
‘The Bad People Go and Speak to Her’:
Young People’s Choice and Agency when
Accessing Mental Health Support in School
Jennifer Spratt*
School of Education, University of Aberdeen, Aberdeen, UK

Janet Shucksmith
School of Health and Social Care, University of Teesside, Teesside, UK

Kate Philip
School of Education, University of Aberdeen, Aberdeen, UK

Cate Watson
Stirling Institute of Education, University of Stirling, Stirling, UK

Concerns about the mental health and well-being of children and young people have been

articulated in health and education policy fields as a call for closer working between schools

and providers of mental health support services. Drawing from a Scottish study, this article

explores issues of access, when mental health initiatives are sited in formal educational set-

tings. In particular, it focuses on the implications for the agency of children and young people

seeking support from those services when and how they choose. The study argues that over-

reliance on teachers as the main referral route to service influences what is deemed to be a

problem, who is thought to need support and how the interventions are viewed by the children

and young people. Alternative approaches are discussed, which offer opportunities for

children and young people to explore the available services and make their own choices

about their level of engagement. � 2009 The Author(s). Children & Society � 2009 National

Children’s Bureau.

Introduction

Recent changes to UK policy have extended the role of schools to become sites of delivery of
‘joined up’ children’s services (DfES, 2004, Scottish Executive, 2001). This has coincided with
emergent concerns about the prevalence of mental health difficulties amongst children and
young people (CYP) (World Health Organisation Europe, 2005). Together these have created a
demand for the location of mental health initiatives in or close to schools, to form a bridge
between the generalist approaches to well-being adopted by schools with the specialist ser-
vices provided by the Child and Adolescent Mental Health Services. However, it is well docu-
mented that poor articulation between different professional groups working with CYP can
compromise such inter-agency initiatives (e.g. Milbourne and others, 2003; Salmon and
Francis, 2005). When health-related services are located in an educational setting, tensions
are evident in different understandings of CYP’s competence and autonomy held by the two
service providers.
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Schools are, by necessity, highly regulated and their pupils are tightly controlled. When
mental health support services are located in schools, this has implications for the way in
which the service can interact with its target group. This study identifies ways in which edu-
cational establishments can, through particular constructions of ‘mental health difficulties’,
influence routes of access to support. It also explores ways of providing opportunities, for
CYP to make choices about how and when to seek help.

The article draws on findings from an empirical study, funded by the Scottish Executive,
undertaken in Scotland in 2004 ⁄ 2005 (Shucksmith and others, 2005). It opens with a synopsis
of current policy-related issues around schools and mental health. Following this, the study
considers issues that surround notions of choice and agency in the delivery of children’s
services. Next, a brief outline of the methods used leads on to a consideration of the findings
from the empirical evidence. The study concludes with a discussion of the barriers to and the
opportunities for CYP to exercise agency in accessing school-based supports.

Mental health and well-being in schools

Concerns over the mental health and well-being of CYP in the developed world have mush-
roomed in the last decade, following the reporting of some alarming figures. For example, an
estimated two million CYP in the European Region of the World Health Organisation suffer
from mental disorders (World Health Organisation Europe, 2005), and in the UK at any time,
one in ten CYP aged 5–16 are reported to suffer from a clinically diagnosed mental disorder
(Green and others, 2005). There is a growing consensus that all those who work with CYP
have a responsibility towards the inter-related issues of mental health promotion, prevention
and care (Public Health Institute for Scotland, 2003) In turn, this suggests a dual approach
offering targeted support to those experiencing difficulties, or at risk of developing problems,
whilst simultaneously providing a more universal commitment to the support of mental
well-being (Cole and others, 2002; Weare, 2004; Weist, 2003). Such an approach chimes with
the agenda for change in the delivery of children’s services throughout Britain (DfES 2004,
Scottish Executive, 2001), with closer working between health, social services, the voluntary
sector and education in a model, which claims to put the child at the centre of service.

Increasingly, much of the responsibility for promoting and supporting mental health of CYP
falls to schools and education authorities. Arguably, the location of mental health support in
schools may go some way towards breaking down barriers of stigma associated with the use
of mental health services. In England, the Healthy Schools initiative (NHS and Health and
Department for Children, Schools and Families, 2007) urges a ‘whole school approach to
physical and emotional health and well-being’ (p5). Recent Scottish legislation also sees the
mental well-being of children as a central concern of schools. The Schools (Health Promotion
and Nutrition) (Scotland) Act 2007 (Scottish Government, 2007) introduced a duty for local
authorities to endeavour to ensure that schools are health promoting. Simultaneously, an
extensive reframing of the school curriculum from age three to eighteen has been undertaken
(Scottish Executive, 2004). The new Curriculum for Excellence promotes a ‘holistic’ approach
to health and well-being across the curriculum.

In the UK, Child and Adolescent Mental Health Services (CAMHS) are the agencies through
which the National Health Service delivers mental health services to children, young people
and those who care for them. CAMHS are described using a tiered model (although services
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do not fall neatly into tiers). Tier 1 primary care is the non-specialist support offered by
practitioners such as teachers, health visitors, school nurses or social workers, which is inti-
mated in the education policies outlined above. Tier 2 is the first level of specialist services
and is regarded as the interface between tier 1 primary care and the multi-disciplinary team-
based approaches of tiers 3 and 4 (Appleton, 2000). Tier 2 services potentially provide a low-
threshold entry to services and a means of averting escalation to more serious problems
developing (DfEE, 2001; Pettitt, 2003).

Poor articulation between schools and CAMHS services has been reported by Connelly and
others (2008), giving rise to long delays and professional misunderstandings when schools
seek support from CAMHS services. However, a range of professionals are now providing tier
2 services in schools, providing more accessible support and acting as an interface between
schools and specialist services. These include initiatives that involve mental health workers,
counsellors, therapists and voluntary sector organisations. This study focuses on initiatives of
this type and the implications for CYP of placing these services with schools. In selecting this
particular focus, we neither disregard the wider issue of taking non-interventionist
approaches to mental health promotion by addressing issues such as ethos and relationships
nor do we ignore the benefits of operating both approaches in tandem. We argue strongly
elsewhere that targeted interventions are rendered almost meaningless without a wider
school commitment to mental health (Spratt and others, 2006).

Children’s and young people’s agency

The United Nations Convention for the Rights of the Child (United Nations, 1989) accorded
CYP the right to ‘express views freely in all matters affecting the child’ and for those views
to be given ‘due weight in accordance with the age and maturity of the child’ (Article 12.1).
These rights are enshrined in Scottish law in the Children (Scotland) Act 1995 (Scottish
Office, 1995). Such an approach chimes with the emergent sociology of childhood, which
emphasises children’s active agency (James and Prout, 1997). However, to allow CYP to enact
those rights requires structures to be in place, which create meaningful opportunities for CYP
to express themselves. As Mayall (2000: 248) commented:

In order to honour children’s participation rights we must establish the conditions in which they can
be honoured.

Central to this paper is the inherent conflict between CYP’s rights to welfare and their rights
to self determination, noted by Wyness (2001). Whilst welfare rights place a responsibility on
adults in authority to provide what they perceive the children need, they thus, he argues,
strengthen the hold that adults have over children, whereas, rights to self-determination
require adults to respond to demands children make to be heard. In a similar vein Mayall
(2000: 249) noted:

The problem [...] lies in the control elements inherent in protection and provision. For if children are
socially controlled, then their ability to participate may be limited.

It is this perceived conflict between providing CYP with what adults perceive to be necessary
and responding to the wishes of the individual that have led suggestions that participation is
the most controversial and arguably, the most widely violated of the rights of children
(Shier, 2001).
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Ruddick (2007), writing in Canada, describes a ‘bizarre topography’ around children in rela-
tion to their rights, whereby ‘a ballooning exteriority of groups’ (p639) purport to speak on
behalf of children, acting in what they believe to be the child’s best interests. Children’s
wishes are thus often filtered through adult interpretation, a phenomenon that Ruddick refers
to as ‘ventriloquism’.

In the UK, the extent to which such ventriloquism takes place would appear to differ between
service providers. In medical settings, CYP are involved in decisions about treatments based
on the notion of ‘Gillick competence’ and this is legally supported by the Age of Legal
Capacity (Scotland) Act 1991 (Scottish Office, 1991). This makes a firm commitment to the
rights of CYP to act autonomously in medical decisions affecting themselves. Alderson
(2002) provides compelling evidence of children’s capacity to understand and make decisions
about their treatment from an early age.

By contrast, in schools, CYP are still generally deemed to be under the control of their par-
ents, the school acting in loco parentis. Children’s views, until recently, have been largely
unrepresented in discussions between home and school (Ruddick and Flutter, 2000). Whilst
schools are beginning to take steps to explore the notion of pupils participation in collective
decision making (Fielding, 2001), they are traditionally setting where most key decisions
being made on their behalf by school staff (Jeffs, 2002). Thus, there is an inherent disparity
between the way in which providers of health and providers of education view the
role of CYP’s participation in decision-making processes, which comes to the fore when
health-related services are located in school settings.

In addition to identifying barriers to participation, this study explores structures, which
may facilitate greater control for young people in accessing and engaging with support
services. The notion of participation has been widely debated, often in the context of
hierarchical models, such as Hart’s (1992) ladder of participation and Shier’s (2001) path-
ways to participation, in which giving greater control to CYP is seen as ‘better’. Writing
about civic participation, Barber (2007) acknowledges the range of levels at which CYP
can participate, but argues that in different circumstances, CYP may engage at different
levels and that more intensive participation is not necessarily superior. Young people,
he argues, should be free to participate at the level they choose. An alternative model
of participation is proposed whereby top down pressures of adultist agendas meet the
bottom up forces of CYP interests in a dynamic space referred to as the ‘Engagement
Zone’ where ‘adults engage and interact with young people and structure meets personal
agency’(p 34).

The ‘Engagement Zone’ associated with school-based mental health initiatives should,
ideally, offer a range of low-threshold options, which allow CYP to choose when and how
they wish to seek support.

Outline of the study

Evidence presented here is drawn from a wide-ranging national study commissioned by the
Scottish Executive (Shucksmith and others, 2005). The overall aims of the project were to
examine the responses of local authorities, schools and their partners to behaviour that was
deemed to be triggered by poor mental health.
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The fieldwork comprised of two phases. First, a scoping study of all 32 education authorities,
of all 14 health boards and of 16 voluntary sector organisations in Scotland was conducted
to develop a broad picture of the understanding of these issues at policy level and to identify
approaches and interventions in place around the country. Interviewees were identified by
the organisations to be those with a particular interest in role of schools in supporting the
mental health of CYP. Telephone interviews of approximately 45 min were carried out with
66 participants. By conducting a telephone survey, the research team were able to engage
equally with participants across Scotland, including the remotest communities. As the inter-
viewees were professionals holding strategic posts, it was felt that they would be sufficiently
articulate to be able to communicate effectively through the medium of telephone.
These were semi-structured interviews allowing scope for respondents to elaborate on issues
of particular salience to themselves and to raise topics outside of those specified by the
interviewer.

Second, six school-based interventions were selected as case studies. These were purposively
selected as examples of innovative work, as perceived by the interviewees. The interventions
all viewed the support of mental health as being a primary, but not necessarily sole, purpose.
We found most concentrated service activity in the poorer urban areas and, consequently,
five of the six studies were based in areas of deprivation in and around the central belt
of Scotland. The sixth case study was located in a rural authority. In summary, the six case
studies selected were sites of the following interventions:

d A national voluntary sector organisation offering therapeutic support to primary school
children.

d A well-developed Integrated Community School (ICS) with a youth counsellor and social
worker on site.

d A well-developed ICS with lunch time drop-in sessions for pupils and a breakfast club
staffed by school nurse and youth workers.

d An integrated support team where pastoral care, learning and behaviour support were
housed together with a team of pupil and family support workers.

d A local voluntary sector organisation offering mental health support in schools.
d A system of confidential staff support to build capacity to work with CYP exhibiting

challenging behaviour. There was also a youth counsellor on site.

The case study approach provided an opportunity to develop a detailed understanding of the
dynamic processes involved in the ongoing projects (Yin, 1993, 1994). The case studies
involved examination of documentary evidence, and some observation, but the bulk of the
detail was provided by data gleaned from semi-structured interviews. These face-to-face
interviews were conducted with pupils, parents, teachers and other school workers (such as
home-school workers and classroom support staff), school managers and staff from health
and social services, and voluntary sector organisations. In each case study, approximately
twenty interviews with practitioners took place; the precise number and the balance of dif-
ferent groups depended upon the structure of the intervention being studied. Mostly inter-
views with staff were one to one, although occasionally staff met us in pairs. Group
interviews were not possible with staff owing to the timetabling restrictions of schools. In
addition, four group interviews were conducted with pupils and two with parents in each set-
ting. (In this paper, which focuses on young people’s autonomous access to service, the data
collected from parents are not reported.) Pupils were invited from the general school popula-
tion; we did not specifically seek those who had used the services on offer. In each setting,
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the invitation was issued to pupils in one register class in each of two year groups. The year
groups selected depended upon the way the interventions were targeted. Discussions with
CYP explored aspects of school that would contribute to, or detract from well-being. Their
perceptions of the supports available for those in difficulty were explored through discussion
of vignettes based on imaginary examples of CYP facing difficulties; interviewees were not
required to divulge personal information.

Prior to interview, information about the project was distributed to potential interviewees
with an invitation to participate. For CYP, written consent was obtained from themselves and
their parents. Confidentiality was guaranteed; access to interview data would be restricted to
the research team. Anonymity during reporting and dissemination was assured.

Interviews were recorded and fully transcribed. Data analysis was manual, involving all
members of the research team. A grounded approach was taken to identify and analyse key
themes emerging from the data. The theme of children’s participation was powerfully evident
in the data and it is this strand of the overall project, which is considered below. The inten-
sive case studies undertaken reveal much about the processes and practices in each setting,
but the details of each setting cannot be generalised. However, some key themes were
evident across the settings and it is these cross-cutting issues, which are reported here.

Findings

It was clear that the incorporation of mental health interventions into schools led to a signi-
ficant role for teachers in the referral process. This had implications for what was deemed to
be a problem, which CYP accessed the services and how the service was viewed by other
CYP in the wider school.

Where school staff were the main point of referral to the tier 2 service, the school’s per-
ceptions of what constituted poor mental health became paramount. However, there was
scant evidence of teachers being offered training to recognise the types of behaviour that
may be associated with poor mental health. Repeatedly, interviewees from outside the
teaching profession, such as health workers, voluntary workers and educational psycho-
logists expressed little confidence in teachers’ capacities to respond appropriately, as
indicated below:

I don’t think they[teachers] are very good at recognising youngsters with emotional behavioural dif-
ficulties at the moment.… I mean I am quite categoric on that, we really don’t. And I think part of
that is actually because they don’t know what to look for you know. (Education Authority Represen-
tative)

There was evidence throughout the telephone survey data that respondents felt schools were
most likely to identify mental health difficulties in pupils whose resulting behaviour was dis-
ruptive. Consequently, it was felt, the needs of these CYP were more readily addressed than
pupils whose response was more passive. This imbalance could be seen in the types of issues
that were referred to other agencies.

A youth counsellor felt that this was a consequence of the ways in which teachers are
expected to work with large numbers of pupils:
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I think there is something to be said to the argument that the brightest will receive attention, and
the most difficult will receive attention, and the ones in the middle might be missed. I perfectly
understand why there might be some level of truth to that argument in simply looking at what
teachers are expected to do in a classroom.

Teachers themselves acknowledged the difficulties they had, in the classroom situation, in
identifying those whose mental health difficulties manifested as withdrawn behaviour as
described below:

Yes, these are the ones that are much, much harder to deal with because in some ways these children
are behaving as you would ask them to behave.… They are being quiet and they are being good and
they are appearing to get on with it. These are the ones who, the danger is, that they may very well
slip through the net. (Secondary teacher)

Clearly, a system, which depends on teachers noticing behavioural signs of distress in
a classroom setting, does not allow for the full range of difficulties to be identified and
supported. Not all of the initiatives studied offered other accessible gateways through
which young people could autonomously seek support. Simply including a self-referral
element was insufficient to draw CYP into the system, as one counsellor pointed out:

Well … for this age group[secondary school] self referral is not expected to be high. I think at the
moment we are running with about 10%. And that actually is a pretty good figure for self-referral
for this age group so we can’t expect that those young people who are pretty isolated […] are going
to refer anyway.

This low level of self-referral may be because of limited knowledge of services on the part of
CYP, but we also found evidence that this could be associated with how the service was
viewed. If most users had been referred by teachers as a result of disruptive behaviour, this
could discourage use by the general school population. In another school setting, the inter-
viewees (aged 15 and 16), when asked to discuss vignettes of pupils experiencing various
forms of distress, first did not even consider the counselling service as a potential source of
help and when someone finally suggested it, the group concurred fully with the following
sentiments:

Interviewer: What role does she [school counsellor] have in the school?

David: The bad people go and speak to her, the really extreme cases, the ones who have behavioural
problems — the ones who bully people, folk who don’t work in class.

Jane: There’s one girl I know of and everybody knows she’s a nasty piece of work and she had to go
and see her

(Pseudonyms used)

However, in two of the case studies, the strategies were in place to improve the accessibility
of their services to CYP. The first was a counselling ⁄ therapy service, provided in primary
schools by a national voluntary organisation (Case study 1). The workers maintained a high
profile in the school and cultivated a welcoming and friendly image, encouraging children to
visit their office. The service had no lower threshold; children were welcome to discuss any-
thing. They consequently drew in children for a wide range of reasons, which in turn removed
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any stigma from being seen to use it. Those children who reported serious difficulties were
indistinguishable to the outside observer from those whose problems were less critical.

As expressed by the charity’s chief executive, familiarity and accessibility were key aspects
of their strategy:

People say, ‘What’s the success due to?’ I think its because we are there and we are accessible and
we are familiar and we are consistent, and they see us there at the same times and the same places
… so it’s a known factor, so it doesn’t feel like something strange and external to their daily lives.

This was echoed by children who trusted the confidentiality of the service and welcomed the
non-judgmental response, describing this as different from their experiences of teaching
staff. The two extracts below are taken from interviews with children aged 7 and 8:

Sometimes the teacher mentions it [a child’s problem] to the whole class. [The schools project mana-
ger] only keeps it to herself. She keeps it as a little secret between her and the person.

Teachers don’t really have time sit and listen, and they [the project staff] have time for you.

In the second quotation, the child recognised the other demands placed upon teachers, which
shaped the relationships they have with children.

A second example of a low-threshold mental health intervention was seen in a well-
established integrated community secondary school (Case Study3). A health drop-in opened
daily and offered a range of health related activities, discussions or just space to eat lunch.
Advice and information were available on a range of topics and this was viewed by staff as
a springboard to working with young people on related emotional and mental health issues.
The drop-in was staffed by the school nurse, youth workers and support workers on a rota
basis. Young people and staff interviewed for the study were positive about this resource.

A key advantage noted by young people was that they could use the drop in on their own
terms and this allowed them to exert some control over the process. At one level, the drop in
not only provided a place to ‘chill’ by playing pool or eating lunch but also allowed them to
pick up information, as described by the young woman talking in the following extract:

It is good to be in school but … if one person is being bad then the whole class gets it and that is
not very good. The drop in is good and it is good to be able to go and get your lunch or to play
pool or just relax. (young woman, aged 15)

The next level of support could be simply participating in a quiz or other activity. Workers
from the team used the club as a means of getting to know the young people well, identify-
ing those who may need more intensive support, and offering practical solutions, for exam-
ple by providing transport to a school,. A breakfast club was also open to all pupils, offering
a chance to start the school day in a relaxed atmosphere, and providing a setting for health
workers to develop informal relationships with both children and parents. It created another
opportunity for young people to access support.

CYP’s participation in these two examples took place at a different level. First, they could
decide to consult the service, which enabled them to exercise agency in taking that first step.
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Second, they could actively seek support at the level with which they were comfortable. In
this respect, they were active participants in both defining their needs and in finding ways
of meeting these. Key to this was a structure, which allowed CYP to develop trust in the
professionals over a period of time. Finally, the services offered an opportunity for children
to do this without becoming labelled as a ‘problem’ by teachers or other pupils within
the school.

Discussion

Locating services in schools undoubtedly increases the access of service providers to their
target group. Given the well-documented tensions between control and participation in the
school setting (Vandenroeck and Bouverne-De Bie, 2006; Wyness, 2001), it is perhaps not
surprising that the opportunities for CYP to exercise agency in accessing services were not
always available. Our findings concur with those of Polat and Jenkins (2005) study of coun-
selling services in secondary schools in England and Wales that referral by teachers is the
most common route of access. However, it would appear that schools can be the setting for
an accessible, low-threshold service, if the service provider and the school staff are prepared
to think carefully about CYP’s agency in seeking support.

It was evident that external organisations could be placed under pressure to address the
agenda of the school in relation to behavioural issues, and that these expectations could
drown out the voices of individual CYP who may need help for quite different reasons. There
were examples of school staff to engaging in the type of ‘ventriloquism’ identified by
Ruddick (2007) whereby teachers control the routes of access to service, believing themselves
to be acting in the interests of the CYP.

Where teachers’ perceptions of mental health issues are allowed to dominate the referral
process this takes place at the expense of offering support to those whose problems less
evident to teachers, or are not deemed sufficiently serious to warrant additional support.
It denies children’s competence to know when they need help and their right to look
for it. Whilst accepting that teacher referral is a legitimate route into service, the view-
points of teachers are not synonymous with those of children. Other types of gateway
are necessary.

If allowed to develop a reputation as a place where teachers refer problematic pupils, school-
based mental health initiatives can become stigmatised, discouraging CYP in the wider
school from seeking help of their own volition. This phenomenon was also identified by
Hallett and others (2003) who found that young people were reluctant to be associated with
services which they perceived to be for ‘others’. In this study, the issue of stigma was
perhaps slightly different to findings of other studies of mental health supports (e.g. Rogers
and Pilgrim, 2005). As the services were not necessarily focused solely on mental health
issues, the stigma associated with mental ill-health did not appear to be a disincentive. It
was the disinclination to be labelled as a ‘problem’ that deterred some pupils from approach-
ing the service. Social constructivist theory holds that the provision of professional help for
social problems serves to define issues in ways that label individuals (ibid) in accordance
with the professional interest of the supporting body. Thus, they inadvertently cause prolifer-
ation of the very issue they seek to reduce. Young people seemed to be aware of these
processes as they chose to avoid seeking help that would label them in any way.
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To enable CYP to make use of these services in ways which are most helpful to them requires
a careful consideration of the routes of access. Returning to Mayall’s (2000) observation (that
the honouring of children’s rights to participate places a responsibility on adults to create
conditions in which they can be honoured), access to services should be structured so that
the CYP feel comfortable approaching them. Barber’s (2007) notion of the ‘Engagement Zone’
where structure meets agency, giving young people meaningful choices about if, how and
when to engage with the adults who are offering support, helps us to think about the range
of options that should be constructed.

This, in turn requires an understanding of the processes of help seeking, as experienced by
CYP. Murray (2005) identified the importance of ‘problem legitimisation’ as a preliminary
phase in help seeking, through which CYP investigate, informally, whether their problem is
seen as significant by other people, prior to taking further action. She also demonstrated the
importance of previous help-seeking experiences in moulding strategies for current difficul-
ties. Case studies illustrate how important it was for CYP to check out a service before
committing oneself to asking for help.

Clearly, then, to allow CYP to actively participate in accessing support, there needs to be
some imaginative thinking around how to engage CYP in these initial processes in ways
that would ultimately draw them towards the professional help they view as appropriate.
Allan and I’Anson (2004), discuss different types of ‘spaces’ in schools where children’s
rights can be addressed. These were defined as ‘bureaucratic’ (spaces regulated by the sys-
tems of the school) and ‘ethical’ (less structured spaces, providing opportunities to ‘prob-
lematise their own actions and do ethical work upon themselves’) (p 131). The concept of
spaces in schools, which allow CYP to exercise their rights in different ways by exploration
and discussion of their feelings in locations that are distinct from the more formal
classroom structures, offers potential for thinking about children’s active participation in
help-seeking.

The study reported here identified, through the case studies, two examples of strategies oper-
ating in schools (Case Studies 1 and 3) that, in different ways, provided low threshold spaces,
where confidential and non-judgemental support was readily available and where auto-
nomous uptake by CYP was high. These models acknowledge that for some CYP, help-seek-
ing is a risky activity and, alongside other possible gateways to service, they provided
opportunities for the CYP themselves to control when and how they chose to seek support.
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