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Chapter 1: INTRODUCTION 

 

“The only true voyage of discovery…would not be to visit strange lands 

but to possess other eyes, to behold the universe through the eyes of 

another, of a hundred others, to behold the hundred universes that each of 

them beholds, that each of them is.” 

(Marcel Proust, 1941, Remembrance of Things Past) 

 

• Child Mental Health and Risk Factors in the United Kingdom 

• Early Influences on the Doctoral Vision 

• Description of The Place2Be Model 

• Personal and Professional Motivation for Doctorate 

 

The Place2Be is a charity and voluntary organisation that was established, in 1994, 

to improve the emotional well-being of children, their families, teachers and the 

school community. The Place2Be works mainly in primary schools, but over the 

past five years has established a school-based mental health programme in 172 

primary schools; it has also piloted a successful model of therapeutic support to 14 

secondary schools, for pupils in years seven and eight; (pupils aged eleven to 

thirteen), to support children with transitional, emotional and psychological 

difficulties.  

 

A child’s formative years have a huge impact on their development and long-term 

prospects. It is estimated that more than one million children in the United 

Kingdom, under the age of 15 have a diagnosable mental health problem; however, 

a high proportion of these children do not receive a mental health intervention. A 

recent analysis of a large scale longitudinal study (Kim-Cohen, Caspi, Moffitt, 

Harrington and Milne, 2003) indicated that seventy-five per cent of those who met 

criteria for one of the 17 mental disorders at 26 years of age had a disorder 

diagnosed by the age of 18, fifty-seven per cent by the age of 15. A third of those 

treated for depression, at the age of 26 had diagnosable mood symptoms in 

childhood.  
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Conduct problems or oppositional behaviour, which is manifest in the primary 

school environment, is leading to rising numbers of children being permanently 

excluded from school, and there is particular concern at the large percentage of 

Afro-Caribbean boys in this cohort. In a study of child and adolescent mental health 

needs, assessment and service implications in the inner city area of Camberwell and 

Peckham, in South London, (Davies, et al., 2000), the study found high levels of 

need for mental health services, with thirty-seven per cent of the children studied 

with three or more mental health problems and fifty-one per cent with three or more 

risk factors. The same study reflected on the high DNA rate (did not attend) of 

children with multiple risk factors, and looked at the reasons for reluctance to attend 

for parents and children, in the local CAMHS clinic. During my current research, I 

found the aforementioned paper to be one of the most influential and inspiring in the 

preparation for this final project, and wish to reflect on the impact of a school-based 

mental health service. 

 

On a national level, there has been a plethora of initiatives to address the social and 

emotional needs of primary school children, in the United Kingdom; The Social 

Inclusion Agenda, 2000; Children in Mind – Audit Commission, 2000; Child 

Poverty Review, 2004; the Children’s National Service Framework, 2004; Every 

Child Matters, 2004; Social and Emotional Aspects of Learning, Seal, 2005; 

Healthy Schools Programme (DES, 2005); and the establishment of Pathfinder 

Trusts, in 2008, to provide early intervention mental health services in an initial 25 

local education authorities, in the United Kingdom.  

 

A recent announcement by the government intends to extend this targeted mental 

health support programme (TAMHS) to an additional 50 areas, in England, Wales 

and Northern Ireland, from 2009/2010, and to develop and commission innovative 

and flexible mental health services to schools. 

 

According to a survey conducted, in 2004, by the Office of National Statistics: 

 

• Ten per cent of children and young people aged 5 to 16 have a mental 

disorder that is associated with “considerable distress and substantial 
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interference with personal functions”. The majority of these disorders fell 

into the categories of emotional, conduct or hyper-kinetic disorder.   

• One per cent has a variety of less common disorders, such as autistic 

spectrum disorder or an eating disorder.   

• Many of the children and young people with an established mental disorder 

(and some two per cent have more than one disorder) will continue to have 

difficulties, well into adult life. 

• Mental disorders are more common in boys than girls and will manifest in 

adolescence, although their origin can be identified in primary school. 

• There is considerable evidence that risk factors for mental ill-health in 

primary children are linked with socio-economic deprivation and 

vulnerability.   

• There is also a good and rapidly improving evidence base for therapeutic 

interventions, which help parents, families and children, to encourage good 

attachment.  

 

There is a great deal of research and literature on school-based mental health, in the 

United States; however, the United Kingdom context is relatively sparse, which 

emphasises the significance of this doctoral study. 

 

Wilson (2004) was influential in emphasising the school context as a natural and 

accessible context for therapeutic support for children with a wide range of 

problems and psychological disturbance. His book gives an account of the 

complexity and diversity of the development of mental health in children, and the 

necessary understanding and support of teaching staff, as well as clinicians, in 

addressing early mental health intervention in children. This text was particularly 

challenging to my understanding of school-based mental health, since it emphasised 

the risk factors of children who are experiencing attachment difficulties, divorce, 

separation and domestic violence, within the home. I found this text to be 

particularly influential, in highlighting the multiple risks of boys and, specifically, 

Afro-Caribbean boys, to the risk of exclusion. 
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Rendall and Stuart (2005) examined the phenomena of children excluded from 

school. They considered sources of stress in the families with attachment issues, and 

the risk factors for children with conduct difficulties. They are particularly alert to 

the need for systemic practice for mental health, and emphasise the attention of 

educational professionals, to ameliorate low self-esteem within children with risk 

factors, in the home.  

 

Allen and Duncan-Smith (2008) attended to the issues of “hard to reach” children in 

families, and the inter-generational impact of abuse, socio-economic deprivation, 

addiction and family breakdown. They call for political action, and an early 

intervention strategy, and provide relative costings and data for socio-economic 

costs, relating to youth and adult offending, custodial sentences, substance misuse 

programmes and pupil referral units. I found this book on early intervention to be 

particularly illuminating and influential, since it emphasises “breaking the cycle” of 

poverty and mental health risks for children, by providing emotional support 

services and counselling to the child and parent. Furthermore, I was particularly 

influenced by the chapter on children living with domestic violence and the impact 

of parental substance misuse on the child’s mental health.  

 

Vostanis (2007) has published a collection of papers from psychotherapists, in 

considering approaches to vulnerable children. The papers address children who 

have experienced trauma, abuse and neglect, and link theory with practice, evidence 

and policy, to address the needs of the “hard to reach” and “hard to help”. 

 

This literature has influenced my research vision, by emphasising the need to 

provide targeted support and training to schools and Place2Be practitioners. I had, 

initially, understood a school-based mental health service as offering therapeutic 

interventions, in an undifferentiated approach to whole school population. This 

literature review has alerted me to the different needs of vulnerable children and 

families, and linked different strategies and approaches, in intervention to these 

problems. 

 

This final project will reflect on the impact of a school-based mental health service 

by The Place2Be, in a cluster of primary schools located in an area of high 
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deprivation, in Southwark and Greenwich, in South East London, and Brent in 

North London.  The Place2Be provides a school-based mental health service in 172 

schools, in the United Kingdom, and has a vision to expand to six new areas of the 

United Kingdom, by 2013. The charity aims to reach an additional 40,000 children, 

in a model of effective early intervention, with children with mental health problems 

at tier one and two level of mental health provision. A standardised model of service 

delivery exists, which is usually provided, two and a half days per week. Within this 

model, the following services are provided: short and long-term counselling to 

twelve children each week, a lunchtime drop-in service called The Place2Talk for 

eight children, each week, and group work on a Kolvin model of six children for 

eight sessions of group therapy. Each school project manager manages a team of 

four volunteer counsellors who provide the one-to-one sessions to children. School 

project managers are responsible for undertaking the clinical assessment of children 

referred by school staff, meeting with parents, teachers and the child. The 

assessment consists of using the Goodman Strengths and Difficulties questionnaire, 

pre- and post-intervention, in an attempt to define the child’s risk factors, resilience 

and difficulties from the perspectives of the child, class teacher and parent. School 

project managers are responsible for managing this service, ensuring that 

quantitative and qualitative data are obtained and recorded in an end of term report. 

However, their emotional experience, beliefs and rapport are not recorded or 

examined in this data, and there is no attention paid to the cumulative effect of 

holding and containing such a diverse range of needs. This study explores the 

efficacy, benefits and barriers to the provision of a mental health service, in primary 

schools.  

 

The organisation has also established eleven parent workers, working across eleven 

schools, to support parents who have a child receiving a Place2Be therapeutic 

intervention, and to provide them with short- and long-term counselling and 

psychotherapy, ranging from three to twelve months. The organisation is currently 

piloting work in the Early Years Children's Centres, to support parents and children 

under five years of age, with counselling and play therapy for children.  Indeed, the 

charity was established in response to increasing concern about the extent and depth 

of emotional and behavioural difficulties experienced by children in schools, and 
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the difficulties in accessing external services and professionals to support the child 

in the school. 

 

The Place2Be provides an integrated, responsive and flexible school-based mental 

health service comprising: 

 

• one-to-one counselling sessions for fifty minutes, ranging from one term to 

one year;  

• group therapy, based on a Kolvin model for six children with two adult 

group facilitators, in an eight-week programme;  

• The Place2Talk, a lunchtime self-referral service, open to all pupils in a 

Place2Be school (both individual children and groups);  

• The Place2Think, a consultation service to teachers and school staff to 

consider a child's behaviour and the provision of therapeutic guidance and 

advice to the staff member;  

• a Place for Parents, a counselling service for parents;  

• a referral and assessment service to establish a child's needs, and to refer 

them to a Place2Be intervention, or an appropriate external service. 

 

As a menu of interventions, there are several distinct characteristics:  

 

• It is embedded in the school system and offers a range of therapeutic 

interventions in a normal setting, thus reducing the possibility of stigma for 

child and family.   

• It has a clear evidence base to assess the impact on children employing the 

Goodman Strength and Difficulties questionnaire, and the Core OM for 

parents, (Clinical Outcomes in the Routine Evaluation Outcome Measure).  

• It offers a range of interventions, including universal (The Place2Talk) and 

targeted individual counselling, for twelve to eighteen children, based on a 

service model from two and a half to four days, per week. 

• The service is systemic and engages a range of stakeholders, from children 

and parents, to school staff and external professionals and agencies.  
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• The Place2Be aims to provide consistent ongoing therapeutic support, and 

although there are two new programmes which have opened, in East 

Lothian, Scotland and Shoreditch, in 2010, many areas or “hubs” have had 

The Place2Be in the school for an average of ten years.  

• The Place2Be targets those children who may present with emotional and 

behavioural difficulties, at school, and therefore either be at risk of 

exclusion, or who are having difficulties in the classroom, and who are 

disruptive or unable to concentrate, and may be failing to engage with 

attainment goals or targets.  

• The Place2Be provides services primarily for children at tiers one and two of 

the Common Assessment Framework, aiming at promoting emotional well-

being, working with children at risk, and preventing the worsening of 

emotional problems which may escalate into conduct disorders. However, as 

this study may reveal, the service is often responding to referrals from 

school professionals who are concerned about children at tier three who have 

complex problems, with several risk factors for mental ill-health, or 

disturbance, which may persist into secondary school and adult life. 

• The aim of the therapeutic service is to provide a professional team 

comprising of a qualified counsellor or clinician and between four to eight 

volunteer counsellors, depending on the size of the model, who may be 

qualified, or in the latter stages of their therapeutic training. They provide 

counselling in a dedicated Place2Be room in the school, and enable children 

to explore problems and their life situation through talking, art 

psychotherapy and play, and creative work, to promote self-esteem, 

emotional resilience and coping strategies, to enable the child to cope with 

stress and distress in their home or school life. 

 

1.1 The Place2Be Core Model 

The Place2Be works with children, in order to help them understand, address 

and cope with their emotional reactions to the difficulties and / or challenging 

circumstances they face.  These can include the effects of disrupted early 

attachment relationships, physical and mental abuse, racial discrimination, 
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parental drug and alcohol problems, street and domestic violence, family 

breakdown and bullying. 

 

The Place2Be focuses on intervening, early, to prevent the downward spiral that 

can occur in adolescence and later life problems, if children’s difficulties and 

problems are left unaddressed, e.g. poor behaviour in school, truanting and 

exclusion, low academic achievement, involvement in crime, drug / alcohol 

abuse by parents or family members, breakdown in family relationships, teenage 

pregnancy and poor social relationships.    

 

Social, emotional and behavioural skills underlie every aspect of life, and when 

children have these skills, they can sustain friendships, solve problems and learn 

to manage strong feelings, such as frustration, anger and anxiety (Hart et al., 

2009). 

 

The Place2Be support, therefore, can help to enhance learning and improve 

educational attainment which, in turn, can significantly increase a child’s life 

chances – particularly in regard to breaking the cycle of deprivation and making 

healthy life choices (Hart, et al., 2009). 

The clinical staff at The Place2Be comes from a broad range of theoretical 

backgrounds.  Over the years, this breadth of experience has shaped how the 

charity delivers the service in schools. The service, in turn, has enabled a core 

therapeutic model to evolve, which reflects the diversity of the organisation, but 

is also something substantial in its own right.   

 

The core elements of The Place2Be can be described under four headings 

which are the cornerstones of the organisation: Relationship, Self-awareness, 

Play and Change.    The quality of the therapeutic relationship is one of the 

most accurate predictors of outcomes. A safe and helpful therapeutic 

relationship depends on a high level of self-awareness from the therapist. Play 

is the language of the child and a vital part of child development. The therapist 

needs to be playful, in order to hear, properly, what the child wants to express. It 

is a combination of these three elements that affects the fourth: positive change 

for the child. 
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1.2 Relationship 

 

A good therapeutic alliance with a child is where the therapist is able to: 

 

• create a warm and safe environment where the child feels heard and can 

mobilise his or her thoughts and emotional responses in the room, to further 

their understanding of the child;  

• join with the child, in such a way as to be able to receive the child’s world / 

story, from the child’s point of view;  

• negotiate a clear contract with the child and express it on paper, (the 

contract will describe the nature of the relationship between child and 

counsellor, as well as establishing other boundaries); 

• acknowledge the power difference between the counsellor and the child, 

and ensure that the child is entering in to the therapeutic relationship 

willingly, (a child’s consent for therapeutic work is always sought and 

respected); 

• view the child in the context of family and school, using an integrative 

approach which includes important developments in systemic ideas; 

• work with other agencies to provide the right kind of intervention for each 

child; 

• accept and survive, whatever difficult feelings the child may bring in to the 

room; 

• appreciate the potential creativity of conflict; 

• stay with the child, without necessarily knowing what is on the child’s 

mind. 

 

1.3 Self-awareness 

 

Self-awareness is what enables the therapist to use his or her self, helpfully and 

safely in the therapeutic relationship. It is important that the therapist has 

experienced the power of play, and / or creativity, to deepen their understanding 

of themselves; it is also important that the therapist has experienced being a 
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client and that they manage their own thoughts, feelings and reactions to the 

child. 

 

The role of the therapist is to feel and think and to be both observer and 

participant. They should be open to their own reflexivity and personal process. 

Supervision is a continuation of the work, to support the child and the therapist, 

in the school. Making use of supervision is a skill that develops alongside how 

to be in the room, and enhances the therapist’s level of self-awareness. 

Therefore, a commitment to continued professional development and training is 

essential for the therapist to develop personally and professionally. 

 

1.4 Play  

 

Children instinctively play, in order to sort out or understand their worlds, and 

the child’s identity and sense of self is formed by developing and telling his or 

her own story. Play is the language of the child and a vital part of child 

development (Geldard & Geldard, 1997). The therapist needs to be playful, to 

join with the child, and hear their story. It is important to honour the child’s 

chosen medium to communicate; (paint, clay, small world toys, sand, etc.). 

 

The therapist needs to meet the child at their appropriate level of development, 

and to acknowledge the anxiety that many children may feel, when playing with 

an adult. There are many helpful ways in which to interpret the child’s play, 

both verbally and non-verbally. All interpretations should be considered in the 

context of the relationship, and with the use of supervision. 

Self-expression through metaphorical play can have a healing function, on its 

own. It is not always necessary for the child or the therapist to know what an 

image or idea represents. 

 

1.5 Change  

 

The Place2Be has an enabling, supporting and strengthening function. 

Moreover, The Place2Be is not a deficit model, but rather can focus on 

capabilities and resiliencies, as well as helping children to manage their pain 
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and/or difficulties. The organisation is committed to working therapeutically 

with young children, because that is when they are most receptive to new and 

more adaptive ways of thinking and being. Developments in neuroscience 

suggest that positive physiological changes can take place in the brain, in 

response to a supportive relationship (Hart, et al., 2009). 

 

The whole school may benefit from having a service such as The Place2Be, and 

this will be explored, in this study. In this context, The Place2Be’s beliefs and 

practices have changed and developed, in response to the needs of the schools, 

over the last sixteen years, and this will be explored in this study.  

 

Indeed, the model was created, in 1994, by building on the work of Durlak 

(1993 & 1995) and Rutter (1975) and the standard approach of systemic 

thinking by educational psychology. There is no component of The Place2Be 

model which is original. Short- and long-term therapeutic work for children, 

group work, circle time and the use of play and art therapy have been used by 

clinicians and educational psychologists, for the last thirty years. The one 

original idea which may attributable to The Place2Be has been the attempt to 

combine these techniques and therapeutic approaches into a coherent model 

which is consistent and sustainable in a cluster of schools. Inevitably, the model 

has adapted, over the fourteen years of my involvement within the organisation 

and my professional and clinical contributions have been described in my RAL5 

submission; however, The Place2Be model was agreed by the chief executive 

and the trustees of The Place2Be, the year before I joined the organisation, in 

1994. Although the model has been adapted by the introduction of parent 

counselling, in 2005, the expansion to offer therapeutic work in secondary 

schools, in 2007, and the piloting of parent work in early year centres, in 2010, 

and The Place2Think consultation for teachers, in 2012, the theoretical basis for 

the clinical work has remained integrative and is a synthesis of play and art 

therapy, psychodynamic concepts of attachment theory and a person-centred 

theory and approach, in relation to child and parent work. 

 

These four elements provide a framework of reference for every stage of the 

therapeutic process.  The Place2Be core model uses this framework to integrate 
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ideas and techniques from a variety of approaches. It acknowledges the history 

and influence of psychodynamic thinking, as well as embracing systems’ theory, 

and the core conditions of the person-centred approach. At the centre of The 

Place2Be core model is an understanding of attachment theory, and 

developments in this field.  

 

Two diagrams at the end of this chapter illustrate the geographical location of 

the regions and schools and the elements of the core model. The Place2Be 

works with children and adults from a broad range of social, racial and cultural 

backgrounds and acknowledges the need to be flexible in its approach, thus 

ensuring that each therapeutic contract, or referral, respects the unique needs of 

every client. The Place2Be core model focus is on the effective common factors 

of different theoretical models, rather than on the techniques used in the room. 

The Place2Be’s four elements reflect these common factors. 

 

Since The Place2Be intends to remain in each school which has chosen to work 

in partnership, the service benefits the whole school community, by developing 

insight and skills into children's emotional well-being and difficulties, providing 

solutions to children's challenging behaviour and encouraging psychological 

capacity amongst teaching staff, parents and children, to enhance the emotional 

literacy of the school. 

 

This doctoral study will seek to explore and examine the impact of a school 

mental health service on the children who use The Place2Be service, and the 

wider school community by researching the qualitative experience of the key 

stakeholders: head teachers, children, parents and The Place2Be therapists, who 

are the school project managers, and volunteer counsellors.  

 

The research will begin by providing a literature review of texts which have 

been influential on my clinical thinking and professional development, over the 

last fifteen years. Inevitably, I have had to be highly selective in choosing 

writers and researchers which resonate with my personal experience, within The 

Place2Be, and which add or amplify a complementary perspective on children’s 
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mental health in schools, and children who are living in the context of the inner 

city.  

 

Chapter 3 will be a study of six school-based therapists, in the inner city, in 

Southwark, which will employ the grounded theory research method (Strauss 

and Corbin, 2008), to reflect the experience and subjective “truths” of the 

experience of mental health professionals. I shall employ the grounded theory 

method, in Chapter 4, to reflect the views and experience of six head teachers, in 

Brent, Southwark and Greenwich to The Place2Be school-based mental health 

service. Chapter 5 will introduce the co-operative inquiry group (Heron, 1971, 

1996) and (Reason, 1994), and will reflect the experience of twelve members of 

the group who, it is anticipated, will give this study methodological rigour, as 

they will be reviewing the entire dissertation, and will be particularly important 

in attending to the ethics and integrity in participant research, interviews and my 

own reflections and experience. Chapter 6 will be a qualitative research study 

involving two children in a long-term Place2Be therapeutic intervention, their 

parents and therapists, to reflect on the experience of counselling for the 

participants. 

 

Placing myself at the heart of this research will be critically important and I 

shall, therefore, attempt to offer an attitude of reflexivity throughout the entire 

undertaking. This will be explored by myself and the members of the co-

operative inquiry group, in depth, in Chapter 5, as an experience of challenge 

and reflection on the research design and decisions regarding participant 

involvement and engagement. Reason, 1994, has stressed the importance of 

critical subjectivity and commitment to the value of ethical research, and I shall 

attempt to integrate this ethical commitment into my research design and 

approach to participants.  

 

Heron (1996) has written of the importance of attending to the “emotional 

climate” of the stages of co-operative inquiry which are reflective of safety and 

inclusion, difference and disagreement and authentic collaboration between 

respected individuals: “A co-operative inquiry group is a community of value 

and its value premises are its foundation” (Heron, 1996 p.63).  
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Throughout, I shall seek to ensure that authentic collaboration is the foundation 

of this final project. The primary intention is for this research to be highly 

sensitive and attendant to ethical regard for the participants, thus ensuring that 

the research is conducted with people as collaborators and co-participants. It is 

also anticipated that the co-operative inquiry group will help me to remain alert, 

and challenge my existing assumptions, as well as my choice of research 

methods. 

 

The research will pay attention to the risks which many children in inner city 

schools, in areas of socio-economic deprivation, will experience and which will 

affect their behaviour and ability to engage with their education. Although 

multiple risks for children with “tier three”  mental health problems may be 

assumed to be referred to an external clinic, such as CAMHS (Child and 

Adolescence Mental Health Services),  this dissertation will seek to explore and 

examine the barriers for therapeutic engagement for children and parents. The 

“traditional” model of external clinics, professionals, families and children in 

constellated disadvantage, often does not fit together well. This results in high 

rates of non-attendance at clinical appointments, high rates of parents and 

children only attending the first session, and showing poor benefit when they do 

attend (Hart, et al., 2009). 

 

Parents often report feeling demoralised by how they are treated and 

pathologised by how their problems are viewed. 

 

“I sometimes think that 99% of the suffering that comes in through the 

door has to do with how devalued people feel by the labels that have been 

applied to them, or the derogatory opinions they hold about themselves.” 

(Hoffman, 1993, quoted in Hart, et al., 2009 p.169) 

 

The tier 3 risks and problems range from experiences of bereavement, domestic 

violence, family breakdown, parental separation and divorce, to alcohol and 

substance misuse, physical, sexual and psychological abuse, bullying, school 

refusal and self-harm. 
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Further to this, there are many children who may be experiencing several of 

these risk factors, simultaneously. It has been accepted by child clinicians 

(Rutter, 1975; Durlak, 1995) that a single risk factor can be associated with 

several different problems for the child. For example, poor academic 

achievement is a significant risk factor for later school failure, drug misuse and 

behavioural problems. Rutter (1975) examined six risk factors associated with 

child psychiatric disorders, such as severe marital discord and maternal 

psychiatric problems. Outcomes for children exposed to only one risk were 

similar to those for children exposed to none. Those exposed to two risk factors, 

however, were four times more likely to have severe emotional or behavioural 

difficulties, or a clinically diagnosable disorder. Those exposed to four or more 

risk factors were twenty times more likely to have difficulties. 

 

This suggests that risks can have a domino effect, where one problem can lead 

to the development of a series of other problems. For example, if a child is 

abused, then he or she is more likely to be removed from their family and 

become a “looked after child” who is placed in the highest risk category for 

academic failure, drug misuse and homelessness, in adult life (Jackson, et al., 

2008).  Resilience factors range from being female, having good communication 

skills, having problem-solving skills, having a sense of humour, and having a 

capacity to plan. 

 

NCH (2007) has compiled a review of the research into risk and resilience in 

children, and has identified the key factors to promote resilience: 

 

• the creation of strong social networks;  

• the presence of one unconditionally supportive parent or parent 

substitute; 

• positive school experiences;  

• the development of coping skills;  

• the capacity to reframe adversities, so that the beneficial, as well as the 

damaging effects, are recognised; and 
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• higher intelligence. 

 

However, conversely, risk factors for a child have been researched, and indicate 

the following vulnerabilities:  

 

• being male;  

• insecure attachment;  

• parental abuse (physical, sexual and emotional);  

• domestic violence or abuse and volatile family dynamics;  

• academic or school failure; and  

• persistent bullying. 

Risks are more likely to have long-term serious impacts, if they are ongoing 

problems within the child's life, at home and school, rather than one-off 

traumatic events. School- based mental health which is consistent and accessible 

to children can target the work, to address the real risks to the child in their 

environment, and find solutions that may address the spiral of failure and 

disengagement. 

 

According to a recent survey of children's well-being in the world's richest 

nations (UNICEF, 2007), the United Kingdom has the highest percentage of 

children living in poverty, (households with an income of less than 50% of the 

median), second only to the United States. Poverty and the associated impact is 

a considerable risk factor for mental ill-health in children and adults. The report 

also draws attention to the low ranking of the United Kingdom, on a number of 

key measures, including the physical and mental health of its children and 

adolescents, their sense of life satisfaction and well-being, their experience of 

violence and bullying, and their family stability and cohesion. 

 

Shucksmith, et al. (2009) reminds us that mental health is not merely “absence 

of mental illness”, but encompasses emotional health and well-being, and 

emotional competence.  Goleman's work (1995) on emotional intelligence and 

literacy, lists a number of key abilities in children at school, including emotional 

awareness; managing frustration and anger management; the development of 
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empathy and harnessing impulsivity; and developing pro-social relationships 

with peers and adults who are charged with their care. However, mental health 

problems experienced by adults often start in childhood. For example, early 

adult depression is commonly preceded by childhood anxiety, and adult anxiety 

is preceded by both depression and anxiety (Kim-Cohen, et al., 2003; Rutter, 

1975). The same authors also note that conduct and behavioural disorders in 

childhood are linked with later substance misuse, eating disorders, psychotic 

disorders and bipolar disorder. These vulnerabilities are exacerbated for children 

in key risk groups, such as “looked after children”, children who are homeless 

due to domestic violence, refugee children who have experienced trauma 

through war conflict, and children from black and ethnic minority groups 

(Vostanis, et al., 2007). Material adversity in childhood is a risk factor for both 

physical and mental health for children and adults (Caspi, et al., 2000). 

 

My professional motivation to undertake this research is demonstrated by my 

submission of RAL5, which describes my journey through The Place2Be, over 

the past fourteen years, and the contribution I have made to the development of 

the organisation, through policies, procedures, training, professional 

presentations and clinical direction of the therapeutic work, in schools. 

 

On a professional level, I hope to reveal the case for early intervention through 

counselling in schools, with a particular emphasis on “hard to reach” children 

with multiple risk factors, living in the inner city. A focus of this doctorate will 

be to consider the “hard to reach” child, living in the inner city, who may be 

experiencing several risk factors, due to poverty and deprivation.  Further to 

this, there is a tentative hypothesis that the provision of an accessible school-

based intervention may encourage resilience in the child, and emotional support 

for children, living in some of the most challenging circumstances, in London. 

Although I have managed several Place2Be services, in Nottingham, Medway 

and Cardiff, as well as in Enfield, Lambeth and Camden, where there are many 

children who have had similar life circumstances, this study will concentrate on 

areas in the inner city of London, (where I have managed The Place2Be 

programmes for fourteen years). My aim, during this research, is to reveal the 

impact on children, the adults who support them, and on the school community. 
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My personal motivation is inevitably based on my experiences as a child and 

adolescent. If I consider my own risk factors, I was a child from a highly volatile 

family structure, with early and enduring experiences of parental rejection and 

ambivalence. I have written about my experience as a child and experiencing 

Munchhausen by proxy, in my PEP, with frequent hospitalisations and poor 

attendance at school leading to isolation, school refusal and academic failure. 

Because I attended school, on an occasional basis, my socialisation skills were 

poor and I was frequently bullied and isolated by my peers. During my later 

years at primary school and throughout secondary school, I was subject to 

intermittent (but extreme) violence by my parents, which resulted in a number of 

visits to the family GP or hospital outpatients’ department, where I was 

questioned, and where I did not disclose the source of the minor bone fractures, 

dislocations or severe bruising. My parents warned me to associate these injuries 

with falling off my bike, or falling down the stairs, should I be questioned.  

 

However, despite these experiences, I also had several resilience factors which 

helped me survive into adult life, where I had the opportunity to access 

counselling and therapy, to enable me to resolve some of the wounds and 

memories of a disturbed and volatile childhood. My resilience factors included 

good communication skills, empathy with others, a strong sense of 

independence, a stubborn temperament and moderate intelligence. Further to 

this, in the NCH Report on Resilience (NCH, 2007), Newman, cited in the 

review, has identified other key resilience factors which were available to me. 

 

The presence of one unconditionally supportive parent or parent substitute is 

significant. Since neither of my parents was unconditionally supportive, I found 

my English teachers were extremely warm and protective of me, since my skills 

at reading, writing and psychological capacity were unusually highly developed, 

due to several years of spending much of the year as an invalid, and having 

access to a local library. Masten, et al. (1990) describe resilience as “…the 

process of or opportunity for successful adaptation, despite difficult or 

threatening circumstances”. Despite my difficult circumstances, I did possess 



 

19 

relatively high self-esteem, and a belief that I could endure into adult life, where 

I would have autonomy, flexibility and freedom. 

 

Although I was highly competent with language and writing, my school 

experience was one of academic failure, and I was immensely relieved to leave 

school, at age sixteen. I have a dictionary on my bookshelf presented to me by 

my school as a prize for achieving the most O-levels of my entire year group, in 

my secondary modern school. I was awarded five O-levels, which requires no 

further explanation; shortly thereafter, the school was closed down by the local 

education authority, since it was deemed to be a failed school, with the worst 

academic results in the local authority. 

 

I had applied to the local sixth form college to undertake my A-levels and had 

been accepted, but my parents refused to give written consent to allow me to 

take my place. Since I knew that education was critical to my future 

development, I used kitchen greaseproof paper and a pencil to forge my father's 

signature, to enable me to continue my education, and to take up my place at 

college, thus displaying stubborn resilience and adaptability in the face of 

relative adversity. 

 

Sedgwick (2005) writes of the “wounded helper” and the “wounded physician”, 

in Jungian therapy, and my brief description of some aspects of my own 

childhood and experience at school will be illuminated in this research into 

school-based mental health for children. My role at The Place2Be is that of a 

Senior Regional Manager and I am also the designated Child Protection and 

Safety Officer. It is obviously no coincidence that I have developed the role as 

the Child Protection and Safe-guarding Officer, in The Place2Be charity, during 

the past fourteen years, and have worked to promote child mental health, and the 

need to foster emotional resilience in children. The two main themes of my 

childhood experience and my early adult life have been an experience of 

persecution – and stubborn survival, in the face of adversity and attack. For 

children in areas of deprivation, the opportunity to access educational attainment 

is critical, and accords with my own life story and experience as a child, as a 

means of expression and survival. Throughout the last fourteen years, I have 
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often identified with many of The Place2Be children's risk factors, and the need 

to approach the promotion of the mental health of primary school children, with 

passion and pragmatism, as I believe is evidenced in my PEP and RAL5 of this 

doctorate. I hope that, by reflecting on the experience of children, therapists and 

teachers, in primary school, I can promote and demonstrate the values and 

challenges in The Place2Be model, of the school embedded mental health 

service. As Durlak (1995) has noted, school-based therapeutic prevention is a 

young science. 

 

“…seventy-four per cent of all published research studies on the 

behavioural impact of school based mental health prevention have 

appeared since 1980.” 

(Durlak, 1999 p.79) 

 

Durlak makes the observation that children need interventions that are likely to fit 

with a child’s maturational and developmental needs, and that a “one-shot” 

approach to addressing children’s mental health can dissipate, over time. It is 

programme persistence, as well as programme intensity, that can make a difference 

to a child’s mental health, and interventions that are present over multiple school 

years that include “booster” sessions are a critical feature. This approach will be 

revealed in this dissertation through the interviews with head teachers, therapists, 

parents and children in the case studies. 

 

“Programmes that have effects, that are durable over time, tend to be 

intensive, multi-component, multi-level interventions.”  

 (Durlak, 1995 p.84) 

 

I hope to show and reveal that The Place2Be impact confers enhanced emotional 

well-being and resilience for children, in the most deprived circumstances, and that 

the “voices” and perception of the key players are revealed through qualitative 

research, employing grounded theory, case studies and a co-operative inquiry group. 
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Chapter 2: LITERATURE REVIEW 

 

“The protection of the imaginative space of childhood…. Needs a 

background of security, adult availability and adult consistency – 

safeguarding of a space where identities can be learned and tested in 

imagination, before commitments have to be made.” 

(Williams, 2000 p.61, quoted in House and Loewenthal, 2009 p.1) 

 

• Research and Clinical Perspectives on Child Mental Health 

• Links between Key Concepts and The Place2Be Service 

• Candidates’ Critique of Key Concepts and Ideas 

 

This literature review will draw on the research findings and the work of a range of 

therapists, child psychotherapists and psychologists and researchers, in the United 

Kingdom and United States, over the past fifteen years. Risk and protective factors 

in a child’s situation will be explored, together with data and examples which 

amplify the child’s capacity for considerable resilience and capacity for recovery, 

through the provision of integrated and joined-up provision, based in the school 

setting. Overall, the data suggest that, if emotional and behavioural disorders 

amongst primary school children could be identified and treated in childhood, in a 

school setting, the large numbers of people who struggle with mental health and 

diminished life opportunities could be considerably reduced. This literature review 

attempts to present a vivid and compelling picture of the lives of children living in 

the inner city, and offers practical solutions for supporting their mental health and 

educational attainment.  

 

Children’s behaviour is a consequence of their social and emotional development 

and their mental health; it is learned, and children’s behaviour is the communication 

of their emotional states. A tentative hypothesis is that a therapeutic ethos and a 

social and emotional educative approach have the potential to address the mental 

health of children, to support their resilience and to promote social and educational 

cohesion. 
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 “Mental health enhances the capacity of individuals, families, 

communities and nations to contribute to the social networks and 

communities in which they exist.  Young people who are emotionally 

healthy have the ability to develop emotionally, intellectually and 

spiritually; to develop and sustain personal relationships with others, to 

use solitude constructively and enjoy it to develop empathy for the feelings 

of others and address and learn from everyday conflicts and setbacks.” 

(Cowie, H. DFES, 2001 p.216) 

 

Wilson’s book, titled “Young Minds in our Schools” (2004), reflects on the crucial 

role schools play in cultivating the intellectual, social and emotional lives of 

children, and the impact on their psychological and emotional resilience. It is clear 

that he advocates support for teachers, to develop their capacity and competence, in 

the crucial tasks of “listening” to their pupils and their parents, to demonstrate their 

general approach to developing the “whole child”. He uses the metaphor of an 

orchestra; it needs a conductor in the form of the head teacher to lead, but also many 

others playing their part, keeping to a score, in tune and in rhythm with each. He 

reviews a number of mental health initiatives available to schools, ranging from 

peer mentoring to circle time, circle of friends, nurture groups and listening to 

children, although it is clear that he advocates the role of teachers in supporting the 

mental health needs of pupils with mental health problems. There is recognition of 

the formidable task of supporting pupils with chaotic and challenging home lives 

which can reflect abuse, social mobility, divorce, lone parents and the greater 

exposure to new media such as the internet. One of the book’s key strengths is the 

advocacy of school-based mental health strategies and the examination of the 

unhappy interplay at home and school (Wilson, 2004), and how this can be 

disruptive and potentially destructive of the child or young person's potential to 

develop or manage their feelings. Whilst the formidable task of managing classroom 

discipline with pupils of different abilities and talents is acknowledged, the 

responsibility to work with the smaller cohort of complex and troubled children 

seems to be that of the teacher and school; however, there is an appreciation of other 

organisations, at the end, who can support pupils and schools with specialist advice 

on ADHD, emotional literacy, depression and eating disorders, etc. 
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Although Wilson's argument is for schools to understand pupils’ emotional and 

mental health needs, it is unclear how this is to be achieved by busy and overworked 

teaching staff. 

 

Cowie, et al. (2004) offers a more practical and detailed guide to emotional health 

and well-being, in schools. A detailed analysis is provided of the key child and 

adolescent mental health disorders and how to treat them, as well as a specific 

argument for intervention, at a whole school level, rather than just working with the 

most clearly disturbed pupils. Cowie argues that the mental health of everyone 

should be a concern, including those withdrawn or children who are not challenging 

the school system. Emotional resources for everyone will improve, by adopting a 

whole school intervention approach, and the author advocates practical cognitive 

behavioural programmes as part of the school curriculum, to enable pupils to 

develop self-control and problem solving; there is an imperative to undertake a 

“needs’ analysis”, to identify the resources and needs of each school population. 

Cowie is particularly cognisant of the work of Goleman (1995) and the need to 

promote emotional intelligence, self-awareness and social skills, to become an 

emotionally healthy learning environment.   

 

The strengths in Cowie’s work is to encourage the emotionally healthy school, with 

intervention strategies, and a plethora of practical approaches to the development of 

emotional intelligence and resilience, including involving young people as peer 

researchers, identifying the issues as a matter of priority, and a structured and 

practical approach to designing goals and strategies.  

 

Cowie emphasises the school as a “sanctuary”, and a social setting, with a specific 

social cultural framework which resonates with the focus of my research with 

schools, in the inner city.  

 

Emotional intelligence for Cowie takes from Goleman's work, and develops the 

concept into a school-based benefit to everyone. Emotional intelligence for Cowie is 

concerned with: 
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• self-awareness, knowing one's own internal states, preferences, resources 

and intuitions;  

• self-regulation of internal states, impulses and resources;  

• the emotional motivation that facilitates or hinders teaching goals; and 

• empathy and social skills as necessary skills to function.  

 

Cowie’s work is particularly interesting, as she could be describing the content and 

process of The Place2Be therapeutic programme, which is available to the whole 

school through counselling services. Cowie states that schools can be oases within 

restless communities. I am reminded of those Place2Be schools, in the inner city, 

where school project managers facilitate good quality relationships between pupils, 

pupils and teachers, and facilitate staff communications and thinking, through The 

Place2Think, (a consultation service to think about the meaning of a child’s 

behaviour).  She is also aware of the school having the potential for “bridge 

building” with communities and parents, and the wider issues in the deprived and 

challenged community. Her book is aware of the stigma of mental health difficulties 

and the link between parental ambivalence, in “hard to reach” communities, and the 

stigmatisation which is rooted in cultural attitudes towards “madness” and 

psychological disturbance. The barriers for parents and children, in the area of 

mental ill-health, are linked to parents finding professionals remote, intimidating 

and uncaring. 

 

Allen and Duncan-Smith's work (2008) is pertinent to this research, because of their 

emphasis on early intervention programmes, to interrupt the inter-generational cycle 

of under-achievement, in the most deprived and fractured communities, in Britain. 

They examine the pernicious impact of benefit dependency and dysfunctional 

homes which blight the lives and educational prospects of the children in these 

homes. Allen and Duncan-Smith are particularly concerned about the relative 

economic and monetary savings to society, by early intervention strategies, set 

against the spiralling costs of secure units for young people, and the costs of prison. 

One perspective by Allen focuses on the need for children to be prepared by parents 

to be “school ready”, by four years old, if they are to begin to engage with the 

critical task of educational attainment and emotional regulation. They calculate the 
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risks to the twelve million children under the age of 16, in the United Kingdom, 

where they estimate one and a half million children, (1 in 8), are growing up in an 

“at risk” situation of deprivation, due to poor housing, chaotic parenting and drug 

misuse; and lack of educational opportunities and abuse in all its forms. Their 

estimate is that, for every one pound (£1) invested in early intervention services, the 

government would save seven pounds (£7), in the future, by a reduction of children 

in care, cost of benefits, and programmes for children with severe conduct disorder. 

 

Although they argue for early intervention for children aged nought to three and for 

the parents of these children, they are clearly arguing for a Sure Start Programme to 

train parents in parenting skills, and the need for empathy and early attunement to 

the needs of the infant. Their work would clearly support the provision of The 

Place2Be parent counselling, and the need to help children's emotional and social 

competences. They advocate for the SEAL programme (Social and Emotional 

Aspects of Learning), and the development of school-based interventions which 

focus on the development of empathy and self-esteem.  Their argument for a 

flexible, community-specific response would support the provision for school-based 

counselling for children as a less expensive and more effective strategy, than later 

and more costly intervention. 

 

“There is a depressing journey too many of our young people take - a 

journey of three letter acronyms. From an EBD unit to a PRU. From the 

PRU to a YOI. And finally to HMP.”  

(Allen & Duncan-Smith, 2008 p.116) 

 

Humphreys & Stanley's (2006) book on domestic violence and child protection 

highlights domestic abuse and violence as a key risk factor for children. Since many 

Place2Be school project managers and head teachers report the prevalence of 

domestic abuse through their referral and assessment process, this is an important 

link to the need to support children who are in this situation with their emotional 

and mental health requirements.  

 

Their work emphasises the importance of early intervention for children in primary 

schools, and argues that exposure to domestic abuse in infants and children, result in 
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symptoms akin to post-traumatic stress disorder. Humphreys & Stanley also link the 

threat to the attachment between the mother and infant / child, by exposure to threat, 

verbal and physical violence, and the threat to the child’s emotional resilience. The 

implication of child protection approaches, in recent decades, has been to regard 

children as impotent “witnesses”, but Humphreys & Stanley emphasise the impact 

of emotional destruction, which can affect a child's sense of self-esteem, resilience 

and physical safety, arguing that, during most violent incidents, the child is in the 

same or an adjacent room, as the violence between the parents. They draw a 

compelling parallel between children living with domestic abuse, and the high 

present prevalence of children who are abused, physically, sexually and emotionally 

(Humphreys & Stanley, 2006 p.124). 

 

Humphreys & Stanley cite an earlier study (Farmer and Owen, 1998) that makes the 

link between domestic abuse being a factor in two fifths of known and reported 

cases of sexual abuse of children. This study also stresses recent research which 

shows a correlation between child death, children’s mental health and well-being, 

and the particular dilemma of children and women from ethnic minority groups, and 

the barriers to leaving the violent abuser, or home situation. 

 

House and Loewenthal (2009) examine the links between childhood, well-being and 

a therapeutic ethos. They examine the UNICEF (2007) Report, which places 

Britain's children at the bottom of their league table of children's well-being, 

through the data on child poverty which ranks the United Kingdom twenty-fourth, 

out of the twenty-seven European Union countries, in their index of child poverty 

and deprivation. Their term “toxic childhood” was coined by Sue Palmer, in 2004, 

and examines the survey which suggests that children in the UK are the unhappiest 

and unhealthiest in Europe, with the dramatically increasing use of behavioural 

control drugs such as Ritalin and Concerta, which is presently prescribed to 450,000 

children, in the United Kingdom. This astounding statistic reveals that the United 

Kingdom's prescription of stimulation stimulants administered to children has 

increased from 6,000 prescriptions, in 1994, to 450,000 children, an increase of 

7,000%, in one decade (Department of Health NHSC, 2005). 
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House and Loewenthal’s argument refutes this pathologisation of childhood, and 

rather promotes the intensive role of schools to listen to children, and to promote 

their emotional and social capabilities. The provision of social and emotional 

education is linked to Goleman's (1995) work on emotional intelligence. They 

delineate the five domains of emotional intelligence: the skill of understanding our 

own emotions, managing our feelings, self-motivation, recognising emotions in 

others, and forming positive relationships. They cite the change in traditional family 

structures, moving from a traditional structure, to a smaller more fluid and mobile 

family unit. Their central argument is for cohesive multi-agency thinking, to co-

operate in the best interests of the child, in a British society which is in flux. They 

cite the proportion of children living in single parent families (24%) as the highest 

in Europe, and the possible correlation of children with mental health problems at 

20%. They also argue for everyday play and art activities as therapeutic and 

pedagogical encounters, rather than the medicalisation and pathologisation of 

childhood distress. 

 

Rutter’s (1975, 1990) work on understanding children's development, emotional 

disorders and underachievement is a seminal paper on how to think about children's 

mental health. He draws many comparisons with studies which suggest that we 

consider the complexity of the child's situation, in their home and parental 

environment, and the dynamics of the child's family situation. The point is not “who 

is ill?” or “who is to blame?”, but rather “what is the problem?”. The symptoms of a 

child’s mental health problem need to be considered within the dynamics of the 

referral, and whether this has emerged from the parent or the school, as both 

systems may have conflicting perspectives on the child. Rutter argues for a full and 

thorough assessment of a child's behaviour, as well as the examination of the child's 

interaction in their environment. He examines the social disapproval towards child 

conduct disorders, such as aggression and destructive behaviour, and emotional 

disorders such as anxiety, depression, obsessions and hypochondria. He advocates 

the use of play, in clinical assessment, which certainly accords with The Place2Be 

use of play and art, as a way of allowing the child to express their inner state and 

external reality, in the home. He is also aware, in his work, of gender differences 

and the “fragile male”, because boys have much higher risk factors in a number of 

key domains, from birth to death, and are more likely to be referred for emotional or 
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conduct disorders, than girls. Rutter defines the following dimensions of parent and 

child interaction, which provide the foundation for a secure child: an early bond 

through attachment in the first three years of life; the secure base of parental 

presence and attunement; the modelling from a parent of behaviour and attitudes 

which value resilience; psychological adaptation; good communication between 

parent and child; and consistency of discipline, which enables the child to develop 

his own internal controls. Rutter is also aware of the manifestation of distress in 

children, through the experience of separation and loss, bereavement and divorce 

and “parental deviance”, through parental neurosis and personality disorder. The 

presence of parental mental ill-health and family discord is an acute risk factor for 

young children. Rutter is highly aware of the complexity of deprivation, and the 

impact on child and parent mental health. He pays particular attention to the risk 

factors of poor housing and the clash between the values of the home and the 

school, for primary school children. 

 

Finally, in Rutter's most interesting chapter for this research, he examines the 

method of child psychotherapy and its curative impact on children. Although Rutter 

acknowledges the development of child psychotherapy from the Freudian child 

analytic therapy of Freud, Klein and Fordham, he is a proponent of briefer methods 

of treatment, with an emphasis on the therapist - child relationship, and a shift away 

from the exclusive treatment of the child, towards a focus on family inter-action. 

The provision of an enthusiastic, involved therapist who communicates his or her 

understanding of the child and wishes to be of help is a critical indicator of a 

“successful outcome”, in working with the child. A careful assessment, with the 

definition of goals, and the purpose in child therapy, is also recommended as a 

significant aspect which is communicated to the child. Rutter also promotes a key 

factor, in the therapist listening to the child, and allowing the child ample 

opportunity to express their feelings and beliefs, and the importance of the planned 

ending. The presence of empathy and a positive attitude to the child is held to be at 

the heart of the enterprise, to enable the child to gain understanding and constructive 

solutions. Although Rutter values one-to-one child therapy, he is also an advocate 

for the value of group therapy with children. 
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Baruch, et al. (2007) focus on reaching “hard to reach” children and young people 

whom they associate with social inequality which is rooted in material and social 

adversity, and they have a startling but relevant metaphor of the “buried child”, 

lying under the rubble of cumulative psychosocial risk: 

“…taking help to the child, rather than expecting the child to seek help is 

perhaps the single most important lesson that the cumulative nature of risk 

teaches us.”  

(Baruch, Fonagy and Higgitt, 2007 p.7) 

In this paper, they delineate the double bind of the “hard to reach” individual and 

group, having a cluster of risk factors for mental health problems or learning 

disabilities, but who face a range of barriers to accessing mental-health solutions. 

They advocate the solution of “CAMHS partnerships” and the multi-agency vision 

of shared information and strategies for children at risk. However, they are 

pragmatic about the difficulties in multi-agency working, due to inter-agency 

rivalry, suspicion and “turf wars”. 

 

A current political and economic perspective might suggest that these factors will be 

accentuated, in a climate of anxiety about budget cuts, value for money and 

evidence-based practice in children's services. There is also a tension and pressure 

on children's mental health services, with targeted CAMHS teams providing 

specialist services for identified vulnerable groups such as “looked after children”, 

children with learning disabilities and children with severe eating disorders, and 

referrals of children with emotional and conduct disorders, at tier one and two, who 

are prevalent in primary schools, but are rarely accepted for therapeutic work by tier 

three specialist CAMHS. Baruch, et al. (2007) refer to the difficulties of short-term 

funding and the massive under resource, compared to the needs of children for 

accessible mental health services; however, they articulate the need for “wrap-

around” services, for the hardest to reach child. 

 

Durlak’s (1995) work is important to this dissertation, because he is focused 

specifically on school-based prevention programmes for children. Although 

Durlak’s work is an examination of schools in the United States, there is a range of 
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application to school-based mental health programmes, in the United Kingdom. He 

presents the importance of the prevention of mental ill-health in children as having 

three main characteristics: primary prevention interventions with the general 

population to preclude the occurrence of problems; secondary prevention, (involves 

intervention during the early development of difficulties, before they develop into a 

serious mental-health disorder); and tertiary prevention, (which aims to reduce the 

prevalence of established disorder of the problem). From his definition, The 

Place2Be model is an agency which addresses children's needs, across these three 

categories, in terms of primary prevention; the model seeks to be available and 

accessible to the whole school population, by the provision of lunchtime 

Place2Talk, circle time, whole school interventions, and the training of school staff. 

With secondary prevention, The Place2Be provides early intervention through 

targeted counselling services to children and for one-to-one counselling, and in the 

area of tertiary prevention, the services work with children with serious mental 

health and emotional conduct problems; aggression conduct disorders, school 

refusal, anxiety and self-harm. 

 

Durlak emphasises the importance of mental health programmes which enhance 

function and skills’ acquisition, since the child will become more adept, more able 

to deal with stress, and will be more flexible self-confident and adaptable. He 

examines the risk factors and protective factors for children.  Moreover, he is aware 

that protective factors enhance a child's ability to cope with stress and adversity, and 

is aware of Rutter’s work (1975) on the “loading phenomenon”, where a healthy 

and resilient child can manage one risk. However, those children exposed to two 

risk factors are four times more likely to have clinical mental health problems, while 

those children exposed to four or more risk factors are twenty times more likely to 

have mental health difficulties.  He also reports on the situation in the United States, 

where children who are clearly in need of support do not receive it, and those who 

do receive support are offered, short-term, or ill-timed interventions. He argues for 

early intervention for children, through school-based mental-health programmes, 

and specifies the importance of “school readiness”, which has been taken up earlier 

in this review, by Allen and Duncan-Smith (2009), and examines research which 

suggests that high quality mental health programmes can produce long-term benefits 
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which are apparent in schools, particularly with reference to students from 

disadvantaged socio-economic groups. 

 

Durlak argues for multi-component interventions for children, with intensive 

participation by children and parents, and that commits to a longer duration.  Since 

he argues that the best single predictor of future academic performance is early 

academic performance, he believes children demonstrating learning attainment 

problems in primary school should be targeted through timely school-based 

interventions.  As he suggests, schools are a “natural home” for prevention 

programs, which can achieve results of practical significance for children.  His 

recommendations for a successful programme may reflect The Place2Be systemic 

model.  He advocates for the quality of the implementation, and that programmes 

that improve children's mental health are durable over time, and are intensive, multi-

component, multi-level interventions (Durlak, 1995 p.84). 

  

His final comments have application for The Place2Be / Place2Think service, since 

he addresses the needs and neglect of teachers. He attends to the classroom as a 

“baptism by fire,” with too many students who are too varied in ability, and who 

demonstrate multiple and diverse personal, social and physical needs. He could be 

describing the typical Place2Be school. 

 

Vostanis, et al. (2007) provides guidance on effective mental-health interventions 

by linking practice, theory and policy. There are a number of chapters by different 

mental health professionals, which focus on early intervention for children at risk. 

Vostanis challenges the term used in professional services for the child with 

“complex” problems. Whilst this may be an apt description, Vostanis argues that 

many children who are “complex” simply have multiple problems, which involve a 

major challenge to understand and to address, in a co-ordinated and timely way. 

Vostanis argues that vulnerable children “should be approached in a different way”, 

so that their “characteristics” can be understood, due to the complexity of 

vulnerabilities associated with trauma, abuse, neglect and family dynamics, which 

have become compounded by secondary effects.  Like Durlak, Vostanis promotes 

the importance of services which offer children and parents flexible delivery, quick 

response and joint working with other agencies. He quotes a figure from 2006 that 
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3.6 million children are living in households which are in need of extra help, by 

using the measure that the family unit has less than half the national average 

income. There is reference to the “double bind” of stigma and discrimination, which 

prevents children receiving mental-health interventions.  Stigma occurs between the 

process of being stigmatised by the public, and the effects of self-stigma by the 

individual, which can result in the individual avoiding help or treatment for 

themselves and their child. Alternatively, Gale (2007) argues, in her chapter on 

stigma, that the diagnosis of a child’s mental health difficulties can result in parents 

receiving greater access to support and a professional response, based on empathy 

and help. Gale argues that the cycle of stigmatisation for children with mental health 

needs can be pernicious, and cites the particular issues associated with children from 

black and minority ethnic groups, refugees and asylum seekers, “looked after” and 

adopted children, and children whose parents have a mental-health or substance 

misuse problem.  Since these characteristics are highly prevalent in inner-city 

schools with a mobile and transient population, they give rise to a range of barriers 

for children and parents. Edward’s (2007) chapter examines clinical practice issues 

with children who may be wary of therapeutic attachment, in response to their own 

poor experiences with adults. There is recognition to move slowly in therapy, at the 

child’s pace, with the therapist “being with the child in the here and now”.  There is 

a recognition that therapists working with vulnerable children need to fight against 

fictionally happy endings; real therapy with “hard to reach” children is a ragbag of 

loose ends and unanswered questions. 

 

There is an interesting and relevant chapter by Elliot (2007), which acknowledges 

the trauma of refugee and asylum seeking children who experience the primary 

trauma of dislocation, and social adjustment difficulties relating to cultural, 

language and socio-economic factors, and the secondary trauma of the stress caused 

by bullying, racial harassment, poverty and isolation, difference and poor housing. 

There is recognition of the cluster of adversity, which can overwhelm the child's 

resilience, without appropriate mental-health intervention. Furthermore, there is also 

the recognition that refugee and asylum seeking children are often in temporary or 

unstable accommodation, with the potential for sudden mobility, and how often 

CAMHS services may withdraw or postpone engagement with the child and family, 

until the family is in settled or in permanent accommodation.  
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Wilson, et al. (2007) pays attention to the vulnerability of children whose parents 

are alcohol or drug misusers. They cite 1.3 million children in England and Wales 

whose parents misuse alcohol, and 350,000 children who have a parent with a 

serious drug problem (DOH, 2003). There is recognition of the risk factors for 

children, who have a substance misusing parent, and who have an eight-fold risk of 

becoming substance abusers themselves. Since parental substance misuse has 

become associated with physical and sexual abuse and neglect, the authors argue for 

early intervention for children, with this intervention targeting their social-

emotional learning and addressing early aggression, self-control communication and 

academic failure, which can prevent, or interrupt the eight-fold risk for children in 

primary schools. 

 

Carr (2006) has written extensively on child and adolescent psychology, and 

acknowledges that children are likely to benefit from mental health treatment, if 

they and their families accept there is a problem, are committed to resolving it, and 

accept the approach of the therapist or mental health team. He attends to the 

characteristics of the mentally healthy school which has a favourable impact on 

behaviour and attainment.  These include: 

  

• firm, authoritative leadership of the staff team by the head teacher; 

• firm, authoritative management of classes by teachers with high expectations 

of success;  

• teachers modelling good behaviour; 

• teachers who appreciate and reward academic and non-academic 

achievements;  

• teaching plans and materials which are easily interpretable;  

• a moderate class size; and 

• care with labelling or stigmatising troubled children. 

 

In terms of clinical impact, Carr refers to the importance of multi-agency thinking 

and strategies; a positive therapeutic alliance based on warmth, empathy and 

positive regard for the child; and a systemic approach, wherever possible. Carr 
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emphasises the collaborative approach, with an assessment conducted from the 

vantage point of respectful curiosity, and an “invitational” approach to parents and 

professionals. He is critical of coercive directiveness or inappropriate non-

directiveness, and promotes the approach of collaborative consultation that does not 

seek to find the “true” formulation of the problem with the child or their family, but 

the most useful formulation of the problem, which fits with the facts of the 

situation, and opens up feasible options for problem resolution. This would reflect 

The Place2Be position with the school system, where the approach is “think 

complex talk simple”, and attempt to re-label deficits or problems, to optimistic or 

positive, or problem- free solutions labels and solutions. 

 

Carr’s work is strong on examining the context of risk factors in the family or 

children, and the impact of social disadvantage. He also alludes to Haley's 

pathological triangle, where a child with conduct problems experiences their parents 

taking their side against the school, and this reinforces the child’s conduct problems. 

This is a problem experienced in many inner-city schools, but The Place2Be, as an 

“independent mediator” between parents and school, can de-escalate this 

phenomenon, and attempt collaboration with the parent. Carr presents the 

therapeutic impact, as helping them to move the view of the child’s conduct 

problems as proof that he / she is intrinsically “bad”, to a view of the child as a 

“good” child with bad habits, that are triggered by certain stimuli and reinforced by 

certain consequences. Carr is a positive advocate of de-escalation, in minimising 

aggression and violent outbursts, and responding to the child in an attitude of calm 

respectful conversation. 

 

Rendall and Stewart (2005) address the risk factors of school exclusion, and point to 

a threefold increase in permanent school exclusion, between the early to late 1990s, 

with boys four times more likely to be excluded than girls, with Afro-Caribbean 

boys twice as likely to be excluded, than white girls, and black girls three times 

more likely to be excluded than white girls. They emphasise educational special-

needs as a key factor in children excluding themselves from school, through 

aggressive or disruptive behaviour, because they could not understand or co-operate 

with the educational task, and the risk factors of poor language and comprehension 

skills. The authors link this research with children to issues of self-esteem, shame 
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for poor literacy skills, and poor attachment patterns in parenting. They argue that a 

child’s locus of self-control is developed, and found, in the parent-child 

relationship, and that inconsistent and chaotic parenting, impedes the child learning 

to manage feelings, emotions and impulses, with attendant negative consequences, 

in a school’s system. They refer to the phenomenon of the child being becoming 

“confused”, with different values, expectations and attitudes in their home and 

school, which is exacerbated by bereavement, family conflict, divorce and 

separation, and rejection and abandonment of the child. They cite Rutter (1975), 

who suggested that “school ethos” was the most important factor in academic and 

behavioural achievement, in his study “Fifteen Thousand Hours”.  The components 

of “school ethos”, which allows pupils to achieve and also mitigates against 

excluding the most troubled pupils, include the employment of humour as an 

important factor in defusing and the de-escalating potentially explosive incidents. 

Values, consistency and a shared ethos among staff and pupils to positive 

educational and institutional goals are significant. The authors cite “incorporation” 

as a characteristic of teachers’ positive views of pupils; characteristics by inter-

personal, rather than impersonal styles; mutual respect and partnership; and learning 

and behaviour problems approached in a therapeutic manner, with the emphasis on 

the pupils’ need and support (Rendell and Stewart, 2005 p.103).  

 

Schools with a therapeutic and “incorporative”, rather than a punitive response, to 

this behaviour were less likely to exclude pupils and were able to promote pupils’ 

development of an internal locus of control. For pupils who are vulnerable or at risk 

of exclusion, information-sharing about the child's risks and resilience, between the 

home and school, was deemed to be critical, with an ethos of “social democratic 

humanist approach” towards the child, as a protective factor, by including the child, 

rather than the “controlling classical approach” (Rendell and Stewart, 2005 p.173). 

 

If teachers are aware of, and understand, some of the tensions and anxieties which 

pupils are experiencing, in their family context, they are more likely to respond 

sensitively to responses by pupils, in the school context, and the authors cite the 

development of “curiosity” about a child to be a significant protective factor in 

inclusion. 
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Ajmal and Rees (2001) have written of the importance of solution-focused thinking 

in schools, to support teachers and pupils. They advocate a therapeutic consultancy 

approach with a solution focus. This has direct relevance to The Place2Think 

model, to enable teachers to process their own feelings and attitudes towards 

children whom they wish to refer for intervention. They advocate dialogue and the 

re-framing of a child’s difficulties, to achieve co-operation between school 

professionals and a child. They argue that finding real solutions for children has to 

be a shared experience, as it reduces the experience of isolation for teachers. If a 

“co-operative dialogue” can admit of the strengths, resources and resilience within 

the family, and can validate the experience of fear, ambivalence or despair with the 

child, parent or teacher, there is likely to be collaborative possibility. They suggest 

the school-based therapist, by taking on a “not knowing position”, can open up 

spaces in the dialogue for which “newness” can occur (Ajmal and Rees, 2001 

p.126). The move from “expert” to “collaborator”, with a demystification of the role 

of the therapist and a “lack of jargon”, can move to a solution for everybody in the 

system. They refer to Lambert’s Pie (1992) who investigated therapeutic factors in 

outcome success, namely: 

 

• 40% of effective change is due to strengths, resilience, qualities and skills 

people already have;  

• 30% of effective change relates to the development of a good working 

relationship between the client and therapist; 

• 15% of effective change is due to factors of “expert interventions”; and 

• 15% of effective change is due to “placebo factors”. 

 

Although Lambert's work relates to the adult experience as a therapy, Ajmal and 

Rees argue that these therapeutic factors are applicable to finding creative and 

practical solutions, to children at risk in school. 

 

Dugra, et al. (2009), like previous authors, acknowledge the pernicious impact of 

stigma on children with mental health needs, which can create marginalisation, fear 

and low self-esteem in children, and diminish the effectiveness of interventions. 

They specify the risk factors for the child in the inner-city environment, with boys 
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having greater rates of externalising problems through aggressive behaviour and 

non-compliance, than girls. They refer to the child’s temperament, and their 

interaction with their emotional environment and their parents. They are aware of 

the “chronically acrimonious” parental relationship and its negative impact on the 

child; they also acknowledge the protective factors, such as high intellectual ability 

and academic success, good peer relationships, and a supportive family that is able 

to manage change. One particular protective factor they emphasised, which may 

apply to a school counsellor, is their acknowledgement of the development of a 

warm confiding relationship with a trustworthy and reliable adult (not necessarily 

within the family). Adverse factors include low socio-economic status, domestic 

abuse, poor peer relationships, poor strategies to cope with stress or difficulty, and 

parental physical or mental illness. As they suggest, adverse factors can lead to a 

specific mental health problem, and can increase vulnerability to experiencing 

problems. 

 

In Child and Adolescent Mental Health Today (Jackson, et al., 2008), it is argued 

that most adult and adolescent mental ill-health originates in childhood. Risk factors 

are a “complex jigsaw” of interlocking factors in which the mental ill-health is 

incubated, and they reflect the UNICEF (2007) finding that the UK is the least 

happy place for a child, in the world's 21 richest nations. 

 

A chapter by Raby and Raby (2008) highlights the “domino effect”, where one 

mental health problem could lead to a series of other problems, e.g. if a child is 

abused, she or he is more likely to be removed from the family and “looked after” 

by the local authority, when the evidence suggests that “looked after” children have 

the worst outcomes of any group of vulnerable children. Again, they list significant 

factors of resilience, which may relate later in the study to the impact of a school 

counsellor, as the “committed mentor”, outside the family and, at least, one 

“unconditionally supportive parent or parent substitute” as a key protective factor. 

The capacity to reframe adversities and to develop empathy and solutions for others 

are also resilience factors which may relate to the long-term counselling strategies, 

and / or to The Place2Talk provision. As Wilson notes: at any time between 20% to 

30% of children will experience psychological problems of varying severity; 10% 

will have a significant mental health disorder, between the ages of five to fifteen; 
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5.8% will have a clinically significant conduct disorder; and 3.8% emotional 

disorders, such as anxiety or depression.  

 

“There is convincing evidence to indicate that child mental health 

problems that are not attended to in childhood, continue into adolescence 

or adulthood.” 

(Hall & Williams, 2007, Sainsbury Centre for Mental Health, 2007)  

 

The chapter by Weare (2003) considers the whole school approach to promoting 

mental health. She refers to the “captive audience” of the school population and the 

centrality of schools in promoting the health, social and emotional development of 

children. Although she examines the importance of the SEAL programme (Social 

and Emotional Aspects of Learning), Weare acknowledges the need to develop 

“coping skills”, resilience and life skills for children in school. She addresses the 

phenomenon of the “emotionally literate school” (Weare, 2003), which addresses 

the total experience of school life; its management, ethos, policies, relations with 

parents and the local community, teachers, and the learning curriculum. She 

advocates for the “universal approach” to child mental health, in partnership with 

the “targeted approach” for children with obvious mental health problems. The 

promotion of protective emotional factors, such as happiness, self-esteem, resilience 

and optimism, relationship skills and stress management, have direct applicability to 

a school-based mental health service, such as The Place2Be. Weare addresses four 

key factors: 

 

• social and emotional skills development;  

• whole school emotional literacy;  

• genuine participation by the whole school community; and 

• the promotion of a sense of autonomy in children, which is indicative of 

choice, self-determination, reflection, critical thinking and clear rules and 

boundaries.  
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Finally, staff development, which enhances the teacher's emotional capacity, 

flexibility and self-reflection, can model mental health promoting behaviours to 

children. 

 

Midgley, et al. (2009) considers child psychotherapy and research with emerging 

findings.  They acknowledge the “counter transference” for the therapeutic 

clinician, as they are exposed to the full force of children's emotional turmoil. 

Therapeutic shifts relate to inter-personal understanding of the child situation and 

concomitant “emotional availability”. They reflect on the power of play for 

children, to express their wishes, preoccupations and dilemmas. A central 

acknowledgement of their work is the “setting” of the work, which provides a 

consistent and predictable context for children, to explore difficult or uncomfortable 

issues, such as fear of abandonment, hostility to parents or siblings, feelings of 

rejection, disappointment, terror or guilt. This has direct relevance to The Place2Be 

room and the insistence on “sole use” by The Place2Be, which is sometimes met 

with outrage, criticism or a lack of comprehension by school staff. It is 

acknowledged, in this book, that children in one-to-one therapy are usually suffering 

from multiple problems and displaying a range of difficulties, due to trauma. Many 

children have been overwhelmed or shattered by their complex circumstances. To 

facilitate therapeutic change, the child is seen by the same therapist, at regular times 

in the same room, and has his or her own set of play equipment or toys. The authors 

advocate for further research into child psychotherapy, but acknowledge that talking 

about research to psychotherapists can feel “like selling deep freezers to Eskimos”.  

 

Rustin’s chapter on child psychotherapy refers to the “hard to reach” child, as the 

“doubly deprived” child who is struggling with multiple risk factors, but least likely 

to access consistent and high-quality therapeutic support. 

 

This literature review has sought to draw on key issues in the provision of child 

mental health, in a school setting, which will be reflected in the research with the 

key stakeholders in The Place2Be model: parents, children, head teachers and 

therapists. I anticipate that many of the skills and challenges in supporting children's 

mental health will be supported, contradicted, or developed, in the following 
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chapters, which will endeavour to bring alive the many “voices” of the key players 

in The Place2Be service provision. 
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Chapter 3: INTERVIEWS WITH THE PLACE2BE SCHOOL 

BASED THERAPISTS 

 

“Life is not about how fast you run, or how high you climb, but how well 

you bounce…”        

      (Tigger: Winnie the Pooh) 

 

• Rationale for Grounded Theory as a Methodological Anchor for 

Research Design 

• Explanation of Collection and Analysis of Data 

• Interview with Six School Project Managers 

• Group Focus Interview and Critical Feedback 

• My Reflexive Response 

 

3.1 Interviews with The Place2Be School-based Therapists 

 

3.1.1 Research methodology and design 

 

The research rationale was guided by my Practice Evaluation Project in which I had 

interviewed six school-based therapists, using grounded theory as a research 

method. Since the research findings were highly pertinent to my research focus, the 

focus group in my Practice Evaluation Project recommended that I incorporate this 

earlier research into my Final Project, and balance the “voices” with additional 

interviews with head teachers, children and parents. I was further invited to “take 

risks” by both the focus group and, later, by the co-operative inquiry group. Since I 

had decided to submit a RAL5, the medium size Final Project ensured that I needed 

to limit my research participants to therapists, head teachers, children and parents 

and the co-operative inquiry group, which I shall introduce, in Chapter 4. 

 

Grounded theory analysis was chosen as a qualitative research method, because it is 

founded on an iterative, inductive and deductive cycle, where theory is allowed to 

emerge, directly, from the data and is ultimately tested and grounded in the real 

world. It is a constant comparative method, which is particularly suited to the 
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research, and which allows for flexibility and the questioning of gaps, 

inconsistencies and uncertain understanding. It has a particular attraction for me, as 

a novice researcher, because it provides explicit procedures for gathering and 

generating data in the research, and there is a wide range of exemplars of its use. I 

have consulted a wide range of research papers published in the quarterly 

Counselling and Psychotherapy research journals of the BACP, over the past five 

years. Further to this, as an existential humanistic psychotherapist, I value the 

phenomenological method to elicit subject meaning and experience, and grounded 

theory is a qualitative methodology aligned to this world view. 

 

I also considered narrative and free association and interview methodology 

(Holloway and Jefferson, 2007), but felt that this would not generate the wide range 

of data I might expect from grounded theory analysis, employing semi-structured 

interviews with six participants. 

 

Grounded theory analysis is time-consuming and laborious, and I was initially 

concerned that I would become overwhelmed by the data, and struggle to define 

categories and coding. Also, I was aware of the early split between Glaser and 

Strauss and the subsequent dominance in the methodology by Strauss and Corbin. I 

was anxious not to be split and confused by the Glaser and Strauss / Corbin 

differing approaches to grounded theory analysis, and found myself highly 

influenced by the latest third edition of “Basics of Qualitative Research” by Strauss 

and Corbin (2008), completed shortly before the death of Anselm Strauss. As an 

“insider” researcher, I have to admit my bias in relation to the research question and 

scope, and the bias of becoming complacent and positivistic, regarding the data 

from The Place2Be staff.  

 

Strauss and Corbin (2008) attend to this bias and research risk, by emphasising the 

personal experience as an inevitable factor, and suggest that we use our bias to 

stimulate thinking about the various properties of the data and dimension of 

concepts and, indeed, this was my experience. Strauss and Corbin warn that 

sometimes researchers become so engrossed in their investigations, that they do not 

realise that they have come to accept the assumptions and beliefs of their 

respondents. A grounded theory researcher must walk a fine line between capturing 
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the hearts and minds of respondents, while keeping sufficient distance to be able to 

clarify and analyse the data. Attempting to stay at the conceptual level and keeping 

a journal of my thoughts, feelings and cognitions helped me to “step way” from the 

data and be surprised by my assumptions and beliefs and that of the participants. 

Strauss and Corbin (2008) refer to “waving the red flag”, when one is becoming too 

certain of the data. They are wary of the assumption that a researcher can “bracket” 

their beliefs or perspectives. My research journal enabled me to record and process 

my responses to the emerging data, as well as my attendant anxiety, to produce a 

research study of “multiple truths”. Inevitably, we are shaped by, as well as shaping, 

our research. 

 

3.2 Participants  

 

Six participants were interviewed for one hour in their position as The Place2Be 

school project managers. Semi-structured interviews were conducted, following 

written permission by the participants, with a guarantee of anonymity and 

confidentiality (Appendix i). The participants were selected on the basis of their 

experience of working for The Place2Be, for a minimum of two years. One of the 

primary criteria for the selection of participants was that they should be senior 

therapists who had a thorough knowledge of school-based mental health. The six 

senior school project managers came from a range of training backgrounds and from 

a range of theoretical orientations. The professional backgrounds included social 

work, teaching, educational counselling and law (Appendix ii). Interviews lasted for 

one hour and were recorded on audio tape, the content of which was then 

transcribed. Following the initial interviews, I set up a group focus interview for all 

six participants, as a further stage of the evaluation. This was specifically designed 

to elicit and reflect on the lived experience of the research, and the emotional impact 

of the interviews. A second consent form was completed by all the participants 

(Appendix iii), and the group interview was taped and then transcribed. I was 

interested in the epistemological stance of the participants, in relation to the 

children’s situation and risk factors. I was aware of the initial impact of the 

participants’ narratives upon myself as a novice researcher. I was aware of empathic 

emotions, such as respect, alarm at the emotional load of the participants, distress at 

their perceived isolation, and a poignant felt sense of the lives of the children 
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described in their narratives. I was also aware of the danger of empathy as becoming 

synonymous with the participants’ situation, and the struggle to maintain distance 

from the material. I was particularly influenced, in this second group interview, by a 

paper by Ione Lewis (2008) on linking emotion with counselling research:  

 

 

“The potential for qualitative research to provoke intense emotional 

responses in participants is an ethical issue for researchers who need to 

consider thoughtfully the range of potential reactions to their research 

questions.”  

(Lewis, 2008, p.66)  

 

Ethical permission for the dissertation was obtained from the Metanoia Research 

Ethics Committee. Additional ethical permission was obtained from The Place2Be 

Quality Committee, in September 2008, which is the committee responsible for 

ethical standards and the quality of clinical practice, in The Place2Be. The ethical 

guidelines and framework published by the BACP (2008) were consulted, to assess 

risk of harm to the participants, and the integrity of the research methodology. 

Further to this, although I am a senior manager within The Place2Be, I am not the 

line manager of the participants, who were guaranteed individual anonymity and 

confidentiality, in relation to their contributions and sensitive disclosures. I was also 

conscious of treating the participants with respect, and of accepting their right to 

modify / refuse consent, or withdraw throughout the research project. My original 

timescale for this analysis was two months to collect, collate and analyse the data. 

My actual completed timescale was triple my estimate, at six months.  

 

3.3 Data Analysis 

 

The interviews were analysed using grounded theory methodology (Strauss and 

Corbin, 2008; Glaser and Strauss, 1967). The intention in this methodology is to 

identify recurring meaning categories, across interviews, using a method of open 

coding and constant comparison. The aim is to create a description and theory from 

the data itself, rather than fitting the data into an external model. The theory 

generated is, thus, grounded in the data (Strauss and Corbin, 2008). To attempt to 



 

47 

retain the voice of the participants, an analysis of interview material was made, 

directly, from the audio recordings, instead of from written transcripts. There is 

synchronisation of data collection and analysis; I also analysed the data, as soon as 

possible, following the interview, so that I could become more sensitised to the 

issues and areas within the emerging theoretical framework.  I then embarked on a 

process of “open coding”, following the last interview, in order to break down, 

examine, compare and categorise the data. Where a new category was formed, 

during the analysis of a later interview, earlier interviews were then checked for 

units that might fit into this category.  After assignment to categories was 

completed, all meaning units were checked, again, against each category, to ensure 

relevant units had not been missed.  I then compared the categories for connections, 

through the technique of “axial coding”. This involves the identification of the 

conditions under which categories occur, and what follows them. This method 

allows the fragmentation of the research text, which took place during coding, to be 

reversed, until main categories emerge, during the “saturation phase of analysis”.  

This was a very laborious process, but nevertheless, is necessary to ensure the 

theory genuinely “fits” the data and emerges from the data, and is not “forced” 

(Glaser, 1992).  

 

The data from each interview was coded in a three-stage process (Glaser and 

Strauss, 1967). In the first stage of coding, the aim was to identify the type and 

range of concepts within the data. These concepts were written up on a large sheet 

of paper. The second stage of coding, axial coding, proceeded on a similar basis, 

with the primary difference of using post-it notes to collect and collate the 

categories into units of meaning, which refer the number of references in the 

transcripts to the idea or concept. Finally, in the third stage of coding, I attempted to 

collate and reference these meaning units into main categories of meaning which 

reflected the saturation phase, where no new meanings could be derived from the 

interviews, and I could capture the complexity of the units of meaning, into seven 

main categories. During the process of data analysis, memos and post-it notes were 

used to record emerging themes, anomalies and hypotheses; an example is attached 

(Appendix iv). 
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Categories were built up from 445 meaning units, in the transcripts.  The meaning 

units were ascribed to more than one category, as appropriate. Categories were 

systematically related and developed, as some initial categories became subsumed 

by others, resulting in seven main categories. 

 

These categories cover the mental health needs of children and parents, children 

who were identified by participants as “hard to reach” and a category examining the 

accessibility of the mental health service. Further categories include; the barriers to 

therapeutic efficacy, the characteristics of the Place2Be school project manager, 

measuring the impact of the therapeutic intervention and the strengths of the 

Place2Be school mental health service, before considering the implications of the 

data for clinical practice and service delivery. 

 

 

3.4 Category One 

 

3.4.1 Mental health needs of children and parents  

 

The six participants all identified socio-economic deprivation of children and 

parents, as linked to the mental health risks of children and families. Overcrowding 

in small flats, on council estates with high rates of crime, were identified in creating 

pressure and a climate of fear and psycho-social pressure for children and parents. 

Temporary housing and inadequate emergency accommodation were a common 

occurrence for children, in the cluster of primary schools. Absent or violent fathers, 

and relatively high levels of abuse in the form of neglect, emotional abuse or harsh 

physical abuse, were identified as leading to depression and anxiety for children, 

who were referred to The Place2Be. Participants felt that children were often 

exposed to domestic violence in the home, which was exacerbated by parents’ use 

of drugs and alcohol. In one school, the school project manager estimated that 90% 

of the children were from West African cultures, where parents were seeking 

asylum, and some had failed their application for asylum, and were “in hiding”. 
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3.4.2 Question from school project manager interview: What are the mental 

health needs of children in this school?   

 

Participant: “Most children here are West African, about 90%. Lots of physical 

punishments at home and children being physically chastised, sometimes being 

beaten with a stick, so lots of punishment and self-esteem issues, therefore, are big 

with the children – attachment issues are absolutely huge – lots of moving around of 

families – different schools and children therefore find it hard to have secure 

friendships, as they are moved around a lot –  a lot of the children here are living in 

poverty, both parents and children, but particularly parents have feelings of no hope 

or powerlessness – there’s lots of overcrowding in small flats and you know that the 

estates round here are really bad – sometimes sexualised behaviour because the 

children are in small flats – lots of aggressive and chaotic behaviour and fear of 

gang culture – fear of crime – fear of bullying – that's about it, but lots of pressure 

on children and parents.”     

 

All were attempting to disappear from contact with representatives of authority. 

Fear of bullying, gang culture and knife crime were additional pressures on children 

who were not collected by a parent / carer from school, but obliged to return home 

through areas of crime, with the consequent fear of being bullied or intimidated. All 

six participants identified high levels of mental ill-health amongst parents of 

children which would impact on the children, with particular reference to bipolar 

conditions amongst mothers, and high levels of deprivation and anxiety. Several 

participants mentioned that Mondays were difficult for children, following a 

weekend at home with chaotic parents, with several risk factors for the children, 

which have been described, previously. The geographical context of the school’s 

catchments area is an area of relatively high mobility, due to temporary housing, 

and the re-development of the Elephant and Castle area of Walworth, resulting in 

anxiety and stress for parents and families, who were living in temporary 

accommodation, or were waiting for a housing transfer, due to the overcrowding in 

their social housing. The reasons for this high mobility and temporary homelessness 

are diverse; predominantly domestic violence, relationship breakdowns and 

neighbourhood harassments. In the United Kingdom, approximately 100,000 



 

50 

households live in temporary accommodation, at any one time (Office of the Deputy 

Prime Minister, 2004).  

 

3.5 Category Two 

 

3.5.1 Children who are “hard to reach” or at risk of exclusion 

 

Five of the six participants identified that The Place2Be was working with between 

three and four children, in each school, in a long-term therapeutic intervention, who 

were at risk of exclusion, due to their conduct disorder, acting out and aggressive 

behaviour in the school, or violence to children and teachers. Impulsivity of 

children, manifest in their conduct and behaviour, was seen as a risk factor for 

exclusion, and work with parents, identified impulsivity as a key characteristic of 

the parent’s difficulties. 

 

3.5.2 Question from school project manager interview: Can you tell me about 

the children's risk factors who use the service here?  

 

Participant: “Well, we say we are a tier one / tier two service, but actually we work 

with very complex troubled children – actually I’ve got a list here – let me see – 

seven out of nine of these children have multiple risks. Five are really complex and 

are all tier three. There is a real danger of exclusion because of abuse, parent 

substance misuse, volatile children, children caught up in domestic violence and 

witnessing it, bullying, fear of bullying a lot of time we are working way beyond 

tier two. CAMHS often ask us to work with these complex children, because we can 

offer them long-term consistent work – this child is at risk of going down the 

offending root – child five here – there are three that could be referred, but CAMHS 

has waiting lists, whereas we [have] no to stigma here – the child doesn't get left 

dangling. For CAMHS, there can be a wait of 6 months – it takes so long – and the 

parents don't have to take them for the child to come here – we are much quicker 

and we are much more consistent and they get to the sessions – whereas outside the 

parents have to take them and they just can't do it – they are just too chaotic – they 

are just too frightened. Parents here are always afraid and often disorganised – they 

don't turn up for the first appointment – I often have two or three or four 

appointments that are missed, but I keep on at them – I’m tenacious – parents are 
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often chaotic and fearful of CAMHS and external appointments – it’s so messy and 

bitty when you try to get parents to go to CAMHS, but there's no point at the same 

time of working with children in isolation – but parents do not attend. Place2Be can 

work by the back door, I think – working with child and the parent because parents 

can trust Place2Be – parents are frightened of being blamed or having the finger 

pointed at them for their child's difficulties, but I think there is less stigma because 

we are in school and we look like one of [the] staff – here a lot of our parents are 

seeking asylum and waiting for a decision about their status about leave to remain.”  

 

Two participants estimated that they believed there were at least two children who 

were at risk of being excluded, in each class. Due to primary schools’ attempts to 

include the children, and not exclude them from the system, most schools were seen 

to be “holding” significant numbers of children with a range of special needs which 

had not been diagnosed, ranging from ADHD and children on the autistic spectrum, 

to substantial numbers of children who were violent or distressed, with a high 

preponderance of boys amongst this cohort.  

 

One participant described a child subject to episodes of distress and violence, when 

he would exhibit aggression to peers and teachers, and kick doors and furniture 

within the school. The respondent’s strategy for containing the child was to drop 

white feathers from the third floor window, so that child would be curious and 

collect the feathers to bring to The Place2Be therapist, and contain his fears in a box 

to contain his distress, and feeling of rage.  

 

A significant number of children in The Place2Be therapeutic interventions were 

deemed to be from “hard to reach” parents and families who were rarely seen by 

school staff and where written consent for their therapeutic work had been 

problematic. 

 

Participants reported that parents can be isolated by their own choice, and that this 

was manifest in their fear of trouble and fear of criminality by association with 

neighbours, or parents engaged in the “black economy” of claiming benefits and 

working part-time, in cash- in-hand employment. Parents’ own negative experience 
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of their own childhood and school was seen to be a factor in their avoidance, or 

refusal to engage with school professionals. 

 

3.6 Category Three  

 

3.6.1 Accessibility of The Place2Be model of mental health service  

 

All participants identified the significance of an “in-school” mental health service as 

being of substantial benefit to providing access to counselling the children, parents 

and the school community. School project managers stressed the importance of 

being “ordinary” and not using jargon or terms which would alienate parents and 

which might lead them to refuse written consent for the therapeutic intervention. 

Several participants stated that they never used the terms “counselling” or 

“therapy”, but rather “help for the child”, “support”, or stressed positive aspects of 

the service, such as “all the children love coming”. Across all schools, participants 

described the accessibility for children as being linked to the “captive audience” of 

children, and the significance of offering therapeutic consistency and a non-

stigmatising service, to children and parents, who are often ambivalent or afraid of 

authority figures, or agencies that might blame or pathologise them, for their child’s 

difficulties or “report them to social services for their inadequacies.” 

 

3.6.2 Question from school project manager interview: How many of the 

children are “hard to reach” – those families who won’t engage or are hard to 

reach? 

 

Participant: “Most of them – some parents are so anxious – I have to go to parents 

evenings – I hang out in the playground to try to catch them – they trust us because 

they think we are part of the school – parents often miss appointments, as I said, and 

phone calls are impossible –  I have to catch them at the school gates and you know 

some of the parents and children have child protection and safeguarding issues and 

they are hard to reach – I had to push the school sometimes to help. Even with 

difficult obnoxious mothers, I can usually reach them. I spend a lot of time trying to 

reach parents and engage with them – lots of parents here don’t have leave to 

remain, so they could be deported – lots of domestic violence – horrendous abuse – 

lots of crime – parents are really under pressure and are often away a lot and the 
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children are shunted around – I really need to be persistent. Some of the family 

circumstances are so deprived, so terrible that it is difficult for the parents to 

confront and face it – lots of parents are in denial about their circumstances, because 

there is no hope and they have to live with it every day.” 

 

The Place2Be was deemed to be “safe” by parents, and commended and valued by 

children, who were seen as “ambassadors” for the service by school project 

managers. Learning support assistants who were identified as having low status 

within the school hierarchy, but who were often mothers from the local community 

with considerable influence, were often advocates for The Place2Be, with parents of 

children in the local community, including “hard to reach” parents. It was noticeable 

how much significance the participants gave to “looking ordinary” and “talking in 

an ordinary way”, to addressing the psychological barriers for parents in achieving 

contact, involvement and written consent. On average, there were five missed 

appointments, in achieving an interview with parents, and obtaining written consent.  

All participants stressed the importance of a “no blame” approach to these missed 

appointments, and stressed tenacity in pursuing parents, with a range of strategies, 

such as catching parents by the school gates, in order to attempt an assessment of 

the child’s needs, by using ordinary language, e.g. “come up for a chat”; “where 

were you last week? (to a mother who had missed her fourth appointment). “Have 

you got the time now for a quick chat?” If a parent showed reluctance, participants 

would ask: “can I text you or call you before we meet just to remind you?” All 

participants stressed the need to appear (and be) relaxed in their demeanour. One 

participant wore a school fleece to “look” like a member of the school staff, and 

often resorted to giving out fruit at home collection time, as part of the school 

healthy eating strategy, to meet with parents.  “Looking” and “being ordinary” were 

seen as significant skills in addressing ambivalent parents and lowering or 

eradicating barriers to consent for the therapeutic intervention. 

 

3.6.3 Question from school project manager interview: Tell me about external 

agencies. How often do you refer on? 

 

Participant: “Well, hardly ever – they would ever get there – their mothers are so 

ambivalent – this is such a small school – so I can provide them with an 

intervention, but some are already on the CAMHS radar, but parents won’t go – the  
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problem is they don’t  get to CAMHS  and then they come back to me on the 

revolving door. CAMHS asked me to work with these complex children, but as I 

said, children here are so mobile because of housing issues, because of family 

chaos, because the estates are being demolished around here – lots of issues with 

our own moving on to new housing and parents don't have confidence in CAMHS, 

but I think they do in Place2Be.” 

 

All participants were aware of parental ambivalence about the stigma of the child’s 

difficulties, and the stigma of referral to an “external” professional such as an 

educational psychologist, a behaviour improvement clinician or a CAMHS 

professional. The Place2Be service was accessible, because participants responded 

and adapted to the parents fear and ambivalence and were “accepted” and their offer 

of therapeutic support accepted for their children. 

 

3.6.4 Question from school project manager interview: Do you think that there 

is anything that is particularly effective in this model of service delivery? 

 

Participant: “Well, I think the model is effective in that it is embedded in the 

school; it's – part of school life and there is no stigma – the one-to-one work is 

where the good stuff happens – consistency and reliable work every week for the 

child – a good relationship. Well of course it’s every week and sometimes for a year 

or more and that’s very unusual – I think that engagement and attachment are so 

important – the alliance with the child – the Goodman SDQs are useful, but the 

assessment and the dialogue with parent and teacher is critical and important – 

measuring effectiveness / SDQ scores I don't think so much – I think it's more about 

talking and observing the child – observing them in the playground and the school – 

many of the children here often beg to stay on longer – it’s very visual to assess a 

child’s change in behaviour – teachers often report positive changes in behaviour – 

the children are easier to manage in the class – teacher reports are good – shifts at 

home are often reported by the parent – it’s not scientific – it is observable – its 

subjective, looking at their behaviour and friendships over time.” 

 

 



 

55 

3.7 Category Four 

 

3.7.1 Barriers to efficacy of the mental health model 

 

Numerous barriers were identified by school project managers, which needed to be 

addressed. “Fear of being swamped” by the overwhelming level of need of the 

children was common, with particular reference to the size of the model, given that 

the average size of the model was two and a half days a week, in reference to 

schools with a population of between 300 and 400 children. One participant stated 

that she believed accessibility was a myth, and that nobody had prepared her for her 

induction in The Place2Be for the need to say “no” to children, all the time, due to 

the human resources and the size of the model. Pressure of time and the paperwork 

required by The Place2Be, for the purpose of evaluation, was seen to be a barrier 

and pressure on school project managers. Teachers could be sabotaging some of the 

therapeutic work, by avoiding pre- or post-assessment meetings, either due to the 

pressure of their own administrative tasks, or contempt (or envy) of the school 

project manager. All participants stressed the importance of being open, listening, 

respectful and collegial with teachers, even if they were met with hostility or 

resistance. 

 

3.7.2 Question from school project manager interview: What is your DNA rate 

(do not attend rate)? 

 

Participant:  “I always get consent from parents – I don't think I have one who has 

said no”. 

Probe: “Is that important and is this a reflection of the reputation of the school or 

the reputation of The Place2Be – this is a very deprived area where parents might be 

hard to reach.” 

Participant:  “I work with the SENCO and the teacher to process referrals – 

Place2Be is well known in the school and there is pester power by the children – 

they advocate for the service to the parents at home – my approach to the parents is 

critical, being non-judgmental, non-blaming – the way I speak to them is important. 

I talk to them in a very non-judgmental way – I listen to parents, so do not attend 

[rates] are very low – once in a blue moon – I’ve never had a child not want to come 

to one-to-one work.” 
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Cultural issues were often a barrier, because parents and children, in many schools, 

often had English as a second language, and parents liked to “keep themselves to 

themselves” and “mind my own family business”. Participants identified “damaged 

attachments” in parents’ own childhood and experience of school, and this being a 

factor in their difficulties in attachment to their own children, with parents’ own 

experience of insecure and inconsistent attachments in their adult partnerships or 

relationships. The chaotic lives of parents, and their issues with alcohol, drugs or 

mental ill-health, were identified as a factor in a parent’s inability to attend 

appointment times, for clinical assessment; indeed, school project managers, in five 

of the six schools, estimated that seventy-five per cent of the parents were “hard to 

reach”. Parents’ fear of blame for the causation of their child's distress or 

difficulties, or guilt, were felt to be a factor in parental ambivalence, and with fear 

of criticism from the therapist or being “talked down to” by the manager. Parental 

wish for a “quick fix”, and refusal to engage in the therapeutic process, was also felt 

to be a barrier to efficacy, in the therapeutic outcome. Long waiting times for 

external interventions, such as CAMHS, were identified with barriers of high 

threshold and short-term interventions by CAMHS. Parental refusal or inability to 

take their child consistently to sessions was also in issue, in therapeutic outcomes 

for the children. 

 

3.8 Category Five 

 

3.8.1 Characteristics of The Place2Be therapist / school project manager  

 

Participants described the importance of being “open”, “non-judgemental” or “non-

blaming”, and tenacious in reaching out to parents and children. “Finding a common 

language” with parents and school staff was felt to be vital in building confidence in 

the therapeutic service. Modelling the core conditions of congruence, empathy and 

unconditional positive regard was identified by all participants, despite their 

differing theoretical orientation or model. Being calm, reliable and collaborative 

were felt to be key characteristics in establishing rapport in adults and children. 

Collaboration with external agencies and joint working, were identified by five of 

the six participants as significant, and particularly with reference to children in great 



 

57 

distress, or who were exhibiting suicidal ideation or depression.  Offering a 

consistent, secure, reliable attachment in the therapeutic work was seen to be a key 

factor in addressing the child’s difficulties, and “letting the child be”, and offering a 

non-directive space for the child to explore, and work through their difficulties, was 

seen to be important.  Promoting the phenomenon of curiosity with parents and 

teaching staff about the meaning of the child's behaviour, however threatening or 

challenging, was deemed to be of great significance.  

 

 

3.9 Category Six  

 

3.9.1 Measuring the impact of therapeutic intervention 

 

Participants described the systemic model of “learning and thinking together”, to 

identify and address the mental health needs of children and parents. Teachers were 

perceived to be working under great pressure, with new government initiatives, 

inspections by Ofsted, and focus on SATS results. The child was never seen in 

“isolation” by any of the therapists, but rather at the centre of their two different and 

often conflicting domains of home and school. School project managers valued the 

measure of the Goodman SDQs (Strength and Difficulties questionnaire) and the 

impact score, as a measure of efficacy. Participants valued their own perception of 

the child’s behaviour and conduct, pre- and post- The Place2Be intervention. 

Behaviour shifts or “little shifts” were identified as a way of identifying change, due 

to the impact of the therapeutic intervention. 

 

3.9.2 Question from school project manager interview: What are the main 

benefits of the service to children, teachers and parents? 

 

Participant: “One of the main benefits is that something is being done with these 

difficult, complex children – a child will impact on the relationship with a parent 

and the benefits I think are intangible and unseen – unconscious sometimes – I 

mean the SDQs try to measure effectiveness, but they are not good for assessing 

improvement – they are not good for assessing movement and change – I use 

intuition and observation of the child in the classroom – sometimes their scores 

worsen, but actually we have made a positive impact.” 



 

58 

 

Participants described how they would observe the child, in the classroom and 

playground, to assess this behaviour shift. The teacher’s value of the mental health 

service was related to their experience of the child becoming more manageable, in 

class, and becoming more open to learning, and progressing with their academic 

targets. The Place2Be was perceived as an accessible mental health service which 

could “contain the escalation” of the child’s challenging or distressing behaviour 

and vulnerability, and prevent more sedimented behaviour and exclusion. 

 

3.10 Category Seven 

 

3.10.1 Strengths of The Place2Be school-based mental health services 

 

All participants were aware of the impact of poverty and socio-economic 

deprivation on the school community, and on children’s mental health, and 

promoted the service as a universal, but targeted, mental health service for children. 

Aspects of the service included The Place2Talk, a lunchtime drop-in counselling 

service open to all children. The Place2Talk was seen as a “universal” service which 

could identify withdrawn or shy children who were not referred for therapeutic 

work, since their behaviour was not aggressive, conduct-disordered or challenging. 

However, some of the children presented issues, in this drop-in service, which were 

not known to the school staff or to the teachers, but which could lead to a clinical 

assessment or referral for long- or short-term therapeutic work. Targeted one-to-one 

counselling was conducted in The Place2Be room, which was a designated 

therapeutic space, with art materials and therapeutic toys for the sole use of The 

Place2Be work. This was a highly valuable asset in providing the children with a 

consistent and unchanging space, to work through, and contain their issues, which 

were often a reflection of their volatile, inconsistent and unpredictable experiences 

with their adult carers. As most schools in this Southwark cohort were built in the 

Victorian era, and overcrowded with inadequate playground facilities, The Place2Be 

room was a measure of the value of the service and integration and acceptance by 

the head teachers, and school staff, who were themselves working in cramped and 

overcrowded conditions, within the schools. 
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Immediate referral to the service for critical issues, such as parental death, 

bereavement, domestic violence, substance abuse by parents, or parents’ physical or 

mental ill-health was deemed to be important to the school staff and the needs of the 

child. 

 

3.10.2 Question from school project manager interview: What do you think is 

effective about school-based mental health?   

 

Participant:  “Well, they are a captive audience, you can reach the children 

consistently – in external services people leave all the time and many of the children 

have attachment problems and they can get exacerbated – they go off to CAMHS 

and then they get let down and are in a mess when the clinician leaves – whereas 

here we can offer the child consistency over time – then another thing – you can get 

hold of the parents easier – they respect the school’s power and authority –  they 

know the school – they're not so anxious – I work with the parents a lot – and it 

reaps big rewards – in terms of thinking about the dynamics and the child at the age 

that’s important – getting them while they're young. It’s fantastic.” 

 

The Place2Be was seen to be providing an “inclusive” model by all the participants. 

Becoming part of the school fabric and, at the same time, remaining “meta” to the 

school system enabled school project managers to offer therapeutic consultation and 

perspectives to parents, teachers and children. Not seeing the child in isolation, but 

involving the parents, teachers and school staff, at every opportunity, was seen to 

promote support and positive outcomes for the child, parent and teacher. Not being 

a “threatening expert” and attempting to remain non-judgemental was deemed to be 

vital in eliciting the trust of parents. The shared alliance and engagement of The 

Place2Be therapist, teacher, SENCO, parent and child was the focus of the systemic 

therapeutic approach. Participants stressed finding a “common language” within the 

different systems that were sometimes antagonistic or suspicious of one another, 

with parents denigrating the school, and school staff judging parents’ inadequacies 

or chaotic lifestyles. The Place2Be was seen to be an acceptable and open door for 

mental health support, although the descriptions and language used of the support, 

were often oblique, when meeting parents, to ensure that they were not alienated. 

One participant talked of “leaving theory outside the door”, because they believed 
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that, if they could establish a therapeutic alliance with the parent, teacher and child, 

the outcome for the child would be positive, whatever theoretical approach was 

employed. Long-term one-to-one work was valued by participants, who were able to 

offer weekly fifty-minute sessions for one academic year, which could sometimes 

be extended, if the child’s assessment or mental health needs were complex. 

Collaboration of all parties within the child system was both a challenge and a rare 

opportunity to strengthen resilience, sociability and autonomy in the child. Group 

work was offered in each school, and each participant endeavoured to offer two 

therapeutic groups, per year, with the summer term therapy group supporting year 

six children, with their issues of anxiety, regarding transition to secondary schools, 

following the summer term. 

 

3.11 Response of Participants in Group Focus Interview 

 

All six participants were sent a draft of the paper, as a first stage, and invited to a 

meeting for one hour, to reflect on their experience of the interviews, and the 

grounded theory analysis. This was recorded on a tape machine and later 

transcribed. Participants were vocal in valuing the opportunity to talk about the 

experience of their role as school-based counsellors, but felt that the passion that 

sustained their morale and attachment to the work was not reflected in the grounded 

theory analysis. They also felt that there were “missing voices” from the research, 

and that the voice of the parent, teacher and child needed to be seen, heard and 

reflected. In response to a question about their knowledge and epistemological 

stance as therapeutic practitioners, all six participants felt there needed to be 

attention paid to the key therapeutic skills of “holding and containing” the child and 

parent, and the crisis that was often presented in an assessment. Indeed, there was a 

concern that this first stage inquiry was too positive, about what could be achieved. 

The group felt that practitioners were often working in a “therapeutic twilight zone”, 

where damaged attachments, anxiety and complex family circumstances ensure that 

a good therapeutic outcome for the child and parent were difficult to achieve and 

measure. The official “measures”, of the Goodman strength and difficulties 

questionnaire, obscured and did not reflect their ability to support a child and the 

family. They reflected on the paradox that the depressed and withdrawn child may 

become more vocal and aware of their situation and, therefore, the SDQ score 
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would reflect a higher abnormal score of distress. All participants felt that further 

attention and research should focus on the relational and subjective truth of the 

individuals within the child / school system. There was a recommendation that a 

qualitative and emotional measure could be developed to reflect this, for their 

termly reports to the school and the annual Place2Be clinical audit. Four of the six 

participants felt that their “knowledge” and assessment of a child was, essentially, 

drawn from observation of the child and the parent, in the assessment meetings, 

combined with their therapeutic intuition, and observing the child in their 

interaction in the playground. The subjectivity of the practitioner’s knowledge was 

felt to be worthy of further research, together with an attempt to research the 

relational skills that were so essential to working with “hard to reach parents”. 

Although the importance of offering a non-stigmatised approach emerged in the 

grounded theory, the participants felt that it was not sufficiently described, or 

reflected in the categories. Finally, all participants felt that the grounded theory 

analysis was an important stage in attempting to describe their work and experience, 

but would need “to be brought alive” by the use of case vignettes and case studies, 

which would demonstrate the complexity of their experience and skills, and a more 

nuanced truth, than this first description. 

 

The six participants were highly engaged and committed individuals and their 

emotional intensity in the one-to-one interviews and group meeting had a profound 

impact upon me, as a researcher. Further research could be undertaken to elicit the 

participants’ emotions and voices, through heuristic research methods, such as 

heuristic enquiry (Douglas and Moustakas, 1984); or interpretative 

phenomenological analysis (Smith, et al., 2009). 

 

The group focus interview was significant in raising my awareness of the lack of 

attention paid, in the initial interviews, to the emotional responses of the participants 

to the task of providing a counselling service to children in the complex system of a 

primary school. The participants conveyed a “survivor” mentality and resilience, 

which I failed to examine and elicit, in the one-to-one interviews. One participant 

stated: 
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“I couldn’t engage with the first part of the paper, it seemed rather dry 

and boring. It started to come alive when you described the categories 

which emerged from the interviews and I recognised myself in the work 

that I do – but my work in the school is incredibly complex and changes all 

the time, and I don’t think that came across in the paper.” 

(Participant, Group Focus Interview) 

 

This was a challenge that was direct and revelatory, in that in my anxiety as a 

novice researcher, I had stayed primarily at the cognitive level, and my questions to 

participants, shaped their cognitive responses. Their passion, energy and 

commitment were palpable, in the interviews, and I felt it; but, my facilitative 

interviewing skills were undeveloped, until I was able to meet participants in the 

group focus interview. I became aware that my anxiety as a researcher had 

paralysed my “voice”, and that the rigidity and dryness which is reflected in the 

grounded theory categories is an accurate reflection of my cognitive bias, at this 

stage of the research. I entered the research with “two left feet in lead boots”, due to 

my anxiety, and therefore felt unable to “dance and move”, with the participants, in 

the first round of interviews. I felt that the participants intuitively recognised this 

anxiety and we were able to “dance together” in the group co-operative inquiry, in a 

clumsy, but more authentic manner.  

 

I did briefly consider that grounded theory was an inappropriate methodology for 

interviewing the participants; however, I realised that this is like a bad workman 

blaming his tools! It is clear to me, on reflection, that my anxiety in the interviews 

restricted my curiosity and did not enable me to be curious, probing and 

exploratory, and thus reach a truly grounded analysis. For example, it is clear from 

several of the initial categories that the relational skills of the participants were a 

key factor in efficacy, and yet they were not fully realised in their description, since 

I did not explore the emotional connections between the participants (child, teacher, 

parent and therapist). Further study could reveal a much more interesting and 

engaging description of the different and adjacent worlds of the participants. 

 

My stance, in the first research stage, was cautious and cognitive and, therefore, I 

believe the key emerging theme in the group interview was to “loosen up” as a 
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researcher, take some risks, probe deeper and further, and attempt to engage all the 

dimensions of the participants’ experiences, rather than just their thinking. What is 

the emotional impact of working as a relatively lone practitioner in a highly 

deprived environment? How can the efficacy and limitations of The Place2Be 

impact be revealed, become more nuanced and potentially more “truthful”? I am 

also influenced by the participants’ response in the group inquiry, that to ”bring the 

work alive” and demonstrate the therapeutic potential, I should seek to employ case 

vignettes or a case study methodology, to engage the reader and participants in the 

field, to demonstrate the multiple adversities faced by many children, in the inner 

city school. 

 

3.12 Implications of the Research 

 

This study has identified the complexity of a model of mental health service 

delivery, in a cluster of primary schools, in an area of high socio-economic 

deprivation. Barriers to written consent for the child’s therapeutic intervention have 

been identified and explored. “Being ordinary” and “seeming ordinary” were key 

skills in addressing parental suspicion or ambivalence. The location of the mental 

health service in the fabric of the school, and systemic collaboration with teachers, 

parents and children, were identified as necessary to achieve good outcomes for 

children. Judicious use of language and terminology in addressing parents and 

achieving collaborative working was highly significant. The Place2Be school 

project managers avoided terms such as counselling and psychotherapy, or using 

terms describing deficits in the child or parent, but rather stressing positive non-

judgemental factors in supporting the child and parent. “Come up for a chat” was 

employed, rather than an invitation to a clinical assessment of the child’s difficulties 

and risk factors. Theoretical orientation or models or techniques were not felt to be 

useful by participants, but rather the application of a set of therapeutic attitudes and 

skills: consistency, reliability, containment and the core conditions of congruence, 

empathy and unconditional positive regard. Finding a common language with 

teachers / parents and children and an ability to “contain” the child’s distress, 

through the choice of the therapeutic intervention of one-to-one therapy, group work 

or place to talk, was deemed to be critical.  
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Further research could be undertaken into school-based mental health and parental 

ambivalence in giving consent and engaging with the therapeutic work. This 

research would be particularly valuable, if it focused on the areas of socio-economic 

deprivation.  

 

The use and awareness of attachment theory (Bowlby, 1969), and the provision of a 

safe and consistent attachment to The Place2Be counsellor or school project 

manager, was perceived to be an attempt to model a secure attachment in the school 

environment, to provide reparation for the children’s ambivalent, inconsistent or 

damaged attachment experience with their parents or carers. Participants were aware 

of The Place2Be as a “secure base”, (Ainsworth, Bowlby, 1969), for which the 

children could make connections with their experience, memories, feelings and 

behaviour. School project managers were acutely aware that they provided the 

luxury of time and space for skilled therapeutic attention, in a system where 

teachers were preoccupied with managing whole class behaviour, as well as meeting 

school and government targets, on a range of initiatives and educational attainment 

measures. Trust and acceptance of the service as a model of integrity, by teaching 

staff, learning support assistants and parents, was essential to the provision and 

efficacy of the range of therapeutic services available to children and the school 

community. 

 

3.13 Implications of Findings to the Professional Field and Future Directions 

 

This chapter has been illuminating in identifying key areas which I propose to 

develop in the later chapters, in the final project. Participants have identified 

vulnerable children in the “hard to reach” cohort of their child clientele, with the 

following characteristics: children who require therapeutic support, due to their 

parents’ misuse of alcohol or drugs; and the attendant child protection issues, due to 

neglect, physical abuse and chaotic parenting. A recent paper by Beckman, et al., 

(2009) has delineated three areas of risk for such children: impaired socio-emotional 

and cognitive development; impaired and chaotic physical care and maltreatment; 

and a salient risk factor for the development of substance misuse for children, as 

they mature. The same study has identified risk factors for children, such as reduced 
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social and intellectual functioning, deficits on SATS results, and conduct and 

behaviour disorders amongst children of opioid-dependent parents and carers. 

 

A second group of children identified, in this research, are children who are 

involved in family domestic violence and abuse. Nearly seventy-five per cent of 

children living with domestic violence have witnessed the violence, or are in the 

same room as the violence and assault. This cohort includes ten per cent who 

witness a sexual assault of their mother by her male partner (Abraham, 1994). 

Between thirty and sixty per cent of children exposed to domestic abuse are 

themselves physically abused (Abraham, 1994). Participants in this study identified 

the affect on children as ranging from aggressive and conduct-disordered 

presentations, to withdrawal and “acting-in” responses, such as depression and self-

harm. Further research could be undertaken into the formulation and response of 

The Place2Be clinicians to this cohort of vulnerable children. A significant 

proportion of children living in temporary accommodation, in this research study, 

were in a refuge, due to domestic violence, with attendant uncertainty, instability 

and impact on their mental health and that of their main carer, invariably a mother. 

In such scenarios, CAMHS service may withdraw, or postpone therapeutic 

engagement, until the family is placed in a secure context, so that work can be 

planned with clarification of mutual expectations. However, the result is that some 

of the neediest children have no access to external specialist mental health services. 

For such children, in The Place2Be schools, in contrast, they can be immediately 

assessed and assigned to a therapeutic intervention, involving play or art therapy, or 

long-term counselling.   

 

A large proportion of the children, identified in this study, have multiple risk factors 

and complex family circumstances and issues. Participants described the attempts to 

refer such children to the external CAMHS services, and how a “boomerang” effect 

would occur, due to long waiting times and high threshold for acceptance, to the tier 

three services. One participant described her experience and frustration relating to 

the belief that, unless children were exhibiting psychotic symptoms or were severely 

self-harming or suicidal, they were not offered a place on the CAMHS waiting list 

for therapeutic intervention. The “boomerang” effect was also highly significant, 

due to parental ambivalence and refusal and inability to take up the offer of a 
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referral, or an invitation to engage with an external mental health professional. 

Further research should be undertaken into this phenomenon, and how a school- 

based mental health service can support appropriate external referrals. One of the 

absent voices in this study is the view of the parent and their anxiety, ambivalence 

and attitude to the offer of a therapeutic intervention for their child. Since children 

cannot be regarded as a significant “change agent” for their difficulties, further 

investigation could attempt to study the phenomenon of parental anxiety and 

ambivalence and their experience of the school-based mental health service. 

 

However, participants felt that the “missing voices” of the child, parent and teacher, 

needed to be acknowledged and explored. Particular emphasis could be given to 

acknowledge the emotional response of the child to the intervention and to reflect 

on their experience and engagement. This would be a challenging, yet significant, 

area of research. 

Finally, I must reflect on the experience and response to this grounded theory 

analysis of myself as a research student. My overwhelming response at interviewing 

the participants, in this study, was feeling emotionally engaged with the passion and 

commitment of the school project managers. Although I am a researcher within The 

Place2Be organisation, my role as a regional manager is two positions removed 

from the clinical work, in the primary schools. My work as a regional manager is 

cognitive, supervisory, decisive and managerial. I respond to problems within the 

service system, funding issues, human resource conflicts and staff problems. I was 

deeply impressed by the commitment, passion and clinical expertise of the six 

participants and this experience reminded me why I was drawn to the organisation, 

fourteen years ago.  

 

Fourteen years as a senior manager has led to a withdrawal from feeling emotional 

engagement with the work, within the schools. This study has re-engaged my 

compassion and passion for the work, along with my sense of care about the 

primary task of providing responsive and flexible mental health services to children 

and supporting the extraordinary individuals who have chosen to work as school-

based therapists. 
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My reflexive response was one of admiration for the school-based therapists and 

their many qualities, and envy for the children receiving long-term therapy. My own 

experience of school was that I felt lost in an emotional desert and felt a prisoner in 

a system from which I could not escape. I am sure I would have been a “Place2Be” 

child, as my own vulnerabilities, were apparent. I was avoidant of school, and 

would take any opportunity to “be sick” for as long as possible. During my 

experience as a primary school child, I was diagnosed with pneumonia, a brain 

haemorrhage, viral meningitis, a double hernia, kidney stones, an inability to walk, 

and numerous ailments, ranging from migraines to digestive problems. I distinctly 

remember my delight in faking the symptoms of stomach cramps, and being rushed 

to hospital in an ambulance for an emergency removal of my appendix. As the 

surgeon remarked to my mother, afterwards, he had removed a completely healthy 

organ and was puzzled by my dramatic symptoms. This Munchhausen by proxy and 

hypochondria was exacerbated by a neurotic refusal to eat food. After several weeks 

or months of absence, due to various illnesses, when I returned to school, I was 

placed on a special dining table for the “difficult eaters”, and my food would be cut 

for me by a dinner lady, and be counted, and I was not allowed to leave the table, 

until I had consumed half the food on my plate. I possess a shocking photograph of 

myself, at this time, when I was ten years of age, where I look truly anorexic, with 

painfully thin arms and a protruding ribcage. I reflect, now, that my undiagnosed 

“anorexia” was an expression of my protest at the psychological conditions of the 

attachment relationship to my parents and my home life, and a desperate attempt to 

control something in my life. To be permanently sick and ill was an experience of 

being “special”, and an attempt to win the approval of my mother who loved to play 

nurse to a permanently fragile son and “patient”. I would often be hospitalised for 

long periods of time in the 1960s, and would weep when I had to return home. 

Hospital was an experience of containment, with caring adults, and I became 

habituated to the institution. 

 

Like many children receiving a Place2Be service, my behaviour and symptoms 

were an attempt to communicate my story, my dilemma, and were meaningful. 

However, the interpretations were not psychological, but have resulted in my body 

having a large number of interesting scars from various operations for fictitious 
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ailments. From a childhood experience of disgust and fear of food, I am now a 

middle aged “wounded helper” therapist, with a rapidly expanding waistline! 

 

Most of the children receiving a Place2Be intervention have been identified by their 

“acting out” behaviour, although there are a significant number of neurotic children, 

like myself, who are “acting in” and withdrawn and isolated, with low self-esteem 

and lack of confidence. 

 

As a child who dreaded school and avoided school, wherever possible, I survived by 

withdrawing into myself and took refuge in my “dubious status” as an invalid and as 

a “fragile child”. I feel that my driven and compulsive work ethic, at The Place2Be, 

over fourteen years, is linked to this experience of school avoidance, and school 

failure. 

 

3.14 Limitations of the Study  

 

The participant sample was a relatively small group of six Place2be school project 

managers.  Typically, grounded theory research is carried out on data sets, from 

between eight to twenty informants, so caution must be expressed in the findings 

and conclusions of the study. Furthermore, the participants were therapists who 

were confident and established in the school environment, and who had worked for 

The Place2Be, for a minimum of two years, but an average of four years. It would 

be interesting to note if the conclusions would be different, with less confident and 

newly arrived school project managers, in a primary school. Also, this study focused 

on an area of complex and challenging socio-economic deprivation, in the inner 

city. A study in an alternative Place2Be cluster of schools, in a rural environment, 

such as Durham or Blythe, would yield interesting comparison and balance to the 

conclusions of the study. As described, above, more attention needs to be paid to the 

meaning and subtlety of working as practitioners, in inner city schools, and the 

“other voices” need to be included in further research, particularly the voice and 

perspective of the child. 

 

This first research chapter has sought to contribute to the rationale for school-based 

mental health. There is increased recognition for flexible, sensitive and responsive 
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service delivery for “hard to reach” children and their families. This chapter has 

sought to deepen, demonstrate and disseminate this agenda, and provide practical 

recommendations and clinical insight to substantiating school-based mental health 

initiatives. This chapter has further contributed to the debate for targeted therapeutic 

services, as a model of therapeutic efficacy and social justice.  
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Chapter 4: HEAD TEACHER INTERVIEWS 

 

“For almost a dozen years during a formative period of their development, 

children spend almost as much of their working life at school as at home. 

Altogether this works out at some 15,000 hours (from the age of five to 

school leaving), during which schools and teachers can have an impact on 

the development of the children in their care.” 

(Rutter, et al., 1979) 

 

• Interview with Six Head Teachers 

• Rationale for Research Method 

• Ethical Consent 

• Data Collection and Analysis 

• Implications of Interviews and Findings 

• Participant Feedback and Reflection 

 

4.1 Head Teacher Interviews: Research Method and Design  

 

Following the grounded theory analysis of six senior school project managers and 

therapists, I decided to approach six head teachers and use the grounded theory 

method to analyse the data (Strauss and Corbin, 2008; Glaser and Strauss, 1967). 

 

I had learned, from my previous research, to allow a realistic timescale, and the 

interviews took place over a three-month period, with analysis of the material taking 

eight weeks. Again, I intended to create a description and theory from the data, and 

identify recurring meaning categories from the interview data, using a method of 

constant comparison and open coding, until saturation is achieved.  

 

I was greatly supported by the comments of the co-operative inquiry group of 

eleven participants, in September 2010. The group felt that I should be alert to the 

danger of a positive bias in the data analysis, as an “in-side” researcher, and should, 

therefore, ensure that I attend to the head teacher’s dissatisfaction or disappointment 

with The Place2Be service, as well as their satisfaction. I was also anxious to 
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engage, relationally, with head teachers and depart from my “script” of semi-

structured questions, which had led to a rigid and dry “grounded theory”, following 

the school project manager’s interviews. I wanted to probe deeper and further with 

the head teachers, and come out from behind the “researcher curtain”, into the 

interviews, to elicit the nuanced experience of the mental health service, of six busy 

head teachers, in inner-city primary schools.   

 

Six head teachers were recruited for interview from the termly steering group 

meeting, composed of 38 head teachers and stakeholders, across the inner-city hubs 

of Greenwich, Wandsworth, Southwark and Brent. I was interested in interviewing 

head teachers who had experienced The Place2Be service in their schools, for a 

significant time, (the median partnership time of the six schools was seven years, 

with two schools having The Place2Be for ten years). 

 

Ethical permission for this research was granted from The Place2Be Research and 

Advisory group (Appendix v) and the Metanoia Ethics Committee (Appendix vi). 

All six head teachers were guaranteed anonymity and confidentiality, and were sent 

an explanation of the research, the research method, and a participant consent letter 

(Appendices vii and viii). This letter stated the condition that I will send all 

participants the completed paper, with an option for a further meeting and 

discussion of the implications for the participants. I was anxious to ensure that “I 

give something back” to the participants, and collaborate on implications to improve 

the service and understand the motivations of each participant, to retain The 

Place2Be service. 

 

Semi-structured interviews were held on head teachers’ school premises, for one 

hour and were taped, and later transcribed, prior to analysis. A three-stage process 

was adopted (Glaser and Strauss, 1967).  Initially, in the first stage, I attempted to 

identify the type and range of concepts which I wrote up on a large sheet of paper, 

before coding the categories into units of meaning. During this process of the 

analysis, post-it notes were employed to generate possible hypotheses and themes. 

Finally, I attempted to collate and reference these units of meaning into main 

categories of meaning, upon which I shall reflect, in this paper.  Categories were 

built up from 174 meaning units, in the transcripts, and resulted in nine categories of 
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meaning, relating to impact and the value of the service; the impact on children; the 

impact on parents; the impact on school staff; measuring the impact of the whole 

service; the impact on school exclusions; pressures on the mental health of children 

and families; reflection on the systemic model; the critique of The Place2Be service; 

and model of service delivery. 

 

4.2 Category One  

 

4.2.1 The value of the service 

 

Participants valued the clinical skill and expertise of the school project manager and 

The Place2Be volunteer counsellors. They reflected that teachers did not have the 

time to sit with a child, and listen to them, as a Place2Be clinician could do, 

providing consistent attention and clinical focus, for a fifty-minute session, for a 

whole school year. Participants were also aware that large numbers of children in 

their school were being offered a high quality service, which was accessible and 

free of stigma for the child. The embedded mental health service was highly valued, 

because it was flexible, responsive, and promoted the experience of the “team 

around the child”, since The Place2Be staff attended inclusion and multi-agency 

meetings, to think about the child's needs. Head teachers felt that the school project 

manager offered a “different perspective”, when thinking about a complex child 

with multiple needs.  . Moreover, participants felt that teaching staff have become 

more emotionally literate and aware of the complexity of children's behaviour. 

(Before The Place2Be service was embedded, one participant noted that the staff 

would respond with sanctions, when confronted by challenging or aggressive 

behaviour from children). 

 

 

4.2.2 Question from head teacher interview: How does The Place2Be help the 

school community? 

 

Participant: “Raising awareness of children’s mental health. Staff such as LSA’s 

would have seen children behaving badly and needing a sanction – whereas, now 

the staff are more aware of the behaviour being meaningful. There is something in 
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the child’s life that is worrying them. Now my staff talk to the school project 

manager and each other. The school project manager is available to staff and these 

discussions feed through to key staff such as the inclusion officer and home school 

liaison officer and the SENCO and myself. It has helped me enormously as a head 

teacher. I don’t have all the answers to a child’s difficulties. My school project 

manager has valuable contributions – she will often have a different perspective 

from school staff and it has changed the ethos in my school – and the children 

benefit. They now know it is important to talk through their problems and worries.” 

 

The immediacy of response was highly valued, with head teachers reflecting on how 

inaccessible and frustrating CAMHS could be for teachers and parents. Thresholds 

for referral to CAMHS and social care were high, in all the four local authorities, in 

which the schools were based, and were inaccessible to parents of children, for 

many reasons, which will be reflected in another category. The Place2Be service 

saved time for the head teachers, with several participants reflecting that they would 

have had to spend considerable amounts of time resolving children's disputes and 

conflicts, where The Place2Be now provided the clinical time and skill, through The 

Place2Talk, and one-to-one counselling sessions. Several participants commented 

on the calmer atmosphere of their school and playground, which they attributed to 

The Place2Be service, with a school project manager viewed as a “trusted person” 

accessible to all children in the school. 

 

 

4.3 Category Two 

 

4.3.1 Impact on children 

 

It was noted by participants that significant numbers of children used the service, at 

different levels, from short-term counselling and Place2Talk lunch sessions, to long-

term counselling.  The Place2Be provided “strategies for coping”, and paid 

particular attention to the issue of friendship in the lives and development of 

children. Socialisation and friendship networks were seen by head teachers to be of 

crucial importance to children, and The Place2Be provided immediacy and 

accessibility, to reflect on, and process this experience. 
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4.3.2 Question from head teacher interview: Do you think The Place2Be helps 

you manage children with challenging behaviour? 

 

Participant: “Some of the children are so troubled. There are about ten to twelve 

children who would have been at risk of exclusion. Since we have had The 

Place2Be, we have had no permanent exclusions. The Place2Be has been a 

significant part of that. Many of the children here are coping with insecurity and low 

self-esteem. The skill of the therapist enables the child to open-up – it helps then 

enormously. We have been really impressed with the work of the volunteer 

counsellors. We can spot the triggers earlier so we can step in and support the child, 

rather than sanction them. It has been incredibly positive. It has helped us with 

vulnerable children facing secondary transfer. The first weeks of secondary school 

can be incredibly difficult.” 

 

Participants, in all schools, noted the extreme and significant mental health needs of 

their children, relating to unpredictable and chaotic home life and the impact of 

inner-city deprivation. Six head teachers noted that all the children in their school 

benefited from the service, because the cohort of needy and demanding children 

were being offered a Place2Be service; therefore, they were less disruptive in class, 

and the learning environment was calmer and more functional. All head teachers felt 

that the provision of therapy enabled children to achieve, academically, and engage 

with their lessons, since they were less burdened and distracted by their emotional 

needs. 

 

Although an in-house mental health service would generally be regarded as a tier 

one and tier two provision, within the CAMHS framework, head teachers noted that 

considerable numbers of children with highly complex needs were being served by 

The Place2Be. It was also noted that they would be unlikely to access external 

support, due to parental ambivalence, and fear of stigma. The children were not 

concerned about asking The Place2Be for help with their emotional needs, and one 

head teacher commented that children in her school felt it was their “right” to be 

listened to and heard by a responsible adult, and that this would support their 

emotional and psychological resilience, in later life.  Bullying and aggression were 
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reduced in the playground, and children were able to develop emotional resilience 

through the therapeutic contact. In one Catholic school, the head teacher noted that 

it was usual for secondary school pupils to return to his primary school and reflect 

on their experience. A significant number had reported that The Place2Be was one 

of the most useful interventions, and that they were still employing the coping 

strategies, in their secondary school. “This is what helped me through”, was the 

comment relayed by one head teacher that a number of his ex-pupils had reported, 

with reference to their therapeutic intervention, in The Place2Be. 

 

 

4.4. Category Three 

 

4.4.1 Measuring the impact of the service 

 

There were different responses by head teachers, with all participants valuing their 

own perception and that of their staff, of the impact on children and the school 

environment. Interestingly, however, only one head teacher measured the academic 

progress of children accessing The Place2Be. He reported that he tracked sixteen 

one-to-one children, each year, pre- and post- the therapeutic intervention, and that 

all the children achieved a sub-level or one and a half sub-level progress, in their 

academic abilities, which was a huge achievement, and allowed the school to “close 

the educational gaps” for this cohort of children. 

 

4.4.2 Question from head teacher interview: How do you measure the impact of 

The Place2Be on your school community? 

 

Participant: “We track educational attainment and I can see a positive difference in 

the self-confidence of children who come to The Place2Be. Currently, out of twelve 

children receiving one-to-one therapy there are four who might have been excluded. 

Children now are not afraid to talk about their problems. We notice that there is less 

aggression in the playground. The Place2Be enables us to hold complex cases and 

hold the child in the school. We are working with high risk children with very 

complex needs. These children can make professionals feel very impotent. They are 

“hard to reach” and we can feel very challenged. Having a school-based mental 
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health service has enabled us to understand and hold children who are depressed, 

introverted and disengaged from education. My school project manager is part of 

my school project team. The Place2Be has influenced my school in raising the 

awareness of the importance of children’s mental health.” 

 

Head teachers reported that children were more socially developed as a result of 

their therapy, with a noticeable improvement in their self-esteem and confidence. 

 

One head teacher noted that she tracked disruptive behaviour through her 

“behaviour log”, and incidents of unacceptable behaviour had greatly reduced, in 

year two of The Place2Be service, and could be attributed to the provision of The 

Place2Talk lunch time service. The belief of the head teachers that there were 

positive impacts for the whole school was noticeable, but this was based on positive 

parental feedback and their own observations, rather than “facts” or “hard 

evidence”. However, participants stressed that not everything can be quantified and 

measured, and to isolate The Place2Be by intervention would require a control 

group, which would mitigate against the accessibility of the service. All participants 

valued The Place2Be as a significant part of their “inclusive school strategy”, with 

children who would have been excluded, staying in school, and engaging with 

education. One participant commented that The Place2Be helped them contain and 

understand the complexity of children, and their mental health needs. Early 

intervention for children's mental health needs was seen as crucial, and most 

participants gave several case vignettes on complex children “at risk”, who had been 

helped by the school-based mental health service. 

 

4.5 Category Four 

 

4.5.1 The impact on parents 

 

Five of the schools had a parent worker based in their school, who offered 

confidential long-term counselling to parents. This was valued by the head teachers 

who felt that the location of the parent counselling, in the school, and the personal 

attributes and approachability of their parent worker, enabled parents to overcome 

their reticence and anxiety, and ask for therapeutic help. 
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4.5.2 Question from head teacher interview: How has The Place2Be had an 

impact on your parents? 

 

Participant: “The fact that it is school based, parents can access it. The DNA rates 

are so low for The Place2Be. The parents and children in my school are some of the 

most vulnerable in society. Before we had The Place2Be, there was nothing in tier 

two that was accessible, so we had to fudge along. My school project manager is 

very good at reaching out to parents. She is very visible in the playground, during 

the morning and afternoon, and attends parents’ evenings. A great example was 

yesterday when a parent who is very “hard to reach” suddenly appeared in the 

playground. The school project manager in a very quiet and calm way approached 

him and managed to get written consent for his child to have counselling.”  

 

One parent commented to a head teacher “it isn't really counselling – we just chat”. 

Indeed, therapy could be described as “just chat”, or “conversation”, but to 

paraphrase Adam Phillips, it should be “the most interesting conversation in the 

world”. The provision of highly skilled professional “chat”, was deemed by head 

teachers to be critical in reaching “hard to reach” parents, and head teachers 

identified the barriers to parental engagement as cultural, “not revealing family 

business”, and fear of stigma, and being judged by professionals. However, the 

school project managers were invariably successful at engaging parents and 

obtaining consent for the therapeutic work. 

 

Numerous instances were offered as examples of what one head teacher referred to 

as “quiet tenacity”, in attempting to engage parents; but, presence in the playground 

at drop-off and pick-up time for the children was seen to be crucial, and 

understanding that tenacity was critical, to reaching “hard to reach” parents, was 

commended. The non-stigmatising approach of The Place2Be clinician was a key 

factor. All head teachers commented that CAMHS was too remote and inaccessible, 

geographically and psychologically, and, in Wandsworth, was located in St 

George’s Hospital, which was deemed to be “scary” and “too scary” to enable 

parents to engage. Thresholds for CAMHS referrals were deemed to be high and 

inaccessible to most children and parents, with waiting times, too long. Participants 
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felt that The Place2Be provided immediate response to parents, with no barriers, 

which enabled parents to overcome reticence, ambivalence or anxiety. Cultural 

issues were understood by Place2Be managers, with one participant valuing the 

presence of a black school project manager, as a key factor in engaging “hard to 

reach” West African or Nigerian parents whom he felt had a defensive response to 

the exposure of “family business”. 

 

4.6 Category Five 

 

4.6.1 Impact on exclusions 

 

All participants reflected on the positive impact that The Place2Be service had on 

highly complex children, at serious risk of exclusion, although permanent 

exclusions had been stopped by the local education authority, in Southwark, with 

the policy of “managed moves” from school to school, of troubled children. Four of 

the six participants were emphatic that The Place2Be intervention was the key 

factor in enabling the school to contain the child, until the end of year six, and the 

transition to secondary school. The median annual number of children in each of the 

six schools who were not excluded, as a result of The Place2Be holding and 

containment, was four in each school. All participants commented on the complex 

life situation of a number of The Place2Be children, with children with mild to 

moderate special needs, “looked after” children, and children who had been adopted 

due to traumatic abuse, amongst this cohort. All participants reflected on the 

challenge of transfer to secondary school, and how school and The Place2Be was a 

strong partnership in supporting anxious and vulnerable children. Two of the six 

participants gave positive (but dismal) examples of how The Place2Be had offered 

intensive and long-term work to two complex children with severe emotional and 

behavioural needs, to remain in their primary school, only for the children to 

transfer to secondary school, with no therapeutic support available. The result was 

permanent exclusion, in both cases. One participant also maintained that there were 

considerable cost savings to enable her to retain special needs children in her 

school, in a Place2Be intervention, rather than the boarding school option, at an 

average cost of £80,000, per annum.  

 



 

79 

4.7 Category Six 

 

4.7.1 Pressures on the mental health of children and families 

 

Poor housing was a key theme, in all six schools, with five head teachers reflecting 

on the pressure of sub-standard, overcrowded accommodation and the strain and 

stress on parents and their children. The subsequent mobility of children and parents 

was high, in most schools, with children moving into temporary accommodation, at 

relatively short notice, and new children arriving in school, or moving to another 

area, with subsequent dislocation, trauma and stress for children. 

 

4.7.2 Question from head teacher interview: What is the pressure on the 

mental health of children and families in this school? 

 

Participant: “Good old fashioned poverty! Terrible housing and over-crowding – 

massive amounts of domestic violence. Substance abuse is massive here. Lack of 

aspiration and motivation – lack of positive role models. Crime – and being scared. 

Gangs and violence are very real around here. There are culturally specific issues – 

Bangladeshi disempowered women suffering horrendous domestic violence. 

Cultural disconnect between first generation parents and their children.” 

 

All participants were aware of the impact of separation and divorce on children, 

with some head teachers aware of the conflict for children of being “a go-between” 

or “hostage” to parents fighting for custody, or enacting revenge on a former 

partner. Several head teachers reflected on the impact on mothers using their 

children as confidants or “substitute partners” to their own turmoil, and the 

boundary issues of expecting their child to be their “best friend”.  

 

In five of the six schools, deprivation, crime and fear of crime were prevalent, with 

parents and children being aware of the high crime rate of their locality, with gangs, 

knife crime and robbery as having a direct impact on the confidence and security of 

parents and children.  
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Unstable family dynamics and inconsistent parenting was a marked feature of the 

lives of the children, in all the schools, with neglect, a significant pressure on 

children, in two schools. This neglect was often associated with substance misuse, 

with one participant reporting that children in her school were often not collected at 

the end of the afternoon, due to some mothers being intoxicated, or using class-A 

drugs. Indeed, due to the prevalence of “dealing drugs” on one estate, one head 

teacher reflected on how drugs such as ecstasy and cocaine were a cheaper way of 

escaping from reality for mothers, than alcohol. Further to this, there was a brisk 

trade on the estate, in dealing Ritalin, to control and manage the children’s 

behaviour. Neglect of children was often a concern for participants, with some 

children sent to school in winter, without coats, or inadequate protection, and often 

without breakfast. This was a reflection of the low morale and capacity of parents, 

to manage the impact of deprivation, long-term unemployment and poor housing. 

Although participants were aware of a number of initiatives in the community, 

which could support parents’ emotional or mental health, these were deemed to be 

too remote, inaccessible or intimidating, for parents to access.  

 

Domestic abuse and violence was a feature, in all schools, with a negative impact on 

children’s self-esteem and stability, with children described as regressing in their 

behaviour in school or “acting out” and becoming more violent, as a result of being 

a witness to this emotional volatility and violence. 

 

4.8 Category Seven 

 

4.8.1 Criticism of The Place2Be model and service delivery 

 

Since the median time of the partnership in the schools was seven years, five of the 

six schools had experienced two or three different school project managers, over the 

years. Whilst all participants were extremely satisfied with their current manager, 

several had been disappointed by previous managers, due to the following reasons: 

 

• the school project manager being “remote”, and disengaged from the school 

staff; 
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• a reticence or refusal to share information about the children, or the clinical 

work; 

• low threshold child protection information not being shared with the head 

teacher; 

• school project managers not conveying their clinical thinking, or plans, to 

school staff, head teachers and governors; 

• a lack of volunteer counsellors, in one school; and 

• some members of school staff feeling “judged” or assessed by The Place2Be 

clinician, with a lack of relational warmth or colleague respect. 

 

It was clear that the calibre of the relationship and information sharing was critical, 

in enabling head teachers and school staff to feel they were working in partnership 

and collaboration, in the best interests of the children. The complexity of this 

partnership was evident in most of the interviews, with head teachers reflecting on 

The Place2Be school project manager as a key individual, in their plans for a “team 

around the child”, or “the inclusive school”. Whilst clinical skill and a different 

perspective were highly valued, an equality of respect and understanding of how 

each school worked or functioned was central to the perceived success of The 

Place2Be clinician, and school partnership.  

 

The team of four to six volunteer counsellors, in each school, was deemed to be 

highly effective and professional, with the exception of one school, where there was 

a current problem, with only half the volunteer counsellor team in function. The 

qualities of the most successful school project managers appear to be linked to their 

being perceived as a member of the school staff team; individual, but different, with 

a valued and supportive perspective on children’s behaviour, emotional needs, and 

understanding the impact of their parents and family on their emotional and 

psychological function. 

Two of the six participants were highly critical of a recent decision from The 

Place2Be core hub, to require that all schools obtain annual negative consent to 

enable children to attend The Place2Talk service, at lunch time, or for parents to 

refuse permission for this. The lack of consultation with head teachers had resulted 

in considerable expense and administration for two schools, with two head teachers 
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critical of the “high-handed” way this had been communicated to them, and the 

subsequent confusion and barriers for children and parents using The Place2Be 

service. 

 

One participant reflected on the importance of the school project manager in 

developing a relationship with school governors, as they were critical in making the 

decision to retain the project, on an annual basis, relating to the financial stability of 

the school budget. A recent attendance at a “Being is Believing” showcase of The 

Place2Be had made a profound impression on an influential governor, who now had 

a positive understanding of the work of The Place2Be mental health service, in her 

school. 

 

One participant reflected on how important it can be for head teachers and school 

staff to realise the impact of the clinical work for the child and the class teacher, 

since children's behaviour often deteriorated or became more “extreme”, initially, 

after they had attended their one-to-one sessions. One head teacher had cause to 

allow a particularly distressed boy to have fifteen minutes in his office, each time 

the boy left his session, in order for the child's emotional vulnerability to be 

processed, before returning to the class. 

 

4.9 Category Eight 

 

4.9.1 Impact on school staff 

 

The impact on school staff had been considerable, in all the schools, with 

participants reflecting on how they, and their school staff, had become more 

nurturing of the children, and emotionally aware, as the impact of the school-based 

mental health service had helped change the culture towards children and children's 

emotional and mental well-being. Head teachers reflected that The Place2Be saved 

them a considerable amount of time, because they could refer troubled children and 

parents, directly, to an accessible school project manager. The impact on staff 

morale had been profound; with the different clinical perspectives of The Place2Be 

meeting the needs of the school, to improve educational attainment for the child, 

which one participant noted was the “bottom line”. The calibre of dialogue about 
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the children's needs was enhanced, with the need to understand children's behaviour, 

and how this is a reflection of their situation, at home and in school. Despite head 

teachers’ legitimate anxieties about continuing to fund their financial contribution 

towards the retention of The Place2Be service, participants described the loss of the 

service as “devastating” or “unthinkable”. Inset trainings and clinical presentations 

by the school project manager had had a positive impact on teachers and learning 

support assistants alike, who appreciated how The Place2Be could support and 

inform their objectives, in supporting and understanding the needs of their most 

complex and troubled pupils. “My teachers can now teach” was a reflection by 

several head teachers, who also reflected on the impact of the service, in helping 

them develop an emotionally literate and calmer school. 

 

4. 10 Category Nine 

 

4.10.1 Reflection on the systemic model 

 

All participants valued the systemic model of The Place2Be, with children 

accessing mental health, at the different levels of The Place2Talk, and the short- and 

long-term counselling. They felt that the embedded school service of The Place2Be 

enabled children and parents access for “highly complex” and “hard to reach” 

children, since no barriers existed, because the service was a “natural” part of the 

school service. Although one-to-one support in The Place2Be for parents was 

valued, it was recognised that there was often a slow start to all sessions being used 

by parents, as parents will often feel overwhelmed by their emotional and 

psychological feelings, when the work began, and several had disengaged from the 

work. Several participants reflected that all schools should have The Place2Be, with 

complex children needing to be tracked and supported, during the critical years of 

year seven, to avoid the permanent exclusion of these children. 

 

4.10.2 Question from head teacher interview: What is your view of The 

Place2Be systemic model? 

 

Participant: “My TAs don’t have the skills or time to work with such troubled 

children. The Place2Be provides regular consistent support which is missing from 
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their lives. The Place2Be school project manager is not seen as an outsider, but is 

seen as a member of the school staff. It makes my staff aware of the importance of 

children’s mental health and the importance of well-being. It is brilliant value for 

money. There are saving in terms of children being excluded or going to a PRU. 

The cost of exclusion is vast – I think about £64,000, per child. We are an inclusive 

school and the support outside school isn’t good enough. We need an in-house 

solution like The Place2Be. You need to be in a good place mentally to be able to 

succeed in education.” 

 

All participants reflected on the wish to have a larger model of service delivery, 

since the average service model was two and a half days to three days a week. 

However, head teachers recognised that a four or five day model would be 

unaffordable and unsustainable, in the face of uncertain budgets and an economy in 

recession. One participant described his school as a “pressure cooker”, with The 

Place2Be as a metaphorical “valve”, which enabled tensions in the children to be 

understood and resolved. 

 

All participants noted that the systemic model worked, and reflected on the value of 

the advice and support through The Place2Think dialogue, between the school 

project manager and school staff. However, if the service became unaffordable, and 

the systemic model too expensive to fund, several participants would choose to 

retain The Place2Talk lunchtime drop-in and the one-to-one counselling, which was 

at the core of the value that head teachers felt about having an in-school mental 

health service.  

 

4.11 Conclusions 

 

It became clear, through the interviews and the dialogue with the head teachers, that 

the personal and relational skills and aptitude of the school project manager were 

critical to the perceived success of the partnership. School project managers who 

were “remote” or who could not adapt their “clinical language” to the varied 

audience of parents, head teachers, SENCO, teachers and learning support 

assistants, etc., were tolerated, but not valued as much as managers who understood 

the need for “joined up” thinking and dialogue, in the context of the school. For any 
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school-based mental health initiative, presence and attunement to the needs of each 

school were significant. Indeed, “presence”, whether at drop-off or pick-up time for 

children and parents, or a professional presence and input, in multi-agency meetings 

or inclusion meetings, was critical to reaching the hardest to reach parents and 

children, and to gaining respect by the head teacher and teaching staff. 

 

Recruitment, induction training and supervision of school-based clinicians should 

take account of the recognition of these potential barriers to supporting children, and 

seek to ameliorate the impact through consultation, dialogue and a partnership, 

based on the converging intent to support the children's emotional and mental health 

and well-being. 

 

Following my write-up of the head teachers’ interviews, I sent all six head teachers 

my draft and asked for their comments and perspectives. The aim was to verify the 

accuracy and tone of the account from the participants, and to be open to challenge 

and disagreement or validation.  

 

All six participants responded by e-mail and telephone.  

 

All agreed that the paper was interesting, with comments ranging from “well-

balanced” to “really resonant with my experience as a head teacher”. One head 

teacher stressed the importance of “tracking” vulnerable children, through transition 

to secondary school, as he had learned that one of the children I had referred to, in 

the paper, who had been helped and supported by The Place2Be, and who had been 

excluded by his secondary school, was now in prison, which he felt demonstrated 

the significance of therapeutic support and “joined up services”. One head teacher 

felt the paper reinforced the importance of accessible mental health support for 

children and commented that “…it is rare to read a document which reflects my 

daily reality”. 

 

All participants commented positively on the amalgamation of the importance of 

relationship-building with school staff and the school community, and the 

importance of having a good school project manager who was truly integrated into 

the school system and who was able to relate to parents, learning support assistants, 
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teachers, governors, children and senior leadership, in a school. The “personality” of 

the school project manager was deemed to be “critical”, and one head teachers felt 

“lucky that I have such a good school project manager and I have not been 

disappointed like some of the other head teachers in your paper” (head teacher, 

email).  

 

One head teacher informed me that she had been directly inspired by the paper, to 

start tracking educational attainment of The Place2Be children, because one head 

teacher in the paper had compared attainment sub-levels in literacy and maths for 

children in long-term therapy. 

 

I include a written quotation from one head teacher, sent to me via e-mail: 

 

“I would also stress that I believe the success of a project is based on 

developing a positive working relationship between the school community 

and the SPM. Regular meetings with key staff, (especially head and 

SENCO), attending staff meetings, planning with teachers and teaching 

assistants, all help with establishing mutual respect and support, resulting 

in Place2Be being embedded within the school whilst also keeping that 

independence which is so important in gaining the trust of children and 

parents.” 

(Participant head teacher by email) 

 

My reflexive response to the interviews was one of feeling the pressures on head 

teachers, of finding the time for the one hour interviews. In three interviews, I was 

kept waiting by the head teacher, in two cases, as the head teachers had serious child 

protection cases which took priority. In the third interview, the head teacher had to 

leave half way through, because a physical conflict between two students required 

his practical support of a classroom teacher. We were able to convene one hour later 

and complete the interview. My sense of many of the inner city schools was that of 

“pressure cookers”, where head teachers and their staff have the challenging task of 

managing government and local authority targets; attending to volatile dynamics 

between children; and supporting parents, where the pressures of poverty, 

deprivation and domestic violence place a heavy psychological burden on head 
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teachers, who are more often trusted by parents, rather than social services, where 

the threshold for support is under increasing pressure. 

 

I interviewed one head teacher, in a school off the Old Kent Road, and walked 

through the estate to reach the primary school. The walkways and stairwells were 

littered with debris, rubbish bags spilling contents, used nappies and used syringes 

and needles, as the stairwells are often used as “shooting galleries” by heroin users. 

The squalor and oppressive atmosphere can hardly be described, and I felt a rising 

anger at the conditions which so many children and families are expected to accept. 

As a former community worker in the area, fifteen years ago, I was aware of the 

infestation of cockroaches and pharaoh ants, in the majority of flats on the estate, 

and how intimidating the area can appear, at night. If Disraeli described Victorian 

Britain, as “two nations” of rich and poor, one hundred years later, there are 

certainly “two cities”, in London, dividing the rich and poor citizens and their 

children. 

 

I feel that the interviews with the head teachers gave a “voice” to the realities and 

the pressures of living in deprived parts of inner city London. I hope this chapter has 

given credence to the importance of supporting school staff and children, with 

services which can help them engage with education, and support their emotional 

and psychological resilience, to survive their context. 
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Chapter 5: THE CO-OPERATIVE INQUIRY GROUP 

 

“This Tardis travels, taking you to places you never believed or realised 

could exist, as you explore this world called research. It also travels in 

time, backwards as you reflect on your journey to this point, and forwards 

as you make plans and work towards the heart of this research, the thesis. 

You meet monsters that scare you to death, but somehow you learn to 

defeat or challenge them, and use what they can teach you. But you also 

have companions to travel alongside on this journey.” 

        (Anita Silvester, 2009) 

 

• Rationale for Co-operative Inquiry in Research Design 

• Reflexivity as a key Concept for Ethical Research: Subjective Truth and 

Emotional Value 

• My Role as Facilitator 

• Contributions from Co-operative Inquiry Group to Interviews 

• Critique and Challenges to the Implications and Findings of the 

Research Journey 

• Reflexivity and my Emotional Response 

 

The co-operative inquiry group for part two of the doctorate, established in 

September 2008, was comprised of ten experienced school project managers, a 

parent worker, and a hub manager. I had sent the twelve members of the group, a 

paper explaining the principle of a co-operative inquiry group (Heron, 1971, 1996; 

Reason, 1994): (Appendix ix) and a consent letter: (Appendix x). The one and a half 

hour meeting was taped and later transcribed, although all participants were offered 

confidentiality and anonymity for their contribution. 

 

I started the meeting by introducing to the group my motivation for undertaking the 

practitioner doctorate: 

 

• to reflect the qualitative experience of the impact of school-based mental 

health in primary schools in the inner city;  
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• to reflect the skills required and the methods, to provide mental health 

interventions and emotional well-being to “hard to reach” children and their 

parents;  

• to promote The Place2Be as an exemplar of the systemic, school-based 

mental health model; 

• to draw on the experience of key stakeholders, such as children, parents, 

head teachers and therapists, into the efficacy and issues, in the provision of 

school-based mental health;  

• to honour the value of subjective truths, in the face of increasing demand for 

evidence-based practice and “objective” measures of impact on children's 

emotional and mental health; and 

• to attempt to bring an ethical regard for all participants, and research 

integrity to the doctoral products of this research. 

 

I then explained my role to the group, to attempt to facilitate a learning 

environment, and to draw on the considerable skills, experience and insights of the 

group. 

 

I reflected on my intention to conduct research with people, rather than on them, 

and reflected on the journey of some doctoral researchers who may choose to draw 

on the experience of the participants, without checking the accuracy of the account, 

and not “giving back”, to further the development and insight for participants. This 

is particularly critical in my approach to the two case studies, which will involve 

children and parents, and where I will need to be alert to the sensitivity and ethical 

issues of the child and parent co-operation, in this phase of the research. The co-

operative inquiry group was emphatic that involving children in the doctoral 

research was essential in “bringing the work alive” and demonstrating how a 

school-based mental health service can support children with complex 

circumstances and family dynamics. I reflected on Goleman’s work (1995) on 

emotional intelligence, which suggests that effective choice is reflected in emotional 

values, and my wish to reflect this in my account, and products.  
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Finally, I discussed my hope that reflexivity could be a core experience of the co-

operative inquiry group, with reciprocal participative knowing, mutual participative 

awareness, and that the content and method of my research could be reflected upon, 

in our meetings. Reason (1994) claims that, in traditional research, methods are 

given priority, and the subjects of the research are subordinated to the research goal, 

or the needs of the research. Reason emphasises critical subjectivity, to the co-

creation or negotiation of meaning, and emphasises the relational framework to 

ethical research. We need to acknowledge the particular and unique. Reason 

believes that we can only do research with persons, if we engage with them as a 

person, as co-subjects and, thus, as co-researchers (Reason, 1994).  

 

“The context in which the researcher and participants operate, to allow 

the possibility of deep engagement, participation and commitment to the 

moment, and their self-awareness through the possibility of “standing 

back.” 

(Reason, 1994 p.45) 

 

I stated that my intentions were to check the research participants’ account with 

themselves, by sending them the products of my writing, and that I recognised that 

this might be a challenge in the work involving the parent and child, since the parent 

and child could withdraw consent or participation, at any time. 

 

I requested the help of the participants, initially, in reflecting upon the following 

issues.   

 

• how to structure interviews with head teachers and questions, on topics of 

inquiry in this phase;  

• identifying “hard to reach” children for case study research, in spring and 

summer 2011, with a random selection within the group of two referrals 

from a potential of twelve, (each participant to refer one child and we would 

pick the name out of a hat, subject to parental and child consent, with a 

waiting list of children, in the event of negative consent);  
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• the commitment from the whole group to emotional honesty and experiential 

inquiry, based on critical subjectivity and collaboration;  

• in the first reflective phase of the group, we would reflect on the experience 

of being a school-based therapist, and I would draw on my previous research 

account and interviews with six Southwark school project managers. 

 

My role in the group was to facilitate questions, ideas and propositions about the 

inquiry and focus of the research. I would endeavour to facilitate process and 

content of enquiry by: taping all the meetings and analysing the content; reflecting 

on the psychological process; writing up the account; and presenting to the group by 

e-mail, in advance, on subsequent co-operative inquiry group meetings, within the 

next six months. I would, also, record any discrepancies or disagreements in my 

written account, and hope to facilitate mutual growth, participation and skills for 

participants of the group, rooted in subjective emotional awareness and feedback. 

 

Following the establishment of the group contract and time for questions, we 

reflected, first, on the grounded theory method of interviews for school project 

managers and head teachers. I explained the principles and practice of grounded 

theory, with the intent to draw the theory from the data, following saturation, and 

my own idiosyncratic use of large notepaper and post-it notes. 

 

There was a long discussion regarding the motivation of the school project manager, 

in the challenging inner-city school. The group reflected on the creativity inherent in 

their role as school project managers, and the satisfaction in observing discernible 

shifts in behaviour and conduct with children who are in complex and challenging 

situations, at home and in school.  

 

There was a reflection on the value of listening and attending to children, and how 

children would often “mob” the school project manager, for a Place2Talk 

appointment. Within this experience, some participants reflected on the persistence 

of the “hard to reach” child who needed an adult to listen and attend to their 

emotional needs, particularly in areas of high or low threshold child protection, 

where “to be heard” was highly valued and needed by children. One participant 
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reflected on how the children learn to use the time- and solution- focused approach, 

well, and that this is a skill they need, as well as educational attainment and good 

SATS results. The capacity to provide psychological services to promote emotional 

resilience was discussed, with the children having access and a route to a safe and 

trusted individual. 

 

I was challenged by one individual who felt that I needed to be careful not to create 

a “heroic image” of a beleaguered clinician, in the inner city school, and there was a 

reflection by the group on the emotional and psychological depletion and the 

potential for “burnout” and disillusionment. This individual member reflected on 

how she felt she had lost motivation and was demoralised by the constant demands 

and workload. This led to a group response that the increasing demands on head 

teachers by The Place2Be core hub, the research and evaluation team and funders, 

was overwhelming, and threatening burnout and emotional exhaustion. It was clear 

that The Place2Be investment in supervision and the training opportunities were key 

factors in why some participants chose to work for the charity, and how this 

supported their retention in their posts.  

 

I reflected how rich and energetic I was finding the discussion and referred back to 

one participant’s experience of my first paper as “dry and boring”, and how I wish 

to provide research which heard and reflected all the “voices” in the system of 

school-based mental health.   

 

There was a sombre mood in the group, at this point, and we reflected on how the 

work is not about the “flowers and butterflies”; but, rather, the bleak situation of 

many of the children and school staff, struggling to manage their anxieties, and the 

complex behaviour of the children in their class.  

 

One participant reflected, in a very moving account, of how privileged she felt to be 

a vehicle for the “voice” of the child, and how this was respected and valued, within 

the school system. Despite the difficulties and strain of the work in schools, 

participants reflected on the “possibility” of basing a mental health service in a 

school. There was consciousness that therapy is often inaccessible, and that there 

are always class, language and judgement issues, in school, and in working 
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therapeutically with children, particularly when parents disclose abusive behaviour, 

or negative attitudes towards their children. Other participants reflected on the need 

to be “real”, in order to have “real” dialogue about the children, with teachers and 

parents, rather than have a “professional” image and manner of approaching 

behaviour challenges, in the children. Dialogue, partnership and shared goals were 

deemed to be crucial to achieving success in working in a school.  

 

One challenging issue which emerged in the group was the “thin line” between a 

Place2Think, as a therapeutic consultancy for teachers, and the often expressed 

request for personal therapy and support.  

 

The group had many ideas for, and questions about, the forthcoming head teacher 

interviews with a particular emphasis on asking challenging questions and finding 

out what was disappointing or difficult for head teachers. One participant reflected 

that a resignation from a school by the head teacher meant the ending of the 

partnership, and that with a new head teacher one had to “start again”, with an 

exploration and demonstration of the value of the school-based mental health 

project. 

 

Finally, there was a consideration of the opportunities and threats that exist in the 

external world, in the light of a difficult economy and threats to funding. 

Participants stressed the importance of a therapeutic culture, which can only be co-

created by a consistent two- or three-day model in the schools, and the importance 

of thinking and processing. There was an expression of anxiety about the single 

counsellor model, adapted by some schools, which could lead to the erosion of the 

systemic approach, in a school, as the single counsellor would be “flooded” by 

acting out children, with severe behavioural problems, with little chance for 

reflection and process. 

 

I was challenged by the group to “bring the work alive”, in my dissertation, and to 

reflect on the impossible task of reaching all children, in a school, who have 

complex needs. 
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I arranged the second co-operative inquiry group for early February 2011 and, two 

weeks before, sent the group the paper I had written, following the head teacher 

interviews which had been undertaken, in November and December 2010. The 

focus of this co-operative inquiry group was to:  

 

• reflect on, and critique the head teacher interviews and implications for the 

group as school project managers;  

• consider the implications for The Place2Be;  

• consider the implications for clinical practice; and 

• refer names of children who are “hard to reach”, to enable me to approach 

the head teacher parent and child, to request involvement in a case study. 

 

Despite the absence of three members, due to sickness, the atmosphere of the group 

was relaxed, engaging and there was a great deal of laughter and humorous banter. I 

suspect this is also a reflection of my increased confidence and competence, in this 

stage of the research, and the confidence of the group in reflective practice. 

 

One member expressed the view that the head teachers I had interviewed were 

remarkably open and psychologically minded, in considering the therapeutic service 

in their schools, but this was possibly a reflection of their investment, and the 

average timeframe of ten years of experience of The Place2Be. However, there was 

reflection that my role as an “inside” researcher may have elicited a more positive 

response from the head teachers, and that it would be interesting to interview head 

teachers who had withdrawn from The Place2Be, or who were ambivalent or critical 

of the service. However, it was understood that this could be a separate quality 

assurance analysis, undertaken by the research and evaluation team, at the core hub. 

Another participant was concerned by the response of one head teacher who 

reported drug use by parents and the prevalence of drug dealing, on the estate, and 

whether the school could be identified. However, other members were supportive of 

the need to reflect the truth and the complexity of reality and risk factors of the 

children in The Place2Be schools, and it was acknowledged that the head teacher 

and school could not, and should not, be identified. 
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The dynamics of control, in the context of the therapeutic service, in a primary 

school, emerged from the intrigue of some participants, with reference to the 

criticism of former school project managers who were tolerated, but not valued, due 

to their remoteness and lack of engagement with school staff. One participant 

commented that an honest appraisal of The Place2Be would be useful, on an annual 

basis, and suggested the use of an anonymous questionnaire sent to all staff, to elicit 

the understanding and value of The Place2Be service. There was a discussion about 

the need “to tailor” the relationship between the therapeutic service and the school, 

because, in the experience of the group, some head teachers did not wish for a close 

engagement with the school project manager, but rather wished the service to 

function, autonomously, and “take care” of the most vulnerable and needy children. 

The presence of The Place2Be could enable some head teachers to “forget” or 

“bracket” the most vulnerable children, as they were receiving the therapeutic 

attention from Place2Be therapists. It was understood that head teachers had to 

manage a complex role, and that managing behaviour, educational attainment 

measured by SATS and managing anxiety in relation to OFSTED inspections, were 

a considerable burden. 

 

One participant noted that criticism of The Place2Be managers, related to “past 

managers”, who had left the organisation and it might be inhibiting to criticise the 

“current” school project manager. Participants felt that it might be easier to criticise 

the organisation, or central core hub of support services in the organisation, rather 

than the direct service delivered, in the school. There was a reflection that some 

head teachers found the complexity of the partnership between The Place2Be and 

the school “difficult”, since they did not line manage the therapists, or clinically 

supervise the work, and that decisions made by The Place2Be could often take 

place, without consultation, such as the change of the consent letter for The 

Place2Talk, referred to earlier in this paper. 

 

The issues around information sharing and relational warmth and alliance was 

understood by the group, with reference to a rigid adherence to clinical 

confidentiality, which had been a dilemma, in the early days of The Place2Be, 

twelve years ago. There was a discussion relating to the ambivalence of consent and 

engagement, from some ethnic groups, in the inner city, and the fifty-two refusals 
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for clinical consent from the entire Somali population of one school, in 

Wandsworth. Further reflexivity elicited the view that that the anxiety about a 

child's risk factors and vulnerability could lead to an expectation that The Place2Be 

should offer an immediate clinical intervention, rather than containing the anxiety 

and thinking together, in partnership, about the child. “Thinking”, rather than just 

“doing” was seen to be as valuable, and more effective with some children and 

families. “Lots of our families are constantly in crisis” was a comment which 

provoked recognition and familiarity, in the context of inner-city schools. The need 

to be reflective and adaptive was reflected upon by the group, and the practical 

issues, such as housing and debt, sometimes needed to be resolved, before a 

therapeutic intervention could be offered. The mobility of inner-city children and 

their families was also a complex issue for members of the group, which could 

result in unsatisfactory and sudden endings, which members felt could invalidate, or 

undermine, the therapeutic gains made by the child. 

 

The paper revealed the school to be a complex organisation. Moreover, the group 

felt that The Place2Be service needed to be adaptable to each school, and that this 

needed to be reflected in induction of paid staff and volunteers. 

 

The group was not surprised that head teachers who had been interviewed valued 

the immediacy of the responsiveness of their school project managers, since 

participants felt this was a key aspect of the partnership and therapeutic alliance 

with teachers and head teachers. Participants knew that responsiveness was an 

important part of their value, as head teachers had so often had negative and 

unhelpful responses by external therapeutic agents. However, the pressure of 

“miraculous” and “magical expectations” could be a challenge for school-based 

clinicians. One participant reflected that, after a parent had suddenly died, and the 

teacher and head teacher were meeting with her, they asked seriously, “how can you 

make it better for the child”? This revealed the high and unrealistic expectations 

which could, occasionally, be projected onto the school project managers.  

 

Head teachers valued the willingness of the school project managers to work with 

complex tier three children, because they had experienced the “revolving door” of 

attempting to refer children to an external service, such as CAMHS, only to be 
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informed that the threshold of the child's psychological needs did not meet the 

service threshold, or having to wait on a waiting list, which could be demoralising 

for the school, parent and child.  

 

There was reflection on the “trust” referred to in the paper, with acknowledgement 

that many head teachers did not know what happened, in the clinical space, but 

trusted and respected the process, since they could observe the positive impact of 

the clinical intervention on their pupils over time. There was recognition of a recent 

school which had The Place2Be for only six months, before an exit was negotiated, 

because the head teacher could not develop the trust to accept the clinical expertise 

of the therapeutic manager, and could not tolerate the “independence”, and the need 

for the relative clinical autonomy of the service. Another participant from a 

Place2Be faith school discussed the ambivalence of members of the teaching staff 

who did not necessarily trust the clinical independence of the school-based mental 

health service and, where there can be an antipathy to children with challenging 

behaviour receiving therapeutic work, which can be seen as a “prize for bad 

children”. Further to this, it was acknowledged that teachers can be disturbed by 

children who are not immediately “cured” by therapeutic work, but who become 

upset, or whose equilibrium is disturbed by play and art therapy. There was 

recognition, in the group, that school-based mental health practitioners needed to be 

“transparent” about the process and the phenomenon of children's behaviour 

deteriorating, or “getting worse”, as therapy begins, and memories and conflicts are 

played out, in the work. 

 

The discussion of the relational warmth and engagement, which emerged in the 

head teacher interviews, led the group to suggest that this may have implications for 

recruitment and induction of new school-based therapeutic practitioners. Also, The 

Place2Be school project managers needed to service the multiple needs of The 

Place2Be, the head teacher and the school community. For example, the need to 

“track” the impact of attainment, against the provision of a therapeutic intervention, 

was understood and supported by the group; however, there was recognition that the 

value of relationships and presence cannot usually be measured. 
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There was interest and understanding of the head teachers’ wish for a larger model 

which could cover four or five days, rather than the typical two and a half day 

therapeutic model, but that not working Mondays was a relief to participants, as 

they were able to avoid the “vortex” of managing the crisis of “Monday”, when 

children could be exceptionally disturbed by a weekend of chaos and difficulties, 

relating to their family context. 

 

In the latter stages of the group, I requested that the group helped me to think about 

the referrals of children for the case study. I produced a battered old hat and the 

group placed names of children on slips of paper; seven names were selected, in 

rotation, with an understanding that, if consent was refused for the first two named 

children, I would move to child three and four, etc., until I could begin to formulate 

the child case studies. I undertook to liaise sensitively with the referring school 

project manager, in the schools, because anxiety was expressed that I should not 

engage with the children for interviews, until the completion of their Place2Be 

therapy. I was challenged by the group, because I stated that I intended to offer the 

case studies to the parents, for comment and ethical sharing of ideas, to support the 

child. Some members of the group felt this might compromise my ability to reveal 

and write about the truth of the child’s situation. I acknowledged this, but felt there 

were greater gains by involving the parent or carer of the child, and that parental 

sensitivities needed to be respected and reflected, in the final case study. I would 

also wish to have some contact with the child’s therapist, and consider the 

assessment information and background of the children referred for the case study. I 

stated that the purpose of the case study was to leave everybody “intact”, at the end 

of the process, and that the interviews would be taped and conducted in The 

Place2Be therapy room. I would return to the group with material relating to the 

case studies and, again, ask for reflections on the clinical aspects of the case. 

 

My own reflection, after I had listened to the tape of the group, was that I was 

struggling with the return to “feeling” the work, and the uncomfortable recognition 

of my own situation and childhood experience of physical and emotional abuse. At 

this stage of the doctorate, I am feeling raw and exposed, and feeling flooded with 

my own experience as a child, which has been provoked by the co-operative inquiry 

group, and the emotional honesty and the engagement of the members and myself. 
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Later, the following week, I visited the Tate Britain museum, where there was an 

exhibition of the work of the artist, Susan Hiller. Hiller’s work juxtaposes 

knowledge derived from anthropology, psychoanalysis and other scientific 

disciplines, with materials generally considered unimportant, such as postcards, 

wallpaper, popular films and internet postings, balancing the familiar and the 

unexplained, and inviting the viewer to participate in the creation of meaning. She 

has collected objects, images and sounds, in order to create new contexts, 

incorporating traces of memory, personal associations which relate to the repressed, 

forgotten or unknown. Her practice often incorporates subconscious processes, such 

as dreaming, reverie, automatic writing, as well as improvised vocalisations and 

drama. Her use of alternative media can be provocative and disturbing and, in one 

room of the Tate, there was an installation, on four large walls, of a Punch and Judy 

show, with a sound track of a show with the puppets, entitled An Entertainment 

(1990). 

 

This multi-media installation was clearly intended to immerse the viewer in the 

work, and emphasise the horror and violence of a popular children’s entertainment. 

The confrontations between good and evil, murder and primitive aggression, in the 

context of the weird reverie of a children’s entertainment, flooded me with memory, 

horror and distress, and I had to leave the room, and recover, outside the gallery. 

 

Processing the experience, I feel the interviews with participants, the raw honesty of 

the co-operative inquiry group, and associations with my own childhood, are 

providing an emerging sensitivity to the doctoral work, which is uncomfortable and 

profoundly challenging. I reflected whether the impact of the doctorate might entail 

me having to go back to personal therapy, to re-examine my childhood experiences, 

at home and in school, and the scars and wounds I had assumed had healed or 

closed.  

 

Heron (1998) refers to the empathy, harmonic resonance and receptivity which are 

present in the co-operative inquiry group, and I feel the identification and 

attunement with the group has touched upon my childhood experience and human 

sensibility, which I have repressed, for many years, due to the demands of a 
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challenging work role, and my own survival mechanism. I shall need to ensure that 

the wounded helper in me is acknowledged and supported. 

 

Reason (1994) makes reference to this emotional identification and openness, as the 

“touch stone of the inquiry method” (Reason, 1994 p.43). This phase of the group 

involves experiential knowing, such that superficial understandings are elaborated 

and developed through immersion and creative insights. He makes reference to 

critical subjectivity and the resonance with being, whereby we can experience 

presences in our world, by attunement, resonance and empathy, in direct 

acquaintance and encounter. 

 

The emotional honesty of the group, and the resonance with the experience of 

children, returns myself and the group to the conscious use of imagination and 

memory, in co-operative inquiry. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

101 

Chapter 6: CHILD CASE STUDIES  

 

“…child analysis of whatever school is built around the child’s playing” 

 

“… it is play that is universal and belongs to health”. 

        (Winnicott, 1971, pp. 39-41)  

 

• Rationale for Qualitative Case Studies and Design of Case Studies 

• Ethical Concerns for Child and Parent Participants 

• Two Case Studies: “Lennox” and “Lucy” 

• Submission of Case Studies to Parents and Therapists for their 

Reflection and Critique 

• My Reflexivity as an “Inside” Researcher 

• Children’s Art Work 

 

Within the field of counselling and psychotherapy, the case study is a flexible 

method of inquiry that can offer a form of narrative knowing, a way of 

representing the complexity of the therapeutic experience, from different 

perspectives of client, therapist and other “stakeholders”, and for understanding 

practical and experiential expertise, which may be revealed by the case study 

method. 

 

I intend to focus on how effective therapy has been for the child, and on the 

different perspectives and “voices” of the child, therapist and parent. “Narrative 

knowing” will be an attempt to present the subjective “truths” of the participants, in 

an engaging manner, and render the story and the therapeutic journey of the child, 

therapist and parent. 

 

The two child case studies, in this chapter, fall within the qualitative research 

tradition of narrative enquiry (McLeod, 2010; Yin, 2003).  
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I will attempt to focus on four sets of questions, through my analysis of the case 

material, which was gathered following interviews with school project managers 

and child therapists, parents of the child, and the child client. 

 

6.1 Questions 

 

6.1.1 Outcome Questions: 

• How effective has therapy been for the child and what changes may be 

observed or attributed to the therapeutic intervention? 

 

6.1.2 Theory Questions:  

• What was the process of therapy, and what theoretical understanding can be 

gleaned from the case studies?  

 

6.1.3 Pragmatic Questions: 

• Why was the child referred, and what risk and resilience factors were present 

in the assessment? What methods did the counsellor use in the intervention 

that contributed to the eventual outcome, and how did the child experience 

their sessions?  

 

6.1.4 Narrative Questions: 

• What was it like for the child, parent and counsellor, in this case? 

• What is the story of what happened, from the child, parent and counsellor 

point of view?  

 

Case studies are generally used for three purposes: descriptive, exploratory 

and explanatory research.  

(Yin, 2003 p.3) 

 

As a researcher, I positioned myself in a “not knowing” and “curious” position, in 

order to elicit meaning and experience from the participants, which is influenced by 

both existential psychotherapy with children (Scazlo, 2010); and narrative case 

study research (McLeod, 2010). Narrative research seeks out how people make the 
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meaning of their experiences, and recognises that meanings are multiple, and 

context dependent.  

 

At the heart of case study research is an abiding interest in the process of change, 

which occurs in therapy. The aim of a narrative case study is to “tell the story” of 

the experience of therapy and to expose the “meaning” of therapy, for the 

participants. In this case, this is the triangulated experience and meanings of child, 

parent and therapist.  

 

“…one of the key principles of a good quality systemic case study, is that it 

draws on multiple sources of information about the client, the therapist 

and the process and outcome of therapy.”  

(McLeod, 2010 p.79) 

 

It must be acknowledged that sensitivity to the relative lack of power and choice of 

children is held in mind. For children in The Place2Be, the choice to attend therapy 

is rarely their own, and they are often not aware of why they have been referred, or 

what the focus may be, or the process of play therapy, or counselling goals. 

Working therapeutically with children, in primary schools, is to be aware of the 

multiplicity of perspectives on the child's strengths, difficulties, and conflicting 

needs and outcomes, which are usually apparent in the clinical assessment (Geldard 

& Geldard, 1997; Scalzo, 2010). 

 

As an “inside” researcher, it is important to own my own reflexivity, in these 

competing perspectives, as well as my debt and obligation to the contributors of 

these case studies: the children, parents and therapists, in The Place2Be schools. 

 

“Ethics is always about fair and honest dealings.” 

(Kellehear, 1993) 

 

The two children were referred by members of the co-operative inquiry group, and 

were the first two names which were picked out of a hat, from the seven children 

referred for case study. The ethical consent was sought from head teachers, in the 

schools (Appendix xi), in South East London, together with my enhanced CRB 
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clearance (Appendix xii), where The Place2Be was based, and from the parents and 

children whom I shall refer to as “Lennox” and “Lucy”. 

 

These are not their real names and I have not identified the geographical location of 

their schools, so as to protect their identity. They are both from inner city schools, in 

South London, where The Place2Be works in a total of forty-eight primary and 

secondary schools.  

As McLeod suggests: “Case studies involve a higher degree of moral risk than other 

research methodologies” (McLeod, 2010 p.54).  

 

Ethical practice must safe guard the right to anonymity for research participants, in 

line with the five moral principles, which are the BACP moral and ethical 

guidelines: autonomy, non-maleficence, beneficence, justice, and fidelity. 

 

I believe my interviews with the two children, two parents and two therapists have 

managed to disguise information which could identify them; I have also deleted 

information which may be particularly sensitive and, thus, avoid harm or intrusion. 

 

Interviews were conducted in The Place2Be therapy room, or in the school project 

manager's office, and were focused interviews, which lasted one hour, and which 

were recorded and, later, transcribed. A list of questions was formulated, in advance 

of the sessions with the children, and they were invited to make use of the play and 

art materials, in the room.  

 

Interviews were conducted with the father of Lennox, and the mother of Lucy, and 

the two school project managers, in the respective schools; each lasted 

approximately one hour. They were each given a participation information sheet for 

parents (Appendix xiii). A consent letter was signed by each parent (Appendix xiv). 

In the case of Lennox, the therapist had left the organisation, but I was given a 

written copy of her account of the case, and the interview with the school project 

manager was very detailed and useful, as she had known the child for several years. 

I was fortunate to be able to interview the therapist who had worked with Lucy, and 

make use of her considerable written assessment information, kept in the child’s 

files at school. Ethical research is both time-consuming and complex, and because 
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the case studies involved two children and their parents, I wish to reflect my “honest 

dealings” through transparency and reciprocity.  As with the head teacher 

interviews, the therapists and parents interviewed will be sent an account of the case 

studies, and their reactions and feelings will be sought and incorporated into the 

final product. Further to this, the co-operative inquiry group will also be requested 

to comment on the case studies, and I shall ask for their views on my duty of care to 

the children and parents. 

 

6.2 Lennox 

 

Lennox is an Afro-Caribbean boy who was referred to The Place2Be by his class 

teacher, and other professionals who were concerned about his behaviour and 

conduct, in the school. Lennox was a year four child, when he was first referred to 

The Place2Be, but because his counsellor had left, in the summer term, he was 

referred, again, in year five, and was offered a year of one-to-one counselling. He is 

currently in year six, and has just completed a group therapy intervention with six 

children, to help him with socialisation and learning to share with other children. 

 

The issues of concern in the teaching referral for one-to-one counselling ranged 

from: 

 

• the lack of focus in his academic work;  

• his “washed out” appearance and his “attention seeking” from adults in the 

school; to 

• the fact that he was constantly late for lessons. 

 

A second teaching referral, in 2009, referred to his: 

 

• poor concentration in school; 

• his poor group skills;  

• his need to be “in control”;  

• his “defensive attitude”, and “failure to take responsibility for his actions”; 

and 
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• his low self-esteem.  

 

Both teachers’ behaviour rating scales indicated that they were “very concerned” 

about Lennox. 

 

Each Place2Be child is initially assessed through a “rating scale”, where a teacher 

lists concerns and targets, and a Goodman strengths and difficulties questionnaire 

where the teacher, parent and child is requested to complete a widely used screening 

and assessment questionnaire pre- and post- a clinical intervention. The SDQ 

consists of twenty-five statement questions which are grouped into five 

psychological attributes, four of which represent negative aspects of the child's 

behaviour (the difficulties scale). The fifth scale represents the child's strengths, e.g. 

the child’s pro-social, and positive behavioural qualities.  

 

The four sub-scales representing difficulties are: 

 

• emotional symptoms scale;  

• conduct problems scale;  

• hyperactivity scale; and 

• peer relationship problems.  

 

The pre-intervention scores are compared to the post-intervention scores, to see 

whether there is any measure of change, and whether the child in the impact 

supplement is in the normal, borderline, or abnormal categories of overall distress, 

or social impairment. In the case of Lennox, the total teacher and child scores were, 

respectively, 20 and 22, placing him within the “abnormal” category, and 

suggesting considerable distress and chronicity. The parent score of 16 placed 

Lennox within the “borderline” category of distress. An example of a positive effect 

of an intervention on a child would show their total difficulty score reducing, and 

their clinical category moving towards the normal category. However, despite the 

Goodman SDQ questionnaire being a highly regarded “objective” assessment tool 

employed by The Place2Be and CAMHS, to measure clinical effectiveness, the 

complexity and quality of the inter-subjectivity in the child’s case is absent and 
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cannot be understood. I will attempt to render the child’s situation and bring “alive” 

the story of the child and the complex reality of the intervention.  

 

The abnormal scores attributed to Lennox can be understood in the situation in his 

home life, when he was referred. Lennox is the eldest child of six children. He has 

four sisters and a baby brother, and his mother has been continuously pregnant, 

since the children are all under eight years of age. His mother is separated from 

Lennox's natural father, and is in a second partnership with the father of four of the 

children. There is Social Services’ involvement, due to domestic violence and 

abuse, within the partnership; all of the children, including Lennox, have been 

subject to a child protection plan. There has been considerable concern, due to the 

presence of alcohol and substance misuse by both the mother and stepfather. Also, 

as a result of debt and non-payment of rent, the family had been evicted from their 

social housing and were all in temporary accommodation, which was overcrowded. 

Lennox was sent to live with his grandmother, but the presence of a cousin with 

ADHD living in a household led to conflict, and grandmother was also using drugs 

and alcohol, and was a drug dealer to the local community. His father was in regular 

contact with Lennox, and within a second marriage, and described the mother of 

Lennox as loving Lennox, but being “incapable” of parenting him. Indeed, Lennox 

would often be absent from school, due to having no clean clothes, or the need to be 

a carer to his younger siblings. Since both the mother and stepfather would be using 

drugs and alcohol, Lennox was expected to feed and change his baby brother, go to 

the shops for their food, cook meals and put his siblings to bed. The perception of 

his teacher and school project manager was that Lennox was a “lost” child, with no 

secure base, and with pervasive neglect and chaos in his home life. He was 

aggressive to other children, “needy” and “clingy” to adults, and was in frequent 

fights and detention, due to his conduct and behaviour. Although academically 

bright and intelligent, he was so preoccupied by his home life and his role as a carer 

for his baby brother and four sisters that he could not engage with his school work, 

and had poor concentration and impulsivity. He also had the challenge of catching 

two buses, on his own, for a journey to school which would take one hour. 
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Music (2010) writes of the maltreated, neglected child:  

 

“…children have less capacity for empathy, do not comfort other children 

in distress, initiate less contact and are less popular… developmental 

research has shown that the trajectory for the neglected child can be much 

worse than for those who suffer overt trauma, but these children can stir 

up too little worry in us.”  

(Music, CCYP, 2010 p.27) 

 

Following written consent from the mother of Lennox and the completion of the 

assessment process, a clinical formulation and goal was established. The goals of 

the therapeutic work with Lennox were to offer him: 

 

• a secure attachment;  

• structure; 

• consistency; and 

• containment. 

 

Although the therapist experienced Lennox as a seemingly self-reliant child who 

attempted to control the play, games and artwork in the room, it became apparent 

that adults represented figures of inconsistency and unreliability to Lennox. “It 

appeared that the only person Lennox could trust and rely on, was himself” 

(Therapist case study notes). 

 

Lennox had not had, what Bion (1962) termed, the experience of being “held in 

mind”.  

Trust was difficult, at first, with Lennox trying to impress the therapist and needing 

to win every game they played together, and obliging the therapist to undertake the 

role of “observer” to his process, in the room. The therapist was aware of the 

anxiety for Lennox of the ending of their work, and the relationship, and need for 

the child to be “over-bearing and intrusive” in the attachment. The counter-

transference emotions were very powerful, and feelings resulting from the “games” 

were evocative of things being unfair and unjust, and the presence of inevitable 
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failure. Lennox would often play with masks and make clay masks, to explore his 

identity. As he felt able to trust his therapist, his needy and vulnerable feelings were 

expressed through art work. 

 

“He made a concoction of runny red paint and lumpy dark red glitter 

paint – he called this mixture the “blood”. He then used his fingers to 

write “HELP ME” with this “blood” mixture. He then covered his hands 

in the mixture and slapped them down on the page just under the plea for 

help.” 

(Therapist case study notes) 

 

The therapist felt very “raw” feelings, as Lennox described how he wanted this 

image to look like someone who had been severely injured, and needing help. The 

therapist felt that this injured, powerless and weak victim was a representation of 

how Lennox felt about himself, and his situation.  

 

After a year of continuous therapy, the therapist felt a huge shift in the therapeutic 

relationship. Lennox no longer needed to impress his therapist, continually, but the 

relationship became genuine, with a sense of trust, understanding and acceptance. 

Lennox became more self-aware and able to consider his feelings, before acting on 

them, so he was no longer getting into fights or trouble with his teachers. He felt 

able to socialise with other children, rather than compete with and fight them, and 

he was able to achieve a clearer sense of identity, through communicating with art 

materials and play. The Place2Be had become a substitute home where, according 

to Lennox, he could “relax”, and did “not get stressed out” by other children. 

 

6.2.1 Interview with father  

 

The interview was held in The Place2Be school project manager’s office, for one 

hour. 

 

Mr. C was well aware of the difficulties in Lennox’s home situation, with his ex-

partner being constantly pregnant and “incapable” of being a parent to Lennox. 

However, he had always wanted to gain custody of his son. He described Lennox as 
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an “introvert”, as he socialised primarily with adults and avoided friendships with 

children, and as a child who would “not express his feelings”. He had been a “sad” 

child and “now he laughs and is coping with school”. 

 

Mr. C had taken custody of Lennox, in September 2010, following the end of his 

second marriage with his partner, and was unhappy about his situation with his 

grandmother, since he had not known of the drug and alcohol issues, in the home. 

Mr. C was aware that it is “me and him now”, and valued school as a place of safety 

and stability for Lennox. Formerly, when he was living with mother and 

grandmother, school had not been valued, and there had been a lot of absence, due 

to the need for Lennox to be a carer to his siblings, and the lack of clean clothes. 

Mr. C described how he had separated from his wife, last year, and was now 

training to be a school learning mentor.  In fact Mr. C had attended two Place2Be 

trainings on “emotional literacy” and “working with transitions for children”. Mr. C 

felt greatly helped by The Place2Be, and liked that the interventions were school-

based, and provided a “stable place” for Lennox. The school project manager had 

often telephoned him, to offer him meetings, and to engage with the therapeutic 

goals for Lennox; he described this project manager as a “lovely person” who was 

always really supportive and empathic. Although he had always wanted custody of 

his son, it was the school project manager who had made him realise that Lennox 

had no stability, in his home life, and was experiencing “inner and outer” turmoil. 

Mr. C experienced the school project manager as supportive and non-judgemental. 

She helped give Mr. C a “kick up the bum” to give him the confidence to take 

responsibility and custody of Lennox. It was clear that the school and The Place2Be 

school project manager felt Mr. C to be the one stable and secure adult, in the child's 

life; the relationship with Lennox and The Place2Be was crucial in allowing him to 

accept help for Lennox and himself. With reference to The Place2Be: “I would hate 

to think what he would have been without it”. Mr. C felt the Place2Be gave Lennox 

a “sense of self”, in a safe place; it also gave him much needed “attention”. Mr. C 

remarked that Lennox was not so dependent on The Place2Be, but had formed a real 

attachment to Mr. C who felt acutely aware that “it is me and him”, now. 

 

Although they were both living in temporary accommodation, he was attempting to 

be open about his feelings with Lennox and be emotionally available to his son, 
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“using the skills I learned from you guys”. He felt the school project manager had 

worked “with him every step of the way” and he was very happy with parenting 

Lennox, although he had felt lacking in confidence and overwhelmed about the 

responsibility of being a father, before he took custody of Lennox. Mr. C described 

the school project manager as giving him a “nudge”, and “gentle pushing”, to 

overcome his fear of taking Lennox, and how “there was no blame or pressure”. He 

had enrolled Lennox in a karate class, and was giving him his time to increase his 

self-worth. He described the “miraculous” change in Lennox, since he had come to 

live with him, and following his Place2Be intervention. He acknowledged Lennox 

was now getting on with his school work, whereas formerly he had been 

disengaged. 

 

6.2.2 Interview with Lennox 

 

The interview was held in The Place2Be room and the contract of the session was 

explained carefully to Lennox (Appendix xv). I explained how he would be able to 

stop or withdraw from the interview, at any time, and that he could use any of the 

materials in the room to express himself. Lennox signed the consent letter for the 

interview and helped himself to crayons, pens and paper, in the storage boxes. 

 

I experienced Lennox as a highly intelligent and engaging boy, in The Place2Be 

room. I explained the contract for the session, carefully, and that I had been given 

permission by his dad to ask about his views and experience of The Place2Be. I 

asked him what it was like in his home, before he came to The Place2Be. He 

described looking after his siblings as “very frustrating”, because he had to help 

cook them breakfast and lunch, help prepare their bottles, and lay them down at 

night to try to get them to sleep, when he lived with his mum in the flat. “She 

couldn't have visitors”. Lennox talked a lot about his Place2Be counsellor, whom he 

liked because she was playful and would play games with him. She was not “bossy 

or mean”, and would play with him “properly”. Lennox described his frustration at 

being “crowded”, at home, with his siblings; he also described his class, at school. 

His Place2Be counsellor had helped a lot with his maths and spelling, by playing 

counting and spelling games with him. He informed me that he was now a level four 

in science, maths and literacy, and “before I came to Place2Be I got twos and 
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threes”. Lennox played maths games with marbles and the sand tray, (he and his 

counsellor would bury them, and then have to count them). As we talked, in the 

interview, he drew a picture of his counsellor and himself burying marbles in the 

sand tray (Figure 1). He felt that his counsellor “calmed him down” by talking and 

playing games with him, and he no longer got into trouble in the playground, and 

with his teacher. He knew that the school project manager talked to his dad to tell 

him “important things”, like “what makes me angry”, and then his dad came to the 

school and “dealt with it”. Although he had got used to The Place2Be “therapy 

group” he had been in, he preferred his one-to-one time with his counsellor, because 

he could do drawing. At this point, Lennox insisted that I be shown his drawings, 

and he took them out of his “art folder”. He was very proud of the snowman and the 

snake (Figures 2 and 3) and that he could draw his name in 3-D (Figure 4); 

(obscured to protect his identity). He was also very proud of his painting of the 

animals in the jungle (Figure 5). He remembered his counsellor as having dyed red 

hair and black eyebrows and described how they would both close their eyes and 

bury marbles in the sand. Lennox described his Place2Be experience as “awesome” 

and “fabulous”, and said it gave him an insight into “what it is like for people who 

find life hard, like my friend A”. Before he came to The Place2Be, he thought other 

people's feelings were “rubbish”, but now he had time and patience for others.  

 

6.2.3 My reflections on the case 

 

It is obvious that Lennox was displaying considerable distress through his “acting 

out” behaviour, in the classroom and playground, due to multiple risk factors in his 

home environment. Although highly intelligent, he was unable to engage with his 

learning and was alternately withdrawn, needy and aggressive with other children, 

when he felt “crowded”. According to his father and school project manager, he 

could still be demanding and needy, but his stable attachment and home life with his 

father, now provides him with a solid and consistent attachment, where he feels safe 

and receives consistent attention. 

 

The Goodman post-SDQ with parent, teacher and child, show huge improvement 

and the scores are now in the normal range, whereas formerly they were abnormal, 

before intervention. However, it is important to let the qualitative experiences and 



 

113 

the “voices” in this case study speak to the possibility of change. The school project 

manager stated that she believed he could “survive”, now, in school, and given his 

original home environment, that might be an entirely appropriate term. He was 

clearly a child at risk of exclusion, and his father described the intervention as 

“timely”. A secondary school has limited tolerance and capacity for a needy and 

demanding child. 

 

It is highly unlikely that Lennox would have been able to access external therapeutic 

support, despite his considerable risk factors and the concern of the school. This has 

been acknowledged by Graham Music, at the Tavistock and CAMHS: 

 

“… Service provision is increasingly organised with the expectation that 

clinics must only treat diagnosable mental health disorders, and do so 

with NICE approved treatments. The catch for this client group is that 

being “looked after” or maltreated, is not a disorder, and the issues with 

which such children present often simply do not fit into the main 

diagnostic categories as defined by DSM IV.” 

(Music, 2011 p.2) 

 

Music goes on to describe the maltreated child as having characteristically poor peer 

relationships, which links with lack of early attunement and insecure attachment 

relationships. The child can be rigid, not managing any change, yet easily 

deregulated and out of control. 

 

“Many of these children do not seem to be able to fit in anywhere, get 

excluded from school, have few friends and relationships that last and 

many, and especially the boys, find themselves in the criminal justice 

system.” 

(Music, 2011 p.4) 

 

My own experience of interviewing Lennox and his father was a feeling of intense 

engagement and experience of being emotionally affected by the child’s struggle to 

survive and express his situation, through behaviour. When a child, such as Lennox 

“acts out”, in school, he can easily be labelled as having “learning difficulties” or 
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ADHD; he can be seen as having a “conduct” disorder or, through his challenging 

behaviour, be excluded. Such children are simply regarded as difficult to manage or 

pathologised, not as struggling with the challenges and vicissitudes of day-to-day 

life, in home and school. Lennox needed to be listened to, played with “properly” 

and helped to understand and transcend his family situation and his frustrations as a 

carer, and the crowding of other children in his school life. His “lostness” and 

“washed out” appearance needed to be understood, rather than ignored or 

pathologised; there was also a need to awaken the conscience and response of his 

father and the teachers in the school. 

 

The work with Lennox demonstrates the importance of listening and attending to a 

child, and using therapeutic “curiosity” to attempt to understand the meaning of 

their behaviour and existential situation. Lennox was clearly expressing and 

demonstrating his impossible situation, as well as the multiple conflicts and 

contradictions in his home life. The poignant plea “help me”, through his art work, 

clearly and accurately expressed his situation of pervasive and persistent neglect, 

and his insecure and confused attachment to his mother and siblings. The Place2Be 

therapist and school project manager were critical in “hearing” the message, and 

conveying the significance to his father, who was supported to overcome his 

anxieties of his responsibility for Lennox, and offer him a safe and consistent 

attachment, which could recognise his turmoil and needs. 

 

“Children it seems are characterised and objectified even further than 

adults. This is done by age, academic ability, medical diagnosis, behaviour 

etc. Fundamentally, however, from an existential position, nothing 

changes. Children are still beings, actively coping with the world, trying to 

find their way about in the world, and with the same parameters and 

existential givens we must all live with.” 

(Scalzo, 2010 p.3) 

 

 

A significant factor, in this case, was the provision of a non-judgemental, but 

quietly tenacious encouragement, from the school project manager to the father, to 

support his confidence to take up his responsibility as a father and take custody of 
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his son. Moreover, as a child with multiple needs and multiple risk factors, he was 

able to receive multiple interventions from The Place2Be and from The Place2Talk, 

ranging from two contracts of one-to-one counselling, to group work, in year six. 

The Place2Be is aware of the risks of “dependency”, and invariably limits 

counselling interventions to three terms (one academic year). Lennox demonstrates 

the importance of intensive multi-level, multi-component, intensive interventions, 

durable over time, and the critical importance of parental engagement (Durlak, 

1995). 

 

Following my write-up of the case, I sent copies to the school project manager and 

therapist who had worked with Lennox, and his father, Mr. C, for comment and 

collaboration.  

 

The school project manager responded that she felt the case study was fair, balanced 

and accurate, and that Lennox was a complex case, but typical of the children 

referred for therapy, in her school. She was able to check her records, and confirmed 

that Lennox had received sixty hours of one-to-one therapy, over a two year period, 

eight hours of group work, and six visits to The Place2Talk, at lunch time. She felt 

the case demonstrated the importance of reaching “hard to reach” parents, through 

tenacity, respect and support, and yet know when to offer a direct challenge, as she 

had done, to encourage the father of Lennox to take custody of him. She described 

this as a “key turning point” for Lennox and commented “this is my responsibility 

as a school project manager – to challenge”. 

 

She considered herself fortunate to be working in a school where there was a 

therapeutic ethos and respect for therapy, and a policy of non-exclusion for children 

such as Lennox, who could be frustrating and challenging. She felt the school senior 

management and child protection officer had empathy and concern for him, and 

somehow used their intuition in knowing how difficult his family circumstances 

were, without knowing all the details and facts, which she felt had been brought 

together, in his case study.  
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Her final comment was to emphasise the critical importance of accessibility for 

children such as Lennox, who could use The Place2Be service, which helped him to 

manage his confusion, neediness and aggression. 

 

I sent the case study to Mr. C for his response, as a participant in the case study, and 

as the father to Lennox. I had been worried that reading about the risk factors for his 

son and the reality of drug and alcohol misuse, domestic violence and abuse, and his 

own lack of confidence as a father, might have elicited a defensive and negative 

response.  

 

I was pleased to receive this response from Mr. C, by email: 

 

“Hi, sorry for the long reply but it’s been manic at school which has drained me 

completely. Year6 are ready to leave and I am more than ready to say good bye…  

 

Just one correction. It doesn’t matter to me, but you can decide whether it matters 

to your report. 

• He’s the oldest of six. Two boys & four girls… 

I’ve also noticed his competitive streak especially with younger children but we are 

working through it and the Taekwondo is helping him socialize but I’m very aware 

that he need more social interaction practice.  

 

It’s also highlighted the children who fall through the net because as you say they 

have no obviously diagnosable condition, I’m starting to see cases where someone 

like CAHMS dismiss a case because they can’t diagnose anything even though there 

is clearly a need. This is why I think your organization is very needed and also very 

inspiring to someone like me. 

 

Don’t get me wrong, I talk a good talk but I am starting to become aware of my 

shortcomings as a parent, I feel part of this is natural but I need to make more of an 

effort to bring more of my working practice home. In saying this I’ve just done a 

Pupil Attitude To Self at School electronic profile on him and he scored a lot higher 
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than expected which was pleasing to me. He still isn’t as open with me as I would 

like but hopefully this will come with time. We’ll just keep on trucking. 

 

I love this report and found it very insightful, I would have loved to of seen the 

drawings as they were not attached. If you already have in an electronic format can 

you please send them to me. 

 

Thank you very much for everything that your organization has done and I hope this 

report does what you want it to do. 

 

Thanx” 

 

I duly sent Mr. C the drawings, as requested. 

 

Although our narrative and family situations are different, I recognise my own 

situation as a child, in the case of Lennox. I was seen by teachers as “anxious”, 

“clingy” and “aggressive” and I was blamed by my primary school teachers for 

failing to engage with my education. 

 

My reflexive response to thinking about the home situation of Lennox provoked my 

memory of growing up in a house without books. The only books available in my 

family home were several editions of the Reader’s Digest, which was a monthly 

subscription paperback containing a series of bowdlerised articles which condensed 

popular novels and magazine articles. It was a resolutely conservative and middle-

brow publication, written for individuals with a reading ability of an average eleven 

year old child. Fortunately, I was able to have access to the local library and, despite 

continuous criticism from my parents for reading, which they felt was “abnormal” 

and “unhealthy”, I was very stubborn and became a bibliophile. I was fortunate to 

have support from my two English teachers who recognised my precocity, and who 

supported me in my obsession with reading. On reflection, I believe the local library 

and these two teachers saved my life, and prevented me from falling into despair 

and self-destruction. 
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6.3 Case of Lucy 

 

Lucy is a year four child (eight years of age), from a Russian mother and a white 

British father; she was referred, in year three, by her class teacher, for concerns 

relating to poor concentration, social isolation, and a struggle to retain simple 

information. Lucy had no friends in her class or in the playground, and was 

described as “being in a world of her own”, and “in a dream world”. However, it 

was known that Lucy was a highly creative and intelligent child who enjoyed 

painting and artwork, but could be prone to imaginative fantasies. There was some 

low level disruption in class, and a tentative hypothesis that she may have mild 

learning difficulties or dyslexia. She could be “clingy” with adults, and although 

Lucy did not show obvious anxiety and distress, there was speculation that she 

“bottled up” her feelings.  

 

Reasons for referral by class teacher: 

 

• occasional disruptive behaviour at school; 

• emotionally distant from peers and teachers; 

• unfocused in class; and 

• significant failure to meet educational attainment targets. 

 

6.3.1 Interview with mother of Lucy 

 

Lucy lived with her mother and father, an older brother and a baby brother, and it 

was acknowledged that the family was living in overcrowded accommodation, in a 

one-bedroom flat. The father worked shifts, so there was considerable pressure on 

the mother, with three small children, although the father played with the children, 

whenever he could. However, the parents were keen to support Lucy's academic 

progress, and were concerned that she did not seem to be making progress in her 

schoolwork. Mum was very supportive of the school and head teacher, and the 

family was very religious and devout, as mother was Russian Orthodox in her faith. 

In my interview with Lucy's mother, she expressed the shock at hearing the school's 

concerns for Lucy and her anxiety about Lucy's social isolation and lack of friends. 

She valued the support that the school could offer her daughter, and acknowledged 
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that Lucy loved attending The Place2Be, where she could be creative and artistic 

with the art materials. Lucy’s mother acknowledged that, with three children at 

home, she was busy and that she acknowledged that Lucy was a highly sensitive, 

intelligent child with a “soft heart”. However, she could also be competitive (e.g. 

rivalry with her older brother), and had occasional anger problems, at home, with 

swearing. Having therapy with The Place2Be had helped Lucy with her confidence, 

and managing her temper, and she could now play and make friends with older 

children. (“She used to get upset very quickly before.”) Lucy's mother was 

reassured that The Place2Be was a safe and secure place for her daughter, and 

wanted to support any intervention which would enhance her creativity and 

academic progress. 

 

It was acknowledged that, at the beginning of the clinical work, Lucy had disclosed 

a high threshold child protection incident, to a teaching assistant, where she had 

witnessed her mother hitting her brother, across the face, with a belt. She later 

talked about this incident, in a Place2Talk session, with the school project manager. 

This was immediately referred to Social Services and the police visited the parental 

home. Parenting skills classes were taken up by the parents, who were deeply 

ashamed and anxious about the implications of the child protection referral. It is not 

unusual, when a child protection disclosure is reported by The Place2Be, for parents 

to react, negatively, and withdraw consent for clinical work; however, in this case, 

the parents felt that Lucy's best interests would be served by continuing to allow her 

to attend the counselling sessions, and that her anger and impulsivity were issues for 

her parents and teachers. Her mother was aware of the serious focus of The 

Place2Be intervention, but acknowledged that for Lucy, “Place2Be is enjoyment”. 

 

The counsellor was aware of her teachers’ concerns that she was isolated and had no 

friends, and that she had poor concentration and was not meeting her educational 

targets. Lucy had been in a previous Place2Be one-to-one intervention, to help her 

manage her anger issues and impulsivity. 
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6.3.2 Meeting with Lucy’s therapist 

 

When meeting with the therapist who had worked with Lucy, for a school year, she 

acknowledged that Lucy was a lively and vivacious child who was enthusiastic in 

her work with The Place2Be. (“Lucy had a plan for every session.”)  She worked 

with Lucy offering non-directive play therapy, where she experienced Lucy “taking 

the lead”, and being very directive in her therapeutic play. The therapist's intention 

was to facilitate Lucy’s play, thus allowing her to “make sense of the world”.  

 

6.3.3 The therapeutic process 

 

• contract with Lucy and clear boundaries; 

• early preparation for the ending of the work; 

• multiple therapeutic media of expression, for sensory, projective and art 

based work; and 

• role play between Lucy and her therapist. 

 

The themes which emerged were: living with lots of other people; people stuck in a 

small space; and lack of privacy and overcrowding. Because Lucy's family was 

waiting to be re-housed, and three children and two parents were living in a one-

bedroom flat, Lucy was playing out her reality, using the human figures in the doll's 

house. As a mature, intelligent child, Lucy would explore themes of her identity; 

drawing and making images of herself, her mother and her counsellor, and 

exploring her identity as a little girl. She would often “hide” things in The Place2Be 

room and observe her counsellor’s reaction. She would often play role reversal 

games, where she was the “therapist”, and her counsellor “the child client”. 

Additional themes were creating plays, where the counsellor was sick, so that Lucy 

could “look after” her counsellor, cook her meals, with a sense of playing out power 

games and exploring boundaries. Although Lucy could be extravagant with the 

glitter and the arts materials, she was able to calm down, gradually, and become 

more autonomous in her play and less controlling, and become tidier and more 

contained, and move away from the messy and chaotic play of the early part of the 

work. As the work moved towards an ending, darker themes emerged of children 

drowning and going to hospital and the grief of ending with her counsellor. It 
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seemed as if, by making her counsellor her “best friend”, Lucy was playing out the 

need to understand the nature and obligation of friendship, and her self-esteem. 

 

6.3.4 Lucy’s journey through her play and art projects 

 

• sensory and messy play with paint, glitter and coloured stickers; 

• projective play with the doll’s house and toy figures; 

• role play directed by Lucy; 

• themes of power and control, anxiety, sadness, anger and attachment; and 

• issues of separation and reunion with her counsellor. 

 

The counsellor was aware that her mother was preoccupied with her new baby, and 

play therapy in the room offered Lucy space, time and attention, to process this new 

arrival in her world, and to manage her feelings of anxiety and rivalry, with the new 

baby. Lucy would use all the materials in the room, and delighted in “wasting” 

materials, since she could experience herself having power and “space”, in The 

Place2Be room. She had fantasies of living in the Place2Be room, and there was 

clearly a strong attachment to her counsellor. The counsellor was struck by her very 

rich imagination and intelligent creativity, as well as her resourcefulness, as she 

played out her inner world and played at “getting her needs met”.  The counsellor 

felt that the early intervention provided by The Place2Be was able to change the 

perception of the adults, in the school and at home; and, indeed, her mother 

recognised her precocity, and had arranged art and drawing lessons for Lucy. 

 

Lucy’s mother felt that The Place2Be had been a highly positive experience for 

Lucy. “She now takes responsibility and is more focused.”  

 

“Lucy did not see that she had problems, when she was referred to the Place2Be.” 

 

6.3.5 Interview with Lucy  

 

The interview was held in The Place2Be room, for one hour. I explained the 

contract, carefully, to Lucy, and invited her to make use of the art materials, in the 

room. I was explicit to Lucy that she could stop the interview and withdraw and go 
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back to her class, at any time. She signed the child consent letter for interview 

(Appendix xv). 

 

I experienced Lucy to be a highly intelligent and lively child, and I made a contract 

for the session, in which I explored her experience and memory of The Place2Be.  

Lucy explained that she loved The Place2Be, because she could play and make art, 

but that she was particularly attached to her counsellor whom she described as 

“pretty”, “fun” and “good”. She would play “hide and seek” with her counsellor, 

play music, paint and feed toy babies. Before she came to The Place2Be, Lucy 

admitted “I was on my own a lot”, and “if I didn't come to The Place2Be and play, 

my life would be boring”.  It was clear that she had a strong memory of her 

counsellor and said, several times, “I really like D”, “she is nice and funny when she 

laughs”. Lucy spent much of the session drawing an image of herself and her 

counsellor D; she is waving at D “like the first time I saw her”, and I was aware that 

this picture was a happy picture, with a detailed and precocious skill for an eight-

year-old child (Figure 6). She spent a lot of time changing D’s hair colour and 

adding earrings to the figure of D. 

 

Lucy informed me that she lived in a “huge flat”, with 10 bedrooms and two 

kitchens, one for adults and one for children. Since I already knew this was not 

reality, I understood this to be a wish fulfilment for more space for herself and her 

family. Lucy talked about her cousins, her older brother, her grandparents and her 

parents, and the prayer group she attended, every week. She described sharing a 

room with her brother and having bunk-beds and asked: “when can I come back to 

The Place2Be?” Lucy was an engaging child and spent over half the session on 

adding more detail to her picture of the counsellor and herself. Her Goodman SDQ 

total difficulty score completed by her class teacher was 16, pre-intervention and 13 

post-intervention, so that she moved from abnormal category, to a normal category, 

after a year of counselling.  

 

6.3.6 Case outcomes at school 

 

• ability to make friends with other children; 

• more focused, in class; 
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• cessation of disruptive behaviour; 

• able to approach teacher and other children, for comfort and direction; and 

• Lucy now meeting educational attainment targets in SATS. 

 

The case outcomes related by the teacher are as follows: 

 

“Lucy has made progress socially and emotionally. She has matured. Her 

overall demeanour is more positive.  She has begun to form strong 

friendships with children of her own age rather than younger ones.” 

(Teacher post-intervention written report) 

 

6.3.7 Case outcomes at home 

 

• more co-operation with mother and sibling; 

• less aggressive to older brother; 

• more emotionally expressive; 

• using art to communicate her inner world concerns and anxieties; and 

• cessation of aggressive temper tantrums. 

 

6.4 My Reflection on the Case  

 

It is obvious that, although Lucy did not have high risk factors like Lennox, as she 

has a strong and stable family unit, she was, nevertheless, struggling to find “space”, 

and to develop a positive identity, in school. The overcrowding in her family home 

was experienced by her as oppressive, and The Place2Be intervention supported her 

to play out and resolve the frustrations about the lack of space, and the crisis of the 

new baby. A new sibling can often be experienced as a crisis by children, who fear 

they may be displaced or anxious about the attention given to a new sibling. Lucy 

was able to use the temporary attachment of her counsellor, to negotiate boundaries 

and a new identity, which enabled her to gain confidence in making friendships, and 

move from isolation, to becoming a more ordinary child, with extraordinary skills 

and creativity. Although there was speculation about her lack of academic progress, 

The Place2Be intervention enabled Lucy to join the school community, and become 
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recognised for her artistic precocity, and negotiate a transitional stage in her identity 

and development. 

 

As with Lennox, Lucy was also at risk of being pathologised as having “learning 

difficulties” or “dyslexia”, when it could be argued that she needed the therapeutic 

space to process her frustrations at living in a one-bedroom flat with three siblings 

and two parents, and needing to learn to re-engage, academically. 

 

“Children who receive effective, well designed and well implemented 

mental health and social and emotional learning, are more likely to do 

well academically, (in some cases achieving higher marks in subjects such 

as mathematics and reading)  to make more effort in their school work, 

and to have improved attitudes to school.” 

(Weare, 2011 p.18) 

 

 

Lucy also represents the importance of early therapeutic intervention, through play 

therapy, to arrest the spiral of academic disengagement and drift, and engaging with 

parents and teachers, in the school. 

 

Following my write-up, I sent the case to the school project manager whom I had 

interviewed and Lucy’s mother. The school project manager felt that the case was a 

balanced account, but that I had failed to convey the “pressure cooker” of Lucy’s 

family life, as all three children and two adults lived in a one-bedroom flat. Also 

that, although the therapy produced a more positive outcome for Lucy with her 

mother, that due to her parents’ devout Russian orthodox faith, Lucy was often 

chastised, at home, for her creative fantasies and belief in magic, since existence 

was deemed to be “God’s Will” and “God’s Word”, and that Lucy should desist 

from her play, and be “good and successful”, at school. 

 

Sadly, I did not receive feedback from Lucy’s mother about the written case study, 

as the family was in the process of becoming re-housed and the mother was not 

seen, at school. Further to this, there had been a disclosure by the mother of 
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domestic violence and abuse between the parents, which may be a factor in the 

mother’s absence and disengagement from school. 

 

“Case study research “is an intensive, in-depth form of investigation.”  

(Vallis and Tiernay, 2000)  

 

It is conducted within the context it occurs, thus giving a picture of the real life 

situation.  

 

I hope I have given an account of the experience of Lucy, Lennox, their parents and 

therapists, to demonstrate the application and value of school-based mental health. 

 

One weakness of the case study method is that it may be biased, as a result of the 

researcher becoming too involved in the collection and analysis of the data, and the 

study “may become merely and extended anecdote without evaluative relevance” 

(Cheetham, et al., 1992). 

 

However, the strengths of the case study method are that it can attempt to describe a 

real event, with a depth of understanding, and can uncover detail, in complicated 

situations, and can facilitate explanations and the complexity of “truths” of an 

individual experience. 

 

It was essential to render the experience of children and parents, in this research, 

and to hear “their voices”. From an ethical perspective, I have striven to “take care” 

of the participants, in these two case studies, and I feel privileged to have had the 

opportunity to meet them. 
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Figure 1 
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Figure 2 
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Chapter 7: THE LAST CO-OPERATIVE INQUIRY GROUP 

 

“Not everything that counts can be measured  

Not everything that can be measured counts.”  

(Einstein)  

 

• Reflection, Challenge and Critique of the Case Studies 

• Implications for The Place2Be for Case Study Research 

• The Reflexive Journey and the Impact on Self 

 

7.1 The Last Co-operative Inquiry Group 

 

The final co-operative inquiry group focused, initially, on the two child case studies, 

which I had sent all the group members, two weeks before we met.  

The group felt that the case studies exemplified the importance of the therapist 

being a key member of the “team around the child”; of a child with multiple risk 

factors; and they felt that the hard and relentless work of the school-based therapist 

was demonstrated, in the chapter on “Lennox and Lucy”. One member noted that it 

was politically and socially valuable, to expose how an organisation might work 

with a father, and parents, in an attempt to help the child. Also, there was often an 

assumption that Afro-Caribbean fathers were difficult to engage or “hard to reach”, 

and a cultural prejudice that fathers are not expected to take responsibility, as a 

parent. There were positive comments about the case study of Lennox, and the 

description of the “gentle nudge” and the “quiet tenacity”, which had helped the 

father to establish a bond and sense of responsibility for his son. 

 

A further theme which emerged from the group focus was the trauma of ending the 

therapeutic work for children who had been “let down”, by parent and authority 

figures in their lives. The group felt that the case studies exposed, successfully, the 

interface between the “internal” and “external” processes, in providing therapy for 

children, particularly those with multiple risk factors. The group felt strongly that 

the case studies demonstrated, clearly, the imperative of “long-term” work for 

children, such as Lucy and Lennox, and that some of the children have such 
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complex circumstances, that the decision to extend the work beyond the permitted 

three terms should reside with the school SENCO and the school project manager, 

with a clinical oversight by the hub manager. This gave rise to a case example of a 

child, in one school, who, as a “looked after” child by the local authority, had come 

from a background of profound neglect and abuse, and in the view of his social 

worker and the adoption panel, would not have been able to achieve a successful 

relationship with his adoptive parents, without the three years of The Place2Be 

therapeutic intervention. Although this was a positive outcome, the case example 

gave rise to an expressed feeling in the group that, for many children in The 

Place2Be, their home or family circumstances do not change, and this can be very 

painful for the therapist and school project manager, when children are living in an 

adverse or psychologically damaging family system. Although therapy for children 

attempts to foster resilience, the group was cautious about “happy endings” for 

many of the children, since their home circumstances were so unpredictable and 

chaotic.  

 

Criticism of the case studies was directed at my description of Lennox as Afro-

Caribbean, but not disclosing Lucy as Russian/White British, until later in the case, 

and I agreed to amend this, to achieve equity. Also, criticism and anxiety were 

further expressed about the reactions of the father of Lennox and the parents of 

Lucy, to the case studies, and whether I was prepared to receive negative feedback. I 

reiterated that I felt that there was more to be gained than lost, in sharing the case 

studies, with both sets of parents and that it felt ethical, and could only support the 

therapeutic gains for the children.  

 

Another key theme which emerged, in the group, was the ambivalent relationship 

with CAMHS, which can express “turf war” or rivalry, envy or hostility from 

CAMHS to The Place2Be, as well as professional appreciation, and cross-referral of 

the complementary possibilities between the two services. There was a group 

reflection that the therapy profession is riven by competition, rivalry and anxiety, 

and that this can be expressed through an envious rivalry from CAMHS to Place2Be 

practitioners. One member related a story of hostility from CAMHS, relating to a 

child with sexualised behaviour, with a strong suspicion of current sexual abuse, 

and where the CAMHS practitioner had assumed that The Place2Be volunteer / 
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counsellor working with the child was unqualified, because she was working 

voluntarily, whereas she was a fully qualified therapist, with a proven history of 

working successfully with children who had been sexually abused. Indeed, one 

member related a case when the father of the girl referred for therapeutic support 

refused to let his daughter be referred for therapy, in CAMHS, because “if we went 

that way, my daughter would just be a number”. He expressed greater trust in The 

Place2Be provision and ability to offer long-term work and contact, as well as 

feedback about the work with his child. Again the “ordinary accessibility” and the 

context of the normal ordinary environment felt less intimidating and more 

engaging than the external clinic.  

 

The group acknowledged that The Place2Be model of volunteers providing therapy 

could be seen as a vulnerability or weakness by statutory agencies, such as 

CAMHS; however, the “variability of skill” could also be experienced in CAMHS 

teams and, indeed, any therapeutic team, where there is variability in skills, 

qualifications, confidence and therapeutic efficacy.  

Referring to the case studies, it was acknowledged that neither Lennox nor Lucy 

would have been accepted as suitable CAMHS referrals, since neither neglect, 

deprivation nor overcrowding are deemed to be tier three mental health problems.  

 

One member was vociferous that the assumption that CAMHS was clinically 

superior to what could be provided by The Place2Be was false, since what was often 

offered by CAMHS was intermittent, brief interventions, and gave an example of a 

child who had received four sessions, over a four-month period, before it was 

acknowledged that the child needed long-term work, and she was referred back to 

The Place2Be for a long-term intervention, due to the complexity of her behaviour 

and family situation. The Place2Be could be the holding of complex children, 

despite concern by The Place2Be Quality Committee, chaired by Dr. Bob Jezzard, 

that The Place2Be should not work beyond tier two mental health problems, and 

that all complex cases should be referred to CAMHS. 

 

Reference was made by the group to the high turnover of clinicians, within 

CAMHS, and contrasted with the consistency and care offered by Place2Be 

therapeutic teams.  
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The group felt that the case studies demonstrated the importance of a non-

stigmatising approach to parents, with a “no-blame” stance, and avoidance of 

shaming the parents for deficits, rather than attempting to give the parents and child 

the time to find their language and “voice”, to support the possibility of a good 

outcome for the child. It was acknowledged that the Goodman strength and 

difficulties questionnaires (SDQs) were a “blunt tool”, in attempting to assess 

positive change for the child, and that there was often a discrepancy between the 

SDQ scores, and the qualitative “voices” and views of the parent, child and teacher, 

in the case. One member, who worked in a Place2Be secondary school with 

adolescents, suggested that the case studies exemplified the importance of early 

intervention, as she felt that, in her experience, adolescence was where young 

people got “stuck”, due to the unresolved and unacknowledged issues, in their 

childhood experience.  

 

The group reflected upon the experience of the co-operative inquiry “experience”, 

over the past three years, with my acknowledgement that the group had been a 

critical part of my doctoral journey, which had enabled me to become more 

transparent, open and honest, as a research practitioner. My experience as a regional 

manager had disconnected me from my work and feelings, and one participant noted 

that I had clearly enjoyed connecting with both Lennox and Lucy, and the 

experience of meeting real children, after years of management targets, funding 

applications and timelines.  

 

One participant felt that head office, or core hub, was too far removed from the 

“therapeutic coalface”, and that calling a manager or administrator was like an 

experience of “cold calling”, with no warmth, or understanding of the realities of 

school-based therapists. She was clear that every office-based senior manager and 

administrator should spend at least two hours, every year, in a school, in order to 

“feel the ground” and reality, of the majority of the Place2Be workforce, in the 

field.  

 

The group felt that my research and written products had moved from “dry and 

distanced” research, in my initial draft PEP, to reflective and reflexive, and more 
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capable of revealing the complex and challenging reality of school-based mental 

health. There was an acknowledgement of the “wounded helper”, which has 

emerged in my research identity, and that this corresponded with all the members of 

the co-operative inquiry group, who felt that they had learned from each other, and 

my written research, through the group inquiry “journey”. Because we had all been 

children, it was important to own our own motivation, in the “crooked seam of the 

human heart”.  

 

One participant pointed out that I had neglected to specify the number of hours of 

therapeutic input that each child had received, and I agreed to contact the two school 

project managers, to include this calculation. The group felt that the “number of 

hours”, was significant in demonstrating the value of school-based mental health, 

since the alternative in the statutory sector was usually very restricted and offered 

inconsistency, e.g. anger management sessions, at an external CAMHS clinic, once 

a month, over a four-month timescale. There was acknowledgement that staff 

mobility, in CAMHS, was very high, whereas The Place2Be service was consistent 

for the children and families.  

 

One participant in the original group who had reviewed my PEP, and who had 

described the first draft as “dry and boring” (and commented, “where is the work 

and where are the voices?”), felt that my doctoral chapters had moved from “black 

and white to colour”, and I felt that this accurately reflected my own sense of my 

research journey, as I have come alive to “feeling the work”, in The Place2Be, and 

the lived experience of the key participants.  

 

As I reflected on my feelings and process, in the group, one participant described a 

similar state of paralysis, in a parent who had come for an assessment meeting of 

her child’s needs and therapeutic referral. She reported that she had “no concerns” 

about the child; but, one year later, at the follow-up assessment, was able to reflect 

that she had, indeed, had so many concerns and had felt so overwhelmed by anxiety, 

that she had felt paralysed and had been unable to articulate a single concern. 

 

The experience of reflective process and reflexivity, which had been the foundation 

of the co-operative inquiry group, has been a painful and powerful challenge for me, 
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and yet the most valuable part of the doctoral journey. By the end of this final co-

operative inquiry group, I feel that I have “caught up” with the confident reflexivity 

that all the members of the group already possessed, at the beginning and formation 

of the group, four years ago. One participant commented that “you are strange, but 

not a stranger anymore”. I feel that this is an accurate and truthful perspective on 

my role and identity as a senior manager, within the organisation. The Place2Be 

organisation “culture” requires, and has expected me to be “professional”, 

“boundaried”, unrevealing of self, and authoritative, decisive and “tough”. Despite 

the fact that I have worked for The Place2Be, for fourteen years, most of my 

colleagues know absolutely nothing about my motivation, needs, fears, anxieties, 

childhood and personal life. I am respected and valued, but not “known”, and this 

has been seen as desirable, professional and appropriate. The co-operative inquiry 

group has been an experience of struggling with this paradox, and feeling held and 

contained by the group, yet, finally, becoming a member of the group, rather than 

the facilitator or researcher.  

 

Since the group has been sent the entire products of this doctorate, I feel very 

“exposed” and truthful, for the first time in fourteen years. It is an uncomfortable 

and embarrassing experience, but such a profound relief and privilege to have 

arrived. 

 

The group has framed the possibility of critical subjectivity, by resonance and 

encounter, in the research journey and experiential inquiry. The epistemology 

gained through the co-operative inquiry group has been experiential knowledge, 

practical field based knowledge and propositional knowledge, which has emerged 

through statements and recommendations; finally, and significantly, presentational 

knowledge which has emerged, through the art work and stories of the participants 

and their experiences of children’s lives. The co-researchers have become co-

subjects, through our group meetings, which have been a series of cycles of 

reflection and action. The “actions” which have emerged have directly influenced 

my interviews with participants and reflected on the content and experience of the 

interviews. The interpersonal feedback and challenge was an emergent process, 

which was a parallel to my own critical reflexivity, and has enabled me to become 

aware and connect the personal, systemic and inter-personal, through the research 
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cycles. I, initially, took refuge in the content, rather than the process of co-operative 

inquiry, and the group was able to challenge, clearly, my lack of confidence and 

avoidance. 

 

I did not anticipate that, at the end of the co-operative inquiry group, I would have 

become both research experimenter and subject, combined. As Heron writes:  

 

“…a co-operative inquiry is a community of value and its value premises 

are its foundation.” 

(Heron, 1998 p.63) 

 

I felt huge relief and freedom in becoming part of the group, and allowing the cycles 

of inquiry to resonate through me. As Heron explains: 

 

“In this, as in every other aspect of the method, there are no rules, only 

exploratory choices.” 

(Heron, 1998 p.80) 
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Chapter 8: CONCLUSIONS 

 

“It is better to light a candle than curse the darkness.” 

 (Chinese proverb)  

 

• Children’s Mental Health: Risks and Costs 

• The Implications of the Final Project to The Place2Be and how this 

might Influence Future Policy 

• The Ordinary “Magic” of Resilience and Intervention 

• Current Research and Recommendations on Child Mental Health 

• Impact of the Doctorate and Future Implications to Influence Policy 

and Practice in the Field of Child Mental Health 

 

8.1 Research Findings and Conclusions 

 

The research findings and conclusions are as follows: 

• The accessible school-based mental health service is complex and 

challenging. 

• Key issues include “quiet tenacity”, passion and ability to become 

“Therapist in the Rain”. 

• Hard to reach children are more likely to be reached, in the “normal,” 

non-stigmatising environment of school. 

• Partnership between The Place2Be / school / parent / children is crucial. 

• School-based therapy can enhance the “ordinary magic” of resilience and 

enable children to survive adversity. 

• High quality, intensive, consistent therapy is critical to support children 

and parents experiencing deprivation, socio-economic adversity and 

disengagement from education. 

• Children at risk of exclusion and academic failure can be helped by 

school-based counselling. Parents fear being blamed / pathologised and 

are anxious about “professional” power and intrusion. 

• The school environment benefits from having the most disruptive and 

challenging pupils supported by therapeutic services. 

• A good, consistent therapeutic attachment can have a compensatory 

affect, to enable children to develop empathy, self-management, self-

soothing and self-awareness. 
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• Early intervention for children may ameliorate risks for adolescent and 

adult mental health problems. 

• This study provides an exemplar of how to design and implement an 

effective school-based mental health service. 

This final doctoral project has sought to show and reveal the impact of a school-

based mental health service, in primary schools, in the inner-city, through 

improving the emotional health and well-being of children. The Place2Be has 

always sought to demonstrate the effectiveness of the school-based mental health 

service, through evidence-based practice. In 2009 / 2010: 

 

• 1,889 children were in a long-term therapeutic intervention; 

• 11% of these children were subject to a child protection plan; 

•  636 children were in a group work intervention; 

•  437 children were in a short-term intervention; 

•  44% of the entire cohort were from a lone-parent family; 

•  46% (1,375) were receiving free school meals; and 

• 49% of the entire cohort was designated children with special educational 

needs. 

 

These figures indicate significant information about the social deprivation of a large 

percentage of the children receiving Place2Be clinical interventions.  

 

8.2 Outcomes 

 

Outcomes are measured using Goodman's Strength and Difficulties questionnaires 

(Goodman, 2001). The primary outcome is reduced levels of psychological 

difficulties, as assessed by comparing pre-and post-intervention total difficulties’ 

scores, from the SDQs. 

 

In 2009 / 2010: 

 

• 74% of parents, 71% of children and 65% of teachers reported 

improvements in children's Total Difficulties scores, following The 

Place2Be support and clinical intervention; and 
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• 84% of parents reported an improvement in children's problems, on the SDQ 

impact supplement, following The Place2Be intervention.  

 

Although theses scores are arguably impressive and interesting, they do not tell us 

the how and why the intervention may have helped the child, the school and the 

parent.  

 

This final project has sought to bring alive the voices and qualitative experiences of 

the key players, in the service and, rather than present evidence-based practice, 

present the narrative of practice-based evidence, through qualitative inquiry and 

field-based exploration and explanation. 

 

Music (2009) has written of the ambivalence of schools to external mental health 

practitioners, offering clinical interventions to children in their schools. 

 

“As child psychotherapists and counsellors, we have traditionally viewed 

ourselves rather like “moles” burrowing away in private clinical mole 

holes, rarely coming out into the blinding light of systems, external 

structures and relationships. The new political agenda requires us to roll 

up our sleeves, and find a way of becoming part of the melee of school life, 

while at the same time safeguarding our therapeutic stance. This is no 

easy matter.”  

(Music, 2009 p.21) 

 

As an exemplar of a school-based mental health service, I have sought to reveal that 

to help children with multiple risk factors, and yet deliver high quality and effective 

clinical services, “this is indeed no easy matter”. However, I shall attempt to focus 

on the practical insights and application of the learning and implications of The 

Place2be, which may help to support a therapeutic agenda, to support children in 

some of the most disadvantaged communities in the United Kingdom.  

 

Although children's mental health is increasingly seen as “everybody's business”, 

resources do not match the need, and currently forty per cent of children with a 

mental-health disorder do not receive any treatment. The main national charity 
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advocating for the mental health of children and young people, “Young Minds”, has 

an annual income of less than two million pounds, and the campaigning voice of 

this sector is fragmented and weak; therefore, achieving ambitious change is 

difficult, and this is exacerbated by the current economic situation. Many voluntary 

sector agencies which provide counselling for children are facing a reduction in 

services, and actual closure.  

 

Mental health problems are inextricably linked with issues of risk, deprivation and 

vulnerability, and can be part of a negative life journey, resulting in social 

exclusion, low achievement, drug misuse and adult mental health problems.  

 

8.3 Cost Implications 

 

A recent study on the costs of adult mental health, by the Sainsbury Foundation for 

Mental Health, calculated the cost of adult mental health in England: 

 

• £77.4 billion, in 2003;  

• £105.2 billion, in 2009 / 2010;  

• £8.6 billion, in Scotland, in 2004 / 2005;  

• £3 billion, in Northern Ireland, in 2003;  

• £7.2 billion, in Wales, in 2010 / 2011. 

 

These costs relate to costs of health and social care, medication and clinical 

appointments. They also include output losses, due to absence from work and 

reduced quality of life. One also notices that the costs of treating adult mental health 

problems, in England, between 2003 and 2010 have risen by £27.8 billion. 

 

Research studies show a strong correlation between child and adolescent mental 

health difficulties, and mental health problems in adult life. A study by the Office of 

National Statistics found that children with a mental health problem are more likely 

to be boys, living in a lower income household, in social sector housing and with a 

lone-parent. A three year follow up study looking at the persistence of disorders 

showed that: 
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• 45% of children, who were assessed, in 1999, as having a conduct disorder, 

were also rated as having a conduct disorder, three years later; and  

• 25% of children who have had a clinically related emotional disorder, at the 

first interview, in 1999, were also assessed as having an emotional disorder, 

three years later. 

 

8.4 The Place2Be Model 

 

The Place2Be model provides early clinical intervention for children with 

significant risk factors, to promote the “ordinary magic” of resilience (Masten, 

1990, 2001).  Many of the children are facing constellated disadvantage, which can 

be persistent, and misunderstood by schools which experience the challenging 

behaviour of “acting out” children. 

 

 Barnardo's recent report on school exclusion estimates the cost of permanent 

exclusion, at £65,000 (Barnardo's, 2009), with damaging long-term impact for the 

individual child and society. It cites:  

 

“…black Caribbean boys are three times more likely to be excluded than 

their white peers, children with special educational are ten times more 

likely to be excluded, while primary school children receiving free school 

meals are five times more likely to be excluded.” 

(Evans, Barnardos, 2009 p.7) 

 

Intervening early with behavioural problems and emotional and conduct problems 

supports not only the child at risk, but their peers in the classroom and the wider 

community, since there is a strong and enduring link between the adverse effects of 

an interrupted education, and young people who commit offences and enter the 

criminal justice system (Evans, Barnardos, 2009: A New Philanthropy Capital 

Report). 

 

It can be argued that, for children and young people growing up in pernicious and 

constellated disadvantage, education is the key critical path to resilience building. 
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The educational system is a universal provision which promotes the development of 

a sense of achievement, competence and emotional intelligence. It provides for 

socialisation into the wider culture, and is a safe arena for normative peer-to-peer, as 

well as adult-to-peer, contact. It can open up new opportunities (Rutter, 1975) and 

increase the range of available resources to a child (Masten, 1990, 2001).  

 

However, as this final project has attempted to reveal, teachers and school staff 

often do not have the critical time, nor the therapeutic skills, to assist with the most 

troubled pupils, in their class, and need accessible and non-stigmatising support for 

children, their peers and themselves, to address the negative spiral of educational 

disengagement and behavioural challenge.  

 

Behaviour is rarely meaningless or random. It has underlying causes and context for 

the child; so, it is often meant to convey a message. The Place2Be can help to try 

and understand the causes and meanings, and convey that meaning to the child, 

teacher and parent. The service is also concerned to help children who are quietly 

anxious, unhappy, withdrawn and depressed, but whose needs may be overlooked, 

because they are not disruptive. The case of Lucy demonstrates the need to be 

concerned about such a child, and to offer early intervention and a consistent and 

sensitive therapeutic approach. The emphasis is on prevention and inclusion, rather 

than on categorisation and a “one size fits all” behavioural strategy. Emotional and 

social competences which are promoted through The Place2Talk, Circle Time, 

group work and one-to-one counselling, can improve educational engagement and 

achieve better morale and motivation, for the whole school population, and those 

who are most at “risk” or “hard to reach”. As Lucy and Lennox have demonstrated, 

sadness and anger can block learning, while other emotional states such as feeling 

safe, valued and prized, can assist learning, empathy, self-control and self-soothing. 

 

It could be argued that The Place2Be provides schools with an in-house, holistic 

mental health service, which works with the whole school, thus avoiding the 

stigmatising of individual children. It is part of the school framework of emotional 

and psychological coherence, team work, joined-up thinking and a positive 

approach to multi-professional working. 
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Since The Place2Be works with children, in infant and primary schools (and years 

seven to nine in secondary schools), there is a long-term and developmental 

coherence to supporting children in schools. Although this study has focused on 

primary schools, further research could be undertaken, to consider the impact of The 

Place2Be, on infant and secondary school pupils.  

 

School-based mental health programmes, such as The Place2Be, can promote the 

learning of emotional and social competence, which emphasise empathy for others 

and the encouragement of independence. Studies of the social and emotional 

development of young children have shown that it is vital that a child be brought up 

by trustworthy and consistent carers (Winnicott, 1971, 1984). This study suggests 

that teachers, schools and an accessible counsellor may offer an alternative or 

substitute framework, in the absence of such an attachment for children, and that 

this may help children, such as Lucy and Lennox, to survive and, in some cases, to 

thrive and flourish. 

 

A fundamental tenet of The Place2Be theoretical model is an understanding of 

attachment theory, and an attempt to provide a reparative experience of adult and 

child attachment, through the provision of a safe and consistent counselling 

relationship. There is a large body of research which supports the notion that secure 

attachments to a primary-care-giver are fundamental for optimal child development. 

 

Insecurely attached children will often have an array of difficulties, with 

characteristics of insecure, ambivalent and avoidant attachment patterns, and this 

has been revealed by the two case studies of Lucy and Lennox.  

 

The Place2Be attempts to provide a secure base for many of these children, and to 

provide a stable relationship with a least one positive adult influence, which can 

enhance a child's resilience, and attempt to repair the attachment rupture. As many 

of the head teachers, teachers, and school project managers attest, this can help 

stabilise many troubled children, to enable them to return to the educational 

environment, in the classroom, and focus on the key tasks in educational 

engagement and achievement.  
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Providing a good therapeutic attachment can have a compensatory effect, for many 

children, and encourage them to develop empathy, self-management, self-soothing 

and self-regulation. This is a key task, to enable children to understand boundaries 

and keep within them, turn to others the support when in distress, and be brave, and 

know that “you can solve your problems”. Whilst in a stable home environment, this 

emotional regulation is provided by parents and secure attachment figures, and 

enhanced and developed by the school system and the education process, I have 

sought to reveal that school-based therapy can provide the “container”, which can 

enable children to process their distress and anger, and “keep calm and carry on”.  

 

This final project has also sought to show that the constellated disadvantage that 

children experience, in many inner-city areas, also threatens to overwhelm their 

parents’ coping mechanisms and capacity, as parents and mentors. Stigma and a fear 

of being judged, blamed or “reported to social services”, is deeply threatening to 

parents, in many inner-city communities, and this is exacerbated by cultural and 

class factors, and anxieties, in newly arrived refugee communities. By basing the 

mental health service in the normative environment of a school, children and parents 

can access therapeutic support, insight and the possibility of a renewed partnership 

with school professionals and educational goals.  Many of the children and families, 

in this study, are very often seen as having problems that are too complex, too 

sedimented and intractable to reach, and the “hard to reach child” is the child with 

the greatest risks of all. Children's conduct problems and behaviour need to be 

understood by the school system, in order to tolerate and engage with the child who 

is “hard to reach”. As the case of Lennox demonstrates, his symptoms and 

behaviour can be understood as a dramatic response to dramatic adversity.  

 

It is clear, from the head teacher interviews, that the vision, values and beliefs of 

head teachers are critical, in the partnership with The Place2Be, in promoting 

emotional and social competence and well-being, for children in their schools. 

Teaching is more challenging than ever, and there are so many demands on 

teachers, that they need the support of a “team around the teacher”, just as The 

Place2Be is a part of the “team around the child”. 
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This final project has suggested that children who can be helped to understand their 

life story, through a counselling intervention, in order to see meaning and 

significance, and accorded precious time and respect by a therapist, can find the 

strength and resilience to manage their own emotional states and conduct, in the 

classroom or playground. Developing an internal and external locus of control, the 

promotion of empathy for others, and a positive regard of an adult therapist, can be 

learned and integrated, through consistent attention. School embedded therapy may 

help to develop self-esteem, and the resilience, that comes from the “everyday 

magic” of ordinary and extraordinary normative human resources, in a therapeutic 

contact.  

 

As much research has suggested, the quality of the therapeutic relationship is a 

critical factor. The interviews with the school project managers and head teachers 

suggest that the “ordinary magic” and passion of therapeutic engagement has to be 

founded in a tough and strong-minded pragmatism, if parental consent is to be 

achieved. Ambivalence, anxiety and numerous missed appointments are expected 

and, indeed, are part of the everyday experience of Place2Be school project 

managers, in the inner-city. I was tempted to title this final project “The Therapist in 

the Rain”, because the quiet and determined capacity to understand, respect and 

work with the “hard to reach” parent is crucial in achieving consent for therapeutic 

work in Place2Be schools. For most school project managers, waiting in the rain, on 

a wet morning, to attempt to engage a parent who has already “missed” five 

appointments and is avoiding you, is a testament to the resilience and understanding 

of some extraordinary individuals.  

 

It is simply not possible to be a therapeutic “mole”, in a warm and dry therapy 

room, and wait for the parent to arrive, and engage with the written consent, and 

Goodman Strengths and Difficulties Questionnaires. In all the interviews with 

school project managers and the ten members of the co-operative inquiry group, 

over four years, I do not recall a single complaint about this necessity to be 

determined and resilient, as a school-based mental health professional. Further to 

this, the possibility of “professional injury”, when teachers are avoidant or 

dismissive of therapy, is a normal experience of the school counsellor, until you are 
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“accepted” and valued as a part of the school team, which can be a minimum of one 

or two years.  

 

The tough pragmatism is also revealed in the understanding and practice of looking 

“ordinary” and “speaking in an ordinary way” about children's mental health, to 

parents, teachers and children. Newly arrived cultures are often suspicious of 

external professionals, and the capacity to be professional, and yet be accessible and 

“acceptable” to parents and the local community, has been revealed by the study.  

 

This study has suggested that embedded school-based therapy can ameliorate 

mental health problems. For most children and young people, the constellated 

disadvantage of poverty and poor housing, insecure attachments and adult 

relationship dynamics mean that they will not simply “grow out of it”. Rather, the 

mental and emotional difficulties, in primary school, mark the early stage of 

difficulties that continue well into adult life. Three quarters of adults with mental 

health disorders had one in childhood, and research suggests that disorders with 

onset, in childhood, have much more serious adult consequences, than later onset 

conditions.  

Although the “ordinary magic” may be experienced in the dedicated Place2Be 

therapy room, it is also in being part of the school system and a key player in the 

“team around the child”. Head teachers and parents, in this dissertation, have shown 

that team working and supporting teachers in their thinking about a troubled child 

are a valuable contribution by The Place2Be.  

 

The Place2Be provides intensive and targeted support for specific children at risk, 

as well as universal approaches, such as The Place2Talk, for the whole school 

population. Promoting the good mental health, self-confidence and social 

competence of the whole school population can give children strategies for coping, 

and enable them to learn “emotional intelligence”, to cope with stress in life. A 

sense of helplessness and worthlessness can lead children and adults to behave as if 

they are unable to withstand and reframe adversity and, thus, succumb to depression 

and sabotaging behaviour.  
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As the cases of Lennox and Lucy demonstrate, strengthening and supporting child-

carer relationships can have a significant impact on a child's situation; also, building 

attachment, promoting communication, emotional expression, and responsibility, 

can have a positive impact on the parent-child relationship.  

 

The co-operative inquiry group has played an important part in ensuring that I have 

steered a critical and ethical path, in my research. On a practical level, the group 

supported me to design the questionnaires and interview format of the interviews, 

with parents, children and head teachers, and reflect on the data and conclusions 

from these interviews. I experienced the group to be my fiercest critics, but also my 

strongest supporters. There was a clear commitment to emotional honesty in the 

group and experiential inquiry, relating to the products of the doctoral research. I 

found the collaborations of the co-operative inquiry group to be a form of 

“continuous viva”, which I feel has supported my emotional journey, through from 

emotional reticence and ambivalence, to emotional honesty and courage. I really do 

feel that I have been helped “to walk through the flames” by the group, such that I 

have reconnected with the reasons I have remained in The Place2Be, for fourteen 

years. Although the challenge and criticism of the group was daunting, initially, I 

realise that I have been able to access my reflexivity, through the emotional honesty 

of the co-operative group experience. 

 

With reference to the research title, a Place2Be survey revealed ninety-five per cent 

of head teachers “strongly agreed” that The Place2Be improved their school 

environment.  

 

“We have a number of children who emotional needs are beyond the 

ordinary expertise of the teacher’s and whose behaviour impeded 

their progress – and the progress of other. Helping them helps all the 

children in the school.” 

(Head teacher comment, Croydon) 
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In the same survey: 

 

• 72% strongly agreed or agreed (40%) that the service improved children’s 

learning outcomes; 

• 96% of head teachers would recommend The Place2Be to others; 

• 96% reported that staff benefitted from discussing particular children with 

the school project manager; and 

• 85% stated that they would stop using the service, if it was no longer school-

based. 

(Head teacher survey, 2010, The Place2Be) 

 

The grounded theory analysis of six head teachers and six school project managers 

also revealed The Place2Be has considerable impact on the school environment. 

The Place2Think provided psychological consultation for teachers, to enable them 

to interpret, understand and tolerate children’s challenging and sometimes 

inexplicable behaviour. In the light of teachers’ experience of change in the child, 

the “naïve curiosity” of the dialogue, and the strategies for the “team around the 

child”, helped to support teachers and learning support assistants. The Place2Be 

provided “strategies for coping”, which head teachers felt calmed the challenges of 

both the classroom and aggression, in the playground. Head teachers reported that 

the school project manager was a trusted member of their team, who was 

immediately available and offered a different perspective on understanding and 

managing the behaviour of a complex child, with multiple needs. The lowering of 

disruption and aggression was noted by the majority of the head teachers and was 

consequently highly valued. As one participant noted, “my teachers can now teach” 

(Head teacher, Greenwich). Lower rates of fixed-term exclusion were noted by head 

teachers, with fewer “incidents” of aggression in the behaviour log book, which was 

monitored by the head and deputy head teachers. The school environment was also 

improved, with head teachers reporting that emotional literacy, emotional well-

being and therapeutic ethos was increasingly part of their school culture, as 

Place2Be had an impact on staff attitudes, to some acting out and challenging 

children and children who were vulnerable, bullied, excluded from friendships, 

withdrawn, depressed or disengaged with education tasks and attainment. It was 
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noticeable that one head teacher tracked the cohort of Place2Be children receiving 

long-term interventions and found that they all had improved literacy, maths and 

learning scores. This would be an interesting study to track, i.e. whether children’s 

educational attainment could be improved, across all Place2be schools, in a time of 

anxiety about school failure, for vulnerable children and adolescents. 

 

Head teachers also felt that The Place2Be enhanced relations between schools and 

parents: 

 

“…parents more readily accept support from the school now, rather than 

seeing the school as a threat.” 

(Head teacher, Greenwich) 

 

The interviews with the head teachers revealed the “quiet tenacity” and relative 

“luxury” of confidential meetings with parents, for therapeutic assessment of 

children who had been referred. Frequently, the school project manager was able to 

understand and share with the school, a new and unknown perspective on a child’s 

home situation, which ranged from marital discord, or domestic abuse, to the 

disclosure that the parent had a terminal illness, or severe mental health problems. 

Many problems were able to be revealed and contribute in a positive way, to helping 

the school with child protection and safe-guarding strategies.  

 

Both school project managers and head teachers, in this study, were well aware of 

the pressure of poverty and deprivation on children and parents and, consequently, 

on the school environment. This thesis has sought to reveal that a therapeutic school 

service can ameliorate children’s distress, by the provision of a high quality, 

intensive therapeutic support, which is available to all the children, in the school.  

 

Although children with significant distress could easily be identified by teachers and 

the SENCO, the service could also respond with immediacy to the “ordinary 

catastrophe” of sudden and changed circumstances for a child. Divorce, conflict, the 

rejection of friendship, bullying, the new arrival of a parent’s partner, or a new 

baby, could all place significant pressure on children, whose behaviour could be 

observed, in the school.  
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The systemic menu of The Place2Be model was deemed by both therapists and head 

teachers, to encourage emotional intelligence and well-being, and develop resilience 

and empathy for individual children and the whole school. 

 

I also reflect that the journey, through the five years of this doctorate, has identified 

and given voice to my passion as a novice researcher, as an advocate for early 

intervention for child mental health, and my identity as a therapist. I am aware that 

the Latin root of passion is “patior” (to suffer), which is the shadow and deeply felt 

experience of this doctorate. Passion in the face of adversity has been a felt 

experience, particularly when I have had papers from this doctorate referred back to 

me for additional work, prior to re-submission. In each case, I have experienced 

fear, shame and the suffering which is an inevitable companion to the passion of the 

enterprise of the doctoral experience. I have reflected that, every time my 

submission was rejected, I was able to reflect and learn, and through the experience 

render a better product and a more truthful “nuanced” voice. 

 

I sought to reveal the impact on child mental health, through the case studies and the 

triangulated interviews with the parents and teachers of “Lennox” and “Lucy”, as 

well as giving space to the voices and experience of the two children. 

 

The Place2Be has, perhaps, emerged as an early intervention service, to arrest the 

development of more serious problems. To support the title of this research, I will 

refer to the first three recommendations of the Allen 2011 report, Early Intervention: 

The Next Steps.  

 

• “I recommend that the nation should be more aware of the enormous 

benefits to individuals, families and society of Early Intervention – a policy 

approach designed to build the essential social emotional bedrock in 

children… 

• I recommend that the nation should recognise that influencing social and 

emotional capability becomes harder and more expensive the later it is 

attempted, and more likely to fail. 
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• I recommend a re-balancing of the current culture of “late reaction” to social 

problems towards an early intervention culture...” 

(Allen, 2011 p.xiv) 

 

Further to Allen’s report, New Philanthropy Capital has reported on its research into 

children’s mental health: 

 

• “Chaotic families: 140,000 families with multiple problems, such as 

substance abuse, worklessness and poor health costs society around £12bn a 

year in health and social services. Children growing up in such families are 

severely disadvantaged in term of educational attainment, life skills and 

future prospects. 

• Children with conduct problems are more likely to drop out of school, and 

engage in criminal activity as teenagers. 

• 80% of crime is committed by adults who had conduct problems as children. 

Around 1.3 million young people in the UK have serious problems with 

behaviour, but only a minority get the right support to overcome their 

difficulties.” 

(Barclays Wealth and New Philanthropy Capital, 2011 p.16)  

 

As I was reflecting on the transformative experience of undertaking this doctorate, I 

read a fascinating paper in the research journal of the BACP, about the experiences 

of students undertaking a practitioner doctorate in counselling. The author uses a 

thematic analysis method and develops the concept of a thematic map, with an 

overarching theme of “therapeutic edge” and four sub-themes: (i) Passion; (ii) 

Expectation; (iii) Voice; and (iv) Personal Development (Silvester, 2011). 

 

Silvester uses the metaphor of the Tardis from Dr Who (a popular science fiction 

programme) to describe the experiences of the doctoral students: 

 

“Seeing the Tardis for the first time, which appears to be a relatively 

innocuous blue police box. However, once inside, (once the course 

begins), the reality bears no comparison with the expectation. It is vast 
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beyond understanding, and challenges the assumptions and 

comprehensions of the mind, in ways previously unimaginable.”  

(Silvester, 2011 p.179) 

 

I love this metaphor of the Tardis, as it resonates with my experience of the doctoral 

journey, at Metanoia and Middlesex University. 

 

Although, initially, the research challenge seminars, in the first year of my 

doctorate, prepared me for the passion, tenacity and pragmatism I would require to 

complete the research journey, I was not prepared for the narrative of personal 

transformation and the experience of feeling my work at The Place2Be through the 

experiences of my research “companions” and participants. As Silvester observes, 

once you have stepped inside the Tardis, you are never quite the same again.  

 

In my review of the professional knowledge seminars, I wrote that the experience of 

the doctoral journey was like “walking through treacle with a monkey on my back”. 

He has not been a friendly and supportive monkey, but rather a critical and 

sabotaging monkey, who has doubted my ability to prevail and complete the 

doctoral journey. I believe that the co-operative inquiry group helped me tame and 

accept my critical monkey, and has enabled me to move from the morass of treacle 

to dry land. The critical reflections of the group have enabled me to value the 

emotional experience of reflexivity, and my own motivation for beginning this 

doctoral journey. If most therapists are “wounded helpers”, then I can certainly 

admit to my experience of the “wounded researcher”, and how valuable this has 

become to me. 

 

In my learning agreement for this dissertation,  I described how the focus group for 

my initial research recommended that I “took risks”, in my research, and I feel the 

co-operative inquiry group has supported me in my risk taking, as I have been able 

to be more revealing of self.  

 

The impact of the study has already been affected, before submission and viva. As a 

result of my research, I have been able to engage with the media to promote the 
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importance of school- based mental health and reaching “hard to reach” children, in 

the inner city: 

 

• Interview with David Cohen of the Evening Standard, in November 2010, on 

children’s mental health and the impact of poverty; The Place2Be was 

subsequently selected to be in the Evening Standard Campaign for the 

Dispossessed, (raised £10,000). 

• Lecture to the Man Group, June 2011, on children’s mental health and early 

intervention. 

• Interview with Children and Society Now Magazine, August 2011, on 

children’s mental health, and links with riots and disturbances in the inner 

cities. 

• Lecture / presentation to Nomura Bank, June 2011, to address the 

importance of early intervention, with one case study and products from this 

dissertation. 

• Consultation and advice to the producer of “Waterloo Road”, BBC 1 (Shed 

Productions), on knife crime and gang culture for the plot and themes for the 

television series. 

• Presentation to the Centre for Social Justice on children’s mental health 

(2011). 

• Policy paper written, June 2011, on “working with hard to reach children 

and parents”. 

• Research data supplied to application for LDAAT funding to support 

children whose parents are alcohol or substance misusers (August 2011). 

• Executive summary of this thesis will be written for the Research and 

Advisory Group (January 2012) and trustees of The Place2Be (February 

2012). 

• I am currently piloting a Place2Think consultancy for staff, in a new school, 

in Wandsworth, to address “hard to reach” children, at risk (October 2011). 
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8.5 Future Impact 

 

• conferences on children’s mental health and education; plans to undertake 

presentations, lectures and seminars; 

• presentation at the Oxford symposium on Children’s Mental Health, 

Brasenose College, August 6
th

 2012; 

• The Place to Reflect: Seminar on the implications of the Thesis (120 

Place2Be therapists and staff); 

• 2 papers to be published from this final project; 

• working with Head of Communications to engage with journalists and the 

media, to promote school-based mental health; and 

• development of key trainings, with the training department, on risk and 

resilience factors in children's mental health. 

 

I hope this final project has walked the line between offering an account of a school-

based mental health service, which shows the “how” and “why” it is important to 

offer therapeutic services to children, and support parents and teachers, and the 

personal and reflexive journey of myself, as senior manager, in The Place2be, and a 

researcher, experiencing the “fear and trembling” of the doctoral journey.  

 

I have learnt that the task of reaching “hard to reach” children requires an enormous 

reservoir of skill and quiet tenacity, but with passion and pragmatism, and the 

ability to “become a therapist in the rain”. 

 

Word Count 49764 
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Appendices 

 

Appendix i:  School Project Manager Consent Letter 

 

12
th

 August 2008 

 

 

 

Dear  

 

I am writing to you to request your involvement in a Doctoral research project to 

consider the impact, benefits and barriers to the provision of child mental health in 

primary schools.  

 

I intend to interview six senior school project managers in Southwark who have 

worked for the Place2Be for a minimum of two years. Your participation is 

voluntary and would involve your attendance at a semi-structured interview of one 

hour, which would be recorded on a tape machine. All the responses would be 

entirely confidential and anonymous and you would not be identified in the final 

research paper. 

 

I would wish to interview in the first three weeks of September and therefore if you 

would be able to take part in the research project, I would ask you to sign the 

consent slip below and to contact me on 07958-952620 for a one hour interview at 

your school. If you are not comfortable with the interview on school premises, I 

would be happy to book a room at Angel Gate. 

 

On completion of the research project I would be pleased to present the initial 

findings to you all as a group at Southwark shared learning. 

 

If you require any further information please do not hesitate to contact me.  

 

 

Yours truly 

 

 

Stephen Adams-Langley 

Regional Manager 

 

 

 

I do / do not [please delete] consent to be interviewed for the purpose of a research 

project on school-based mental health. 

 

 

Name…………………………………   Date……………. 
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Appendix ii:  Participant Data School Project Manager 

Participant Gender Age 

 

 

 

Years of Practice School 

Project Manager Place2Be 

Previous Role 

Professional 

Experience 

Theoretical Orientation 

1 Female 49 7 Social worker Person centred 

2 Female 36 4 Psychotherapist Psychodynamic 

3 Female 42 3 Teaching assistant Integrative 

4 Female 39 6 Refuge worker Person centred / 

Humanistic 

5 Female 40 3 Teacher Art Psychotherapist / 

Psychodynamic 

6 Female 43 4 Lawyer Existential 
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Appendix iii:  Consent Letter for Focus Group 

 

 

The Place2Be, 13/14 Angel Gate, 326 City Road, London EC1V 2PT 

Tel: 020 7923 5500    Fax: 020 7833 8083    www.theplace2be.org.uk 
 

  

 

 

 

Southwark Hub 

 

 

Dear Colleagues 

 

I am writing to you to request your involvement in a further stage of a Doctoral 

Practice Evaluation Paper. I interviewed six Senior Southwark School Project 

Managers in the autumn term 2008 and interviewed each SPM for an hour in a 

semi-structured interview format which I recorded. 

 

I have sent you all the initial paper which employed grounded theory (Strauss & 

Corbin, 2008) as a research methodology which allows theory to emerge from the 

data and which is explored in the paper I sent you all two weeks ago. I will meet 

you all as a group on 8
th

 July at 10am till 11.15am and am writing to request your 

involvement in a further stage of the evaluation. 

 

I would ask you to consider the data and evaluation in the PEP as a first stage and I 

would welcome your responses and experience of this paper and your experience of 

the interview. What are your responses to the first draft? What are the implications 

for clinical practice and your training needs? Is there anything that surprises you in 

this first draft or that you wish to challenge or question? What was the emotional / 

sensory impact of the interview and how did you experience me as a researcher 

interviewing you and yet having a managerial role in the organisation? I would 

welcome your responses and consensus to this lived research experience. 

 

I will record the group interview on 8
th

 July and then subject the data to a further 

analysis which will influence the meaning of this exercise and the findings and 

conclusions. All responses will be entirely confidential and anonymous and you will 

not be identified in the final research paper. 

 

If you require any further information do not hesitate to contact me. 

 

Yours sincerely 

 

Stephen Adams-Langley 

Regional Manager 

………………………………………………………………………………………

………… 
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I do / do not (please delete) consent to be interviewed in Southwark Shared 

Learning on 8
th

 July 2009 for the purpose of a research project on school-based 

mental health. 

 

Name……………………………………….  

Date…………………………………………….. 
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Appendix iv:  Grounded Theory Analysis: Themes and Units 

Categories and sub-categories resulting from the 

grounded theory analysis of interviews with six 

participants 

 No. of 

respondents 

No. of 

meaning 

units 

Category 1   

Mental health Needs of children and parents   

Bi-polar parents                                                                    2 4 

Temporary housing                                                              3 7 

Small flats                                                                           4 5 

Violent abusive men                                                            5 6 

Bad Mondays                                                                    3 4 

Parents in hiding                                                                  1 1 

Sink council estates                                                              4 7 

Child protection issues                                                         6 9 

Abuse / harsh physical chastisement                                      6 6 

Immigration status                                                               3 4 

Mobility 5 7 

Child on school roof                                                            1 1 

Socio-economic deprivation                                        6 6 

   

Category 2   

Hard to reach children – risk of exclusion   

Captive audience                                                            6 7 

Exclusion   5 5 

Conduct disorder                                                                                                               4 9 

Acting out (aggressive behaviour)                                                                                      4 4 

Autistic spectrum                                                                                                               5 2 

High risk for boys                                                                                                             4 4 

Fear of criminality                                                                                                        4 8 

Parents negative memories of own childhood 5 5 

Where were you?                                                                                                       1 2 

Come in for a chat                                                                                                                2 3 

Special needs children                                                                                                       2 3 

ADHD    4 4 

   

Category 3   

Accessibility of Place2Be model   

Being ordinary 6 6 

Inclusive model                                                                                                   6 8 

Language 5 5 

Description of service to parents                                  4 5 

LSAs as advocates                                                                                                            3 6 

No blame                                                                                                                            6 7 

Tenacity with parents                                                                                                 5 6 

Missed appointments                                                                                                         5 5 

Fear and stigma                                                                                                 6 12 

Parent ambivalence                                                                                                            6 15 
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Category 4   

Barriers to efficacy of mental health model   

Swamped-fear  4 4 

Size of model                                                                                         5 8 

Saying no to children                                                                                                         1 2 

Pressure of time                                                                                                                 3 9 

Pressure of paperwork                                                                                                       2 8 

Sabotaging  teachers                                                                                                                       3 5 

Cultural issues                                                                                                                    6 6 

Parents fear of blame 6 8 

Chaotic lives of parents                                                                                                     5 5 

Parent isolation                                                                                                                  3 4 

English as second language                                                                                               4 6 

CAMHS – long waiting lists                                                                                                   4 7 

Consistency 6 5 

Parental ambivalence  6 3 

Damaged attachments                                                                     5 4 

Open listening attitude 4 7 

   

Category 5   

Characteristics of therapist   

Core  conditions - Rogers                                                                                                                             4 5 

External agencies                                                                                   3 6 

Collaboration / joint working                                                                                              4 3 

Calm reliable                                                                                                                     6 4 

Consistent secure place                                                                                                 5 9 

Look of  SPM                                                                                                                           2 4 

Clothes of SPM  4 4 

Letting child be                                                                                                                            2 4 

Curiosity with parents                                                                                        3 3 

Non-directive space                                                                                                                2 9 

Common language with parents                                                                     5 6 

CAMHS barriers                                                                                                                         6 6 

   

Category 6   

Measuring impact of therapeutic interventions   

SATS results                                                                                                                      3 5 

Goodman SDQs and impact score                                                                                          5 5 

Behaviour shift                                                                                                                   6 6 

Little shifts                                                                                                                         4 4 

Classroom observation                                                                                               4 7 

Accessibility is a myth                                                                                                            1 1 

Teachers’ value of service                                                                               4 5 

Containing escalation                                                                                                                    5 4 

Pressure on teachers                                                                                                           5 4 
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Category 7   

Strength of The Place2Be mental health model   

Universal / targeted 5 5 

Place2Talk drop-in 3 4 

Clinical assessment 6 6 

Unchanging rooms as container 4 5 

Immediate referral 5 5 

Inclusive / systemic 5 5 

Children not seen in isolation 4 6 

Shared alliance 5 5 

Common language with parents 5 6 

Long-term work 4 5 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

173 

 

 

Appendix v:  Ethical Permission For Research From Research Advisory Group 

 

July 15
th

 2010 

 

Dear Sir / Madam 

I am writing in response to a request from Stephen Adams-Langley a doctoral 

candidate on the D.Psych programme at Metanoia Institute who intends to approach 

the Metanoia Research Ethics Committee for ethical approval for his research. 

Mr Adams-Langley is employed by The Place2Be as a Regional Manager and he 

has been employed by the charity for the last twelve years. 

Mr Adams-Langley has sent the members of The Place2Be Research Advisory 

Group the Learning Agreement which has been approved by the Metanoia Institute 

and slides of his oral presentation. 

He presented his proposal to continue on Part Two of the doctoral programme to the 

Research Advisory Group on the 23
rd

 June 2010. Minutes were taken and are 

included as an attachment to Mr Adams-Langley’s submission for ethical approval. 

The Research Advisory Group is aware of Mr Adams-Langley’s Doctoral Research 

and his intention to interview six head teachers and conduct two in depth case 

studies, which will involve interviewing two Place2Be children and their parents / 

carers. We are also aware that products of this research will be disseminated to a 

Place2Be collaborative inquiry group. 

We are in support of this Doctoral Research which we anticipate will provide data 

and valuable insights into school-based mental health and The Place2Be model of 

mental health. 

If you require any further information regarding Mr Adams-Langley’s Research 

proposal please do not hesitate to contact me. 

 

Yours sincerely 

 

Gregor Henderson 

Chair Research Advisory Group 
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Appendix vi:  Statement To Metanoia Research Ethics Committee 

 

Statement to the Metanoia Research Ethics Committee 

  

S. J. Adams-Langley D.Psych candidate cohort 10  

September 1
st
 2010. 

 

My research methods have been approved in my learning agreement 2010. I intend 

to undertake the following research following ethical approval: 

 

• interview six head teachers (Grounded theory Strauss and Corbin 1994);  

• establish a co-operative enquiry group (Heron, 1971; Reason, 1994); ten 

participant senior Place2Be school project managers;  

• undertake two child case studies (Yin 1983).  

 

I would hope to gain ethical approval and begin interviews winter 2010-2011 with 

head teachers, and child participant’s spring / summer 2011. 

 

Child participant research 

 

The Place2Be utilises the Goodman strengths and difficulties questionnaire, before 

and after a one-to-one counselling intervention, to assess the impact of the work. 

However, what is not known is what the child and their parent think and feel about 

their Place2Be therapeutic experience. Also this research study will seek to identify 

two children with several risk factors for mental ill-health or distress and who may 

fall into the category of “hard to reach”, due to their situation at home with their 

parents / carers. This will require a sensitive and ethical approach, and I am 

cognisant that I wish the children and their parents to enjoy and value their 

experience, and gain insights or knowledge from their participation. I want to 

research with the child and their parent, rather than obtain data or information from 

them and declined to share research conclusions. Therefore, I shall undertake to 

meet with the child and parent, following their participation to consider how the 

research may benefit the child and parent, in the future 

 

I am seeking to obtain a fuller picture through this qualitative study of the child and 

parent, in The Place2Be intervention. 

 

 

The child interviews  

 

I am planning to conduct semi-structured interviews with two children in a long-

term therapeutic intervention with The Place2Be and will digitally record the 

interviews. I shall delete the tapes, as soon as they have been transcribed. Due to 

this requirement, I would anticipate that the two children will be in years five or six 

(10 or 11 years of age). The children will be invited to talk, but also employ toys or 

art materials in The Place2Be room.  Since this equipment is the standard Place2Be 
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material, the risk of injury is very small, and would be covered by The Place2Be 

health and safety policy.   

 

Should the child participants produce artwork or materials or models, I shall ask 

their permission to photograph any images they make, to reproduce these images in 

the final dissertation.   

 

I shall invite them to keep the original image or model.  I intend to analyse the 

images to consider themes or sub-themes which emerge and ask the child for their 

own interpretation of their image.   

 

I am aware that, in order to encourage the children to talk to me, I shall need to 

make a relationship with them and a contract about the two sessions. This will 

require some counselling skills and sensitivity on my part, and the support of The 

Place2Be school project manager.   

 

As I have stated in the ethical consent letter, I will emphasise that they can stop the 

interview or withdraw, at any time, without anxiety or fear of consequence. The 

interview will be boundaried and structured and is concerned, specifically, with 

their experience of counselling, rather than problems or reasons for their referral to 

The Place2Be. The questions in the interview are such that few personal details are 

elicited. Due to this, the risk of making the children feel more vulnerable should be 

small.   

 

I have an enhanced CRB clearance which I shall submit to the head teacher and 

parent, together with participant information sheets and consent letters. 

 

Due to an ethical regard for the children and their parents, I do not intend to publish 

the case studies in an external journal or publication.   

 

The co-operative enquiry group will support me to plan for the interviews with head 

teachers, parents and children.  

 

 

Representative questions for the child participants may include:  

 

• What can you remember about coming to The Place2Be room, when you 

started?   

• Whose idea was it for you to come and why?   

• Before you came, what did you think it would be like coming to Place2Be?   

• What kinds of things do you do in there?   

• What are the best things about coming to The Place2Be?   

• What are the worst things?   

• What is your counsellor like?   

• How would things have been different if you had not come to The Place2Be?   

• Would you like to make a picture of your time / experience of The Place2Be / 

your counsellor, yourself, before and after Place2Be? 
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Appendix vii:  Participant Information Sheet For Head Teachers 

 

Participant information sheet: head teachers  

 

You are being invited to take part in a research doctoral research study and I am 

requesting your involvement. Before you decide, it is important for you to 

understand why the research is being done and what it will involve. Please take time 

to read the following information carefully. Ask me if there is anything that is not 

clear or if you would like more information.  Take time to decide whether or not 

you wish to take part. 

 

“The Place2Be in the inner-city primary school: How can a voluntary sector mental 

health service have an impact on children's mental health and the school 

environment?” 

 

The aim of this study is to demonstrate the value and effectiveness of The Place2Be 

to children, their parents and the school. The length of the study is five years and I 

am in year four and I am looking to interview six head teachers in inner city primary 

schools.  

 

It is up to you to decide whether or not to take part. If you do decide to take part you 

will be given this information sheet to keep and be asked to sign a consent form. If 

you decide to take part you are still free to withdraw at any time and without giving 

a reason.   

 

I would like to meet with you for one hour to explore your experience of The 

Place2Be service in your school. The interview will be recorded on a tape machine 

which I will analyse following the completion of the head teacher interviews. This 

information will be kept strictly confidential and any information about you or your 

school which is used will be anonymous and neither your name nor your school’s 

name will be recognised from it.   

 

The intended benefit is to demonstrate the value of a school-based counselling 

service such as The Place2Be and may help The Place2Be to expand its services to 

other schools in the United Kingdom. 

 

I would hope this study may help you understand the value of emotional support to 

your school community by The Place2Be and I will be happy to share my findings 

with you when I have written it up. The results of the research will be written up in 

the form of a doctoral dissertation looking at all aspects of the impact of The 

Place2Be from the position of parents, children, head teachers and school project 

managers. The study once accepted will be kept in the library at Middlesex 

University and Metanoia. I intend to publish the data or findings in the study in an 

external publication.  

 

The research ethics committee which has reviewed this study is the Metanoia 

Research Ethics Committee.  
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Data protection 

 

The Place2be and this research project shall comply with the Data Protection Act 

1998 and all other applicable laws and regulations in relation to data protection and 

The Place2be shall only use the personal data in the provision of the services 

pursuant to this agreement.   

 

Nickhil Naag is the data monitoring officer in The Place2Be. 

nickhil.naag@theplace2be.org.uk 

Stephen Adams-Langley is the doctoral research student conducting this study.  

s.adams-langley@theplace2be.org.uk 

 

Work telephone number: 07912097403 

 

The Place2Be, 13 / 14 Angel Gate, City Road, London EC1V 2PT. Telephone: 

02079235529  

 

Supervisor for this research: Dr. Sofie Bager-Charlson, c/o Metanoia, 13 North 

Common Road, Ealing W5 2QB. Telephone: 02085792505.  
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Appendix viii:  Participant Consent Letter For Head Teachers 

 

October 2010 

Dear (insert name of head teacher)  

I am writing to you to ask for your help and participation in a doctoral research 

project entitled “The Place2Bbe in the inner-city primary school: How can a 

voluntary sector mental health service have an impact on children's mental health 

and the school environment?” As you have The Place2Be in your school, I would 

value your views on the experience of the service and what benefits The Place2Be is 

providing to the children, parents, teaching staff and school community. 

I would wish to interview you for one hour which I will tape and later transcribe. I 

intend to interview six head teachers in inner London and following transcription, 

use a grounded theory methodology (Strauss and Corbin, 1998) to analyse the data. 

Your contribution will be absolutely confidential and you will not be identified.   

I enclosed a participation information sheet with additional information. 

On completion of the written paper I will send you a copy of the completed analysis 

and would be happy to meet with you for further discussion. 

If you require any further information, please do not hesitate to contact me. 

Yours sincerely 

 S. J. Adams Langley 

  

Regional Manager  

s.adams-langley@theplace2be.org.uk 

Telephone number: 07912 097403 
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Appendix ix:  Information For Co-operative Inquiry Group 

 
Co-operative enquiry (Heron 1971/1996 Reason 1994)  

 

Research into the human condition  

• each person is co-subject and co-researcher in the reflection phase;  

• possibility of reciprocal participative knowing;  

• participative decision-making and reflectivity;  

• knowing is mutual awakening - mutual participative awareness;  

• recent work on emotional intelligence (Goleman, 1995) shows that effective 

choice is rooted in emotional values;  

• co-operative enquiry does research with people, not on them; 

• content and method are reflected upon by all research participants in the 

group;  

• the full range of human sensibilities is available as an instrument of enquiry;  

• the researchers account of the subjects’ perspectives is validated and 

checked with the subjects themselves. 

 

First reflection phase  

• topic of the enquiry and launching statement;  

• interviewing six head teachers on the value of The Place2Be and the impact 

of the school-based mental health service, in their school;  

• scope of the interview;  

• areas of enquiry;  

• contract with the group;  

• collaboration - data recorded written up and sent to all members of group, in 

advance;  

• shared learning will comprise four to six meetings of one hour;  

• this will be recorded on a tape machine and analysed by researcher (SAL); 

• objectivity is a figment of our minds (Reason, 1994);  

• the validity of our encounter with experience rests on high-quality, critical, 

self-aware, discriminating and informed judgements of the co-researchers 

(Reason, 1981); 

• vulnerability of openness can lead to experiential enquiry based on integrity 

and critical subjectivity;  

• co-operative enquiry is an emergent process.  

 

 

For whom is this research?   

• The Place2Be; 

• advance the argument for school-based mental health;  

• research and advisory group;  

• Place2Reflect;  

• co-operative enquiry - group mutual participation - insight and growth – 

awareness;  

• policies and procedures to train and support new colleagues, in new schools 

and new hubs.  
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My role within the group  

• to facilitate questions, ideas and propositions about the enquiry and focus of 

research;  

• to facilitate process and content of enquiry, by taping all the meetings and 

analysing content, writing up and presenting content back to the group, for 

further reflection and challenge; 

• to support the group in expressing intuitive and tacit knowing and 

facilitating propositional knowledge. 

 

If you have a question or query that you feel would be difficult to raise with me, you 

can speak to Gregor Henderson, Chair of the Research and Advisory Group. 

Telephone: 07973538837. 
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Appendix x:  Consent Letter For Co-operative Inquiry Group 

 

1
st 

September 2010 

 

Dear Colleagues, 

 

Thank you for your agreement to participate in a co-operative enquiry group to 

consider the following topic in a doctoral research study. 

“The Place2Be in the inner city primary school: How can a voluntary sector mental 

health service have an impact on children's mental health and the school 

environment?” 

An information sheet about co-operative enquiry (Heron, 1971; Reason, 1994) is 

attached to this letter to explain the research method and introduce some key ideas. 

Ethical research is undertaken with people, not on them, and for such an important 

research into school-based child mental health, I believe the quality and impact of 

the doctoral research dissertation and products will be considerably enhanced and 

more truthful and interesting to read with the co-operation of the group. I would 

value your insights and ideas in the course of several meetings over the next 12 

months at Victory Primary School. Our first meeting has been arranged for the 

………………………... at 9:30 a.m. for one hour. I will tape and then transcribe the 

responses of the group which will help to consider the interviews with head teachers 

and children and parent involvement in the research.   

All responses will be entirely confidential and anonymous, and you or your 

contribution will not be identified in the final paper. 

I do intend to publish products of this doctoral research with the exception of the 

two child case studies which I feel would be unethical and uncomfortable.   

I look forward to meeting you with you all and introducing the principles and 

practice of co-operative enquiry. 

 

Yours sincerely 

 

S. J. Adams-Langley Regional Manager 

I do / do not consent to be part of a co-operative enquiry group for the purpose of 

the doctoral research study. 

 

Name………………………………….. Date………………………. 
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Appendix xi:  Consent for Child Case Study from Head Teachers 

 

October 2010 

 

 

Dear (insert name of head teacher)  

 

I am writing to you to request your permission to interview a child and parent in 

your school who is in a Place2Be intervention. I am undertaking a doctoral research 

project. 

 

“The Place2Be in the inner city Primary school: How can a voluntary sector mental 

health service have an impact on children’s mental health and the school 

environment?” 

 

I enclose an information sheet about the research and I will be happy to answer any 

questions you may have. 

 

I have the full enhanced CRB verification which I attach to this request. 

 

I plan to request written permission from the child and their parent to interview the 

child for two sessions in The Place2Be room for a case study. The Place2Be school 

project manager placed in your school will assist me with room availability and 

introduction to the child and parent.  

 

The interviews will be two fifty minute hours in The Place2Be room and I will tape 

the child’s responses and invite the child to use art and play materials should they 

wish to communicate through these media. The child’s responses with be 

confidential and anonymous and they will not be identified. The case studies will 

not be published in an external publication. If you have a question or query that you 

feel would be difficult to raise with me, you can speak to Gregor Henderson, Chair 

of the Research and Advisory Group, Telephone: 07973538837. 

 

Yours sincerely 

 

S. J. Adams-Langley 

 

I do / do not give consent for (insert name of child) to be interviewed for the 

purpose of a doctoral research project on children’s mental health and The 

Place2Be. 

 

Name:       Date:     
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Appendix xii:  Enhanced CRB Clearance 
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Appendix xiii:  Participant Information Sheet For Parents 

 

Participant information sheet: parents  

 

You are being invited to take part in a research study and I am requesting the 

involvement of your child who is in a Place2be intervention. Before you decide, it is 

important for you to understand why the research is being done and what it will 

involve. Please take time to read the following information carefully and discuss it 

with others if you wish. Ask us if there is anything that is not clear or if you would 

like more information. Take time to decide whether or not you wish to take part.  

 

Thank you for reading this. 

 

“The Place2Be in the inner-city primary school: How can a voluntary sector mental 

health service have an impact on children's mental health and the school 

environment?” 

 

The aim of this study is to demonstrate the value and effectiveness of The Place2Be 

to children, their parents and the school. The length of the study is five years and I 

am in year four and looking to involve two Place2Be children and their parents. You 

have been approached following a recommendation by The Place2Be school project 

manager (name of SPM…………………………………). 

 

It is up to you to decide whether or not to take part. If you do decide to take part, 

you will be given this information sheet to keep and be asked to sign a consent 

form. A copy of this will be given to you to keep. If you decide to take part, you are 

still free to withdraw at any time, and without giving a reason.   

 

A decision to withdraw at any time, or a decision not to take part, will not affect the 

standard of care you or your child will receive. 

 

If you do consent for your child to take part, I would like to meet with him / her for 

two 40 minute sessions in a school term to explore his / her experience of The 

Place2Be support.  His / her participation would be voluntary and would be 

recorded on a tape machine, and we would use play and art materials in The 

Place2Be room. This information will be kept strictly confidential and any 

information about you or your child which is used will have your name or your 

child's name removed, so you cannot be recognised from it.   

 

The intended benefit is to demonstrate the value of a school-based counselling 

service such as The Place2Be, and may help The Place2Be to expand its services to 

other schools in the United Kingdom. 

 

I would hope this study may help you understand the value of emotional support to 

you and your child by The Place2Be and I will be happy to share my findings with 

you when I have written it up. The results of the research will be written up in the 

form of a doctoral dissertation looking at all aspects of the impact of The Place2Be 

from the position of parents, children, head teachers and school project managers. 

The study, once accepted, will be kept in the library at Middlesex University and 
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Metanoia. I will not publish the data or findings on the two children in the study in 

an external publication.  

 

The research ethics committee which has reviewed this study is the Metanoia 

Research Ethics Committee.  

 

Data protection 
 

The Place2be and this research project shall comply with the Data Protection Act 

1998 and all other applicable laws and regulations in relation to data protection and 

Place2be shall only use the personal data in the provision of the services pursuant to 

this agreement. The data will be stored for twelve months after the end of the study, 

and then deleted and destroyed. 

 

Nickhil Naag is the data monitoring officer in The Place2Be.  

nickhil.naag@theplace2be.org.uk 

 

Stephen Adams-Langley is the doctoral research student conducting this study.  

s.adams-langley@theplace2be.org.uk 

Work Telephone number: 07912097403 

 

The Place2Be, 13 / 14 Angel Gate, City Road, London EC1V 2PT. Telephone: 

02079235529  

 

Supervisor for this research: Dr Sofie Bager-Charlson, c/o Metanoia, 13 North 

Common Road, Ealing W5 2QB. Telephone: 02085792505.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

186 

 

Appendix xiv:  Consent Letter for Parents 

 

Parent Consent Letter 

 

Dear (insert name of parent) 

 

I am writing to you to request your child’s involvement in a doctoral research 

project to consider how The Place2Be has helped and supported your child. 

 

I am aware from The Place2Be School Project Manager that your child is receiving 

support in a long-term intervention and I would like to meet with him / her for two 

sessions to explore his / her experience of The Place2Be support.  

 

Your child’s name was selected at random from a group of ten children. The names 

were put in a hat and two names were pulled out and your child was one of them. 

 

His / her support is voluntary and would involve play, art and counselling sessions 

which would be recorded on a tape machine. We would also use art and play 

materials in The Place2Be room. All responses from your child would be entirely 

confidential and anonymous and he / she would not be identified in the final 

research paper. I would also like to meet with you to discuss your experience of The 

Place2Be. 

 

I wish to interview him / her in the weeks of …………………………. and therefore 

if you would allow him / her to take part I would ask you to sign the consent slip 

below and return it to the School Project Manager. 

 

On completion of the research doctorate, I would be happy to meet with you to 

present and discuss findings with you at your convenience. Thank you for reading 

this. I attach an information sheet about the research. If you have a question or 

query that you feel would be difficult to raise with me, you can speak to Gregor 

Henderson, Chair of the Research and Advisory Group, Telephone: 07973538837. 

 

If you require any further information, please do not hesitate to contact me on 

telephone, number: 07912097403. 

   

Yours sincerely 

 

 

 

Stephen Adams-Langley 

Regional Manager 

 

 

I do / do not consent for my child (name) …………………………….to be 

interviewed for the purpose of a research project on children’s emotional health. 

 

 

Name …………………………………….     Date ……………… 
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1. I confirm that I have read and understand the information sheet 

dated ...................……………………for the above study and have had the 

opportunity to ask questions. 

 

 

  �  
 

2. I understand that my participation is voluntary and that I am free to 

withdraw at any time, without giving any reason. If I choose to withdraw, I 

can decide what happens to any data I have provided.  

 

 

  �  
 

3. I understand that my interview will be taped and subsequently transcribed. 

 
  �  

 

4. I agree to take part in the above study. 

 
  �  

 

5. I agree that this form that bears my name and signature may be    �  

 seen by a designated auditor. 

 

 

 

_________________________________________________________  

Name of participant  Date Signature 

 

 

__________________________________________________________ 

Name of person taking consent  Date Signature 

(if different from researcher) 

 

 

__________________________________________________________ 

Researcher  Date Signature 

 

 

1 copy for participant; 1 copy for researcher. 
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Appendix xv:  Child Consent Letter and Contract 

 

Child Consent Letter 

 

Dear (insert name of child) 

 

I am writing to you to ask for your help for a research project on what you think and 

feel about The Place2Be. I am interested in what you like and don’t like about The 

Place2Be and how you have found the work in The Place2Be room. 

 

You have been selected at random from a group of ten children. The names were 

put in a hat and two names were pulled out and you were one of them. 

 

As you are working with a Place2Be counsellor, I would like to meet with you for 

two one hour sessions in The Place2Be room to talk about your feelings about The 

Place2Be. I will tape what you say but this will be confidential to us and you will 

not be named or identified. I will have to tell someone else if you tell me that you’re 

being hurt, and I will need to tell someone to help keep you safe. 

 

I have written to your mum / dad to ask permission for you to take part. 

 

Your involvement is up to you and if you do not feel happy with this, you do not 

need to take part. If you become unhappy you can stop at any time. It is up to you to 

take part. 

 

If you do want to take part, anything you say will be private and confidential and 

your name will not be used in any way. If you do feel you can take part, I would be 

happy to meet with you on your own, or with the School Project Manager, to talk 

about the findings at the end. 

 

 

If you have any questions please speak to (name of 

SPM)………………………………….. and they will let me know so I can answer 

them. 

 

Best Wishes 

 

 

 

Stephen Adams-Langley 

Regional Manager 

 

 

I do / do not consent to be interviewed for the purpose of a research project on 

children’s emotional health. 

 

 

 

Name …………………………………Date ……………………… 
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“No society can surely be flourishing and happy, of which the far greater part of the 
members are poor and miserable”  
Adam Smith. The Wealth of Nations (1776) Book One Chapter Eight 
 
In this submission for a RAL5, I will endeavour to demonstrate my capability as a 
senior practitioner within the Place2Be, where I have worked for twelve years.  
During this time period, I have been required to manage enormous organisational 
change and challenge, develop systems, training and policies, recruit a large number 
of school-based therapists and managers, and develop specialist knowledge in areas in 
which I was a novice when I joined the charity in 1998. 
 
I will demonstrate these competencies and capabilities with reference to a range of 
documents in my appendix which I have written, reviewed and redrafted several times 
in the past twelve years and which are now validated by the Place2Be Quality 
Committee which endorses or challenges written guidelines on all policies within the 
charity.  
 
I am submitting this paper and appendix for one hundred and twenty credits, as I 
believe I demonstrate major capabilities and a significant contribution to the 
advancement of school based mental health in the United Kingdom. I believe this 
paper demonstrates the professional descriptors and standard for assessment at level 
five. 
 
I will demonstrate through this paper and the appendix, my contribution to the 
development of the Place2Be which is a voluntary organisation and charity which 
provides school-based mental health to children in primary schools and secondary 
schools in the United Kingdom.  I regard myself as a practitioner/manager striving for 
excellence, evidence-based practice and the development of a therapeutic culture 
which values listening and learning from colleague practitioners, children, parents, 
teachers and stakeholders I will focus on number of key areas of personal and 
professional contribution to this commitment to excellence;   
 

• clinical leadership  
• the promotion of systemic thinking and practice  
• recruitment and induction of volunteer counsellors and paid therapist 

managers  
• child protection and safeguarding  
• promoting excellence through training to staff and volunteers  
• ethical leadership and management  
• writing and disseminating clinical policies and procedures  
• piloting new developments; the transition work in secondary schools, assistant 

school project managers, promoting working with parents and shared learning  
• writing and training on new training courses with particular reference to my 

development of the supervision training modules one and two  
• speaking at conferences and presentations to a wide range of professionals  
• personal and professional development through my own training and 

monitoring of self, through self appraisal  
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• reflective practice and organisational development in my role as the 
organisational “guinea pig” for the Place2Be 

• striving for professional standards for the organisation, clarity and 
transparency in service delivery and the provision of a high quality mental 
health service to schools, children and parents.  

 
 
However, when I was appointed as the London Regional Manager on the first of June 
1998, there was little evidence of any of the descriptors which I have listed above, an 
empty filing cabinet devoid of any policies, procedures, guidance or commitment to 
clinical excellence 
 
I have always been interested in children's mental health; from my own personal 
experience as a child which I have described in my RPPL, to my professional 
development as a manager of children's services in the voluntary sector.  My first 
position at Oasis Children's Venture in 1980 had focused on the development of 
children's play and arts projects during school holidays and the design and 
establishment of a children's wildlife garden called the Alan Edwards Oasis in 
Stockwell, for which I was awarded the Shell Better Britain Award in 1984.  After 
leaving Oasis I worked at Cambridge House in Talbot in Camberwell providing 
respite care and arts projects to children and young people with severe learning and 
physical disabilities in Southwark.  After the completion of my five-year therapeutic 
training at Regent's College I obtained the position of Head of Psychotherapy 
Services at the London Lighthouse which provided therapeutic services to people with 
HIV/AIDS, including children who are HIV positive. 
 
As my private practice developed, I began to realise that so many of my clients had 
issues and difficulties which originated in their experience as children at home, or in 
their school experience through isolation, bullying, school failure and phobia.  These 
issues would be compounded, if their home life was unstable or unpredictable or 
abusive.  I began to become very interested in early therapeutic interventions for 
children, and was aware through my work in South London in the 1980s with children 
that their prospects, and ability to access opportunities through education, would be 
affected by their family constellation and context. This would be exacerbated by poor 
housing, unstable parenting, the stress of surviving on benefits and parents use of 
drugs and alcohol, and the isolation of poverty.  
 
When I saw the position of London Regional Manager at the Place2Be I applied, and 
was accepted.  The charity had been established in 1994 by Benita Refson who, like 
me, had trained as an adult therapist at Regent's College.  As I have stated there was 
an empty filling cabinet, no procedural guidelines, and an early history of 
experimentation and conflict.  There were just six schools which I was expected to 
manage, and a demoralised staff team who had just been required to move from the 
status of self-employed therapists to employees of the charity. There were also twenty 
volunteer counsellors working in the primary schools. As a group, the staff were 
angry, truculent and reflected a variety of therapeutic models, but primarily at child-
centred Rogerian model which focused on the child and ignored the parents, family 
and school context of the child.  In the first few years of inception as a mental health 
charity, there had been a strong emphasis on long-term therapy for the child, and a 
significant cohort of children have been in therapy for several years. I felt 
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immediately this was dubious practice, particularly as a child’s volunteer counsellor 
have changed within the course of the intervention which meant that some children 
had experienced four different therapists within their counselling work.  I was also 
surprised and rather shocked at some of the Place2Be clinical rooms, which I 
discovered were an “Aladdin's cave” of toys and materials.  In one playroom I 
discovered a toy kitchen, bikes and scooters, numerous soft toys and puppets, boxes 
of unused paints and stacks of games and footballs. I reflected that much of this 
material had little therapeutic application, and seemed to reflect a conscious or 
unconscious wish to gratify, amuse and placate the child clients.  I was also aware that 
some of the staff and volunteers were highly anxious and unprepared for the difficult 
and complex task of therapeutic work with children. I wondered whether the 
“Aladdin's cave” of equipment, was an attempt to avoid the challenging task of 
forming a therapeutic alliance with the child and a naive attempt to alleviate the 
material poverty of their child clients. 
 
There was an extremely small management team comprising of Benita Refson as a 
senior manager, a trainer and an educational psychologist who left the organisation 
after nine months.  It was clear that I had been recruited to provide clinical leadership, 
stable management of the staff, and a professional perspective on the work within the 
schools. 
 
What I found intriguing and exciting about the Place2Be, was the big ambitious idea 
which had clearly not been processed and resolved.  How was it possible to provide a 
school based mental health service in primary schools?  Could this service be 
sustained and replicated across the United Kingdom?  Would we be able to find staff 
and volunteer counsellors who could undertake this task within London, and in other 
parts of the country?  What were the opportunities and barriers to this idea?  What 
would be a sustainable mental health service look like and would it be accepted by 
head teachers, and school staff and parents?  How could we develop and sustain staff 
and volunteers through training and supervision? 
 
I had been influenced as an adult psychotherapist by the Winnicottian idea that “there 
is no such thing as a baby,” since children and babies do not live in isolation, separate 
and independent.  They exist in relation to those who care for them in a particular 
context.  My clinical influences had been Bowlbys attachment theory, the non-
directive play therapy of Virginia Axeline and Lowenfeld’s world theory of 
objectifying the inner world through play, particularly sand play. 
 
My first task was to define the model of therapeutic support in the Place2Be schools 
and define the content of the Place2Be room.  I also felt strongly that child clients 
should have a one-to-one intervention no longer than one school year for three terms.  
I was anxious that we were creating dependency and collusion, rather than working on 
enhancing the child's resilience and self-esteem.  I cleared The Place2Be clinical 
rooms of superfluous toys and games, and wrote the policy on the ideal Place2Be 
room (Appendix1).  This was a guidance and specification of a clinical room for the 
work with a child, which is a safe, reliable and consistent space, devoid of distractions 
and stocked with materials which can be used therapeutically. I established a 
fortnightly forum entitled “shared learning” with a six school project managers to 
think through these ideas, with predictable resistance and anxiety since some of the 
school project managers had no experience of being managed or having their long 
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established practice both considered and challenged.  There was certainly resistance to 
systemic thinking about the child, or the child's situation, and intense anxiety about 
sharing information about the child with parents and teachers.  I felt it was possible to 
provide confidentiality for the child’s words and material, and yet involve the two key 
influences in a child's life, namely the parent and teacher.  I challenge these 
practitioners to help me refine and redefine the range of therapeutic services which 
resulted in an average two and half day model providing: 
 

• short-term and long-term one-to-one therapy for twelve children each week  
• group work for six children each term based on the Kolvin model of two 

facilitators, six child clients and eight sessions of therapy.   
• A commitment to assessment tools, involving the Goodman strength and 

difficulties questionnaire, and obtain written consent and clinical data by 
meeting the child, parent and teacher in separate meetings.  

• This should be followed up by a post assessment meeting at the end of the 
intervention.   

• The provision of the Place to Talk lunchtime drop-in service, for children who 
could refer themselves for fifteen to twenty minutes of counselling. 

• A commitment to a standard model of supervision of volunteer counsellors in 
each school.   

• A commitment to the Goodman strength and difficulties questionnaires as an 
assessment tool, and an evidence-based measure of the impact of the one-to-
one or group intervention. 

 
I was greatly assisted by Joan Baxter an educational psychologist, who introduced me 
to the Goodman strength and difficulties questionnaire as a clinical tool and my task 
was to ensure compliance from the clinical staff. Resistance and hostility by the staff 
were primarily aimed at the pressure of paperwork, and the outcome measures which I 
introduced.  However, it was clear to me that unless we were able to demonstrate the 
outcomes of therapy, based on a professional evidence base, and a commitment to 
quality standards and professionalism, it was likely that we could scarcely grow from 
six schools to a large cluster of schools in London and the United Kingdom. 
 
I wrote a draft of procedural guidelines for the staff (appendix 2) which attempted to 
define and explain the model with a commitment to systemic information sharing with 
teachers and school professionals.  Shortly after this I wrote the policy on the referral 
and assessment process, (appendix 3) to alert the practitioners to the complexity of 
teacher referrals and assessment, and provide clarity on a teachers situation and their 
tendency sometimes to refer inverted “acting out” boys who are challenging their 
authority, rather than “acting in” children, who may be isolated, silent and depressed 
but who are not challenging classroom discipline.  However they may be at higher 
risk of mental ill health or disturbance as the child who is violent, aggressive or at risk 
of exclusion.  There is also the issue of the group attribution of deviance, distress and 
disturbance within the school environment, since it is to be expected that a teacher 
needs to be alert to their authority and classroom management, and the well-being of 
the whole class and the educational attainment of the group. This has been 
exacerbated in recent years with the pressure of SATS (standard assessment tests) and 
inspections by Ofsted. As with all policies which I have drafted over the past twelve 
years, the key issue is consultation with staff, and processing with staff and cascading 
the policy through shared learning sessions with all staff, and within supervision 
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sessions with each school project manager, which I provided for two hours a fortnight 
on the school premises of the school project manager.   
 
A further challenge in 1998 was the role of the child protection officer which I was 
asked to assume within the first month as the London Regional Manager.  Since there 
was no written policy on child protection, I spent the first six months reading local 
authority policies and procedures, before embarking on a series of trainings which 
would provide me with the information and skills to undertake this role.  As the child 
protection and safeguarding officer for the past twelve years, I have been required to 
draft clear and unambiguous guidelines for this aspect of the organisation and provide 
training to paid staff and volunteers, and advice and recommendations to the trustees 
of the charity.  This was given a higher profile following the death of Victoria 
Climbie who was abused and murdered by her guardians in Brent in 2000.  Public 
outrage resulted in major changes in child protection policy, the introduction of the 
Every Child Matters policy, and the Children Act (2004) which gave particular 
attention to child protection.  I have sometimes reflected that when I joined the 
Place2Be in 1988 I was possessed of a whole head of black hair and twelve years later 
it is balding, grey and thinning and I feel the onerous and complex role of the child 
protection officer has taken a toll!  
 
(Appendix 4) is a copy of the child protection policy I wrote in 1999 and have revised 
several times in the past twelve years.  I also drafted the child protection report form 
which delineates the threshold of the child protection concerns as high or low 
threshold. (Appendix 4) Training staff and volunteers and alerting them to the legal 
and professional obligations in this area has been a key responsibility. Over the years 
I have provided approximately seventy trainings and seminars to staff over the past 
twelve years; from Edinburgh, Durham and Cardiff, to all the hubs in London and the 
south-east such as Medway, Brent, Southwark, Enfield, Greenwich, Wandsworth, 
Croydon and Harlow.  
 
Key messages in my trainings are to create a culture of professional respect, thinking 
together and with other professionals and being prepared to make a decision in the 
best interests of the child at risk.  Child protection invariably evokes intense anxiety, 
emotional pain and a desire to rescue the child from their situation with the abusing 
adult.  However, there are no easy solutions and rarely a happy ending to a high 
threshold child protection case.  As I often explain in my trainings, typically one is 
confronted with a jigsaw puzzle picture of a child’s situation with most of the pieces 
missing. (Appendix 5) is training for clinical staff I wrote in 2000 and have updated 
with new slides over the past ten years.  
 
What most practitioners fear is that the child will disclose that they are experiencing 
sexual abuse. However disclosure or suspicion of sexual abuse is usually acted upon 
immediately by school professionals and social services child protection teams, and 
the system is alerted and begins to investigate and to protect the child.  Emotional 
abuse and neglect are difficult to define and evidence, but most professionals and 
therapists realise this can be immensely damaging and create mental health risk 
factors for a child.  Inappropriate physical chastisement is also very difficult to 
investigate, and this is exacerbated by the requirement to make a professional 
judgement if a child is being beaten. Unless there is bruising, cuts or broken skin there 
is a high threshold for reporting a concern in many inner city local authorities. My 
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influences in this area of child protection has been Christiane Sanderson's work on 
child seduction, grooming and sexual abuse and the clinical impact and implications 
for psychotherapists. (Sanderson 2004).  Jonathan's Willows book on “Moving on 
after Childhood Sexual Abuse” (2009) has also influenced my understanding of the 
disruption of a child's attachments after sexual abuse, and the risk factors for 
emotional and psychological disturbance 
 
I have been greatly influenced by the varied papers in “Mental Health Interventions 
and Services to Vulnerable Children and Young People” (2007) edited by Panos 
Vostannis.  As a result of the papers by Rachel Brooks and Elspeth Webb on domestic 
violence and the impact on children, I researched the domain of domestic abuse and 
wrote and delivered a training on domestic abuse to ninety staff in the Place2Be 
(Appendix 6) in 2008/9 and 2010.  Following the death of Peter Connelly (Baby P) in 
2009, I presented a series of recommendations to the trustees of the Place2Be 
(Appendix 7) where I have requested more investment and to raise the status of the 
child protection role, and the development of specialist trainings to Place2Be staff and 
volunteers.   
 
In a number of high threshold child protection cases I have supported our clinical staff 
to give evidence in court, and I am currently researching this area and using a key text 
by Tim Bond and Amanpreet Sandhu (2005) “Therapists in Court.” I will write a 
specific policy and guidance for the Place2Be staff. I am currently in consultation 
with a magistrate and a chief constable to assist me in this task which I am due to 
complete by 2nd September 2010.   
 
A further policy I wrote for the Place2Be in 2006 was the policy on critical incident 
response (Appendix 8).  This was a reaction to a particularly challenging incident in a 
Place2Be school in Enfield in 2005.  As parents were dropping off their children at 
8:45 a.m. in the school playground, an estranged father approached the mother of his 
child on the playground and stabbed her six times in the stomach with a knife in full 
view of the teachers, parents and many of the children, before fleeing the scene.  As a 
four-day mental health service based in the school, it was understandable that the head 
teacher wanted immediate support for the entire school community from the Place2Be 
and after two weeks of attempting to manage the impact of the attempted murder, she 
was diagnosed with post traumatic stress and was required to go on sick leave.  My 
role as a regional manager was to attempt to calm the Place2Be staff, and to attempt 
to enable them to think therapeutically about the impact on the whole school and to 
crucially involve external professionals such as the educational psychology crisis 
team, rather than follow the head teacher's wish for the Place2Be therapists to provide 
a critical incident response, and therapy to hundreds of traumatised children and 
adults. 
 
An urgent responsibility in the first five years as the only senior clinical manager, was 
the recruitment and retention of Place2Be school project managers and volunteer 
counsellors.  We were growing as an organisation and had incrementally expanded 
from six schools to twelve schools and to twenty-eight schools by 2005. Most schools 
had elected to have a 2.5 day model with one school project manager who was a 
qualified clinician, with four volunteer counsellors.  However, in large primary 
schools, the school could have a population of between five hundred to seven hundred 
children and a larger number of staff are required for three, four or five day model of 
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service delivery.  I was under a great deal of continuous pressure to recruit large 
numbers of volunteer counsellors from colleges and therapeutic training institutes.  I 
designed and wrote a standard recruitment presentation of the counsellors and 
therapists who required a clinical placement (Appendix 9).  This presentation refers to 
the opportunities and obligations of the clinical placement programme between 
Place2Be and the student and college.  From 1999 there was a steady growth in 
schools electing to join the Place2Be and on average I would make fifteen 
presentations each year to recruit volunteers to the placement programme.  During the 
first four years I recruited between fifty to seventy volunteers each year. Currently the 
Place2Be provides clinical placement opportunities to five hundred and fifty students.  
 
Interviewing and inducting school project managers has been a constant 
responsibility.  (Appendix 10) is an introduction sheet for volunteer counsellors I 
wrote in 2003 to attempt to delineate some recurring issues such as the length of the 
working day of volunteers, accreditation issues, training and professional 
development and criminal record checks.  I have the responsibility of having to 
review all declared convictions and through the criminal record checks to deciding 
whether the candidate is suitable for a replacement in the school.  There are 
contributions and statements from volunteer counsellors in the paper and I have 
always attempted to introduce personal statements or case vignettes into Place2Be 
literature, to bring the work alive and ensure that our publicity is compelling. You 
may note that I have used children's drawings and art work. I was assisted in the early 
years of the Place2Be by a clerical assistant to help choose children's artwork for our 
publicity (subject to written consent for use from children and parents). We would 
often have violent disagreements about choosing particular images, with her emphasis 
on choosing happy drawings of smiling children and flowers and butterflies. I would 
try to use the artwork of children depicting real and violent events such as a house on 
fire and a child jumping out of a window, or children portraying the actual experience 
of distress, stabbings, murder, violence and fear.  We would invariably agree to 
disagree in an attempt to compromise.  However, I do think that experience highlights 
a major contribution I have made to the Place2Be over the past twelve years in my 
determination to highlight the real difficulties of children living in areas of complex 
deprivation and the often terrible and occasionally horrific circumstances of their 
lives.  
 
(Appendix 11) is a copy of a consent letter I wrote in 2000 to request permission for 
parents for the use of clinical material for case studies and dissertations for volunteer 
counsellors as a part of their college accreditation and final submission. I have always 
tried to promote ethical consent and standards of care for all child clients and parents 
in the Place2Be. This is also a standard I have applied to ethical consent for clinical 
work with a child. I require that all staff obtain written consent from parents for 
clinical work, despite the many challenges to this which I have outlined in my PEP, 
concerning anxieties and ambivalence of parents to engage with the Place2Be and the 
school. 
 
As an adult psychotherapist I am aware how so many mental health problems 
originate in trauma, unreliable and unpredictable attachments, divorce and separation, 
child abuse and bullying. Schools are often a place of consistency and sanctuary for 
many children, but time constraints and the pressures of state and government 
attempts to improve educational attainment for children, result in teachers and school 
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staff who do not have the time to support individuals and vulnerable children. An 
embedded school based mental health service can provide long-term therapeutic 
interventions of a fifty minute hour once a week for three terms for children in a 
context where there is no stigma for children or parents in a professional systemic 
approach involving parents, children, teachers and school staff.  
 
As a senior manager I am constantly under pressure of time and I am aware of what I 
am not providing due to these time constraints.  As I highlighted to the trustees 
(Appendix 7). I would recommend that I research and write trainings on children 
living with parents with mental health problems, children who experienced neglect 
and live in a domestic violent situation or with parents and carers who misuse 
substances such as drugs or alcohol. An additional policy I wrote to support the 
volunteer counsellors is the policy on gift giving (Appendix 12) since we were having 
problems with volunteer counsellors bringing in their own equipment and toys and 
wishing to end the work by giving their child clients gifts or presents.  This policy 
indicates what I hope to do with all my written policies and guidance for the Place2Be 
which is to make transparent, why we need to be constantly vigilant to clinical 
standards, ethical practice and therapeutic containment.  Working with children can 
often evoke our own pain and challenging memories of relative powerlessness, 
vulnerability and stuckness, as we existed in relation to the two spheres of home and 
school. 
 
Following successful recruitment of volunteer counsellors for three years from 1998 
to 2001, I realised that the organisation lacked policies and training on the critical and 
significant area of clinical supervision.  As a senior supervisor in Greenwich Mind 
and London Lighthouse, I had not undertaken any formal training in supervision, but 
rather drew on my own experience of receiving and giving supervision. In order to 
provide guidance and clinical leadership to the Place2Be staff I needed to undertake 
formal training and gain BACP accreditation as a supervisor.  After researching 
various trainings, I was accepted on the Cascade Diploma Training in individual and 
group supervision commencing in September 2002. This supervision training was 
based on the work of Bridgit Proctor and Francesca Inskipp, and was an integrative 
approach to supervision. This was clearly of direct relevance and application to the 
tasks and responsibilities of supervision in the Place2Be, since our staff and 
volunteers came from a wide variety of theoretical orientations, from psychodynamic 
art psychotherapists to Gestalt therapists, persons centred therapist and existentialist 
therapists. (Appendix 13) is the evidence of my successful completion of the 
supervision training, which I completed in July 2003.  As a result of this training and 
to contribute to the development of staff in Place2Be I wrote modules one and two of 
the Place2Be supervision training (Appendix 14). I trained all the staff in the 
educative, managerial and ethical approach to supervision in Place2Be schools from 
2003 to 2007.  I feel this has been a major contribution to defining and supporting 
best practice and supervision of the clinical work and the integrative Inskipp/Proctor 
model is the basis for all supervision across the current one hundred and fifty-five 
schools in the United Kingdom.  As a consequence of this training policy I applied for 
accreditation as a supervisor with the BACP and this was awarded in 2006. (Appendix 
15). (Appendix 16) refers to the policy I wrote to define and plan the Place2Be 
approach to supervision which I wrote in 2004. (Appendix 17) is a supervision 
contract for staff and volunteers I wrote to define mutual roles and obligations fro 
volunteer counsellors and Place2Be supervisors. 
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Developing new initiatives has been a constant factor in my work with the Place2Be.  
This includes the development of the ASPM programme (assistant school project 
manager), piloting the transition work for the years seven and eight in secondary 
schools, and promoting work with parents in the Place2Be schools.  
 
In 2003 I became aware that many about volunteer counsellors were not making the 
transition from voluntary clinical experience to paid employment with the 
organisation as school project managers.  As I chaired the interview panels it was 
clear that many clinically able and impressive volunteers did not seem to comprehend 
that to become a therapeutic manager in the organisation, they needed to have 
managerial experience and think outside the remit of clinical work with children. I 
persuaded the trustees and chief executive to pilot an assistant school project manager 
program in 2003 and I wrote a job description and person specification for this role 
(Appendix 18). This would involve a former volunteer counsellor working alongside a 
senior school project manager who would mentor, coach and support this novice 
school project manager. This has been a great success in enabling volunteers to bridge 
the gap between clinical excellence and the complex tasks of the school-based 
therapeutic manager.  Subject to a balanced budget I have recruited and placed an 
assistant school project manager in over half the Place2Be cluster of schools and 
many of our current paid employees were former volunteers who entered the 
organisation through the ASPM programme. 
 
(Appendix 19) is a recommended reading list of key text I drafted to raise professional 
standards in clinical thinking and I ensured that this list was distributed to all school 
project managers and volunteer counsellors. 
 
As the reputation of the Place2Be grew, we were being approached by secondary 
schools who wished for an accessible therapeutic programme for their pupils.  
Following a meeting with Southwark CAMHS commissioners in 2007, Catherine 
Roche (the Place2Be chief operating officer) and I approached Deutsche Bank for 
funding to pilot the Place2Be service to support transition for students in Geoffrey 
Chaucer secondary school in Southwark.  This was deemed to be the most challenging 
school in the borough with a failed Ofsted, appalling SATS results, high rates of 
absenteeism and school refusal, substance misuse, a threatening gang culture and high 
rates of early teenage pregnancy. Deutsche bank committed funding for the project in 
2008 (Appendix 20) and I was just charged with managing the pilot.   
 
As this paper may suggest I am certainly open to clinical and professional challenge, 
but even I felt daunted by the tasks of establishing the Place2Be in a secondary school 
with a demoralised teaching staff and a chaotic senior management. Initial work with 
students indicated high levels of anxiety regarding personal safety and fear of bullying 
and physical violence. I feel the key components of success in a challenging school 
environment, is to recruit an ambitious and energetic therapeutic practitioner, who is 
committed to building relationships, and to ensure that they receive maximum and 
consistent weekly supervision and support. This was achieved with the appointment 
of Andrya Andreou a transition manager, to specifically support young people in year 
seven and eight. She managed to promote the Place2Be model of one-to-one weekly 
therapy, a place to talk session in lunchtime for students and support of vulnerable 
students to enable them to stay in school. As a result of the success of this pilot we are 
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now working in seven secondary schools within the Place2Be hubs and we have now 
run the programme for three years at the school. Since the Deutsche Bank funding 
expires in July 2010 I negotiated with the head teacher in January 2010 and the school 
has decided to continue funding this work from September 2010.  
 
(Appendix 21) is evidence of my promotion of parent work from 2007 to 2010. As I 
have previously stated children can be effectively helped by involving their parents 
and teachers in work. The Place for Parents was initially piloted in Edinburgh in 2007 
and I have consistently promoted the importance of support to parents in the Place2Be 
schools.  Currently we offer long-term work to parents in twenty schools in the United 
Kingdom.  
 
(Appendix 22) demonstrates my contribution to publicizing the work of the Place2Be, 
presenting to professionals at conferences using a PowerPoint presentation.  As the 
first hub manager for Southwark and a Regional Manager for nine years I compiled a 
presentation to Southwark CAMHS joint commissioning group for a presentation on 
21st of September 2006.  This was to invite the group to make a financial contribution 
to school-based mental health and enable the Place2Be to develop and expand the 
work by inviting new schools to join the hub and influence CAMHS (child and 
adolescent mental health services) to recognize the Place2Be as a significant 
contributor to child mental health provision in the borough.  The presentation contains 
slides showing how the Place2Be meets central government criteria for Every Child 
Matters and to promote the model of systemic practice. I have also been careful to 
make the case of working with complex children at Tier three, which would normally 
fall within the remit of CAMHS services. I also show the evidence base of the 
Place2Be measurement of total impact showing the categories of Goodman strengths 
and difficulties questionnaires and the categories of BME  (Black and ethnic minority) 
children and volunteers in Southwark.  This presentation was very successful, and as a 
result I was successful in securing funding of £35,000 pa from 2008 to 2010.  This 
presentation also evidences attention paid in the organisation to quality assurance 
which I have promoted since I joined the charity.  I have attempted to bring the work 
alive by using quotes from Ofsted about the Place2Be in Southwark, and anonymous 
quotes from children which I have collated from School Project Managers.  
 
(Appendix 23) is a series of slides I compiled and presented in Manchester in 2005 at 
the Young Lives Today conference to one hundred and fifty head teachers and 
professional staff. I have consistently argued that in order for to the Place2Be to 
deepen, disseminate and demonstrate the importance of school-based mental health 
we have to be prepared to present at conferences on education and child mental health 
and publish our evaluation of our services in academic and professional journals.  
Indeed this doctorate in psychotherapy by professional studies is my attempt to 
publicise the need for school-based mental health by demonstrating the impact of 
therapeutic services on individual children and the school environment.  
 
(Appendix 24) is an awareness presentation I have given to numerous audiences over 
the past ten years; from school governors to groups of teachers, groups of head 
teachers in local and Commissioners in the local authority.  By compiling these slides 
I have attempted to describe why school based mental health is important and how it 
can have an impact on children's mental health and the school environment. “Why 
children come to Place2Be” is a descriptor from all my experiences of supervising the 
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clinical work. Slide six is the “universal model” of the Place2Be service incorporating 
systemic thinking and the range of services available to children. Slide eight, attempts 
to show a typical day in the life of the Place2Be team and the remaining slides attend 
to quality assurance and the effective mental health service in the context of the 
school community.  
 
(Appendix 25) is the policy and procedure on clinical note taking I wrote in 2003 
because of anxiety about increased requests from solicitors and lawyers acting for 
their client in custody cases and divorcee proceedings. In the policy I  make a clear 
distinction between “official”  Place2Be paper work which must be rendered to a 
parent or solicitor under the data protection act, and “process” notes which are not 
official records and therefore do not belong to the Place2Be. I have aligned this policy 
to guidance I obtained from the BACP regarding the three year recommended period 
fro storage of notes due to the potential of an ethical complaint made to the 
organisation or school. 
 
In 2008/9 across the one hundred and fifty-five schools there were two hundred and 
thirty-seven thousand, one hundred and forty-four hours of children service provided, 
resulting in an average unit cost of nineteen pounds per hour of children service. In 
this time period 2008/9 the service reached forty-two thousand three hundred and 
seventy children through contact in one-to-one therapy, Place to Talk and therapeutic 
group work. An OFSTED report in Murton Primary School in Edinburgh reported: 
“pastoral support and academic guidance has a very high profile. Excellent links with 
support agencies such as the Place2Be team supports staff and families so that pupils 
access all elements of school life.”  
 
(Appendix 26) is a detailed report by New Philanthropy Capital in 2008/9 in which I 
participated and contributed to as a senior manager. I am gratified by their excellent 
assessment of the charity, which evidences the high quality of the work and the 
quality assurance standards to which I, and many others, have contributed over the 
past ten years. 
 
I am extremely grateful to the Place2Be for funding this doctorate in psychotherapy 
by professional studies.  I hope that I have demonstrate my conscientious contribution 
to the development and expansion of the organisation from the beginning in 1988, 
with four people in a room, to an organisation of one hundred and thirty-five staff and 
five hundred and fifty volunteers across seventeen hubs in the United Kingdom. From 
an empty drawer in a filing cabinet I have written policies and procedures and training 
courses to support the work and support staff and volunteers. From the beginning as a 
child protection officer for six schools I now have the responsibility for child 
protection for a total population of sixty-five thousand children. The success of the 
organisation is due to the passionate support of many people, including the hundreds 
of paid staff and volunteers who been a part of the Place2Be in the last twelve years. I 
submit a modest claim for the establishing the foundation of the Place2Be as an 
exemplar of school-based mental health service with a commitment towards 
excellence in the work within the school communities.  
 
(Appendix 27 & 28) is evidence of my clinical leadership in my capacity as a chair of 
the Regional Management Forum over the past four years. (Appendix 28) is evidence 
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of my contribution to the development of the Hub of ten schools in Enfield which I 
managed as a regional manager for seven years from 2002 to 2009.  
 
(Appendix 29) is my final evidence to demonstrate ethical and clinical leadership. The 
Place2Be school project managers were finding issue in the supervision work which 
needed clarification and guidance on touch and physical contact. I wrote the policy in 
2008 and align the policy with the BACP code of ethics. I hope to demonstrate a 
considered approach for therapists and child clients and highlight risk for the 
reputation of the Place2Be and the needs of the child. 
 
The process of evidencing my contribution to the development of the Place2Be has 
been salutary in that I had been so driven and so busy doing, that I have rarely had the 
relative luxury of reflectivity.  Since these contributions have not been used for 
previous credits in the doctorate, I have been reminded of how dedicated I have been 
over twelve years to argue for early intervention and school based mental health. I 
have been particularly passionate in my contribution to making the link between 
social deprivation and poverty and the need for early psychological intervention to 
attempt to arrest the spiral of failure, low expectations and low self-esteem. Ermisch 
et al, (2001) have shown that children in the United Kingdom growing up poor are 
more likely to have lower self-esteem; plan not to marry; believe that health is a 
matter of luck; play truant; expect to leave school at sixteen; have lower educational 
attainment; be unemployed as young adults and experience higher risks for mental ill 
health than those who have never experienced poverty. I began the submission with a 
quote from Adam Smith about the impact of poverty and social deprivation.  I feel 
that one of the main influences in my professional life has been to address in a 
practical way the consequences of social injustice with particular reference to the 
condition of the mental health of children.  I am too optimistic, and too impatient to 
address issues of social justice through politics, but I hope that my work at the 
Place2Be has had a direct impact on the lives of thousands of children and the 
development of therapeutic thinking and therapeutic culture in primary and latterly 
secondary schools. I think a significant feature of my professional and personal 
temperament is curiosity and a responsive and practical approach to the impact of 
poverty and a low aspiration for children. I believe my own struggles as a child have 
ensured that I am alert to the possibility of a good attachment, respect and attention to 
the individual child, and the belief that children can be helped to raise their self-
esteem and learn to manage their behaviour and understand how to develop resilience 
and coping skills through the partnership of education and therapy. I will endeavour in 
my dissertation to develop and evidence this belief through my interviews with 
parents, head teachers, children and the therapists who work in some of the Place2Be 
schools in the inner-city. 
 
The experience of this RAL5 submission has also been to alert me to the resolution of 
several paradoxes in my work at the Place2Be. I dislike public speaking and often feel 
extremely nervous and nauseous before I speak, and yet over the past twelve years I 
have prepared presentations and spoken to hundreds of external professionals at 
approximately fifteen large conferences in the United Kingdom. I have developed 
confidence and competence through working through my natural reticence and 
speaking out. The PowerPoint presentations I have attached as appendices are 
extremely important to me so that I feel I have a trusted backup to my presentations 
since I fear I will “dry up” with anxiety or repeat my words or statements. 
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I have developed my confidence as a child protection officer in my work at the 
Place2Be although this role and obligations were completely new to me in 1998, and 
some cases and incidents I have managed have been extremely difficult and 
challenging. In particular, I have had to challenge other professionals and social 
service child protection teams on many occasions when there has been a reticence, 
refusal or anxiety to refer the case or make a decision. In a similar vein I have had to 
draw on inner strength and belief to withstand the anxiety inherent in the task of 
protecting children.  
 
I left a notorious sink secondary school at sixteen, with five O-levels having failed all 
my examinations in mathematics and had been innumerate as an adult, and yet I have 
managed to raise hundreds of thousands of pounds over the past twelve years, through 
raising funds from corporate and city trusts and applying for statutory funding from 
CAMHS and commissioners in the field of mental health.  
 
I believe I have demonstrated in this paper that the level five competences and 
capabilities deserving of one hundred and twenty credits. My work has been 
specialised in the field of school based counselling with ethical awareness and 
commitment to clients and stake holders. I have acquired knowledge, analyse 
knowledge and applied knowledge to my specialised field of therapeutic services. I 
hope I have demonstrated my compentency skills, self appraisal and reflection on my 
contributions and ethical and management dilemmas in the Place2Be. 
 
Finally I hope I have made a contribution to promoting a model of well-being for 
children, which emphasises the importance of listening and attending to children 
through counselling. I hope to show in my final dissertation submission how a multi 
dimensional and coherent school based mental health service can support the hardest 
to reach child and parents in the most challenging areas of the inner-city and enable 
children to achieve competences, capabilities, skills and resilience to achieve an 
education, in a climate that supports warmth, creativity, empathy, positive experiences 
and clear boundaries. 
 
 
Word count 7455 
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