned in the pilot the concept was presented in this phase in an entirely different way. 

Reflective listening was presented as like being a “mirror” to the child’s feelings.  The Gogo therefore is expected to act as a mirror.  In practise this means no advice, no opinion, just a reflection.  With the use of this image and illustrative examples we are happy to report that the Gogo’s grasped and effectively used reflective listening in to provide support to the children in their care.  Using our pre and post test measure we were able to identify this as a core skill without which the Gogo is less able to strengthen the child’s coping.
Signs and symbols were also very effectively used in the pre and post measure.  The Gogo’s needed to find an appropriate symbol for the term measure.  After much discussion, the Gogo’s said that they use measurement in baking.  Thus the symbol for measurement became a measuring cup for baking.  The actual measure is discussed in more detail under the evaluation section

· Present only 1 major concept per session

This is quite self-explanatory but quite a useful principle linked to signs and symbols.  In one session the facilitators tried to give a different set of instructions to the Gogo’s who had not missed a session and to the Gogo’s who were to catch-up a session.  This did not work.  Present one concept per session.

Then build in repetition and re-enforce the concept so that the learning is absorbed in the session and remembered thereafter.  The Gogo’s will only use and apply what they can remember.  Their memories are not always so good.  Thus the teaching must be simple clear and repetitive
· Core Sessions 

The most critical learning point from this intervention was in identifying core sessions.  In this intervention (as will be likely the case in every other intervention), Gogo’s may miss some sessions.  We conducted a pre measure and a post measure and evaluated the transfer of skill to the Gogo’s at each session.  It was therefore possible to identify which Gogo’s had grasped the critical skills and which not.  There may be other factors influencing this but our evaluation found that a Gogo who missed one of the core sessions (reflective listening) was in fact able to practise the play skills but without the understanding of the key aspects of communicating with the child.  This in effect means that in Thandanani time she demonstrated the application of the play skill but without the key understanding of the communication skills.  She was implementing an activity with the child, which would help to build the relationship but without the reflective listening and other key communication skills she was not able to demonstrate strengthening of the child’s coping.

This led us to separate the session into the core sessions that cover the introduction, getting to know each other and the core communication skills sessions.  These are sessions 1, 2, & 3.  These sessions build the base of communication with the child, there after one can use a wide range of play skills to engage with the child.  The play skills provide the context and focus to begin to communicate with the child, the communication skills then become vital in strengthening the relationship and the coping.  These 3 sessions could be called the ‘Why sessions?’ Why is this important? Why do we need to do it? They provide basic skills that support and strengthen the child’s coping i.e., identifying feelings/ understanding their importance, limit setting, positive feedback and reflective listening.

Sessions 4 –8 there after offer 4 play skills that engane the child, connect the child with senses, help the child express feelings and then structure a way of talking about coping.  The detail of this is presented in the Programme design document.  Session 9 is then the evaluation and closing.
· The importance of reflective listening
We have touched on reflective listening and commented on its importance briefly but it needs further discussion.  This group of Gogo’s really grasped the concept, and each session the facilitators re-enforced the skill through illustrative examples and identifying when the Gogo’s had in fact used the skill.  The Gogo’s demonstrated that they could apply the skill more and more as the programme progressed.

Why is it so important? – Reflective listening is so critical because it helps the Gogo’s to help the child cope.  It moves the Gogo’s away from giving advise and being the solution to the problems, to helping the child identify their own coping skills.  The effect of this was actually to make the Gogo feel more useful and empowered.
Through the pre and post evaluation discussion we were able to identify the Gogo’s going through the following process (this is based on feedback from the Gogo’s in the evaluation):

Pre intervention - Without the skill of reflective listening the Gogo can experience a child’s problems as follows:

· Child brings problem

· Gogo needs to be wise, know what to do and needs to fix problem

· Times have changed, children are facing new issues, so the child comes home with problems that the Gogo knows nothing about

· The Gogo does not know how to respond

· The response is then generally to avoid the problem.

Post intervention – With the use of reflective listening the process can be as follows:

· Child brings problem

· Gogo does not have to fix it, does not have to make it right, therefore the Gogo does not have to be afraid of problems

· The Gogo does need to listen, ‘When I listen and reflect what I hear or see then the child fixes problem themselves’

· When child copes, Gogo feels so proud of child, child feels more able to cope

· Gogo has learnt ‘If I just listen it is better than if I give advise’

Before the intervention Gogo’s were faced with a situation where it was hard to respond in a useful way, now the Gogo’s in this group have developed a rich understanding of feelings and a skill with which to be responsive to their children’s needs and problems.

6.3 What made the pilot intervention work

· The willingness of the Gogo’s

The Gogo’s were willing to do anything to help their children.  They didn’t care that the pilot did not offer any material support.  They expressed that they would take anything on offer if it would be of benefit to their children.  The Gogo’s were willing to…….

· Learn new things

· Attend and participate in the sessions

· Try to implement the skills and the techniques learned

· Share their experiences with the facilitator & the group.

Their courage and tenacity impressed the research team.  The Gogo’s did try to implement even when they were not sure if they had done the right thing.  They couldn’t always recognise that they had actually used a skill appropriately, thus maintaining a willingness to learn and try is a key part of the facilitation style.

· The value of the groups

The Gogo’s seemed to find the groups a source of support, and encouragement to try new things with their children.  They commented that they felt less alone in the group in that they were not the only ones facing the same problems.  The group context provided the best support for the Gogo’s to learn.  This was achieved by the following:

· Gogo’s were encouraged by the pace, no one was left behind everyone was clever for learning and trying, everyone was able to learn;

· The Gogo’s were encouraged by each others success - E.g. Gogo Beauty missed a session, she hears Gogo Miriam & Gogo Chrisentia report back and hears the evidence of the child’s response, thus she is more encouraged to try the new play skills;

· The Gogo’s were encouraged by each other’s lack of success – Sometimes things did not go as planned and so the Gogo’s and facilitator encouraged each other to try again next week.  Thus there was no expectation that they get everything right, rather the process and the group encouraged them to keep trying.
· The facilitation style

It is not possible to emphasize the importance of the facilitation style enough, the effectiveness of the programme rests on the ability of the facilitator to create an appropriate context for learning by actually modelling the skills you are teaching the Gogo’s.  The facilitation style should model the kind of freedom the Gogo can extend to their child.  This means being non judgemental, making the Gogo’s comfortable, creating a context where there is no right or wrong, very permissive, its OK not to judge & not to control.

The facilitation style should communicate to the Gogo’s “You are fun to be with, You are special, You matter and your feelings and concerns matter”, as this is what ideally you would like the Gogo to be able to communicate to their child during Thandanani time and beyond.

The appropriate facilitation style is achieved by the following:

· Creating a welcoming and accommodating environment (care, patience interest in old people, diabetic cookies in need);

· Re-enforcing the learning and principles through the repetitive structure of each meeting;

· Working at the pace of the Gogo’s;

· Working with only what the Gogo’s bring.  The goal being to explore coping with a particular issue not teach or explain the answer.  This approach shows the Gogos that they have the solution and is inherently empowering (see examples outlined during the pilot process);

· Encouraging and working through practical use of the skills – What are you going to do? How? What are you going to say?;

· Celebrating the Gogo’s discovery and achievement;

· Re-enforce learning & implementation & provide positive re-enforcement.  This means find something good that they did right and encourage it.  There is no correction, even if they didn’t use the play skill, just that they spent the time was enough, there is always the opportunity to repeat the play skill next time;

· Encouraging experimentation and trying (create an appropriate context for that through positive re-enforcement).  This involves balancing support and accommodating the Gogo’s while also and cajoling them to try the new play skills in practice; and,

· Accommodating Gogo’s who missed sessions.

As you will notice the facilitation style is about combining all the elements of the support group programme the process, content, teaching process, structure and relationship with the Gogo’s to achieve the goal of supporting the Gogo’s to support their children.

The process is trying to provide support for the Gogo so that the Gogo can in turn support the child.  Without proper care and respectful accommodation of the Gogo’s needs in the process this is unlikely to happen.  The facilitators need to be flexible and patient.  At the same time for the process to work the Gogo’s need to challenge themselves to try new things that they may not have thought they could do, thus there is a balance between accepting and accommodating physical limitations and encouraging the Gogo’s to try new things that may be outside of their comfort zone
· The response of the children

The most important and astounding part of the pilot was that it seemed to work for the children (based on the Gogo’s report).  The response of the children encouraged the Gogo’s greatly.  Often their responses to small things created a dramatic change to the relationship (e.g. in one relationship, during the hand massage a child felt able to tell the Gogo about a problem she had been having at school since the beginning of the year, the child had not felt able to talk about it before. The Gogo was shocked that something of such significance could be happening in the child’s life and she not know about it.  The simple act of care through a hand massage as a way of communicating with the child changed the communication in the relationship between the Gogo and the child and this was maintained throughout the pilot).

As the Gogo’s confidence grew so the child’s response increased, e.g., with one Gogo in playing the “Child in charge”, the Gogo kept trying and kept encouraging the child.  The child started of tentatively and just laughed, then the child was hesitant but trying and finally as the Gogo allowed the child to be in charge and enjoyed the game after that the child wanted to be in charge.

The Gogo’s also noted that not only did positive behaviour increase but negative behaviour seemed to decrease.  In one case the Gogo noted that even though she was only dealing with one child the positive response and reduction in negative behaviour seemed to be generalised to all the children in the family.

The Gogo’s reports on the response of the children tells us that the filial therapy process is working and that the Gogo’s are in fact able to learn & implement the skills learned and observe the change in their children.

6.4 Summary & Conclusions

The pilot group

The pilot was very successful in terms of achievement of the programmes goals and it provided very valuable learning about the process that will shape the intervention and the training of those who will facilitate the programme.

The key learning relates to appropriately accommodating an elderly group, using key facilitation skills relating to pace & the process, the critical importance of the reflective learning process & positive re-enforcement and finally the importance of the facilitation style.

The experimental group

In this group the Gogo’s developed a rich understanding of the child’s feelings and needs and their experiences.  They applied the skills in Thandanani time and gave evidence that these same skills were applied outside of the structured play-time as well (the process is designed for skills to become generalised to all interaction with the child and other children in the family).

Through the process the Gogo’s began to understand the meaning of feelings and the child’s expression of feelings.  They began to see how the play skills helped the child experience the feelings.  The process helped the Gogo’s interpret and understand other experiences from the child’s perspective.  For example the Gogo’s learned that school is not always an easy place to be for their children, OR that things are difficult for a child if they have no friends.  The Gogo’s found that they could be helpful just by listening as the child often had their own solutions and encouragement from the Gogo helped the child have the confidence to resolve their own problems.  The Gogo’s also, by themselves’, began to grasp the child’s experience of death and loss.  They were able to understand why the relationship is so important and why the child’s expression of feelings is so important.

We feel that these are really important skills and they build up both the Gogo and the child.  These issues are discussed further in the evaluation of the programme in the next chapter.

6.5 Other document available 
Process notes for all sessions what happened, feedback, attendance etc, for the pilot and the experimental groups.

Chapter 7:
Phase 5 Evaluation & Advanced Development
Evaluation of the Support Group
7.1 Purpose of this phase

Phase 5: Evaluation and advanced development – involves selecting a research experimental design to evaluate whether the programme in fact has the impacts in practice that it is designed to have. This phase offers the opportunity to re-evaluate and refine the intervention; finally,
7.2 Outline of research plan
	Phase 5: Evaluation & Advanced Development
	Outcomes of Phase 5 

	Key activities & outcomes of this phase:
1. Analysis of the intervention in experimental conditions
· It is proposed that an experimental & control group type of experimental design be adopted to evaluate the effectiveness of the intervention.
· The control group will participate in the pre & post intervention evaluation (as a comparison group). However, once the research comparison data has been collected the control group will also participate in an intervention. 
2. Collect and analyse data
3. Refine the intervention
4. Write up and report on findings
5. Finalise the materials required for the intervention

6. Complete comprehensive guide materials (Incorporating the entire process from beginning to end - identification of appropriate target groups, set up of groups, introduction, the programme itself, evaluation tools, training in facilitating groups, an ideal process for training others to facilitate the process)
	By the end of Phase 5 we plan to have achieved the following:
· A comprehensively researched and tested intervention to…….
a. Support the kinship carer in providing psychosocial support to children in their care
b. Support the child through supporting the kinship carer
c. Training facilitators (at a lay counsellor level of skill) to facilitate a support programme for kinship caregivers
d. Provide all material to support the intervention
e. Provide training materials and process for training facilitators


7.3 The actual evaluation
In this report we are trying to evaluate whether the intervention achieved its goals.

What questions do we seek to answer with the evaluation?

1. Transfer of Skills/ Learning – Did the Gogo’s learn and apply the skills we intended for them to learn?

2. Extent of the change in relationship - Did the intervention result in a change in the relationship between the Gogo and the Child?
3. Individual changes – What individual changes (at the level of Gogo & the child) did we observe through the process that would indicate that the skills learnt actually strengthen the relationship and help children cope with feelings?
4. Control group – Can the change in relationship be attributed to the intervention or was it caused by other factors?
5. Value of the process – Did the Gogo’s & children find the process valuable? What changes/ recommendations would they like to make?
What were we trying to measure?

In the table below we specify the following:

· The goals of the process, 

· The indicators that we used to determine whether the goals were achieved, and,

· The measures that we used to determine whether the indicators were identified.

The goals specified here are broken down into step by step what milestones the Gogo’s need to achieve for them to be able to provide psycho social support to a child.  They are expressed in this form so that we are able to track where any problems might arise.  For example if a Gogo is unable to apply a skill, is it that she did not learn it, or understand it, or is  it in the doing/ application that there is a problem.

	
	Goals of process


	Indicators that goals have been achieved
	Measures

	1
	Building a relationship with the Gogo’s and providing a support group to facilitate learning and sharing
	· Gogo group set up

· Attendance

· Participation

· Sharing 

· Willingness to try the skills learned
	· Group set up

· Attendance

· Gogo’s participation in the groups and use of skills measured by transfer of skills measures

	2
	Teaching the Gogo’s principles of structured play sessions in practice;
	· Structure of Thandanani time implemented by Gogo’s
	Transfer of skills measures

	3
	Teaching the Gogo’s particular play skills (Healing touch, Sensory Play, Feeling Play, Ice breaker games, Talking about Coping);
	· Use of play skills in Thandanani time with the child
	Transfer of skills measures

	4
	Teaching the Gogo’s key communication skills (identify feelings, reflective listening, limit setting and positive feedback);
	· Feedback from the Gogo’s on what is happening in the child’s life

· Feedback from the Gogo’s on discussions in Thandanani time
	Transfer of skills measures

	5
	Gogo’s implement the Thandanani time at home with a child (using the practical principles of play, the techniques and the skills);


	· Number of Gogo’s present at sessions

· Number of Gogo’s who conducted Thandanani time and gave feedback on it

· Participation in feedback
	Transfer of skills measures

	6
	Gogo’s in a group reflect on the process by sharing their experience with each other and the facilitator (i.e., what happened in Thandanani time)


	Gogo’s begin to identify child’s feelings, understand what they are experiencing, and help them express and begin to cope with the feelings

Gogo’s feel able to provide this support
	Transfer of Skills measures

Facilitator observation re individual changes

Pre & Post test measures

	7
	Gogo’s learn from both implementing the Thandanani time & play skills and reflecting on what they had learnt/ observed.


	Gogo’s recognise where they have used certain skills and they see how the skills allow them to provide psycho social support to their children 
	Transfer of Skills measures

Facilitator observation re individual changes

Pre & Post test measures

	8
	Value of the process to the Gogo’s
	Feedback from Gogo’s and children
	Focus groups with Gogo’s & children

	9
	Change in relationship with the child
	Improvement on the 4 elements of the relationship

· Communication

· Feelings

· Closeness

· Attentiveness/ Responsiveness
	Pre & Post test measure

	10
	Change occurred as a result of the intervention not some other environmental factor
	Control group, fit for purpose did not experience the same change in relationship as the experimental group
	Pre & Post test measure with a control group


How did we measure the indicators reflected in the table above?

Transfer of Skills/ Learning

· Discussion and role play within each session to confirm that the Gogo has understood and learnt the skills;

· Discussion of what the Gogo actually implemented in the Thandanani time (this is an excellent measure as the Gogo will only do what she can remember, thus what she reports on is a measure of what skill/knowledge has been transferred.  This includes a record of the number of Gogo’s participating who use the skill in Thandanani time);

· Feedback and discussion about what happened in Thandanani time.  This gives the facilitator the evidence of what the Gogo has grasped and learned and what the child has expressed or experienced or shared as a result.  It gives evidence of the Gogo’s understanding of where the child is and what they are experiencing;

· Each of the 3 points above were recorded in facilitators notes, backed up for research purposes with a transcribed tape recording of every session.

Extent of the change in relationship between Gogo and child as a result of the intervention

· Pre test – Gogo’s evaluation of the current state of the relationship with the child

· Post test – Gogo’s evaluation of the state of the relationship after the intervention

Individual changes in Gogo & Child throughout the process

· Facilitator evaluation per Gogo according to the indicators of Behaviour, Coping Capacity & Emotional Expression; 

· Facilitator evaluation of child based on evidence/ feedback by the Gogo’s during their feedback

Can the change in relationship be attributed to the intervention or was it caused by other factors?

· Pre & Post test comparison between the findings of the experimental group and a control group of Gogo’s of a similar age, economic status, similar community and similar family circumstances, who did not participate in the intervention.

Value of the process to the Gogo’s

· Focus group with Gogo’s and children on the meaning of the process to each group

· Focus group discussion around the 4 key relationship elements (Communication, Feelings, Closeness, & Attentiveness/ Responsiveness)

What did the evaluation tell us?

1. Transfer of Skills

Under this section we will look at the 3 key aspects 

· Communication skills

· Principles of structured play, and

· Play skills

In terms of teaching the Gogo’s the specific communication skills to provide psychosocial support to their children. The following was observed in the process.

	Core Communication skills
	Description and Evidence displayed by the group
	# of Gogo’s who mastered skills

	Identifying feelings
	The Gogo’s were able to the identify feelings of their children in a variety of situations and understand or find out about the situation causing the feelings – within the play time, this occurred outside of the play time as well.  They reported that as a result of the process they were able to identify a range of feelings that their child would experience at different times.  Thus in the pre test they may say the chid is happy.  In the post test they would comment that yes the child is happy but the child experiences a range of other emotions and they were able to identify and speak to the child about what caused them to express different feelings. 
	10 out of 11

One Gogo did not attend a number of sessions

	Limit setting
	The Gogo’s reported being able to set and maintain limits in the play time in a non-punitive way (start, end sessions on time, give choices) – again this limit setting was reported to occur outside of the play time as well (i.e. it was generalised to other situations)
	10 out of 11

as above

	Reflective Listening
	In the pilot group this concept was the most difficult for the Gogo’s to grasp and yet one of the most vital in strengthening the child’s coping capacity.  Based on what we had learned in the pilot the concept was presented in this phase in an entirely different way. 

Reflective listening was presented as being a “mirror” to the child’s feelings.  The Gogo therefore is expected to act as a mirror this means no advice, no opinion, just a reflection.  With the use of this image and illustrative examples we are happy to report that the Gogo’s grasped and effectively used reflective listening in to provide support to the children in their care.  Using our pre and post test measure we were able to identify this as a core skill without which the Gogo is less able to strengthen the child’s coping.
	9 out of 11

as above, 

another Gogo missed a core session and was unable to make it up, it was observed that her reflective listening was not as strong as the other Gogo;’s

	Positive Feedback
	The Gogo’s were able to give and did give more positive feedback.  This skill relates to giving the child positive feedback from an understanding of what the child is dealing with and the Gogo’s presented evidence in the feedback sessions that they had mastered this skill.
	9 out of 11

as above


In terms of the transfer of skills around the principles of structured play, this is evidenced through the number of Gogo’s who attended the sessions, and applied the standard structure and process in Thandanani time.  The key principles in action are evidenced by having Thandanani time once a week, same day, same place, same time; starting on time, end on time, use a standard structure, use play skills learned, focus on feelings.  Each of the 10 Gogo’s who participated regularly throughout the process learnt these skills.

In terms of transfer of the play skills, 4 out of the 11 Gogo’s mastered all 4 of the play skills, another 5 mastered 3 out of the 4 play skills, but were exposed to the feeling wheel which was covered in a session that many Gogo’s missed.  One Gogo did not master any skills as she stopped attending early on in the process, one Gogo missed the coping game but mastered the other 3 skills.  Most of the Gogo’s therefore demonstrated during the process that they had mastered 3 or 4 of the play skills taught.

2. Extent of the change in relationship between Gogo and child as a result of the intervention

In order to establish the extent of the change in the relationship it was necessary to develop a pre & post test measure, which would be administered to an experimental group (who participated in the intervention) and a control group of Gogo’s (similar ages and family situation, who did not participate in the intervention, although the control group will be part of the next family support programme run in the area).

The design of the pre & post test instrument

The test was designed to measure the key elements that the research is intending to impact in terms of the relationship between the Gogo and the child.  The Gogo’s are illiterate and therefore the instrument had to be simple enough to explain clearly and make use of signs and symbols to represent the concepts.  

The basic instrument for the pre & post test measure is reflected below:






The test is a self-report test.  Each Gogo ‘draws/ completes’ her own picture that represents how she sees or evaluates the relationship with the child on the following aspects:

Central theme – General emotion state of the child

The Gogo’s selected the child that they would practise their learning and skills on, the child would be one in their care who had suffered loss of a parent, the child needed to be within the age group of 5 –11.  The Gogo’s needed to represent what they see that the child feels mostly.  There were 4 choices as follows:

	

	Don’t know how child feels – 

Represented by Neutral face no expression no smile



	

	Child Happy – 

Smiling face


	


	Child Sad – 

Sad face, can add crying & tears

	


	Child Angry –

Angry Frowning Face




The four elements of the emotional relationship

The instrument was co-designed with the Gogo’s.  In discussing the concept of measurement the Gogo’s said that they understood the concept of measurement as they measured ingredients when baking.  This led to the use of measuring cups to represent the different aspects of the relationship between the Gogo and her child.




1. Feelings – This cup would represent the Gogo’s evaluation of her own understanding of the child’s feelings.  
a. Key question: Do you think you know how the child is feeling?  
b. Scale: Don’t know – empty; Sometimes – half full; Mostly – full.
2. Communication 
a. Key questions: Does the child share things with you? Do you share things with the child? e.g. Problems, issues, things that happen to them.  
b. Scale:  Never – Empty, Sometimes – Half full; Mostly – Full.
3. Closeness
a. Key questions: Do you spend time together? Do you feel you know each other well? Do you understand the child? 
b. Scale: Never – Empty, Sometimes – Half full; Mostly – Full.
4. Attentiveness (Responsiveness) – In the design of the instrument the key factor is responsiveness.  The measure attempts to look at how well the Gogo feels able to respond to the child’s needs.  However responsiveness did not translate very well into Zulu.  Therefore the term had to be adapted to attentiveness.
a. Key questions: How well do you feel you are able to attend to the child’s need’s?  If the child asks for something you listen, you try to understand the child.  You know what the child needs, and you feel able to attend to the child’s need’s.
b. Scale:  Don’t know, Don’t attend – empty; Sometimes – half full; Mostly – Full.
The Gogo’s were able to use the instrument and seemed to understand the process of completing it.  The pre test measure was completed prior to the first session.  The post test measure was completed after the last session.  The Gogo’s were handed their original drawings and asked to reflect on the same aspects and questions.  They were asked to represent if there had been any change and try to explain what the change had been.  The results are fascinating.

Findings of the pre & post test with the experimental group
Pre test findings: Most Gogo’s described child as happy, and represented most cups as full.  Very few (one or two) represented that the child was sad.  One Gogo represented that she did not know how the child was feeling.  On the whole the Gogo’s felt that they understood the child’s feelings, that they communicated well, that there was significant closeness and that they did understand and attend to the child’s needs where they could.

Post test findings:  The instrument used was very simple but remarkably useful in that the same picture that the Gogo’s drew was represented to them and they were asked the same questions.  This gave them an opportunity to reflect upon what had changed in the relationship.

Quote from a Gogo, ‘Before, I thought I knew these things about the child, 

now I really know!’

A new scale to accommodate ‘the cups that over flowed’ – As many of the Gogo’s had in the pre test measure drawn the cups as full it was very interesting to notice their responses to the questions after the process.  The cups that were already full had to be redrawn as overflowing as the Gogo’s found that they thought the cups was full, but now they know it is…..

· Feelings – the Gogo’s expressed a more intimate understanding of the feelings of the child.  They could say that overall the child is happy but they commented that the child had a range of feelings, and felt many different things in different circumstances.  They could also give examples the child is happy because …. They were able to identify that the feelings came from somewhere an event or an experience and were able to describe the event or experience.  The Gogo’s had to make the cups over flow as they said that before they thought they understood the child’s feelings but they did not really, now they feel they do.

· Communication – The Gogo’s were able to give examples of a range of experiences and feelings the child had shared with them, they commented that this was far more that they had communicated in the past.  Now the children actually come and tell them that they have problems and volunteer information as to what is happening in their lives.  This was not the case at the time of the pre test measure.

· Closeness – The Gogo’s expressed that closeness had increased as a result of the Thandanani time.  The Thanadanani time gave an opportunity to be close to and interact with and play with the child.  In the pre test measure the Gogo’s saw closeness as living in the same house.

· Attentiveness – In the pre measure the Gogo’s identified the children’s needs as food, school and their attentiveness being to provide for their physical needs.  The post-test measure showed that the Gogo’s had learnt a different way to attend and how to respond to the child’s emotional needs, they also broadened their definition of what the child needs.  For example one Gogo expressed in response to the questions that ‘Sometimes what the child needs is for me to stop what I am doing and pay attention to them’.  Quite a shift!!!!!!!!

The Gogo’s were exuberant about what they had learned and what they had experienced with the child.  They enjoyed the opportunity to reflect on how the relationship had changed, and the pre & post test measure gives an opportunity for just that type of reflection.  Although specifically developed for the research we do recommend it be used in all the interventions as a tool to help the Gogo’s visualise and reflect on the changes.

Findings of the pre & post test with the control group
A control group was selected and the pre & post test was conducted with the control group.  As hoped there was little variation between the pre & post test measures.  We feel confident that the changes observed were as a direct result of the intervention with the experimental group.  We look forward to looking at the post test measure after the control group Gogo’s have completed the intervention, that is however outside of this research programme.

3. Individual changes in Gogo & Child throughout the process (Behaviour, Coping Capacity & Emotional Expression)

The same format for reporting on the observations was used for this intervention as was used in Phase 4.  The findings indicate that the facilitator observed key evidence of changes in behaviour from the Gogo towards the child, changes in the reported coping capacity of the child and the Gogo and changes in emotional expression.  These changes identified at an individual level serve as further support for the findings of the pre and post test findings.  The observed findings are presented at the end of this chapter.
4. Value of the process to the Gogo’s

The value of the process was established in the final session where the Gogo’s jointly completed a collage representing what the sessions had meant for them.  The images and their feedback were amazing.  Many of the pictures reflected their thankfulness for the food provided at each session.  The pictures chosen by the Gogo’s to represent the Thandanani time were all happy smiling pictures with themselves and their children close to them in the pictures.  Many of the images presented by the Gogo’s were images of rest.  Two Gogo’s expressed that the sessions give them a chance to rest.  The pictures were calm and reflective, one Gogo chose an image of a dancer as she had had a chance to dance and play.  

The Gogo’s gave feedback on the value of the process in the final evaluation session and they underlined the value personally and in being able to share as a group.  In one moving story a Gogo expressed that having participated in this group she is now able to pray again, something he had not been able to do since the death of her daughter.

Another interesting comment is that during the process a Gogo gave feedback that her grandchild had gone for an HIV test, this prompted a frank discussion by the other Gogo’s about how many others were caring for sick children and grandchildren.  Most Gogo’s seemed open to discuss testing and status with the group, an indicator to us of the support value of the group.

The value of the process to the children was established by a focus group discussion and group collage with the children.  In the last session each Gogo brought the child she had been working with to the session.  It was a significant event.  After lunch together and the introductions the children worked in a small group to complete a joint collage on their experience.  Their collage reflected the value and the closeness they felt to their Gogo’s as a result of Thandanani time.  Each child in addition by their own request drew a picture representing thandanani time, showing them with their Gogo’s.  The children made the plea that the time together must please not stop, now that the training was over.  The children gave feedback on their collage to the Gogo’s, this was very special to the Gogo’s. 

7.4 How practical is this for the Gogo’s to take forward independently 
As part of this process the Gogo’s are presented with a box containing all the material and toys and games they may need to continue this process at home by selecting another child to work with. The box/ pack includes a pictoral manual to aid the Gogo in recalling the order and the activities per session. The Gogo is advised to work with one child at a time, and as part of the process the Gogo’s have discussed how to negotiate focused time with one child at a time (the feedback from the Gogo’ has been that the children accommodated focused time with one child very well as they agreed that they would get their turn with Gogo as well). Thus we are not expecting a Gogo to work with all 9 children at home at once after this process but to gradually spend focused time with each child using the process and the skills and build the relationships one step at a time.  How effectively this has worked is the subject of a follow-up research study planned for 2005.

7.5 Summary & Conclusions

Our evaluation has illustrated that we were able to transfer the necessary skills to the Gogo’s sufficient for them to conduct Thandanani time independently with their children.  The Gogo’s demonstrated they were able to follow the principles of structured play, utilise the communication skills and the play skills to engage the child in conversations about their lives.  The experience of this play and communication changed the relationship between the Gogo and the child by increasing an understanding of what the child is feeling, increasing the range and quality of communication, increasing closeness and attentiveness to the child’s needs.  The experience of the support groups empowered the Gogo’s to feel able to respond to the needs of their children and offer useful support.

The evaluation therefore illustrates that the intervention achieved its stated objectives.

7.6 Additional documentation
· Evaluation data, analysis and reports

· Progress reports
Individual level changes for the Gogo & Child – Observational recrd of Behaviour, Coping Capacity & Emotional Expression

According to the design of the observational system, the facilitators observed the Gogo’s and the process to identify the following:

	
	Individual - Behaviour
	
	Individual – Coping Capacity
	
	Individual – Emotional Expression
	

	Gogo
	Listens and reflects child’s feelings
	Yes
	Problem solving ability increases (e.g. able to recognise methods of resolving problems, able to access support available)
	Yes, particularly as evidenced by feedback on the coping game 
	Willing to address previously unresolved personal issues
	(note 1)

	
	More accepting of child (expresses non-judgmental understanding)
	Yes
	Better able to cope with challenging behaviour
	Yes
	Better able to express own emotions
	Yes for many of the Gogo’s they did express that they were more able to cry, laugh, pray etc

	
	Encourages child to express him-/herself in play
	Yes
	Feels more capable in parenting role (accepts and is able to fulfil role)
	Yes
	Greater sense of emotional well-being
	Yes, Gogo’s feel more empowered/ able to help the child, less helpless

	
	Recognise that playtime is quality time and necessary for children
	Yes

Will carry on with other children
	Lowered stress levels
	Yes, Gogo’s expressed feeling more empowered
	 Greater empathy for child and child’s feelings
	Yes

	
	Recognises and makes “special together” time for child 
	Yes
	Recognise own and child’s potential
	???
	Feel less isolated; better able to share with others in group
	Yes

	
	Greater sense of confidence to deal with issues 
	Yes
	Able to set limits in a non-punitive manner
	Yes
	
	


	
	Individual - Behaviour
	
	Individual – Coping Capacity
	
	Individual – Emotional Expression
	

	Child
	More cooperative in general
	Yes
	More creative in problem-solving
	Yes
	Will communicate more with Gogo outside of play sessions
	Yes

	
	Behaviour less destructive/negative
	Yes
	Problem solving ability increases (e.g. able to recognise methods of resolving problems, able to access support available) 
	Yes

Approaches Gogo freely
	More emotionally expressive – communicates feelings more openly
	Yes!!!

	
	More accepting of limits set by Gogo
	Yes
	Better able to cope with death of parent – more accepting of situation
	Yes

(See Note 2)
	Able to identify own feelings
	Yes

	
	
	
	
	
	Able to use playtime to resolve unresolved issues
	Sometimes


Note 1: Gogo’s religious beliefs play an important role in carrying the burden of care

Note 2: Gogo’s able to understand feelings and why child reacts a certain way, note that in this process there was not clear evidence that the Gogo’s understand the bereavement process in the child (as this was not covered as the process was much slower than expected).

Chapter 8:
Phase 6 Dissemination
GOGO GROUP FACILITATOR TRAINING

8.1 Purpose of this phase

Phase 6: Dissemination – this involves collating all the data, learning points, programme materials, processes and procedures and developing a “product” for dissemination. It would include helping the Aids Foundation identify who best the intervention would serve, handover to a selected group with training for implementation in their communities.

8.2 Outline of research plan

	Phase 6:Dissemination


	Outcomes of Phase 6

	Key activities & outcomes of this phase:
1. Hand over comprehensive intervention to the Aids Foundation. Comprehensive means a complete intervention with all the supporting materials & tools sufficient that the recipient should know how to:
· Conduct the programme sessions
· Implement the complete intervention in another community
· Train others to do the same
2. Provide technical support to Aids Foundation in the dissemination process
· RSBSC will provide some technical support to those adopting the intervention
In order to select ideal places for intervention the research team would look to the Aids Foundation to do the following:

3. Identify potential markets for the intervention (of the existing partner organisations)
4. Creating a demand for the intervention (within the partner organisations that AFSA serves across the country)
	By the end of Phase 6 we plan to have achieved the following:
· A comprehensively researched and tested intervention to…….
a. Support the kinship carer in providing psychosocial support to children in their care
b. Support the child through supporting the kinship carer
c. Training facilitators (at a lay counsellor level of skill) to facilitate a support programme for kinship caregivers
d. Provide all material to support the intervention
e. Provide training materials and process for training facilitators


8.3 Facilitator training
A 5-day facilitator course has been developed, including all materials for the facilitator to conduct the Gogo group independently.  Training manuals and a process for training facilitators has been developed.  These documents are available from AFSA or RSBSC. There are 3 key themes in the training the model of relating to others, the 3 relationships in the facilitation process, and the process of learning and reinforcing the Gogo’s learning.  In conclusion of this document these 3 aspects of the training are presented as well as the training outcomes.

8.4 Outcomes of training

By the end of this training course you will be able to:

Set up and facilitate a 12-14 week process with a group of ‘Gogo’ caregivers to teach the Gogo’s to:

1. Establish Thandanani time according to filial therapy principles (i.e. Thandanani time once a week, same day, same place, same time; start on time, end on time, use a standard structure, use play skills learned, focus on feelings)

2. Develop, use and understand 3 key concepts of communication with children 

· Reflective listening

· Limit setting

· Positive feedback

3. Learn specific play skills that they can use to strengthen the relationship with the child, that engage the child in a fun way and offer the opportunity for safe chatting

4. Facilitate the implementation of these skills over the duration of the Gogo Support Group programme such that the Gogo presents evidence of the programme goals with a child in their care:

· Goal 1– Strengthen the relationship – ACTION Strong muscles of a field worker & a strong grip (hands holding onto the forearms in a strong grip)

· Goal 2 – Help a child cope with feelings – ACTION Sad limp child changes to happy strong (muscles) child.  Note: Once the Gogo can apply to one child she will be encouraged to share Thandanani time with others in her care.
8.5 Key Milestones for the learner
In order to do this the learner will need to have mastered the following (in the 5 day workshop):

Knowledge

· The purpose & role of play in healing

· Characteristics play for healing

· Principles of filial therapy (?)

· Key relationships

· Programme goals, sessions, process, structure

· Self-knowledge re attitudes to death, loss, relationships, elderly people and children.

· Have concluded a self evaluation for suitability for working with children 

Skills

· Communication skills

· Play skills & games

· Facilitation skills
Illustrate Mastery of:

· The programme process, session by session

· Limit setting
· How to model the key communication skills in facilitation 
· How to facilitate in a non-directive way
8.6 Practical Skills Transfer
Following the 5-day training the trainee will need to implement the skills and these skills will be validated and evaluated through 3 follow-up workshops.

To achieve a certificate of facilitation the trainee undertakes to:

· Use the communication skills, play skills and principles of structured play for healing in practice with one child

· Set up a Gogo group of their own

· Run a Gogo the 12 week process with a group of Gogo’s

Note: Certificate of Facilitation can only be given once a trainee has successfully completed a group with Gogo’s.

8.7 Additional documents available for this phase
· Facilitators manual

· Training of facilitators participantmanual

· Gogo’s manual

· Gogo kit (contents)

· Facilitator kit (contents)

· Powerpoint presentation summarising the research programme
8.8 Principles of relating to children developed as a way of teaching the Gogo’s the key communication skills
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8.9 The three key relationships in the filial therapy process
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8.10 The cyclical process required in facilitation to ensure that the Gogo’s learn, understand and implement their skills in interaction with the child during Thandanani time
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