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Abstract

Self-esteem in children with Down syndrome in mainstream schools was compared to a group of children with Generalised Developmental Delay and a chronological age control group of typically developing children. Teacher perceptions of child self-esteem were also examined. Self-esteem was measured using a multidimensional scale of self-esteem, the subscales tapped social acceptance, physical competence, academic competence, maternal/carer acceptance and physical appearance. Teacher perceptions were examined using semi-structured interviews. The results indicated that children with Down syndrome had self-esteem levels comparable to, and in some cases higher than typically developing peers. Children with Down syndrome showed higher levels of social acceptance in comparison to children with generalised developmental delay, this was explained by the presence of physical indicators of their condition. Teachers tended to overestimate the self-esteem of children with Down syndrome, several misconceptions of teachers, most of which centred around peer acceptance explained this overestimation. The findings of this study are translated into a set of recommendations for schools and avenues for future research are suggested.
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Introduction

Current conceptualisations of self-esteem

‘Self-esteem is a persons inner appreciation or assessment of him or herself. It matters because people who do not value themselves – who have low self-esteem – treat themselves and others badly. Thus low self-esteem can be seen as a major factor in abuse, addiction, crime, depression, loneliness, low educational achievement, mental illness and unhappiness. People high in self-esteem are often creative, joyful, fun to be with and productive.’




Alexander, 2001.
Originally identified by James (1890), self-esteem is defined as a ‘belief and self-confidence in your own ability and value (Cambridge Advanced Dictionary, 2004). Self-esteem is a complex and ambiguous term, this is reflected in the literature both past and present, English & English (1985) identified one thousand different uses of the term. Until recently, this ambiguity has led many health and teaching professionals to discount the importance of self-esteem, however, studies which identify links between self-esteem and adjustment, achievement, behaviour and psychopathy in children highlight the importance of this construct (Rutter, 1979, Garmenzy et al, 1979). Self-esteem is progressively becoming better defined and may be understood as an evaluative process by which individuals weigh up the differences between self-image (how we are) and, the ideal-self (how we want to be). 

Fig. 1. The structure of self-esteem


Consequently self-esteem is based upon objective information about oneself and subjective evaluation of that information. Competence is an essential dimension of self-esteem (Kavussanu & Harnisch, 2000), if one feels competent in domains where they aspire to achieve high self-esteem will result.

Each person values different things about themselves, therefore it is useful conceptualise self-esteem as multidimensional (Harter & Pike, 1984).

Fig. 2. The Self-Esteem Hierarchy



 Global self-esteem is relatively stable over time (Marsh et al, 1984). However as reflected by the findings of Harter (1990) the domains of self-esteem grow and change with age. From the age of four children judge themselves on four areas of competence, these being, cognitive, physical, social and behavioural (see fig. 2). With increasing age, factors such as social acceptance physical appearance and behaviour become progressively more prominent, as a consequence of increased emphasis upon social comparisons. These changes may be particularly apparent for children with LD as differences from peers become ever more salient to them. 

Self-Esteem in the Mainstream School: The National Curriculum

The first year at school is fundamental for the development of self-esteem, Lawrence (1996) went as far to say that pupils are unable to learn effectively if they have low self-esteem, in practice children who have lower self-esteem are those who consistently fail and underachieve (Lawrence, 1996). Consequently, schools have a huge potential to influence self-esteem. Positive teacher feedback will facilitate a child’s self-esteem, whereas a lack of understanding, awareness or lower expectations of performance and behaviour may have a negative impact upon self-esteem (Cosden, et al, 2002). Building positive self-esteem in all pupils should be a primary goal for all teachers. Despite this, until recently insufficient attention has been dedicated to personal and social education within schools, teaching has been academically led. Increasing awareness of these issues has led to the explicit recognition of the importance of personal and social issues within the National Curriculum.

The relatively new National Curriculum framework for Personal, Social and Health Education (PSHE) aims to develop children’s well-being and self-esteem, encouraging belief in their ability to succeed and enabling them to take responsibility for their learning. Although this is a step forward within teaching, self-esteem is scantly cited, which indicates very little explicit guidance for teaching staff. Despite this, self-esteem is a critical part of the learning process and is often communicated implicitly from teachers to children. There is a profound need for standardisation across schools. As research suggests  self-esteem may be substantially lower in children with special educational needs (SEN) in comparison to their typically developing peers (La Greca & Stone, 1990). Despite this finding no additional direction is provided by the National Curriculum guidelines for the inclusion of SEN children in the mainstream school. This study will address this issue.

Self-Esteem in Children with SEN

Individuals with learning difficulties are commonly faced with negative messages regarding their disability, even before birth their parents are faced with the decision of whether or not to terminate the pregnancy. Through their school life children with learning difficulties are met with prevailing negative and stereotypical attitudes towards them. In addition there is a constant struggle between attempts at reducing stigma for these individuals and advances in medical technology which aim to reduce disability. In this light it is easy to see how someone in this position may have low levels of self-esteem. Definitions and common understandings of self-esteem are intrinsically value-laden, in today’s achievement driven society judgements are made on people according to what they can and cannot to in comparison with others. This is an infinitely tough goal for children with learning difficulties in the mainstream classroom.

Morrison & Cosden (1997) conceptualise the presence of a LD as a risk factor for lower self-esteem,  numerous studies support this preposition. Research has shown that students with LD have lower self-esteem than their peers (Kistner & Osborne, 1987; La Greca & Stone, 1990) and have higher levels of conduct problems and anxiety (Chapman, 1988). This has been attributed to many factors such as academic failure, social acceptance problems and awareness of differences from others (Raviv & Stone, 1991, cited in Cosden, 2002). Special class placement may also have a negative effect upon a child’s self-esteem, however Beltempo & Achille (1990) found that a combination of partial special and mainstream education had the most beneficial effects upon self-esteem, this may be explained in terms of social comparison as placement in a special class allows greater opportunity for downward social comparisons. However, this does not necessarily advocate mixed placements, instead it only makes the case for inclusive education stronger, thus allowing everyone to shine in their area of excellence. 

As well as between group differences, there are reported to be large within group differences in self-esteem in children with LD (Cosden et al, 2002). The discursive nature of disability constructed by language and practice has led to a common identity of individuals with a disability. Children with LD are almost always reduced into one category of ‘learning disabled’, however, realistically, it is highly unlikely that this group of children is homogenous, nor will their self-esteem be. It is inevitable that there will be much variation between these students in terms of academic, physical and social development, all of which will influence the development of self-esteem. For this reason the present study will focus upon children with Down syndrome.

At present Down syndrome is the most common identifiable cause of learning disability in children and adults (Roizen et al, 2003), it is a genetic condition caused by the presence of an extra chromosome 21. The physical characteristics of Down Syndrome are very distinctive consisting of a number of shared features, making the child with Down syndrome easily recognisable. Socially and intellectually children with DS develop at a slower rate than their peers, they also tend to stay at each developmental milestone for a longer duration. This leads to an ever increasing gap between the child with DS and their peers. The learning difficulties associated with Down syndrome may be conceptualised as a continuum, ranging from very mild to very severe. The majority of individuals have some speech and language difficulties and may also have significant problems with short-term memory and reading (Buckley, 2000). At the more severe end of the scale there are spurious links with both epilepsy and Autism. There are also behavioural problems associated with Down syndrome. A commonly held misconception of DS is that they are all are good-natured, affectionate, cheerful and placid individuals, this has led to the prevalent stereotype of individuals with DS (Tregold, 1949). Although these traits are common, children and adults with DS also have serious behaviour management problems. Common behavioural problems are associated with attentional deficits (Green et al, 1989), and are expressed as hyperactivity, attention seeking and impulsivity (Gariban et al, 1990).

In the past the term ‘genetic’ has had detrimental effects upon the way people with Down syndrome are treated. ‘Genetic’ suggests that circumstances are unchangeable and that their fate is predetermined by their genes, this has led some to the believe that children with DS are uneducable. However as with any other child their development, both intellectual and social, is heavily influenced by environmental and social factors. Recognition of this has helped expel the view that children with Down’s should be educated in segregated institutions and has, among other factors led to the development of inclusive education for children with Down Syndrome.

‘School is where we develop our basic attitudes, inequality in education leaves disabled people at a great disadvantage.’ 

Mason, 1990

Until the late seventies all children with Down syndrome were placed in specialist education establishments. Stereotyping pupils with learning disabilities in this way, may be a cause of social delay and reduced self esteem, it is possible that with appropriate teaching practices a child’s difficulties may be decreased.  This was reflected in the late 1970’s with the publication of the Warnock report (1978), and the more recent Education Act of 1993, which introduced policy to integrate children with SEN into mainstream schools. Mainstream schools provide a richer language environment, greater opportunity for peer relations, and promote acceptance and understanding, all of which are infinitely beneficial to self-esteem (Buckley 2000).  Today children with Down syndrome are welcomed into the majority of mainstream schools across Britain, they receive an average of 15-25 hours teaching assistant support per week (DSA, 2004). Support assistants act as a bridge to the mainstream curriculum, they are a critical resource for access to the curriculum. Mainstream education for children with DS is still in it’s early stages of evaluation, however a review of educational provision provided some encouraging findings. Dew-Hughes & Blandford (2000) found that those children with DS in mainstream schools were more cooperative, more socially mature and had more spontaneous social interaction than those children in special schools, in addition language skills were often improved by placement in mainstream schools as a consequence of challenging conversational interactions. Furthermore, inclusion not only benefits the child with special educational needs, these inclusive schools are also the best schools for normally developing peers too, as all children as are valued equally, leading to reduced prejudice and higher levels of acceptance in the country’s next generation. 

Research into self-esteem in children with Down syndrome is scarce at present as these children are commonly lumped into the LD bracket. Consequently it is unclear whether self-esteem in those with Down syndrome is higher, lower or the same as other children with LD or typically developing children.  Several theories have been suggested. It is possible that self-esteem may be negatively influenced by the physical aspects of the syndrome, through a process of social comparison with non-disabled peers. Being labelled ‘a student with and LD’ may have stigmatising effects which may lead to reduced peer expectations and acceptance. 

‘It’s not failure that gives concern, but the way that significant others react to failure’

Lawrence, 1996

Social comparisons play an integral part in self-esteem. Comparison is a pervasive process, which enables an individual to determine how good he/she is at a behaviour, for example children may learn what constitutes a high ability level (Festinger 1954). Children with learning difficulties in mainstream schools are likely to use non-disabled peers as their comparison group, it is possible that upward self-comparisons may lead to lower self-esteem, than comparisons with a similar or downward comparison group (Bear et al, 1996). Problems in adjustment tend to manifest mainly in adolescence, low self-esteem and depression are common in adolescents with LD. This increase comes at a time when differences become more salient and academic performance becomes more important. This finding may be particularly apparent for children with down syndrome, as they are physically labelled by their disability (Milich et al, 1992). Gould (1998) found that the self-esteem of children with DS was negatively effected by mainstream placement, this was attributed to the presence of more able children, however this finding has not been replicated.

Alternatively, the presence of physical indicators of LD may raise peer awareness toward the child and hence justify any poor behaviour or differences from themselves. A pervasive finding of sociometric research is that children with LD are least desired as friends by others, consequently they are less well accepted by their peers , which is hypothesised to lead to lower levels of self-esteem (Weiner, 1978, Vaughn & Elbaum, 1999, cited in Cosden et al, 2002). This may be due to the fact that the LD is invisible or hidden in many cases, consequently peers see the child as ‘acting out’. Sociometric studies of children with  Down syndrome, a visible condition, support this proposition. In a review of the education of children with Down syndrome, Buckley (2000) cited Laws (1996) who found that children accepted and made allowances for the behaviour of children with Down Syndrome, even though behaviour was worse than some of the rejected normally developing peers. Laws et al, (1996) found that children with Down syndrome were equally as likely to be popular, however they were less likely to be invited to a friends house for tea, which may simply reflect the attitudes of parents. Lewis & Lewis (1987) suggest that classmates have sympathetic attitudes towards children with Down syndrome as they are seen as having no control of their condition or their behaviour. In addition having an agreeable temperament is conceptualised by Morrison & Cosden (1997) as a protective factor as it is likely to increase positive responses from others, consequently increasing support and hence self-esteem. 

The Present Study 

The primary aim of this study was to investigate the nature of self-esteem in children with Down syndrome attending mainstream schools. A group of children with generalised developmental delay were chosen as the comparison group. This group was chosen as their learning disability is ‘invisible’, additionally this group is the least likely to be confounded by other aspects of their disability. A control group of typically developing children was matched closely on chronological age. A chronological control was chosen as lower expectations of disabled children, created in part by studies that use developmental matches, are thought to be a cause social delay. This is supported by Dew-Hughes & Blandford (2000) who said; ‘Treat them age related, and have expectations of their social and academic achievement, because we think we are aiming too low.’ Teacher perceptions of child self-esteem will be used to add qualitative support to the findings and aid understanding through the development of themes. 

Method

Design

The present piece of research is an exploratory study which utilises a cross-sectional, mixed methodology design. Study one uses quantitative methodology (MANOVA) to examine self-esteem in children with Down syndrome. Study two uses qualitative methodology (Grounded Theory) to complement data yielded from study one. It is hoped that this triangulation of methods will help contextualise this research, thus increasing the validity.

Study One

Study one aimed to determine the levels of self-esteem in children Down syndrome in the mainstream classroom.

Participants

In total, 35 participants were recruited. All participants took part in the study on a voluntary basis. The present study involved three groups of participants. In order to match children with Down syndrome to children with general developmental delay P-Scores were used. Developed by the department for education and skills, the P-Score system provides a set of performance descriptions, for pupils in mainstream schools for whom National Curriculum levels are not appropriate. The performance descriptions provide a common basis for comparing performance between pupils (DfES, 2001). This method has been chosen over more traditional methods of performance as it measures ability holistically, looking at personal and social development as well as academic achievement. The groups were as follows:

1. Eighteen children with Down Syndrome (DS) were recruited.  Fifty percent of this group were female, fifty percent male. The mean age of the sample was 8.56 years (5 minimum, 16 maximum). The mean p-level of this group was 7.29 (4 minimum, 11 maximum) and this group received an average of 17.33 hours of support per week.

2. Seven children with Generalised Developmental Delay (GDD) were matched on p-scale level and hours teaching  support. Seventy one percent of the sample were female and twenty eight percent male. The mean age of this group was 7.29 years (5 minimum, 12 maximum). The mean p-level of this group was 6.33 (4 minimum, 8 maximum), and the children in this group received an average of 14.91 hours support per week. 

3. Ten control children matched on chronological age and gender were recruited opportunistically. The mean age of the control group was 8.3 years, and, fifty percent were male, fifty percent female. All children within this group were working at national curriculum levels appropriate to their age and did not receive any additional support within school. 

Consent was obtained from head teachers of the schools, following a covering letter from the the Inclusive Education Service. Written consent was obtained from parents via the school to retain anonymity. 

In the majority of infant, junior and primary schools, the child had known a large proportion of the children in their class since nursery or infants. All children who were in comprehensive schools had attended since year seven. All children within the study had attended mainstream education since infant school, were the same chronological age as their classmates, and were the only child with DS in their class group.

Measures

Self-Esteem Measure

To allow comparison of self-esteem between children with Down syndrome and those with GDD it was essential to use a quantifiable measure. However, the measurement of self-esteem in children with learning disabilities has proven difficult (Pallas et al, 1990), many of the published scales have are incomprehensible to children with LD. Upon review of available measures of self-esteem, the Pictorial Scale of Perceived Competence and Social Acceptance for Young Children (Harter & Pike, 1984) emerged as the most appropriate tool. The scale consists of two broad categories, General Competence and Social Acceptance, which are further differentiated into four domains, cognitive competence, physical competence, peer acceptance and maternal acceptance. The pictorial format of this scale facilitates its reliability and validity by engaging interest and facilitating understanding through concrete definitions (Pallas et al, 1990). The authors report acceptable levels of psychometric reliability (alpha, .86) and validity on a sample of typically developing, American 4 -7 year olds. 

The nature of difficulties faced by children with learning difficulties demanded that the format of the PSPCSA be altered to make it more accessible to these children. This was done with the help of a group of qualified educational psychologists. The original pictures were replaced with standardised Makaton pictures which the majority of the children were familiar with. Harter & Pike’s scale utilised a four point scoring system deemed too complex for the purposes of the present study (See Harter & Pike, 1984). The scoring system was simplified as follows; ( was used to indicate agreement with the item, ( was used when the child was unsure, or perceived themselves to be ‘in between’, and,( was used to indicate ‘no’. In addition a new subscale of Physical Appearance was added which consisted of four items. Furthermore, the scale was updated, made culturally appropriate and gender neutralised, to increase reliability and validity.

Table. 1. Examples of alterations made to Pictorial Scale of Perceived Competence and Social    Acceptance (Harter & Pike, 1984).

	Domain
	PSPCSA
	Pictorial scale of self-esteem

	Cognitive Competence
	Good at adding
	Good at counting

(simplified)

	Physical Competence
	Good at skipping
	Good at catching

(gender neutralised)

	Peer Acceptance
	----
	No changes

	Maternal Acceptance

(Carer acceptance)
	Mum reads to you
	         ‘Mum’ verbally substituted with main carer of child 

(updated)

	Physical Appearance

(domain added)
	----
	Like the way I look




Consequently two scales were developed. Scale one designed to be used on children between the ages of 6-11 was used on 76% of the sample, whilst the remaining 24% used the 11-16 scale. Each item was presented on a separate card and consisted of a statement such as ‘I am good at reading’, the corresponding makaton sign and a rating scale. The reliability of the present scale using coefficient α as a measure of internal consistency was .864 when scores for subscales were combined; this demonstrates a high level of reliability.  

Procedure

Following consent from the school and parents, the child was visited at school. The child was introduced to the interviewer and told that they were wanted to know a little bit more about the child. The child was taken out of class and accompanied by his/her learning support assistant to a quiet room. The interviewer explained the type of questions that would be asked and told the child that they would be writing down what they said. The child was told that they did not have to participate in the study and that they did not have to answer any questions that they did not want to. Responses were recorded in full view of the child and their support. At the end of the interview the child was thanked for helping and told that the interviewer would not talk about their answers. In addition a member of teaching staff was asked to respond to the same questionnaire
. The member of staff was instructed to respond with what they thought the child would think, not what they can do. 

Study Two

Study two aimed to examine the knowledge of teaching staff concerning both self-esteem in general and the self-esteem of the child with learning difficulties in their school.

Participants & Sampling

Subsequent to meeting the child, a member of teaching staff who had worked with the child for at least 1 year was selected to be interviewed. The consequent sample consisted of 15 teachers (3), teaching assistants (8) and SENCOs (4). 

Interviews

Semi-structured interviews were conducted with the teaching staff, due to time constraints interviews lasted around 15-20 minutes. All interviews were audio-taped and subsequently transcribed. Those teaching staff who consented to being interviewed were fully briefed and asked to sign a consent form (See Appendices). The interviewer explained about the study and proceeded to ask a series of predetermined questions concerning their perceptions of self-esteem, training and more specific questions about the child. A series of prompts and probes were used in order to facilitate the conversation. Upon completion, opportunity was given to ask questions. The interviewee was fully de-briefed (See Appendices), offered a list of useful texts on self-esteem and thanked.

Ethics

Ethical approval for the present study was granted via the Ethics Committee of the Institute of Work, Health and Organisations at the University of Nottingham (See Appendices for full listing of ethical issues and measures taken). Ethical Approval was also granted verbally from, Head of Inclusive Education Services.

Results & Discussion

Statistical Analysis

Descriptives

Initial analysis of means and standard deviations suggested differences between children with DS and children with GDD in two domains (social acceptance, academic competence), however there was also greater level of variation within the group of children with global delay as indicated by standard deviation values (Total Std. Deviations: DS, 0.80, GDD, 1.40). In addition teachers mean ratings were consistently higher than children with DS, in all domains. Analysis of means indicated little evidence of any variation between groups on either maternal acceptance or physical competence. 

Prior to analysis of variance normality checks were run upon the data set to inspect for kurtosis and skew. As a result of analysis of histograms produced by SPSS there appeared to be little cause for concern regarding kurtosis, this was verified by analysis of z-kurtosis scores, all of which fell within the accepted range of –1.96 and +1.96. As expected, analysis of histograms showed evidence of strong positive skew. On this assumption the data were further analysed using z-skew scores, as predicted z-skew scores for all groups fell outside the cut-off values of –1.96 and + 1.96. Consequently transformations were run, scores were transformed into standardised square values to reduce the influence of skew on analysis.

To further explore the hypothesise that there would be differences between the self-esteem of children with Down syndrome children, children with GDD, and their typically developing peers, multivariate analysis of variance (MANOVA) was performed. Post hoc tests (Scheffe’s range test) were used to determine the location of any differences. In addition a t-test was used to examine differences between child and teacher ratings of self-esteem.

Multivariate Analysis of Variance

Both age and gender were co-varied out of the initial MANOVA model to examine any potential confounding effects of either of these factors (See table 2.). Tests of between subjects effects showed no significant main effects of either age or gender on any subscale (AGE: F (1, 34)=.399, p>0.05. ns, GENDER: F(1, 34)=2.94, p>0.05. ns).  Consequently the groups were analysed as mixed gender, mixed age groups. In addition independent samples t-tests were used to determine any differences between the DS group and the GDD group on both the hours of support received and p scale level, no significant difference was found between groups on either level (SUPPORT: t=1.87, df=19, p=0.78. AGE: t=.98, df=21, p=.34).

Table 2: Mean scores and standard deviations for SE tasks across three groups.

	Group
	1; DS

N=18
	2; GDD

N=7
	3;CNT

N=10
	Sig
	Scheffe

	†Chronological age
	8.56
	7.29
	8.3
	p>.05, n.s.
	n.s.

	
	(3.45)
	(2.36)
	(3.45)
	
	

	
	
	
	
	
	

	†Gender
	1.50
	1.71
	1.50
	p>.05, n.s.
	n.s.

	
	(.51)
	(.49)
	(.53)
	
	

	
	
	
	
	
	

	*P-Scale level
	7.29
	6.33
	n/a
	p>.05,

n.s
	n/a

	
	(2.09)
	(1.97)
	
	
	

	
	
	
	
	
	

	*Hours Support
	17.33
	14.92
	n/a
	p>.05, n.s.
	n/a

	
	(2.45)
	(3.25)
	
	
	


Abbreviations; DS: Down syndrome, GDD: Generalised Developmental Delay, CNT: Control Group.

†Data from MANOVA

*Data from t-tests

Global self-esteem

Total self-esteem scores did not differ significantly between groups (F(2, 32)=3.13, p=.058; ns). This indicates that overall, children with DS, GDD and typically developing children have comparable levels of self-esteem. However, significance levels were on the periphery of the 95% confidence level limits, consequently means for groups in homogeneous subsets were examined. This revealed higher mean levels of total self-esteem in children with DS (Mean: 6.08) in comparison to both children with GDD (Mean: 5.03) and typically developing children (Mean: 5.33). This finding suggests that although not statistically significant children with DS may have marginally higher global self-esteem than both children with GDD and typically developing children.

Table 3; Means scores and Standard deviations for self-esteem subscales across three experimental groups.

	Group
	1; DS

(N=18)
	2; GDD

(N=7)
	3; CNT

(N=10)
	Sig.
	Scheffe

	SA
	2.78
	1.65
	1.95
	p=0.15
	DS>GDD

	
	(.42)
	(1.41)
	(1.20)
	
	

	
	
	
	
	
	

	PC
	2.88
	2.64
	2.75
	P>0.05, n.s.
	n/a

	
	(.75)
	(.59)
	(.41)
	
	

	
	
	
	
	
	

	AC
	2.72
	1.81
	2.04
	P>0.05, n.s.
	n/a

	
	(.55)
	(1.36)
	(.98)
	
	

	
	
	
	
	
	

	CA
	2.85
	2.52
	2.79
	P>0.05, n.s.
	n/a

	
	(.46)
	(.78)
	(.50)
	
	

	
	
	
	
	
	

	PA
	2.15
	1.84
	1.90
	P>0.05, n.s.
	n/a

	
	(.59)
	(.48)
	(.33)
	
	

	
	
	
	
	
	

	Tot
	6.08
	5.03
	5.33
	P>0.05, n.s.
	n/a

	
	(.90)
	(1.40)
	(1.08)
	
	


Abbreviations; DS: Down syndrome, GDD: Generalised Developmental Delay, CNT: Control Group, SA: social acceptance, PC: physical competence, AC: academic competence, CA: carer acceptance, PA: Physical appearance, Tot: total self-esteem score.

Social Acceptance


Scores on social acceptance differed significantly between groups (F(2, 32)=4.84, p=.015). Scheffẽ range test revealed that children with DS rated themselves significantly higher on social acceptance did than children with GDD, (p=.35). Typically developing children’s rating of social acceptance fell between those children with DS and those children with GDD, indicating that typically developing children have slightly higher perceptions of social acceptance than children with GDD and lower than children with DS. However this difference was non-significant, small sample size may have been a cause of this. 

No significant differences were found between any of the groups on physical competence (F(2, 32)=.35, p>0.05, ns), academic competence (F(2, 32)=3.52, p>0.05, ns), carer acceptance (F(2, 32)=.95, p>0.05, ns), or physical appearance (F(2, 32)=1.32, p>0.05, ns). 

T-tests: Comparison of child and teacher ratings of self-esteem

Further analyses were undertaken to ascertain any differences between child and teacher ratings of self-esteem. An independent samples t-test (equal variances assumed) revealed a significant difference between child and teacher ratings of self-esteem (t=2.20, df=25, p=.03). Analysis of mean values showed that teacher estimates of social acceptance (3.11) were significantly higher than self-reports of children with DS (2.78). There were no other significant differences between child and teacher reports of self-esteem.

In summary, it appears that there are very few differences in self-esteem, between children with DS, GDD and typically developing children. Differences were found between children with DS and children with GDD on social acceptance, this finding will be explored further below. Overall teacher and child ratings of self-esteem did not differ. However, closer analysis revealed that teachers significantly over-estimate  the child with DS perceptions of social acceptance, this too will be expanded upon below.

Grounded Theory

Thematic analysis based upon Grounded Theory (Glaser & Strauss, 1967) was used to complement the above quantitative analysis, this enabled the identification of themes within the transcripts. Initially open coding was used to form broad categories, these categories were then refined using selective coding (Stauss & Corbin, 1998). The themes were then used to generate a theoretical framework for understanding SE in children with DS. 

Three main themes emerged from interviews with teachers and teaching staff: levels of self-esteem in children with Down syndrome and its antecedents, peer acceptance and misconceptions, and concerns about guidance and transition. 

Understanding Self-Esteem
 Initially, teachers understanding of the term self-esteem was explored to assure that respondents perceptions of the term converged. Definitions given ranged from very basic:

TA: Well, I would just say feeling good about yourself, erm and that’s really about it…Having the confidence to do what ever it is you are supposed to doing.

TA: Feeling good about yourself and just liking your self really, being happy at home and at school

To relatively advanced:

S: It’s a belief or perception in your self, almost like a value judgement that you have a certain value or lack of value

T: Ones personal perception of oneself and ones position within a society, how well or otherwise we regard our self.

The most advanced definitions were provided by teachers and SENCO’s, which is more than likely a consequence of training. Despite divergences in complexity, almost all teaching staff agreed that self-esteem encompassed a child’s perception or view of  themselves, happiness and confidence. This provided assurance that, at the very least, all interviewees had a basic understanding of self-esteem.

Higher than average self-esteem; Teaching staff generally perceived SE to be at a similar level of development in relation to their typically developing peers. Only three members of teaching staff believed that the child with DS had lower SE that their peers. Furthermore, an overwhelming majority of teachers perceived the child with DS to have higher levels of SE than many of their peers:

I: Would you say that [child’s name] self-esteem is at a typical level of development in comparison to his peers?

TA: Yeah, probably more so because things don’t phase him in the same way that they do other pupils, the one who thinks to themselves ‘I can’t do this’, [child’s name] never thinks that.

TA: Yes certainly, within her tutor group, I think in some cases she has got a lot more than some children, I think that is one of the real positives about her.

T: I think so, I think that it might even be above some of the others within the year group, he is actually quite confident

In support of the above theme, MANOVA revealed that levels of SE were consistently higher in all domains, in children with DS than both children with GDD and typically developing children. Although these results were not significant the constancy of this finding does indicate high levels of SE and adds quantitative support to this qualitative finding. 

Social Comparisons; A number of themes raised by teaching staff provide insight into the possible roots of higher levels of SE. In the eyes of teaching staff, children with DS do not differentiate themselves from their peers. 

T: I think that he accepts who he is and that everybody is different and that is as far as it goes at the moment

TA: I doubt if he thinks that he can’t achieve what the other children are achieving
TA; she just sees her self as part of the group

This may indicate that social comparison processes in children with DS do not follow the same developmental pattern as these processes in typically developing children. Alternatively, the capacity to use social comparisons may simply develop at a slower rate in children with DS. This suggestion is consistent with the findings of (Anderson & Adams, 1985), who found that young, typically developing children do not have the ability to use social comparisons to inform self-evaluations. Despite this speculation, comments made by some teaching staff indicate that this may not be the case:

TA: It makes them try harder, thinking that there is someone else that cannot do it too…He just needs to have achieved better than one person

TA: He is very adept physically, his gross motor skills are really very good for a child of six and that certainly raises his self-esteem, because he can do things better than other children and he can demonstrate how to do things to others.

This suggests that social comparisons do play a role in the SE of children with DS, as one teacher put it, ‘it is not nice feeling like you are at the bottom of the pile’. Another teacher cited an example of a child with DS who went to visit a special school:

TA: [child’s name] is quite quiet here, but when he went there [special school] he was really sociable, It was a real surprise. I do agree with the fact that he should come to mainstream, but on the other hand I think it would be nice for him to go to special schools. 

This particular child had the most profound difficulties within his class, the trip to a special school may have allowed him to see that he was not the only one and that he was able in some areas. This however, does not advocate special school education, as the social and educational benefits outweigh the any advantages of special school education (Buckley, 2000). Instead, this finding only serves to increase the need for greater inclusivity within education. Based upon social comparison theory (Festinger, 1956) higher levels of self-esteem in children with special needs can be achieved through increasing opportunity for domain specific downward social comparisons.  In this model of inclusive education no child, whatever their needs, will be ‘at the bottom of the pile’. 

Goal Setting; Teaching staff appeared to recognise the value of child specific goals. The utilisation of appropriate goal setting strategies was reflected by many of the teaching staff: 

TA: It [DS] does not mean that they cannot achieve their goals…to achieve something that you never thought you could do is brilliant

TA: It’s about setting goals that they can reach

This practice is consistent with recommendations made within the literature which are based upon evidence that the self-esteem of children with DS may be increased by the appropriate use of goal setting (Buckley, 2000, DSA, 2004). Competence is of particular importance to self-esteem, if one perceives themselves as competent high self-esteem will result (James, 1892). The combination of ability and class appropriate goals may enable the child to perceive themselves as having achieved. Success is subjective, consequently, obvious success or failure is not always a predictor of individual perceptions (Maeher, 1984). Nichols & Miller (1983) found that young children (>12) who are not yet cognitively able fail to distinguish between ability and effort, therefore perceptions of competence are self-referenced, this may also be the case for children with DS. This is demonstrated by a quote from a mother of a child with DS; ‘she can tie her shoe laces. To her being able to tie them at all means that she can tie them well.’ (cited in Cuskelly & de Jong, 1996). The above supposition is supported by the findings of the statistical analysis which showed that children with DS perceive themselves to be of equal competence academically, regardless of objective ability levels. The lack of differentiation from others and the use appropriate goal setting strategies may explain the high levels of self-esteem observed.

This is an encouraging finding for both children with DS and wider mainstream education practices, however, comparison with results of the t-tests revealed that teachers have a tendency to over-estimate levels of self-esteem in children with DS. Overall, this finding was not significant, however, it was consistent across all domains of self-esteem. Somewhat unexpectedly, this difference was particularly salient in the domain of social acceptance. Further exploration of transcripts provided some insight into the source of this overestimation.

Peer acceptance and misconceptions

Peer acceptance and consequent interactions are essential for positive self-esteem in all children (Laws, 1996). Encouragingly all teaching staff, without exception, perceived the child with DS to be well accepted by their peers:

TA: Everyone wants to be his friend, he is very popular

TA: They love her, they fight to sit next to her

This is a promising finding as many mothers express concerns about peer acceptance in mainstream schools (Cuskelly & de Jong, 1996), in addition peer relations are essential for the development of self (Sullivan, 1953). A small number of the teaching staff explicitly stated their belief that this high level of acceptance was due to the clear physical presence of DS:

I; Are the girls well accepted by the rest of the children in the school?

TA; Erm, yeah, I mean those two are, we have a lot more problems with the autistic children, we have had bulling, because they don’t look any different…. Children tend to think that they are ill, that there is something wrong with them, so they make allowances, other children are just being naughty in their eyes. But it is an issue because they don’t look any different …. It’s been a lot easier to integrate to Down’s kid, those who look different than it has to integrate the kids that look the same but have issues.

TA: other children accept it because they see him as poorly, and if anybody lays a finger on him, the other children will say, look you can’t do this he is poorly, he’s not well, [child’s name] has to go to hospital and things like that, so yes you are absolutely right. The children can be quite cruel to the others who are not obviously [pause] different. But yes I would say it is because [child’s name] does look different and they do know that he has been pretty poorly in his past, they’ve seen him have his medicine everyday, they’ve seen me carry an oxygen bottle about over the past year, so they all know that he is different, there are many pointers aside from the way he looks.

A significant difference was found between children with DS and those with GDD on perceptions of social acceptance. The presence of physical indicators of DS may help peers justify any poor behaviour and lead peers to make allowances for the child with DS accordingly (Laws, 1996, Lewis & Lewis, 1987). In contrast children with GDD are unlikely to have physical indicators of their condition, consequently these children are more liable to be perceived as misbehaving resulting in lower levels of peer acceptance. Other explanations must not be discounted, such as that suggested by Morrison & Cosden (1997), who hypothesised that high levels of pro-social behaviours in those with DS increase positive responses from others. 

Detrimental Peer Interactions; When peer acceptance was examined in more detail it emerged that this finding was not as clear-cut as it initially thought, numerous misconceptions with potentially detrimental implications were revealed. Several comments led researchers to suspect that teaching staff misinterpret nurturing interactions between children for productive peer relations. A minority of staff recognised that not all seemingly constructive peer interactions were positive:

S: Because [child’s name] was the first Downs student we had, she had to go through the ‘ahh’ factor for a long time, other students were overprotective and smothered her.

TA: Sometimes peers can be overbearing, because they want to do everything for them. You have to explain that they have got to be independent, they do like their independence.

These schools had procedures in place for when peers became overbearing on the child with DS. In contrast, no such procedures were in place in schools which nurturing interactions were not perceived as problematic:

TA: A lot of the older ones tend to baby her a bit, but she doesn’t get treated that differently, she just gets babied a bit.

As a consequence of the impaired expressive language skills faced by many children with DS, the child may be unable to communicate to their peers that they do not need their help, therefore the child is reliant upon the teachers to inform other children of this. It is hypothesised that frustration results if these interactions are not recognised by teachers. In support of this Pueschel & Sustrova (1997), found that aggressive behaviours in children with DS could often be explained by speech problems, children with special needs are particularly at risk of developing behavioural problems as a consequence of frustration (Buckley & Bird, 2000). Consequently these children communicate their needs using physical aggression:

TA: They love him, but he doesn’t know how to socially interact with them, he has just been brought in for hitting people

TA: They are very understanding, he does hit out at them a lot

The teacher may then perceive that this physical aggression is a consequence of behavioural components of the child’s disorder, which they will then be punished for, leading to further frustration. This pattern of events may explain why teaching staff estimated higher levels of self-esteem in children with DS than the child reported. These children are not receiving the level of peer support that the teacher perceives them to be. This theme may also go some way to explain the findings of Buckley et al (2002), who reported that mainstream education may increase instances of difficult behaviour in children with DS. 

Lack of Reciprocal Friendships; A further recurrent misconception was the misinterpretation of acceptance and nurture as meaningful peer relations. When teachers were asked about peer acceptance and friendships they cited the child with DS as being well accepted and popular, as illustrated by the following statement:

I: Is he well accepted by his peers?

S: Absolutely, they’ll kill to look after him and he goes on messages around the school with another child….he is very popular.

However, when examined in more detail, the majority of teachers said the child was essentially just part of the class group, rather than part of a specific friendship group:

TA: He’s really part of the wider group.

TA: They are just accepted by everyone, and they do mix really, really well… I wouldn’t say they have specific friends

This indicates that peer acceptance is often confused with supportive relationships. In reality the child with DS may be well accepted, but, contrary teacher report, the child is not popular, Dudley-Marling & Edmiason (1985) term this ‘neutral’ status. Consequently the child lacks reciprocal, supportive relationships which are essential for self-esteem development. Laws (1996) found that although children with DS are as well accepted as their peers, they are less likely to be popular and 35% less likely to be chosen as a best friend. In addition Guralnick (1981) found that peers tended to behave more like adults around their disabled peers resulting in unequal interactions. This theme may advance our understanding of why teachers report higher levels of self-esteem than does the child. Teachers should be aware of this.

Table 4.  Concepts and categories for grounded theory analysis of teacher interviews. Shows number of quotes and meaning units for each theme.

	Theme
	Meaning Units

	Main Category 1    Perceptions of self-esteem
(a) higher than average self-esteem

(b) social comparisons

(c) appropriate goals
	             12

34

10

	Main Category 2    Peer acceptance & misperceptions

(a) well accepted

(b) use of physical indicators

(c) detrimental peer interactions

(d) lack of reciprocal friendships
	27

8

22

18

	Main Category 3    Guidance

(a) lack of explicit guidance

(b) perceived need for guidance

(c) transitional concerns
	11

13

6


Guidance

Teaching staff were asked explicitly about guidance, two main themes arose in response; lack of explicit guidance and transitional Considering the prevalent misconceptions identified above openness to training is imperative for improvement of practice within this area.

Encouragingly, the majority of teaching staff regarded self-esteem to be central to the learning process:

TA: [self-esteem is] very important because if they don’t have it they won’t be able to do very well with anything else.

S: Without that security in your own self you can’t possibly move and learn from experience outside of you, and we do have children [who have] never been able to establish much in the way of learning

TA: With a child who feels good about themselves your over the first hurdle

A small number of the sample (3) said that they had never considered the role of self-esteem in the learning process.

TA: Strangely enough I have never really thought about it, but thinking about it, it is very important, it is something you take for granted.

Although this was only a small proportion of the overall sample it already highlights the need for formal/standardised training on self-esteem. In addition, all teaching staff interviewed considered the development of self-esteem in children to be a shared responsibility between themselves, parents and other people that the child may have contact with, many teaching staff also mentioned the role of peers. 

Lack of guidance for self-esteem: A gap in the current guidelines and training on self-esteem was identified. Teaching staff were asked about the inclusion of self-esteem in their curriculum. All teaching staff felt that self-esteem was included in the school’s teaching, however, it emerged that in the majority of cases self-esteem teaching was done implicitly, the overt comment below provides a clear example of this:

S: Implicitly I think yes, because a lot of people that work in teaching value the importance of self-esteem and having a feeling of self-worth. Explicitly in the curriculum I doubt if it is.

I: How is self-esteem reflected in your schools curriculum?

TA: Just by the way we deliver lessons…. Its not actually written in the curriculum, it’s just something that you do naturally.

TA: If it wasn’t for the help I receive from very odd corners I wouldn’t be doing anything about it.

Only 2 schools claimed to have explicit guidance on self-esteem, both schools were happy with the level of guidance provided to them on self-esteem. All other schools expressed their desire for additional guidance on self-esteem and perceived that it would be beneficial to both themselves and their pupils:

TA: I think anything positive will help

S: well everyone has their own understanding of self-esteem, but it would be helpful to at least have a reference point that we can refer to 

Transitional Concerns: In addition, teachers anticipated the transitional period between schools or classes to be a potential hindrance to the progressive development of self-esteem in children with DS:

T: I think it is important for us to ensure that his self-esteem is sustained as he becomes more aware, it is important that things are presented to him in a means that he can understand them and so that he feels good about what he has done at the end of it, the transition could go well or less well.

TA: I’m sure she will be fine, it does worry me a bit though, I do think that it is big change, but we have still got another year to grow up yet.

These concerns about transition were not unfounded, the teacher of a child who had just completed the transition to comprehensive school explained his experience:

S: Well he was in a mainstream primary, when he got here in year seven he was a nightmare. He had significant behavioural difficulties and we had to have a handling policy as we had to restrain him, he would wreck classrooms and he was sent home on several occasions

I: Was he the same at primary school?

S: No I think it was a consequence of the transition, and I think that he was definitely trying out the boundaries. He has autistic like difficulties in some areas, he doesn’t like change and he certainly didn’t like that change. He was testing us massively, he did settle about half way through year eight he got into a routine and then he was accepted, but it was a very difficult year.

This example clearly demonstrates the potential of this transitional period to damage self-esteem, both directly and indirectly, though reducing peer acceptance. This finding suggests that self esteem in children with Down syndrome may be fairly unstable across situations. Although self-esteem is high within the familiar school context it may be adversely effected by changes to this well-known environment, i.e. a new school or unfamiliar class mates, resulting in reduced self-esteem. The very few studies which have examined self-esteem in children with Down syndrome have used a cross-sectional design, therefore an insufficient amount of information is available on the effects of the school transition period, this is reflected by Gulam & Triska (1998) who suggest that the issue of transition for children with special needs is still largely regarded as a one-off event.  Research upon the mid-school transition of typically developing children revealed an unexpectedly high level of worry in these children and found that as many as 10% of children failed to cope with the transition adaptively for up to two terms (Youngman, 1986). In light of these findings it may be concluded that more guidance is needed in order to support the child through this transitional period and reduce staff anxieties which may be inadvertedly communicated to the child. The transition between schools is a very volatile time and due to the diverse nature of problems faced by children with Down syndrome, however, guidelines published for typically developing children are neither appropriate nor specific enough. The Down Syndrome Association offer guidance for transition, however at present this is not translated into any formal guidelines for schools (DSA, 2004), leaving the child with Down syndrome inadequately supported in the transitional period.

Summary of research findings

The findings from the study indicated very few differences in self-esteem between children with Down syndrome, children with generalised developmental delay and typically developing children. Differences were mainly found in the domain of social acceptance, which may indicate that perceptions of social acceptance are of particular importance for self-esteem. Children with Down syndrome perceived higher levels of social acceptance than children with generalised developmental delay, this is consistent with the findings of Lewis & Lewis (1987), who attributed this to raised levels of peer awareness of disability through physical indicators of the condition. The study also found that teaching staff consistently overestimated levels of self-esteem in children with Down syndrome, especially in relation to social acceptance. This overestimation was explained by themes derived from teacher interviews relating to commonly held misperceptions of peer acceptance. Overbearing, nurturing peer interactions were identified as an antecedent of behavioural problems and lower self-esteem in children with Down syndrome, however this was not recognised by teachers. In addition, teaching staff often confused peer acceptance with meaningful relationships, consequently it may be speculated that the child lacks reciprocal, supportive relationships which are essential for self-esteem development.  As expected teachers identified a lack of explicit guidelines for facilitating self-esteem in children with Down syndrome. In addition teaching staff voiced their concerns about the effect of school transitions on the self-esteem of children with Down syndrome, which may indicate that the self-esteem of children with Down syndrome is not as stable as in the typically developing child, thus requiring further guidance, which is not currently provided.


Overall the findings of this study are very positive for children with Down syndrome, especially as these children may be to be among the most vulnerable children within mainstream schools. Despite this, the culmination of teacher misperceptions, concerns about transitions and the lack of guidance, highlight the need for future research in this area in order to inform policy and training.  

Future Research  

Despite the small sample size this exploratory study is considered a valuable contribution to the learning disabilities field and provides a strong foundation for a larger scale study, the findings of which should inform the development of self-esteem services for children with down syndrome across all mainstream schools. Attention should also be devoted to self-esteem during the transitory period between junior and secondary school, in the form of longitudinal research. If teacher suspicions that the child’s self-esteem will be adversely effected by school transition is supported, attention should then be turned to developing transitional packages and using systems such as mentoring in order to facilitate this process. Building positive self-esteem in all children should be a primary goal for all teachers as this provides a strong foundation for learning (Lawrence, 1996).  The culture and philosophy of schools vary greatly across schools in the UK, this was reflected in the present study, consequently, there is a great need for standardisation across schools. To allow progression in research and practice, future work should focus primarily upon the development, implementation and evaluation of a pilot information pack based upon needs identified by both research and the perceived needs of teachers, this will provide a school based resource on self-esteem for teaching staff to refer to. 

As this body of research grows it is hoped that nationwide organisations, such as the National Curriculum, will recognise the importance of self-esteem in children with special needs and reflect this in their development of guidelines for schools.   

Recommendations

Whilst being wary of generalising the findings of a small scale study to the general population, it does not seem implausible that a similar perceived lack of guidance may be found in other LEA’s across the UK. Consequently, based upon the findings of the present study the following recommendations for schools teaching children with Down syndrome have been developed;

· Basic training should be provided within schools to all teaching staff, this training should aim to provide information and practical skills, and, challenge pre-existing attitudes and beliefs. This training may be provided by LEA’s or external organisations such as the Self-Esteem Advisory Service. 

· The school should be aware of self-esteem issues and explicitly provide appropriate activities designed to enhance self-esteem. Pre-existing resources should be used, examples of these can be found in Sher (1998).

· Teaching staff should actively promote supportive, reciprocal friendships between the child and their peers, this may be done by using well-know interventions such as circles of friends or mentoring systems.

· Teaching staff should be made aware that not all behavioural problems experienced by a child with down syndrome are a consequence of their condition, other causes for poor behaviour should be explored, in this case frustration surrounding the inability to communicate their needs to their peers.

· Staff working directly with children with down syndrome must be aware of the child’s strengths and weaknesses, and structure activities to allow the child to excel. 

These recommendations are very basic at present, however it is hoped that future research will continue to inform the resources available to schools and advance the development of guidelines for schools. By addressing self-esteem in children with Down syndrome in this manner, all children within the school will benefit. Furthermore, raising awareness of these issues will promote equality which is currently lacking in society.
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