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MENTAL HEALTH AND
EMOTIONAL WELL-BEING

CHAPTER OBJECTIVES

By the end of this chapter you should be aware of:

« what we mean by whole school approach in relation to emotional health and well-being;

e how schools can help;

e common psychological and mental health problems affecting chitdren and young people;

e origins and prevalence;

e impact of early-life and adverse childhood experiences (ACES) on children and young peo-
ple's mental health;

e being curious about any change in children and young people's behaviour;

e changes in behaviour may be context-specific or about a potential emerging mental health
problem;

o the importance of getting a balance and not always pathologising and medicalising chil-
dren and young people's behaviour;

e some presenting behaviours can be considered ‘normal’ when the context is understood,
so the ‘context’ beyond the child may require attention;

e being mindful of children who live in difficult circumstances, including looked-after chil-
dren, refugees and asylum-seeking children;

¢ treatments, interventions and therapeutic approaches;

e changing and rephrasing the language we use.

TEACHERS’ STANDARDS

This chapter supports the development of the following Teachers' Standards:

TS8: Fulfil wider professional responsibilities

* Take responsibility for improving teaching through appropriate professional development,
responding to advice and feedback from colleagues.
e Communicate effectively with parents with regard to pupils’ achievements and well-being.
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Introduction

This chapter will consider aspects of child and adolescent mental health with a brief overview of
some of the most common presenting problems, together with consideration of the role schools and
teaching and educational staff can play. Although eating disorders and self-harm tend to occur from
age 11 and on through adolescence, a short description has been included in the chapter. Other
important considerations in relation to child and adolescent mental health, such as self-esteem, risk
and resilience theories and their application, are explored in Chapter 4.

The No Health Without Mental Health strategy (Department of Health, 2011 a) stated that over half
of lifetime mental health problems begin to emerge by age 14, and three-quarters by the mid-20s.
Where it arises mental ill health really is a concern, at what should be an optimum time of life,
requiring appropriate supportive responses and interventions. These children and young people are
in our schools, often when mental health problems are emerging. Good mental health is the foun-
dation of healthy development. But having mental health problems early in life can have adverse
and long-lasting effects (Murphy and Fonagy, 2012; Young Minds, 2018). Teaching staff and other
school staff are the professionals spending the most time with children and young people — more
than any other professional group — and are well placed to notice any behaviour changes which
may indicate a problem (Weare, 2015). School is a major part of children and young people’s lives;
they spend over a third of their time in school, meeting and making friends there, and teaching staff
play a large part in their development (Royal College of Psychiatrists, 2016, p11). A parent advocate
aptly stated:

My daughter trusts her teacher more than anybody ... As they get older that trust becomes even more
precious ... They are going to talk to their teachers. School is a unique opportunity but ... there is
[also] an awful lot of pressure on teachers.

(Menzies et al., 2018, p22)

We have a ‘window of opportunity’ because of the progressing and continuing developmental
aspects, unique to children and young people, for offering early help and support so that lifelong
outcomes can be improved.

The Pursuit of Happiness report (CentreForum Commission, 2014, p36) and the House of
Commons Health Committee (2014) recommend that teaching and educational staff should
receive {raining in child development, mental health and psychological resilience so that
vulnerable children and children at risk can be identified. The CentreForum Commission
recognised that teachers are not mental health professionals but they should have skills of rec-
ognition and know how to access help and when to refer to Child and Adolescent Mental Health
Services (CAMHS). Other recommendations in the report include a requirement for the National
Curriculum to include teaching on children and young people’s mental health and improving
their resilience.

The topic of child and adolescent mental health is now frequently featured in the media and is the
subject of political debate. Future in Mind: Promoting, Protecting and Improving Our Children and Young
People’s Mental Health and Well-being (Department of Health, 2015) set out the findings and recom-
mendations of the Children and Young People’s Mental Health and Wellbeing Taskforce. It firmly

e

o
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sets a whole-child and whole-family approach, promoting good mental health at the earliest a ges
and moving away from only thinking about mental health from a clinical position. It acknowledges
the role schools are already playing in supporting pupil mental health and that this needs to be fur-
ther developed by earlier identification of issues and early support.

In 2017 the government set out its commitment: Transforming Children and Young People’s Mental
Health Provision: A Green Paper (Department of Health, Department for Education, 2017). This was
followed in 2018 by: Governiment Response to the Consultation on Transforming Children and Young
People’s Mental Health Provision: A Green Paper and Next Steps (Department of Health and Social Care,
DfE, 2018). It firmly shifts the lens on to schools in terms of early recognition of potential mental
health problems with a commitment to designated senior leads for mental health in schools, men-
tal health support teams and a 4-week waiting time for access to specialist CAMHS. £1.4 billion has
been set aside to support the School Designated Lead and Mental Health Team, although only reach-
ing one in four schools by 2022-2023. This is a timely reminder that CAMHS represents under 1 per
cent of the total NHS budget and that the Green Paper commitment only provides for one in three
children and young people able to access specialist support, thus leaving two out of three reliant on
others or with no support (RSA, 2018).

Teaching children and young people how to improve their resilience should be a whole school
approach with the promotion of emotional health and well-being embedded into the culture
and core business of school settings. Promoting and supporting the emotional well-being of the
whole school community is noted as very important given that educational staff have high rates
of work-related stress. (CentreForum Commission, 2014, pp32-33; Weare, 2015). The MindEd
e-portal was introduced in 2014 as an online electronic resource for professionals interested in
child and adolescent mental health and provides clear guidance on children and young people’s
mental health, well-being and development. Mental Health and Behaviour in Schools (Department
for Education, 2018) proposes that a whole school approach should pervade all aspects of school
life, including the culture, ethos and environment, teaching and partnerships with families and
the wider community.

In 2017 the Prime Minister Theresa May announced a commitment to improve mental health
and well-being, including mental health first-aid training for all secondary school staff with an
additional emphasis on improving mental health in the workplace for staff (British Association of
Counselling and Psychiatry, 2017). Again in 2019 Theresa May unveiled a plan for all new teachers
to be trained in identifying early signs of mental illness but questions remain over resourcing such a
plan (Ward, 2019).

Prevalence

Public Health England (2015) identified that in an average class of 30 15-year-old pupils:

e three may have a mental disordes;
e ten are likely to have witnessed their parents separate;

* one may have experienced the death of a parent;

o
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° seven are likely to have been bullied;

e six may be self-harming.

These figures in 2015 were based on the previous prevalence study (Department of Health, 2004),
so the most recent 2017 statistics are likely to indicate an increase in those areas. In November 2018
the Mental Health of Children and Youny People in England, 2017 report was published (NHS Digital,
2018), announcing that one in eight (12.8 per cent) children and young people aged between five
and 19, surveved in England in 2017, had a mental disorder. This is an increase from one in ten
(10 per cent) in the previous published research in 2004. Emotional disorders for 5-15-year-olds showed
the most significant increase over time whereas all other types of disorder have remained stable.

Under-fives were not included in the previous 2004 study (Department of Health, 2004). For the
first time 2-19-year-olds were included in the 2017 study (NHS Digital, 2018). Findings showed that
one in 18 2-4-year-olds were identified with at least one disorder, with boys more likely than girls
to have a disorder. Research has suggested that 50-60 per cent of children showing high levels of
disruptive behaviour at ages 3—4 vears will continue to have these problems at school age (Murphy
and Fonagy, 2012). For primarv-age children the figure rises to one in ten. At a House of Commons
round-table event a parent advocate stated: My magic wand would be looking after your mind as a sub-
ject in school fromi reception up so that they can start to recognise when they don’t feel themsclves (Menzies
et al., 2018, p24).

Understanding mental health in children
and young people

Many mental health problems have their origins in childhood (Dogra et al., 2009; Young Minds,
2018). An accepted view is that mental health and ill health arise from a context of variables, includ-
ing biological factors such as genetics and brain development, psychological variables that include
coping mechanisms and how these then interact in relation to either adverse or positive environ-
mental circumstances or experiences. Another way to consider this is that early experiences also
impact on brain development and it is by the impact of these experiences on inherent temperament
and character that psychological development, therefore, becomes influenced. MindEd has a usetful
exercise, ‘Putting Information Together’, using the ‘4 Ps’ model which can be helpful in understand-
ing the influence of context (Nikapota, 2016). The ‘4 Ps’ model is a model for understanding wiy
someone has developed a mental health problem and what may be preventing that person from
recovering. It looks at the factors which:

o medisposed someone to the mental health problem;
o precipitated the mental health problem;

o profected the individual from the mental health problem (or may help that person recover from
it); or

e perpetuated the mental health problem.
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You can consider these in relation to the case studies later in the chapter.

An individual’s inherent genes can be triggered by experiences in childhood. The Adverse
Childhood Experiences (ACEs) study was carried out in the USA in the late 1990s (Pelitti et al.,
1998). It consisted of 17,000 participants and looked at how adverse experiences in childhood
impact health and behaviour across the life course. The study found that a larger number of ACEs
greatly increases poor health, whether physical, social or emotional. The study found a strong link
between trauma and chronic disease in adulthood as well as social and emotional problems, as
shown in the trailer for the film Resilience: the Biology of Stress and the Science of Hope (see Further
reading). Nadine Burke Harris explains in a TED talk how childhood trauma affects health across a
lifetime (see Further reading).

There are clear definitions and measurements of what an ACE is. Examples include maltreatment,
violence and coercion, inhumane treatment, prejudice, household or family adversity, adjust-
ment, adult responsibilities, bereavement and survivorship. Despite experiencing ACEs not all
children will have a poor outcome but children experiencing four or more ACEs are four times
more likely to have low levels of mental well-being (Young Minds, 2018, pp28-29). A recent study
of over 9,000 participants aged 8-21 years linked traumatic events such as growing up in poverty,
accidents and sexual assault with increased mental ill health and effect on brain development
(Gur et al., 2019)

There is now an increased dialogue on trauma and the effect of trauma on development with life-
long consequences. This includes a move to areas, including schools, being ‘trauma-informed’.
Trauma Informed UK Schools is a useful resource (https://www.traumainformedschools.co.uk/).

Many children and yvoung people have lived, and often remain living, in difficult circumstances and
will have experienced a few or a range of ACEs, all of which are extrinsic to them. Looked-after
and refugee and asylum-seeking children will have experienced extreme distress, and for refugee
children this is often compounded by less than positive experiences once settled or while await-
ing status decisions. Sadly, they often continue to experience bullving and discrimination yet often
have the capacity to draw on protective resources, which will be discussed in Chapter 4. Our task is
to understand in order to respond appropriately and with compassion and empathy. There is also
a developing dialogue on the intergenerational transmission of trauma thinking across generatioiis
(Gray et al., 2017).

Responses from the classroom

It is also important to consider and be mindful that most presenting mental health conditions are
medicalised and are an interpretation of behaviours considered to be beyond what would be accepted
as normal behaviour. We remain quite attached to a medical model of understanding and interpret-
ing behaviours, especially in adult mental health but less so in child and adolescent mental health.
Behaviours can also be thought about from a psychological perspective. Often children and young
beople are ‘acting out’. Acting out is a defence mechanism which defends the individual from anxi-
ety and is an emotional and externally visible response to overwhelming and unmanageable feelings
(Burton et al., 2014). It is important to try and understand the behaviour within the young person's
context. For children who have experienced ACEs, events in the classroom such as the behaviour

]
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of other pupils or perceived criticism can act as a trigger, leading the young person into safety-
seeking behaviours such as escaping, running away from the perceived threat or becoming challeng-
ing and ‘fighting’ the perceived threat, parallel to the fight, flight or freeze automatic responses when
threatened.

In relation to perceived poor behaviour, approaches based on punishment which focus on the nega-
tive tend to be common. For example, practice such as using zone boards or writing the child’s name
on the classroom board for the day or withholding playtime in younger children does not get to the
bottom of the problem. It is not helpful to come from a position that secs poor behaviour as inten-
tional or under the child’s control — bear in mind that usually it is not. School exclusions are more
common for children with a mental health disorder, particularly those with a behavioural or hyper-
activity disorder. One boy in ten with a disorder has been excluded and one in 20 on three or more
occasions (NHS Digital, 2018).

Trv and see the whole child and what the child may have experienced (ACEs) behind the behaviour
and, instead of focusing on negatives, focus on positive characteristics (as discussed in Chapter 4;
Weare, 2015, p11). Incidentally, play is a right under Article 31 of the United Nations Convention
on the Rights of the Child (1989), so there is no justifiable case for withholding or rewarding play.

Usually behaviours can be understood within their context and may be temporary and a reaction to
adversity and are extrinsic not intrinsic to the child. For example, a child may become anxious and
not want to leave a parent and go to school. But if there are changed family circumstances such as
bereavement, domestic abuse or parental mental or physical illness this could explain the changed
behaviour. A clinical judgement is still required if a child is highly anxious or likely to be depressed,
as it would be important to follow this process in order to access appropriate treatment.

Using the term ‘mental disorder’ or problem indicates that the problem resides within the child, and
is not always helpful, but problems or disorders can develop as a reaction to external circumstances,
as shown by the chapter case studies (Murphy and Fonagy, 2012). One of the most important things
to remember is that, when a change of behaviour is observed, be curious and explore what may be
happening in the child or young person’s context. We often make the mistake of expecting children
and young people to ‘behave’ within what is considered ‘normal’ in the class and school settings
but that can sometimes be an impossible task for young people struggling to deal with any problems
they may have or have encountered. If they feel misunderstood, criticised and ultimately unsafe it
is likely to make things much worse for them, as it would for any of us in their shoes. Having a sup-
portive relationship with an identified person is key. It can be helpful to change the language we
tend to automatically use. Instead of ‘challenging behaviour’ consider ‘distressed behaviour’. Instead
of “‘What’s the matter with you?’ ask “What has happened to vou?’

Typical mental health problems: children and
young people

Children and voung people can experience the same mental health problems as adults. The differ-
ence between adults and children, which is important to understand, is the requirement to think
about these presentations within the context of the developmental phase.
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There is a considerable overlap across the range of problems and conditions, with an emotional ele-
ment consistently present throughout. Some children may have both physical illnesses and mental
health problems or disorders as a combination or comorbidity. For example, a young woman with
diabetes may place herself at risk through non-compliance with diet and medication, which could
be considered an aspect of self-harming behaviour. Overall children with mental health problems
are also at increased risk of physical health problems (Department of Health, 2015, p25; NHS Digital,
2018). This was evidenced in the ACEs study (Felitti et al., 1998).

Presentations (what we see) need to be thought of in the context of normal development which
is on a continuum of constant change. It is important to remember that risk-taking behaviours
and mood changes are considered normal adolescent behaviour. Physical and hormonal changes
leave the adolescent brain less able to regulate emotion and impulse (Weare, 2015). Sarah-Jayne
Blakemore (2012) has given an informative TED talk on the mysterious workings of the adolescent
brain (sce Further reading).

Potential symptoms need to be considered not only from a developmental perspective but also
within the context of the child or young person and his or her experiences — what is and what has
been happening (Burton et al., 2014).

The most common mental health problems for children and young people are emotional disor-
ders, including depression and anxiety, conduct disorders, attention deficit hyperactivity disorder
(ADHD), and autistic spectrum conditions (ASC) (Murphy and Fonagy, 2012). Trauma disorders such
as post-traumatic stress disorder as a result of traumatic experiences or persistent periods of neglect
and abuse are now increasingly recognised (Department for Education, 2018). Other significant
mental health conditions include eating disorders such as anorexia nervosa, attachment disorder,
self-harm, suicidal behaviours, mood changes, behaviour changes, relationship and attachment dif-
ficulties, substance misuse, changed eating patterns, isolation and social withdrawal and somatic
problems. Somatising features and problems (physical symptoms with psychological origins) include,
for example, headaches, enuresis and encopresis (faecal soiling), tummy aches and sleep distur-
bances, and often present in younger children and can be common with varying degrees of severity,
frequency and persistence. Only appropriately trained professionals should diagnose a mental health
problem, but schools are in a unique posttion on a daily basis to observe children who may be expe-
riencing, or are at risk of experiencing, a mental health problem (Department for Education, 2018).

Emotional disorders

Depression and anxiety

Depression is now recognised as a major public health problem in the UK and worldwide. It
accounts for 15 per cent of all disability in high-income countries. In England one in six adults and
one in 20 children and voung people at any one time are affected by depression and related con-
ditions, such as anxiety. In all, 0.9 per cent of children and voung people are seriously depressed
(Department of Health, 2015). The Mental Health of Children and Youny People in England, 2017 report
(NHS Digital, 2018) found that one in 12 (8.1 per cent) 5-19-year-olds had an emotional disorder,
with rates higher in girls (10.0 per cent) than boys (6.2 per cent). Anxiety disorders (7.2 per cent)
Were more common than depressive disorders (2.1 per cent).
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According to the International Classification of Discases (ICD 10) (World Health Organization,
2016) (ICD 11 will come into effect in January 2022) and the Diagnostic Statistical Manual (DSM-3)
(American Psychiatric Association, 2013), depression is characterised by an episodic disorder of vary-
ing degrees of severity characterised by depressed mood and loss of enjoyment persisting for several
weeks, There must also be a presence of other symptoms, including depressive thinking, pessimism
about the future and suicidal ideas and biological symptoms such as early waking, weight loss and
reduced appetite (NICE, 2013 a).

The criteria are similar for children and adults but with important differences (Keenan and Evans,
2009). With children and young people developmental perspectives and context are highly rele-
vant, as already discussed. For example, eating and sleeping disturbances often present as potential
symptoms, but these would be common in childhood anyway. Tearfulness and crying have a very
different meaning and incidence in childhood compared with adulthood. It is not uncommon to
feel depressed at times. It is also important to ‘normalise’ sadness as a passing human condition. If
sadness becomes persistent over time this is different and a cause for concern (Burton et al,, 2014;
Roval College of Psvchiatrists, 2017 a).

Anxiety, it must be remembered, is normal. Anxiety becomes pathological when the fear is out of
proportion to the context of the life situation and, in childhood, when it is out of keeping with
the expected behaviour for the developmental stage of the child (Lask, 2003). It is also one of the
most common mental health problems; it is estimated that 300,000 voung people or 3.3 per cent in
Britain have an anxiety disorder (Department of Health, 2015; Roval College of Psychiatrists, 2017 a).
For example, separation anxiety is considered normal for infants (leaving a primary carer) but less so
tor a teenager.

In a relatively short time span, in comparison to the full length of human life, children move from a
state of limited emotional understanding to becoming complex individuals. The number and com-
plexity of emotional experiences together with modulation of human expression increase with age.
It is therefore not surprising that some children and young people are easily overwhelmed and expe-
rience emotional disorders, which if they persist are debilitating and require intervention and help.

There are many variations of anxiety and children can experience anxiety in some of the follow-
ing ways: worries, phobias, separation anxiety, panic disorder, post-traumatic stress disorder and
obsessive-compulsive disorder. Thinking about the above variations in how anxiety is expressed it is
useful to consider a developmental perspective: there are different fears for different vears. In infancy
if secure attachment is accomplished, fear of separation from caregiver diminishes. Separation anxi-
ety usually begins in the pre-school years any time after the attachment period but typically in late
childhood, early adolescence. Other fears, such as of the dark and then as the imagination develops,
ghosts and monsters can appear. Animal phobias such as a fear of spiders or dogs usually begin in
childhood. Performance anxiety can emerge in late childhood and social anxiety in adolescence.

Fears and anxieties are normal developmental challenges facing the maturing individual. During
adolescence autonomy and independence are major developmental challenges, when young people
are endeavouring to balance compliance with rules and expressing independent autonomy. It is nor-
mal to experience conflict to some level, but the challenge posed by emerging autonomy can trigger
or exacerbate interpersonal problems that require negotiation with the accompanying anxiety (Burtonl
et al., 2014; Young Minds, 2016; Roval College of Psychiatrists, 2017 b).
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conduct disorders

The Mental Health of Children and Younyg People in England, 2017 report (NHS Digital, 2018) found
that one in 20 (4.6 per cent) 5-19-year-olds had a behavioural disorder, with rates higher in boys
(5.8 per cent) than girls (3.4 per cent).

Conduct disorders nearly always have a significant impact on functioning and quality of life. The
1999 ONS [Office for National Statistics] survey demonstrated that conduct disorders have a steep
social class gradient, with a three to fourfold increase in prevalence in social classes D and E compared
with social class A. The 2004 survey found that almost 40% of looked-after children, those who had
peen abused and those on child protection or safeguarding registers had a conduct disorder.

(NICE, 2013 b, p4)

These figures are comparable across the breadth of mental ill health with those who have experienced
ACEs. Conduct disorder refers to aggressive, destructive and disruptive behaviours in childhood that are
serious and likely to impair a child's development. In DSM-5 (American Psvchiatric Association, 2013)
there is a distinction between oppositional defiant disorder (characterised by recurrent negativistic defiant,
disobedient and hostile behaviours) and conduct disorder, which includes the presence of repetitive per-
sistent violations of societal norms and other people’s basic rights. In ICD-10 (World Health Organization,
2016) oppositional and conduct problems are both included under the heading of conduct disorder.

Many behaviours included in the diagnosis are common in normal child development, but when
they are persistent and frequent they bring increased risks in later life, including antisocial behav-
iour, a range of psychiatric disorders, educational and work failure and relationship difficulties
(Moffitt et al., 2002). There is frequently comorbidity with other illness, including substance misuse,
anxiety and ADHD. Individual risk factors include low school achievement and impulsiveness; fam-
ily risk factors include parental contact with the criminal justice system and child abuse; social risk
factors include low family income and little education (NICE, 2013 b). Parenting practices in fami-
lies of conduct-disordered children are reported as often hostile, critical, with harsh discipline, a lack
of consistent rules, low monitoring of behaviours and parental disagreements.

Where there is a combination of inherited vulnerability plus negative parenting, especially early
negative effect and intrusive control, these factors contribute to the development and persistence of
conduct problems. These are often highly vulnerable voung people and can be at risk to themselves
and others (Burton et al., 2014).

Hyperactivity disorders

Hyperactivity disorders include disorders characterised by inattention, impulsivity and hyperac-
tivity. The number of children with a hyperactivity disorder, as defined by ICD-10 (World Health
Orgimization, 2016), is likely lower than the number of children with ADHD (as defined by DSM-5:
American Psychiatric Association, 2013), as hyperactivity disorders have a more restrictive set of cri-
teria. In England about one in 60 (1.6 per cent) 5-19-year-olds had a hyperactivity disorder, with
fates higher in boys (2.6 per cent) than girls (0.6 per cent) (NHS Digital, 2018).
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A total of 1.5 per cent of children and young people have severe ADHD (Department of Health,
2015). Characteristics of ADHD include a triad or constellation of impairments in the following

areas:

1. poor concentration;

o

hyperactivity;

3. impulsiveness.

It is important to recognise that displaying the above behaviours does not necessarily mean ADHD is
the explanation. These behaviours may indicate psychological causes. Think about how you might
behave if vou were in a stressful situation, experiencing stress and anxiety: all the above areas are
likely to show changes. A key factor is the persistence and frequency in all domains (Burton et al,,
2014).

A problem for children and voung people is that their ADHD impairments can impact significantly
on educational experiences and attainment. Young people with ADHD have a higher rate of behav-
ioural and disruptive disorders and are disproportionately represented in the youth justice service.
Children with ADHD struggle to regulate activity and they are not able to evaluate their responses
beforehand or subsequently. Exhortations often made of them to ‘try harder’ or ‘learn to concen-
trate’ are impossible to fulfil, unhelpful and tend to reinforce failure.

The range of possible lifetime impairment extends to educational and occupational underachieve-
ment, dangerous driving, difficulties in carrving out daily activities such as shopping and organising
houschold tasks, in making and keeping friends, in intimate relationships (for example, excessive
disagreement) and with childcare (NICE, 2018).

As with other disorders ADHD is classified in both ICD 10 (World Health Organization, 2016)
(hyperkinetic disorder) and in DSM-5 (American Psychiatric Association, 2013). Severe ADHD cor-
responds approximately to the ICD 10 diagnosis of hyperkinetic disorder. This is defined as when
hyperactivity, impulsivity and inattention are all present in multiple settings, and when impairment
affects multiple domains in multiple settings. Part of the assessment process includes collecting
information from parents and from teaching staff in educational settings. Diagnosis is a matter of
clinical judgement, which considers the severity of impairment, pervasiveness, individual factors
and familial and social context (NICE, 2018).

There are strong genetic influences and often history taking reveals other family members exhibit-
ing ADHD traits that are undiagnosed; this is significantly so in earlier generations where ADHD was
unrecognised. No single gene has vel been identified. Environmental factors include maternal drug
and alcohol use in pregnancy. In addition, the ongoing effects of individual and parental substance
misuse and poor or hostile parenting also need to be considered. It must be remembered that all of
these factors also constitute ACEs and their impact cannot be underestimated.

It can be helpful to reframe the negative symptoms of ADHD in terms of positive aspects. It is not
always helptul to focus on reducing ‘unwanted’ behaviours; alternatively it is better to harness the
positives (as discussed in Chapter 4). There is potential for these young people as they usually have
energy and enthusiasm by the bucket load. They have a ‘feet first’ activist approach which during
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childhood and adolescence can get them into trouble but also has advantages. But it can be difficult
to ‘fit in’ to ‘systems’, especially the demands of education, which can be stacked against a child or
young person with ADHD (Burton et al., 2014).

Autistic spectrum conditions

The Mental Health of Children and Younyg People in England, 2017 report (NHS Digital, 2018) found a
prevalence of 1.2 per cent for ASC. Autism in Britain was first labelled as childhood psychosis at the
peginning of the twentieth century. In 1944 it was named ‘Kanner’s syndrome’, and then in the lat-
ter part of the twentieth century ‘autism’ (Wing, 1996). Asperger’s syndrome was identified in 1944,
although it took until 1979 for Asperger’s work to be translated from German to English. It wasn’t
until 1991 that the term ‘Asperger’s syndrome’ was recognised in Britain. The difference between
autism and Asperger’s syndrome is that ‘Aspies’ are of average or higher intelligence and develop
language skills in the normal developmental way; the reverse is true for autistic people (Bradshaw,
2013, pS3).

ASC or autistic spectrum disorders form a very broad variation in presentation. ‘Spectrum’ indicates
that, while sharing the same condition, there is a wide range of difficulties experienced in differ-
ent wavs. Thinking of the spectrum as a scale from 0 to 100, a social and communicative person
would appear at 0. Someone with a few autistic traits such as a need for routine would appear fur-
ther along the spectrum. The stronger the autistic traits the further along the spectrum, so a person
with no speech and limited responses to others would be at 100 (Muggleton, 2012, p31). There may
be accompanying learning disabilities. ASC is a lifelong condition and, unlike all the other condi-
tions discussed in this chapter, has a biological origin and is a disorder of development. Autistic
people often experience sensitivity to sounds, touch, tastes, smells, light or colours (The National
Autistic Society, 2013).

Autism is characterised by a triad of features related to functioning in all situations:

1. impairment of social communication;
2. impairment of social understanding;

3. impairment in social imagination and play.

There are also accompanyving and ritualistic stereotyped interests and behaviours. These are usually
evident from infancy, although thev may not be recognised at that point. Play is often a preoccupa-
tion with repetitive activities.

Again, as with children and young people with ADHD, it is helpful to consider positives for
Asperger’s children. Having a diagnosis does not in itself change anything but it can help parents and
teachers to understand a child’s needs and put in place supportive measures. Strengths can be in indi-
vidual sports, for example. Another trait is honesty; never ask ‘Does my bum look big in this? If you
dare not prepared for an honest response, do not ask if the truth is going to hurt! Similarly, language
Needs to be straightforward. If you ask an Aspie to ‘Hold your horses’, i.e. slow down, you will have a
Puzzled response, with the person wondering, where exactly are the horses? (Burton et al., 2014,

11
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Eating disorders

The Mental Health of Children and Youny People in England, 2017 report (NHS Digital, 2018) identi-
fied an overall prevalence of 0.4 per cent with an eating disorder. Eating disorders can develop in
childhood or adolescence, in keeping with other mental health disorders becoming most frequent,
with an age of onset of between 15 and 35 years (BEAT, 2015). Anorexia nervosa has a mortality
rate which is twice the level of any other illness and has the highest death rate of any mental ill-
ness (Treasure and Alexander, 2013). Anorexia has always been considered a predominantly female
disorder, borne out by the statistics; nevertheless bovs and young men do develop anorexia which
professionals also need to be mindful of (Wright et al.,, 2018). It is generally considered that, as with
other psychological disorders and mental illnesses, eating disorders arise from a combination of
biological/medical, psvchological and social or environmental factors, as discussed above. The artic-
ulation and inter-relation of these overlapping theories, together with 1isk and resilience factors, as
a combination, lead to understanding and interpreting the causes of eating disorders, rather than a
single application of a model (Burton, 2014).

However, the case for being driven predominantly by the medical genetic origin is quite strong.
More recent research suggests a strong genetic link and predisposition and demonstrates that ano-
rexia nervosa is not a lifestyle choice but rather an inherent gene which is most probably present
and becomes vulnerable when exposed to other factors (Lask et al., 2012).

Other factors include psychological attributes, with perfectionism implicated as both a risk and a
maintaining factor (Fairburn and Harrison, 2003; Wade and Tiggeman, 2013). Typically, young peo-
ple with anorexia often have perfectionist traits and can be academically high achievers. But they
often have low self-esteem and find it difficult to express or externalise negative emotions (Dhakras,
2005). Media and societal attitudes towards thinness are often cited as Teasons’ but they are not rea-
sons in isolation; rather they can act as contributing factors or triggers. Other predisposing factors
centre on the negotiation of transitional points, for example, the negotiation of adolescence in com-
bination with an adverse life event such as bercavement, parental divorce or sexual abuse, together
with an inherent psychological vulnerability (Burton, 2014).

Self-harm and suicidal behaviour

The Mental Health of Children and Young People in England, 2017 report (NHS Digital, 2018} found
that 25.5 per cent of 11-16-year-olds with a disorder self-harmed or attempted suicide, whereas 3 per
cent of 11-16-year-olds without a disorder self-harmed or attempted suicide. Self-harm and suicidal
behaviour are emotional disorders on a similar continuum as they are both in response to stress.
Self-harm tends to be about coping whereas suicidal behaviour can be associated with giving up or
seen as a solution to overwhelming and intolerable feelings, although not necessarily about want-
ing to die. Young people who self-harm are at a higher risk of suicide. Unfortunately, self-harm is
frequently stigmatised, with individuals being described as ‘attention seeking’. This is unhelpful and
it is important to maintain curiosity over why the young person may be expressing his or her feel-
ings in such a way, in order to be able to offer appropriate support. Again, a reframing of language is
helpful, considering ‘attachment needing’ or ‘attachment seeking’ instead of ‘attention seeking’.
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All of us have an attachment quality which develops during the first 5 years of life. Many children
and voung people (and adults) who experience negative problems during this crucial and critical
pcriod when the architecture of the brain is forming may have an impaired attachment quality,
which then tends to be borne out in all future relationships and affects the capacity for emotional
and self-regulation. Schore (2014) describes the effects of neglect on brain development (see Further

reading).

ACEs are associated with an increased risk of suicide (Department of Health, 2011 b; Cleare et al.,
2018). There have been relatively few studies of children in care and self-harming behaviours.
studies that have been undertaken have shown that they are a high-risk group with high self-
harm rates. These are children most likely to exhibit attachment-seeking behaviours due to poor
and adverse early experiences (Burton, 2019). It is important to assess all episodes of self-harm indi-
vidually in a person-centred and systemic way, as failure to do so can lead to individuals feeling
misunderstood (NICE, 2004).

Young people are vulnerable to suicidal feelings. The risk is greater when they have mental health
problems or behavioural disorder, misuse substances, have family breakdown or mental health
problems or suicide in the family (Department of Health, 2011 b). Adolescence is the most tur-
bulent developmental period after infancy with the biggest challenges and changes in all areas of
biological, psychological and social change. Predisposing vulnerabilities such as poor or adverse
early experiences can be activated during the adolescent phase (Anderson, 2008). Triggers influenc-
ing self-harm and suicidal behaviour include ACEs such as: bullying, difficulties with parental and
peer relationships, bereavement, eatlier abusive experiences, difficulties with sexuality, problems
with ethnicity, culture, religion, substance misuse and low self-esteem. Contextual triggers include
adverse family circumstances, dysfunctional relationships, domestic violence, poverty, parental
criminality, time in local authority care, frequent punishments and family transitions.

Bell (2000) describes that the cause given is the trigger precipitating suicidal behaviour. But it will
often be the reason given by the young person, their families, and even doctors and other clini-
cal staff. Reasons given might include an argument with a close friend or family member or failing
exams. The notion of a trigger as an explanation often leads to a minimising of the level of seri-
ousness surrounding the suicide attempt which is never about the stated reason. Rather, it is a
rationalisation of the event rather than an explanation as it may be a frightening prospect for all
concerned to consider serious mental disturbance. This is a very important point to bear in mind
and is the key to understanding suicidal ideation. For example, not all individuals who have argu-
ments and fail exams make attempts on their lives, therefore those who do so for those reasons
given are responding to a trigger (the argument, exam failure) to much deeper intolerable problems.

Suicide and suicidal ideation always take place within the context of relationships which is the
Important challenge to explore and understand. Studies of suicidal behaviour in young people
confirm that relationship difficulties predominate (Hawton et al., 2012). Usage of triggers as an
explanation can lead to collusion and denial of the seriousness of the event, not only by family
members but clinical staff also, and therefore it is highly risky not to take the attempt seriously.
Suicide attempts should be taken seriously and must never be minimised by describing somewhat
trivial reasons such as relationship disagreements or exam failure which are in fact the precipitating
triggers (Burton, 2014).
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The difference with self-harming behaviour, as opposed to an intention to kill oneself, is that with
self-harm the person is in touch with his or her body through the physical reality of pain. The skin
becomes a medium for communication (Gardner, 2001). Physical pain is often ecasier to manage
than emotional pain and when inflicted can change mood which in turn can be habit forming.
There can also be something about experiencing first-aid ‘patching up’ and ‘repairing’ either by the
individual or helpers, with these repairing acts experienced as therapeutic (Burton, 2019).

KEY REFLECTIONS

e |tis estimated that one in eight children have a diagnosable mental health condition.

e Half of lifetime mental health problems (excluding dementia) begin to emerge by age 14 and
three-quarters by the mid-20s.

e  Children who have experienced ACEs are at greater risk of developing mental health
problems.

e  Mental ill health arises from a context of variables - genetic biological factors (biomedical)
and psychological factors - and how these articulate with lived experiences (psychosocial).

s When considering children and young people potential symptoms need to be considered from
a developmental and contextual perspective; for example, ‘risk-taking’ behaviour could be
considered part of adolescent pathology and therefore normal.

e Children and young people can experience the same mental health problems as adults.

Interventions, strategies and therapeutic treatment
approaches: how can schools help?

The Annual Report of the Chief Medical Officer 2012, Our Children Descerve Better: Prevention Pays
included a key message that service design should recognise the role, importance and potential of
schools in fostering the development of resilience and opportunities for delivering interventions
that can improve mental health (Murphy and Fonagy, 2012, p12). Child and adolescent mental
health sits within a medical and psychological diagnostic model. Children and voung people, as
already identified, tend to receive a diagnosis if an assessment reveals this to be appropriate. This
will primarily be a medical interpretation but the approach to both interpretation and treatment is
one which considers all factors, including psychological and sociological. An appropriate treatment
or intervention is then recommended according to the diagnosis.

Freeth (20073, as cited in (Prevey, 2010, pS7), argues that this model does not sit well with the person-
centred’ approach, although CAMHS workers do adopt a ‘person-centred’ approach where the
focus is on relationship building alongside the treatment or intervention. Regardless of what sort of
approach is used - cognitive behavioural therapy, solution-focused therapy, eye movement desensi-
tisation reprocessing (EMDR; which is receiving more attention for the treatment of post-traumatic
stress disorder in CAMHS) (NICE, 2005; Tufnell, 2005) or family therapy and family work - the

=
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point is not primarily to pathologise an individual according to a diagnosis, but to adopt a person-
centred relationship approach. In terms of children this can be further considered as being ‘child
centred’/‘child focused’.

The person-centred approach is the most widely known of the humanistic approaches developed
by Carl Rogers in the 1950s. Rogers’ core conditions of empathy, unconditional positive regard and
congruence tend to underpin all approaches of therapy and are the mainstay of the therapeutic rela-
tionship and effective communication (Rogers, 1957). In child and adolescent mental health, as
discussed previously, a person-centred/child-centred approach also considers the child and young
person in relation to that individual’s context of family. Similarly, for teaching staff it is essential to
consider the child or young person’s context in order to assist with understanding of what may be
happening. Whilst doing so it is very important to remain ‘child-focused’ and to be in a position
that maintains and supports the child or young person from an appropriate developmental position.
Wwhilst the family can sometimes be seen as part of the problem it is important to avoid a blaming
stance and also to see the family as a resource for change.

Interventions and therapeutic approaches in CAMHS Tiers 2-4 usually include: play therapy, art
therapy, parent-infant psychotherapy, under-5s work, cognitive behavioural therapy, individual
work, family work, parenting work and family therapy. There will often be a combination model
of a psychological and pharmacological intervention and approaches, as shown in the case studies
below.

For conduct disorder multidimensional treatment can include parent work and individual work.
Psychosocial therapies are the main approach to conduct disorders, involving close working with
parents through parenting programmes and parent-child interaction therapy, with the key feature
being positive parenting (Murphy and Fonagy, 2012). It can be combined with risperidone (pharma-
cological approach) for a short period alongside other approaches as above (NICE, 2013 b). Treatment
approaches for ADHD include a pharmacological approach as first-line treatment (in conjunction with
parenting and individual programmes) for ADHD using a prescribed psychostimulant (methylpheni-
date) (NICE, 2018). Medication can help children with concentration so has a valid use in supporting
children in school settings. It can buy thinking time so impulsivity is reduced and it does help sig-
nificantly with concentration. It can help with symptom (triad of impairments) control and does not
remdin in the system for more than a few hours. Treatment ‘holidays’ can be taken so, for example,
the young person may not take need to take medication at the weekend or in the school holidays.

Management of ADHD includes parent and teacher training in behavioural techniques as well as
individual support for the young person. A multifaceted and multiagency approach in the manage-
ment of ADHD includes teacher training in behavioural techniques. There are however side effects,
including loss of appetite and difficulty getting to sleep (Burton et al., 2014).

In schools there is an emerging and promising evidence base for mindfulness, not just for children
but also school staff, and it provides an opportunity for implementation, adoption and embed-
ding into the curriculum as part of a whole school approach to emotional health and well-being
(CentreForum Commission, 2014; Weare, 2015; Mindfulness in Schools Project, 2019). Other whole
school approaches include ‘circle time’ for vounger children. In addition, nurture groups, peer men-
toring and buddy systems offer important opportunities to build on children and young people’s
fesilience factors and therefore mitigate risk factors, as discussed in the Chapter 4.
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Strategies for improving the mental health of children and young people can operate at multiple
levels. A goal for teaching and school staff is to develop relationships and partnerships with local
agencies who can provide specialist support through service partnerships. But it is recognised this is
against a backdrop of reductions in CAMHS budgets, mainly in the Tier 1 and 2 carly intervention
services. This has led to higher thresholds for referrals to CAMHS, leaving children, voung people and
families not able to access services until their problem is severe. It is interesting to consider this would
be completely unacceptable for childhood cancer services (CentreForum Commission, 2014, p34). An
increase in the tiny 6 per cent child and adolescent mental health budget of the overall mental health
budget is long overdue (House of Commons Health Committee, 2014, points 80 and 86).

Some of the most effective school interventions have proved to be Targeted Mental Health in
Schools (TaMHS), where early identification and support prevent problems escalating. Weare (2015)
noted that often schools wait too long, not wishing to ‘label’ and often thinking children will ‘grow
out’ of problems. Where possible, working with local agencies and CAMHS brings education and
health together to think about children and young people where and as soon as concerns are raised.

KEY REFLECTIONS

¢ Schools have potential and opportunities to mitigate children's mental health through whole
school approaches being embedded into the curriculum.

= Examples of these include mindfulness, nurture groups, buddy and peer mentoring systems.

° It is essential to consider the child's context as this contributes to understanding: ‘What has
happened?’

e There are multiple treatment approaches, including psychological and pharmacological support.
° Many approaches are primarily about working with parents.

e Try to make finks with professionals in CAMHS for joined-up working and wrap-round support.

GASE STUDY: JOE

Joe has a diagnosis of ADHD so he is easily distracted and finds it difficult to concentrate for very
long and is sometimes impulsive.

Joe is 7 and in a primary school class with 20 other boys and girls. The classroom is sunny and
bright with equipment, bookshelves and storage boxes all around the room. There are posters and
pictures on the walls. The teacher has a whiteboard. All the children sit at tables which join each
other in a group. So there are four children to each group of tables. They are facing each other
and not the teacher, who is standing at the front of the class. There is a teaching assistant helping
Joe with his task.

Joe is colouring in letter shapes and then cutting them out to stick on a poster. While he is colour-
ing he keeps looking around the classroom and shouts over to his friend on another table who
waves back. Joe starts talking to the boy opposite him. The other children round the table are
busy working and cutting out.
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Joe is trying to concentrate but finds it difficult to stay on task. The teaching assistant reminds
Joe to keep on colouring and then she helps him with the scissors and cutting out a letter R. Joe
manages to cut out a letter L, for which he receives praise. At the end of the lesson Joe receives
a gold star for working hard. He rushes outside at breal and tears round the playground with the

other boys.

Case study reflections

s Consider classroom layouts; for children like Joe it can be harder to concentrate when he is
facing other children, not the class teacher.

o Joeishaving great support from the class teaching assistant.
o« Joeis praised and rewarded for staying on task, which will have been difficult for him.
o Playtime is a really important opportunity to let off steam and play before the next class.

¢ Sometimes children like Joe who find it difficult to concentrate and get into trouble have play
curtailed, or minutes deducted. This is not helpful and is counterproductive.

« It can be helpful to reframe potential negative characteristics and focus on positive aspects of
ADHD, such as higher energy levels and ‘up for anything' traits.

Integrating psychological care into Tier 1 universal settings such as schools can work as a preventive
and protective strategy. School-based counselling is an available and accessible form of psychological
therapy for voung people in the UK. Future in Mind (Department of Health, 2015) suggests a whole-
child and family approach with a move away from thinking purely clinically about child mental
health, and emphasising prevention, early intervention and recovery, and that this needs to be con-
sidered and implemented universally across settings.

The Pursuit of Happincess report (CentreForum Commission, 2014, p36) recommends that for children
with less severe and emerging mental health problems there should be greater accessibility to psy-
chological therapies in schools and that the service could be provided by a practitioner with a child
and adolescent mental health background.

The 2017 Green Paper (Department of Health, Department for Education, 2017) and response
{Department for Health and Social Care, Department for Education, 2018), discussed in the intro-
duction to this chapter, proposes educational mental health practitioners (EMHPs) in schools and
training for these roles commenced in January 2019, In secondary schools voung people should
have routine access to a named CAMHS worker; this will be met through the EMHP role, although
not all schools will have one.

School nurses can be an essential resource; a significant proportion of their workload consists of
Supporting children and young people with emotional and psychological difficulties (Bohenkamp
ctal, 2015). They often, however, lack mental health training. This has been recognised by the
Royal College of Nursing as an important issue and they have asked for country-wide standardised
mental health training (Brown, 2015). School nurses are in the front line in terms of being a health
Professionul accessible to young people in schools and are well placed to offer support and make
links within their school community and staff and with other professionals and CAMHS.
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Counselling and psychotherapy for children and young people are very different from the tradi-
tional adult approaches and need to be developmentally appropriate, individualised, flexible and
creative. They need to engage young people who are often reluctant to talk or find it difficult to
recognise or understand their feelings. The young person’s context or system also requires attention
as they are inter-related, and one cannot function in isolation from the other. Children and young
people are usually one part of a wider family and are often relatively powerless to change their situ-
ation unless their family are supportive of the changes. Typically, a young person may be receiving
age-appropriate support individually but ideally, and if possible, this would also be alongside parent

and family work (Burton et al., 2014).

CASE STUDY: SARAH-JANE (WITH

THANKS T0 DR GLARE SMITH]

Sarah-Jane (S-J) is 5. She started in reception class in September and is one of the older chil-
dren, having had her fifth birthday in late September. It is now mid-February and S-J's teacher,
Miss Jennings, is becoming increasingly worried as, although S-J's school attendance has been
very poor since she began school, it is getting worse. S-J's attendance has averaged about 50 per cent
since the start of term. Her mother is very good at letting school know when S-J is off by phoning
in the morning when she's going to miss school and atways sends a note when S-J goes back to
school. The reasons she gives for keeping S-J off sound genuine, but just seem to be very frequent
(cold, cough, earache, sore throat etc.).

Miss Jennings is especially concerned that S-J, who has always been very quiet, has become almost
silent. S-J seems very withdrawn and doesn't play much with other children at school. She is becom-
ing harder and harder to engage, although she seems to be an exceptionally polite girl who appears
keen to please. During the last week, S-J has cried frequently at school, often over little things.

S-J lives with her mother, father and younger sister, who is 3. Mum used to be a librarian but did not
return to work after having S-J. Dad works installing telephone networks and commutes by train into
a nearby city, walking to the station each day - a total commute of about one-and-a-half hours each
way door to door. Sometimes he works away from home for a week at a time. The family moved to this
town so as to be within walking distance of Mum'’s work and a bit nearer Dad's workplace to shorten
his commute, a year or so before S-J was born. Both sets of grandparents live in the town where S-J's
parents used to live, about 45 minutes' drive away. All the grandparents work full time, so the family
has very little grandparental support. S-J's mum has a driving licence but doesn't like to drive.

S-J is always immaculately dressed for school. Her mum walks her to and from school every day,
with her [ittle sister in the push chair. S-J's teacher has noted that Mum is very quiet and tends not
to chat with the other mothers in the playground.

Case study reflections

e There were several external factors affecting S-J.

¢  Miss Jennings realised that S-J was becoming more and more anxious because she was
getting behind at school (her projects weren't as good as the other children's because she
wasn't there enough to get on with them) and this worried S-J.
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s Miss Jennings recognised that Mum was keeping S-J off because she (Mum) was anxious
about sending S-J to school, and so not sending her when she had even the slightest snuffle
or hint of being even a tiny bit unwell.

s« She realised that Mum’s anxiety about S-J was partly because she had no local support
networks and hadn't made friends amongst the other mothers, so was socially isolated.

e« Miss Jennings discussed the situation with the other reception class teacher and made a plan
to support the situation, such as identifying a member of staff to support S-J to integrate
successfully with her peers at playtime.

e« They asked for Mum'’s help with hearing the children read in the other reception class (not
S-J's). They suggested she come into school whenever the 3-year-old sibling was at nursery.
They guessed that if Mum had a commitment to come into school then S-J would have to
come into school, too, so she wouldn't miss as much school and would become more
confident.

s The plan worked. Both S-J and her mother became more confident and their self-esteem
grew. Both became less anxious. Mum helped more and more at school and started to talk a
little with the other mothers in the playground.

_ GASE STUDY: JANEK (WITH
THANKS TO DR CLARE SMITH]

Janek is 8. He is in year 4 at a mainstream primary school. He lives with his mother, Ania, and his
younger brother, Marius, who is 5. The family is Polish but have lived in the UK for about 7 years.
They travel back to Poland every summer to see Ania's parents. Janek’s and Marius’s parents sep-
arated when the boys were 5 and 2 and they see their father, Osa, on alternate weekends when
they spend Sunday afternoon and have tea with him and his new partner, Lindsay (who is white
British); they live in another town. Both boys seem to get on well with Dad and Lindsay and do lots
of fun things with them, but get home very tired on Sunday night. They also behave quite aggres-
sively both at home and at school on the Monday and Tuesday after the weekend when they've
seen Dad.

Mum works part-time in a focal greengrocer’s and is able to drop the children off at school on her
way to work and finishes work in time to collect them from the after-school club at 4.30 each day.
She gets a discount on the fruit and vegetables in the store, so the children have a very healthy
diet. Mum appears to be warm and caring. She has no problems with Janek’s behaviour at home
unless she tries to get him to do homework, which he resists strongly.

Janek has a large, red birthmark covering one cheek (a port-wine stain). The other chiidren at
schoof are used to it and don't comment on it or tease Janek about it.

Janek's teacher, Miss Freer, complains that Janek is very disruptive at school. He shouts out and
disrupts the class, drawing attention to himself and making the other children laugh. This is espe-
cially problematic during literacy lessons or when the children have to settle down to their writing.
Miss Freer feels that Janek does everything he can to avoid tasks that require prolonged writing.

(Continued)
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(Continued)

When the class are doing PE or sport, Janek is able to focus well. He can be quite responsible in
these settings and likes to help the teacher by carrying equipment. He thrives on the praise he
receives for his efforts.

In the playground, Janek gets on well with his peers. He usually plays football at playtime with a
large group of friends. He's a good, popular player who doesn't hog the ball and is able to set up
others to score goals.

Janek got on well at Beavers but can be a bit disruptive at Cubs (which he has only just started),
though he is fine when they are doing activities outside.

Case study reflections

e Points to note: avoidance of writing tasks; tired and aggressive after seeing Dad; a bit
disruptive at Cubs.

e Summary: Janek is an 8-year-old Polish boy who displays disruptive avoidant behaviour when
he has to undertake effortful writing tasks. When not faced with such tasks he can behave with
maturity. He can also be a little disruptive at Cubs, which might be related to his avoidance of
writing or might be due to issues around his facial birthmark. He is good at sport and gets on
well with his peers. He appears to be well supported by his parents, though he only sees his
father fortnightly for a few hours. Janek and his brother also behave quite aggressively for
about 2 days after seeing their father, which may be related to tiredness after a busy day or
the change in routine/structure (safeguarding issues were ruled out in this case).

o  Plan: discuss with staff involved (such as teacher, special educational needs coordinator
(SENC0)) to seek their opinions and feedback on your thoughts.

= Consider with them whether further assessment of Janek's writing difficulty would be
helpful at this stage (sensory/motor/coordination problem = occupational therapist; cognitive
problem, e.g. possible dyslexia = SENCo or educational psychologist).

= Discuss your thoughts with Janek, Mum (and Dad if possible) so as to develop a collaborative
plan with them.

o Think about asking them:

o Would Janek be happy to have extra help with writing tasks.

Are they prepared to see someone to find out more (assessment)?

Would Dad be happy to have the boys on a Saturday instead of a Sunday?

How would Janek or Mum feel about talking to the Cub Scout leader about possible issues
with Janek's birthmark or with tasks involving writing when he's at Cubs?

c O 0

Whatever issues children and voung people exhibit, it is vital that all interested parties work together to
support an individual’s future mental health and well-being. This will be facilitated by a whole school
approach to mental health and well-being which involves its leaders, the voice of the child, the school’s
learning environment, the expertise of the setting’s professionals and a strong partnership with indi-
viduals, parents, carers and outside agencies. Such an approach must be a proactive response to provide
timely support to any mental health or well-being issues as they arise. This may in turn lead to the pro-
motion of a continual drive to promote resilience within children and young people in schools.
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Teachers
KEY REFLECTIONS

o« Why is it soimportant to be aware of the myriad of factors that influence an individual's men-
tal health and well-being?

s How might common mental health problems originate, affect and manifest themselves in chil-
dren and young people?

¢ Why is it important that professionals do not always pathologise children and young people’s
behaviour?

e Whyis it important to understand the context for children and young people’s behaviour?
e« How can treatments, inventions and therapeutic approaches help?

« What is the role and importance of schools in supporting the needs of children and young
people who exhibit mental health and well-being issues?

e (HAPTER SUMMARY

e Problems often start in response to external factors around the child and not from within the child.

e Significant numbers of children will have experienced ACEs, potentially impairing their ability
and capacity to relate to others.

e Acting out and unwanted behaviours can be a coping mechanism and a way of hiding the hurt.

o« Where early help and recognition are available, very often at school, problems can be miti-
gated and outcomes improved.

e« Any change in behaviour provides a clue that something may not be quite right and should
initiate curiosity and further exploration, as seen from the case studies.

o ltishelpful for school staff to see beyond the behaviour to what may be driving it.

e« Change language to consider what has happened instead of what is wrong and feel the differ-
ence in position with the change in terminology.

e Focusing on positive aspects is the way forward. Focusing on negative aspects through pun-
ishment is often counterproductive.

e |deally schools and health should be working together to improve children’s mental health
and well-being both with individual cases and from a whole school approach.
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