Eamon Shanley’s Profile
Childhood years

My childhood was in a land and a time of fairies, roaming spirits, devils, ghosts, omens, symbols and unseen and unthinkable others. It was a land where Celtic paganism and the Catholic faith have intertwined making it difficult to distinguish one from the other. Contradictions lived easily ensnared with one another. My emerging understanding was part of the Ireland of the 50’s where acceptance of spiritual existences was as easy as accepting the inevitability of emigration.  My sense of reality was crowded with the unknown and the unseen. All life’s happenings could be, and most frequently was, accounted for within these domains.  Thus there grew in me an acceptance of the unbelievable and though the years have passed there still remain aspects of this influence in my preparedness to consider the incredible.  

My father was the village police sergeant a responsible position in a small community. Always he represented the figure of authority and saw his prime childrearing duty as a father to ensure his children all 12 of us received a ‘good’ education. My mother, on the other hand, was a more impulsive person and not so driven. Being one of twelve children also had a lasting effect in developing social skills of negotiation and in nurturing. One example is seen in that each of the older children were responsibile for a designated younger sibling until they no longer needed it. Here a sense of responsibility, for others for better or worse, was born in me.

Teenage Years and Early Adulthood

In my first job as a trainee accountant with the only employer in the district my boss seemed to take took pleasure in humiliating me and bullied me daily for the three years that I worked there. This experience gave me an anger for those who abused their positions and an understanding and empathy for those who, like me, were powerless and were abused. 

 My world view continued developing when I left home and worked with children with intellectual disability who were patently disempowered. Engaging people with severe multiple disabilities was extremely challenging and experiencing unconditional regard effected an appreciation of our common humanity and the awareness of each person’s worth as a human no matter how different they might appear on first contact. In this space, away from the influences of home, my sense of self worth grew as I realised that I had something to give that was valued by others. The development of this confidence started the process of questioning my core values particularly my religious beliefs.

The next major change in my world view occurred when I joined the mass exudus to England for work. There I worked as a psychiatric nurse during the early 70s at the time of the anti-psychiatry movement. Led by RD Laing and David Cooper this movement railed against the medical, mainly psychoanalytic and custodial approaches to people with mental health problems. The change in my way of thinking about others and about myself was revolutionary.  ‘Bliss was it in that dawn to be alive but to be young was very heaven.’ (William Wordsworth (1770-1850) on the French Revolution). I could see the autocratic, inhuman and controlling way of treating people with mental health problems being swept aside in the emancipation of those with mental illness. And I saw myself as part of this movement! Many a wonderful evening and night I spent in Jubilee (the nurses home in Shenley Hospital) with groups of friends who came from very diverse backgrounds discussing quite without any pretensions major philosophical issues of the day. Not everyone joined the movement. Perhaps it was my Irishness that gave me the preparedness to consider the incredible. In a system, where any challenge to the psychoanalytic interpretations was neutralised by personalising the criticism as a reflection of the challenger’s defence mechanisms, the arrival of Langian theory was like a breath of fresh air. No, not fresh air. More like a gale that would blow away the old oppressive system! Not so! Unfortunately in a few years the gale blew itself out and left disillusioned others, like me trailing in its wake. However it did prove to be the herald of more sustaining changes in the mental health system and in my own world view.

The traditional medical view of mental illnesses, under which I continued to work, was that mental disorders were diseases for which the cause will eventually be found in the form of an anatomical, physiological or biochemical abnormality. An important characteristic of this view is an emphasis on establishing the correct diagnosis of an individual patient and creating an accurate diagnostic or classificatory system on which to base a clear, distinct, treatment and prognostication (Grof 1985). With the focus on addressing the client’s signs and symptoms, the traditional medical approaches were seen as negating clients’ own understanding of their concerns and their strengths in coping with them (Rapp 1998). My own emerging attitude, by way of contract, was that individuals, experiencing a mental health concern, use their own understanding of their mental health concerns as a starting point in obtaining help. 

University Experience

Having worked as a Charge Nurse for 2 years I left nursing and studied for a Social Psychology degree at Sussex University England in the mid-70s. This experience validated the view that had emerged over the previous years of working in psychiatric hospitals. Namely that interpersonal relationships were central to a person’s wellbeing. My thinking became more formalised by studying the work of Harry Stack Sullivan and by the humanistic psychology of Carl Rogers. This influence grew during my PhD studies when I researched the nature of the relationship between patients and mental health nurses. The influence of humanistic ways of conceptualising on my thinking was counterbalanced by y emersion in the culture of logical positivism within the university system. This tenuous balance resulted in my adopting quantitative methodology to study relationships. However as my career within the university sector progressed, my humanistic perspective became more dominant. My research and publications reflecting the humanistic influence and increasingly showed a bias towards qualitative methods. However one of the major impacts of logical positivism that has stayed with me was my conceptualisation of pragmatism. For me a major criticism in judging the value of any action aimed at helping others is ‘does it work and how do you know that it does?’ 

Current World View
My current global perspective, (I use the word ‘current’ as I feel that understanding does change over time as does our perception and thinking about life), is centred on humanistic philosophy of which Carl Rogers (1952) was a major advocate. Other related viewpoints affected my world-view such as those of Lazarus, 1984 (coping), Anthony, 1993 (Recovery), Rapp, 1998 (Strengths),  Seligman, 2004 (Positive psychology), Rotter, 1957 (Locus of Control) and Bandura, 1989 (Self-efficacy). These theorists devised specific interactions that I have incorporated in my conceptualisation and used in my interactions with clients.

The humanistic philosophy is exemplified at its widest point by the view that human beings are social animals possessing a common humanity (Kierkegard, 1313-1855, Neitzsche, 1844-1900, Heidegger, 1889-1976 and Satre, 1905-1980). Being a social animal means that the individuals’ wellbeing depends on the nature of their relationship and interaction with others. According to the humanistic philosophy individuals develop strengths and identify resources that help them grow towards their psychological potential and cope with life’s demands. Psychological problems are viewed as a normal part of human life, and human development (Rogers 1957). When working with clients in a humanistic way I attempt to guide the person in applying his/her existing strategies to cope with their mental health concerns. Coping is defined by Folkman and Lazarus (1988) as a person’s constantly changing cognitive and behavioural efforts to manage specific internal and/or external demands that are appraised as taxing or exceeding the client’s resources. This way of working contrast with the traditional medical philosophy discussed earlier.

Within my world view it was important to ensure that the client is given the opportunity to express his/her opinion and wishes with regards to what ever it is that brings them to mental health services. This idea has been prominent in my own life when perhaps living in a family of twelve and not always being listened to has, at times, made me aware of the effects of power imbalances and the importance of negotiation. This expression of wishes has been succinctly explained in the work of Anthony (1993) when describing the recovery approach to help people with mental health concerns. The recovery approach is based on the principle that the client should direct the recovery process. In this context the client’s active input is essential throughout the process and the client needs to be viewed as a unique individual capable of acting in a purposeful way. Rapp’s (1998) strengths model for social workers has expanded on this perception in helping those with a mental illness experiencing difficulties in living in their social and physical environment by focussing on the positive rather than the negative aspects of their environment. This model has a positive perception of the individual’s strengths which contrasts with other ways of thinking that focus on the deficiencies in the process of helping clients live fuller lives.

Positive psychology also emphasizes what is right with people rather than what is wrong with them. Seligman’s philosophy of positive psychology contrasts with that of psychiatry whose focus is on negative aspects of anxiety, depression and stress typified by the Diagnostic Statistical Manual IV (2000) which is a systematic categorization of mental illnesses. In fact, as a reaction to this negative focus on aspects of humans, Peterson and Seligman, (2004) developed an un-DSM, a manual of strengths and virtues that are found in the happiest people. The goal of positive psychology is to enable people to live lives filled with greater health and well-being. The focus on the positive relates well to my ideas about empowering people who are vulnerable and may well have stemmed from my ealier experiences of bullying in the workplace.

I also feel that entwined with the concept of empowerment is the creation of a sense of control over one’s life. This is where Rotter’s work (Rotter 1971) on internal locus of control interests me.  According to Wallston (1992), when writing on this topic, internal locus of control is the extent to which individuals believe their health is the result of their own actions. When working with individuals I have attempted to encourage the client to take greater responsibility for his/her own well being and guided the person towards adopting a greater level of internal locus of control. Bandura’s work (1989) is also of importance to me as he focused on the concept of self efficacy. The experience of self efficacy gives the person a sense of control over their environment. It is a subjective assessment of what one ‘can do’ and affects how people feel, what they think and what they do. A low sense of self efficacy is associated with depression, anxiety and helplessness as well as low self esteem and the tendency towards pessimistic thoughts about one’s own development and accomplishments (Bandura 1989). I have discovered when working with clients that if I am able to encourage the individual to experience a greater sense of control over not just the concern being experienced but over their wider environment this helps to determine the goals they set for themselves.

Conclusion

In my 30 years of working in the mental health services I have witnessed the use and abuse of diagnostic labels and the classification of people’s cognitive, emotional and behavioural experiences into pre-determined categories. The outcome of such classifications has undoubtedly some benefits in providing specific interpretation that reflect the clinicians worldview. However it does not consider the clients world view which has been increasingly recognised as being highly relevant to their recovery. Not only do most of these systems of assessment have questionable validity and reliability but also the selection of a specific way of interpreting a person, by definition, ignores other parts of the persons’ experiences and are not, in my opinion the most effective way of helping people deal with their concerns. Having said that, I also recognise that my world view, as described, will continue to change and that what I currently believe has, in itself, limitations. My experience of the application of classic psychoanalytic therapy in the early 70s was, in the main, negative. However my attitude towards psychoanalysis has become more positive. Some factors I am already taking into consideration are the work of Gill (1982) and Kohut (1984). Gill (1982) stressed that psychoanalysis can accommodate the therapeutic use of the interpersonal relationship between the client and therapist. Kohut (1984) has defined psychoanalysis as incorporating greater understanding of the client’s experiences and showing friendly and open emotions to the client. These changes in the psychoanalytic framework compare dramatically with the ‘objective’ stance and rigid values of classic psychoanalysis which valued coldness, judgmental attitudes and defensiveness in the therapist. 
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