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[bookmark: _Toc4946891]Abstract
The UK is suffering a national mental health crisis, with potentially devastating social and economic impacts. It is undeniable that schools can, and should, play their part in solving this issue, and this investigation aims to address how this can be achieved. The government have responded to recent statistics and evidence of widespread poor mental health by implementing new policies and strategies to ensure schools can act fast to support our youngest generations. Educational researchers and mental health charities have also contributed to the field of research in this area, and this report will consider all available sources when analysing how changes should be embedded within School Improvement Plans. The researcher will create and carry out a research-based intervention for the case study school which takes into account its context and existing strategies, and then measure its impact in order to inform future practice. Whilst every school setting is unique and has its own individual needs, we all have mental health which needs to be supported. Therefore, it is the researcher’s hope that this report lays out the steps all schools can take in order to provide learners with the emotional support they need in order to achieve.
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“The strength of the mental health of our future adult population is the responsibility of all departments of society – health, education, policing […] it is in everyone’s best interest to invest in the children and young people of today.” (DoH, 2015)

[bookmark: _Toc4946894]National Context
What is the current state of the nation regarding public mental health?

The Prime Minister has stated that mental health is one of the greatest social challenges of our time (DfE, 2017), with 1 in 4 adults and 1 in every 10 children experiencing mental illness (NHS England; Mind). Each month, a quarter of a million people aged 18 and below are currently being treated for mental health issues by the NHS (Campbell, 2016), but this only represents a fraction of the wider issue. With such critically high numbers of people seeking support from services such as the NHS and CAMHS, waiting lists for treatment are “unacceptably long” (BBC, 2019) and young people are being turned away due to lack of funding and staffing (Independent, 2019), meaning that mental health issues are left to develop into serious illnesses and, eventually, to crisis point. Whilst this alone paints a bleak picture of the current issue, it is important also to contextualise this with the fact that only approximately 25% - 35% of young people with diagnosed mental health disorders access support at all (Green et al, 2005). Not only are the majority of diagnosed mental health sufferers not seeking treatment, those who do are unable to access it. The “catastrophic consequences” of these “failings” of the NHS (The Guardian, 2018) include serious harm and increasingly high levels of suicide; 5,821 suicides were recorded in 2017 in Great Britain (Mental Health Foundation) compared to 5,140 in 2013 (Mind, 2016). Additionally, mental health issues in the workplace cost UK businesses approximately £35 billion in 2016 (Parsonage & Saini, 2017), whereas only £0.7 billion was invested into child mental health treatment in 2013 (DoH, 2015). This highlights both the crippling economic impact on society and the current lack of investment in early intervention and treatment. The severe economic impact on our country in a time of financial difficulty, coupled with the disastrous social consequences for the young people and future workforce of the nation, accentuates the desperate need to make immediate and significant change. 

An important point when considering the relevance of schools’ roles in solving the mental health crisis is that an estimated 75% of adult mental health problems start before the age of 18 (DoH, 2015; Green et al, 2004), whilst other sources claim this figure as 50% of cases starting before the age of 14 (DoH & DfE, 2017; DoHSC & DfE, 2018). This makes schools best placed to not only spot the early warning signs and react quickly to them before they develop into more serious conditions, but also to introduce proactive programmes and resources to attempt to prevent mental ill health from occurring in the first place (DoH, 2015). However, Jeremy Hunt criticises NHS and CAMHS support of children and young people as “not intervening early enough” (Campbell, 2016) and for having overly high thresholds for what constitutes a “serious enough” problem to treat (BBC, 2018; Lamb, 2016). Both Hunt and the Children’s Commissioner for England, Anne Longfield, suggest bringing CAMHS and NHS specialists into schools to work as full-time school-based counsellors or advisors for both staff and students to refer to (BBC, 2019; Campbell, 2016). Additionally, closing the access gap for children is not the only solution; Adam Shaw of the Shaw Mind Foundation argues that all children need an understanding of what mental health is and how to maintain a positive state of mental health (2017). Compulsory mental health education, in his opinion, will not only provide a proactive solution (as opposed to a reactive one), but will also release pressure on NHS and CAMHS services as well as eliminating the stigma surrounding mental health (ibid.), which is heavily supported by both Nicky Morgan (2017) and the Department of Health in its report and plan Future in Mind (2015).

In spite of the enormous barriers to overcome, statistics show that the conversation about mental health and wellbeing has never been more open and more positive; in 2017, for the first time in almost 10 years, Mind reported that there were more anti-stigmatising articles published in British media than stigmatising (50% to 35%) (Mind, 2017), and the Department of Health hopes that by 2020 the levels of discrimination and stigma surrounding the issue of mental health will have been tackled (2015; 2017). It seems there has been no better time for schools to take action in order to ensure that solutions to the mental health crisis are developed and implemented in their individual settings.

Where does mental health fit in the government’s national priorities for Education?
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Figure 1: Department for Education Strategy 2015-20 (DfE, 2016)

In response to the issue, in 2016 the Department for Education placed wellbeing amongst the top 3 goals to achieve world class education for every child (DfE, 2016). Poor MHW impacts both physical health and academic attainment: 44% of pupils with an emotional disorder were behind in their intellectual development with 23% being two or more years behind, compared to 24% and 9% of other children (Green et al, 2004). The link between poor mental health and disruption to school attendance and eventually future employment prospects has also been proven (DoH & DfE, 2017), supporting the fact that poor mental health in childhood and adolescence negatively correlates with educational attainment (Brännlund et al, 2017). In Priority 11 of the DfE Strategy 2015-20, detailing how the government aims to support vulnerable children, it states that DfE wants schools to promote positive mental wellbeing and support the vulnerable 10% of pupils who are experiencing diagnosed mental health problems (DfE, 2016; DoH, 2015). The government defines the most vulnerable in schools as ethnic minority pupils, looked after children, young people in gangs, those who are NEET and members of the LGBT+ community (DoH & DfE, 2017). However, the researcher would argue here that in fact all children, by their very nature, are vulnerable. The Declaration of the Rights of the Child states that, owing to physical and mental immaturity, all children require special safeguarding and care (United Nations, 1959). This should, therefore, extend to wellbeing support within an education which develops the whole child. As a result, the government’s goal to promote and protect the safety and wellbeing of children and young people should form an essential part of schools’ own priorities and plans for development. If all young people are to be supported by schools to reach their full potential and to leave “prepared for adult life” (DfE, 2016), schools must prioritise the support of their mental health and emotional wellbeing as an integral part of education.
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What are the current priorities for school improvement in the case study school?

The case study school for which this School Improvement Report is based on has prioritised 4 main areas for development. School X, as it shall now be referred to in order to protect the anonymity and confidentiality of all stakeholders in accordance with BERA ethical guidelines (BERA, 2011), has committed to developing: Assessment for Learning; E-Learning; Independence Skills; Pastoral Support.
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Figure 2: School X TLC Aims and Outcomes

These four areas have formed the structure of the school’s Continuous Professional Development (CPD) plan from Academic Year 2017-18 onwards. All teaching staff at the school work within one of these areas as a member of a Teaching and Learning Community (TLC), otherwise referred to as a Professional Learning Community (PLC) (Welsh Government, 2013). INSET has been dedicated to collaborative research of the topic, followed by trialling and implementation of research-based strategies and programmes which become part of school policy. Using TLCs to drive educational research and a more reflective practice has been praised by David Weston and Bridget Clay as being a “responsive professional learning cycle” (2018, in Alouat, 2018) which changes teacher habits and allows teachers to question and feedback on strategies in place at school (Alouat, 2018). The results of the first year of TLC practice at School X were largely positive, and feedback from teachers helped to shape the current cycle and the aims and outcomes for each area. As School X does not have a SIP (it is not located in Wales, nor is it a state school and so therefore is not legally obligated to use one), this plan is to be used in lieu of a SIP. The TLC process also employs a reflective action research cycle similar to that of Gibbs (1988).
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Figure 2: School X TLC Action Research Cycle. (Learning Wales, 2016)

The effectiveness of using this process at the school will be discussed following a literature review of models of best practice in action research and school improvement plans.

What is already being done to tackle and support pupil mental health?

The National College for School Leadership (2005) encourages school leaders to ask three questions during the process of self-evaluation before embarking on school improvement: What are we already doing? Why are we doing it? How could we develop this to further improve the school experience for our pupils? It is therefore important to ask the first of those questions here while exploring the context of this school improvement report. School X has been found to have an “excellent” standard of pastoral care and support for pupils, in terms of the pastoral management structure, the school house and tutor system, the PSHE provision, and the confidence that pupils said they felt in being able to turn to an adult in times of difficulty (ISI Report, 2011). The management structure comprises an overall Pastoral Lead Assistant Headteacher, who co-ordinates the 6th Form Pastoral Lead and the four Heads of House and their Assistant Heads of House. This team of ten senior and middle leaders oversee pastoral care at the school, and three of these are also Designated Safeguarding Leaders. Within the houses, Tutors are the first point of contact for parents and teachers regarding concerns about student wellbeing, and these concerns can then be escalated upwards where necessary. In terms of other staffing, School X has a school counsellor available for pupils who works one day a week, but there is no current CAMHS specialist or qualified Mental Health First Aider working in the school. 

As well as this, the Tutor programme and PSHE curriculum both provide space to explore ideas and themes related to wellbeing such as growth and fixed mindsets, resilience, dealing with stress, and developing confidence and self-esteem. More recently, as a result of the work of the Pastoral TLC, new activities trialling mindfulness and meditation have been introduced during tutor time with some tutor groups. The PSHE curriculum works alongside this following Independent School guidelines (DfE, 2018a), and both are being adapted and developed currently in order to create a more streamlined provision for pupils. The overall question of whether or not these current provisions really are ‘excellent’ at supporting pupils’ mental health and wellbeing will be answered following a closer review of literature using a self-assessment tool. The term ‘mental health and wellbeing will, from now on, be referred to as MHW.
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What are the researcher’s personal reasons for undertaking this action research?

As a teacher and tutor I see the impact of poor MHW on pupils every day. I understand from an educational point of view how this can subsequently impact their ability to focus and concentrate in the classroom, to interact positively with their peers and teachers, to contribute to all areas of school life in a fruitful way and ultimately, to progress in their studies and achieve positive outcomes which will best prepare them for a successful future. As a Lead Facilitator of the school’s Pastoral TLC, it is in my leadership interest to find ways for the school to improve and develop their provision for pupils and staff, to ensure that pupils have an understanding of what mental health is, how they themselves can manage it, what impact this can have on their progress, and why we, as educators, are working to prioritise MHW alongside academic progress. As an adult I also appreciate the need for all of us to better manage our own mental health. I once heard a representative of a mental health and wellbeing charity say that “depression and anxiety are normal reactions to an abnormal society” and this reinforced for me how important it was for me to build resilience in order to overcome everyday challenges. I am passionate about this topic, and this is what has fuelled me to look deeper into the issue for my own action enquiry (McNiff & Whitehead, 2009).
[bookmark: _Toc4946897]Literature Review
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How should the research-based study be undertaken?

Before beginning the process of research into and critical analysis of literature on the topic of MHW, the researcher felt it was important to establish what the research practice would look like. McNiff and Whitehead (2009) lay out steps that are recommended for a researcher to take when completing action research, which have been summarised in the figure below:
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Figure 4: Action Research steps (McNiff & Whitehead, 2009)

It is clear that steps 1 and 2 have already been completed thus far in the study, and the researcher will continue to follow the steps as articulated here. However, the researcher felt that the addition of a step in between 2 and 3 which involved the review and critical analysis of literature would be important to ensure that the subsequent steps were based on pre-existing evidence, in order to inform a more impactful intervention. In Mertler (2012), a number of different action research models are discussed and analysed and the researcher also particularly likes Riel’s model for its simplicity and cyclical nature, utilising 3 repeated cycles of four steps: study and plan; take action; collect and analyse evidence; reflect (2007 cited in Mertler, 2012). This encourages the action research to be ongoing and continuous, not to simply feel that once change has been implemented then success has been achieved. Regardless of which model is adopted within the action research, the obligatory steps of inquiry, self-assessment, data collection, analysis of data, implementation of change and reflection must be present in a successful action research study (Mertler, 2012; McIntosh, 2009; McNiff & Whitehead, 2009; Welsh Government, 2014).

[bookmark: _Toc4946899]School Improvement Plans
How should evidence-based changes be implemented effectively?

When it comes to affecting change within the school as part of a school improvement process, MacBeath stresses the importance of recognising this as a school-led process, rather than a ‘tick-box’ exercise arising from external pressures and following governmental guidelines (2008). Additionally, it should be of a dynamic, ongoing nature which is able to respond to changes in education and society, as well as staff and pupil feedback (Hopkins et al, 1994; MacBeath, 2008; Welsh Government, 2014). This is especially important when considering the topic of MHW, as this is an area of education that has come to the fore only relatively recently, and therefore means that schools must respond to the new policies and strategies which are being introduced at a rapid rate. As a result, the Welsh Government suggest that the School Improvement Plan is treated as a ‘live’ document that may even follow a cyclical process of continual self-evaluation (2014); one that incorporates inquiry, reflection and self-review (Hopkins et al, 1994). Chapman and Sammons advocate that schools ask the question: “Does your culture and context facilitate or limit the potential for improvement?” (2013). In other words, does school management encourage its staff to be simultaneously open to change, and active in pursuing it? Are staff involved in identifying strengths and weakness in order to find opportunities for school improvement? Is it possible to answer those three questions of what, why and what else (NCSL, 2005), or has management bypassed this process and allowed external sources to decide what the school should do next? 

All of these key features of successful SIPs are addressed through the use of a TLC. The researcher would argue that the very nature of the TLC process utilised at School X, including the reflective cycle shown in Figure 3, demonstrates how reflective and teacher-led the school improvement process currently is. It is important to recognise that there is no ‘one size fits all’ approach to school improvement, and that, in order to find solutions to problems and overcome barriers to pupil success, schools must implement strategies which are designed by and for its own community (Welsh Government, 2013). Therefore, enabling staff at the school to lead school-based teacher-led research, and allowing them to determine the direction in which the school-wide changes are heading, School X is using a very successful process of school improvement. The effectiveness of the school as a ‘learning community’ (Chapman & Sammons, 2013) is what can ultimately determine whether or not school policy will directly impact and furthermore improve learner outcomes (Harris & Jones, 2010; Lewis & Andrews, 2004). The Welsh Government states that involvement within PLCs can help to build the school’s “capacity for continuous improvement”, as it enables teachers to both widen their expertise and share best practice (2013). By empowering all staff to be involved in action research, and by engaging in a reflective process which questions and evaluates the positive impact on learners throughout the collaborative inquiry, schools will inevitably improve. A staff body which is upskilled and self-educated on what will and won’t work for its own pupils can lead powerful and effective change. As long as school leaders welcome and embed this change, positive school improvement is inevitable at School X. Here we can see that the process of school improvement is strong, but now literature can tell us if the content is too.
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What is meant by the term “mental health”?

Before embarking on an exploration of how MHW can be taught in schools, it is important to consider what these terms actually mean. The World Health Organisation defines mental health as not just being the absence of mental illness, but as a “state of wellbeing” in which one is able to cope with everyday life’s stresses and difficulties in order to realise their full potential (WHO, 2018). The Mental Health Foundation adds that mental health is characterised by one’s ability to learn, manage emotions, maintain positive relationships, and cope with change and uncertainty (MHF, nd.). The charity Mind also describe states of mental wellbeing as being “dynamic”, something which can change from day to day and which lies on a spectrum (Mind, nd.). One’s capacity to stay mentally healthy or stable depends on one’s resilience; a capacity to not just ‘bounce back’ but to also adapt in the face of adversity or challenge (ibid.).
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How does English Government advise mental health education should be embedded in schools?

The researcher has used the guidelines from the following government publications to form the main basis of this section of the literature review; from the Department for Education (DfE): The DfE Strategy 2015-2020 (2016); Supporting Mental Health in Schools and Colleges (2017a); Transforming Children and Young People’s Mental Health Provision: A Green Paper (DoH & DfE 2017), as well as the Government Response to the Consultation (2018); Keeping Children Safe in Education (2018); and from the Department of Health (DoH): Future in Mind (2015). 

The first overarching point made by these reports and guidelines is that schools should tackle MHW within a whole-school approach (DoH, 2015; DoH & DfE, 2017; DoHSC & DfE, 2018). In Keeping Children Safe, it is made explicit that safeguarding children and young people is the responsibility of every member of staff in a school or college (DfE, 2018), and therefore this should naturally extend to supporting MHW. Schools should ensure that positive mental health and associated behaviours are promoted throughout the school (DoH, 2015), that all staff have a shared vision of how this can be done (DfE, 2017a), and that senior leadership commit to not only promoting the de-stigmatisation of mental health, but to ensuring staff receive sufficient training to be able to identify warning signs early and intervene quickly (DoH, 2015; DoH & DfE, 2017). The process of reporting concerns should be explicit for all members of staff so that they feel confident in their role within the whole-school approach (DfE, 2017a), and is, more importantly, a legal obligation of the school (DfE, 2018). 

After many years of neglect where mental health is concerned, health and education experts within the government are now recognising that mental health should be given equal attention to physical health, and stress that this should be made clear within schools (DoH, 2015; DoH & DfE, 2017). An improved mental health literacy and better emotional awareness were referenced as important priorities for schools (DoH & DfE, 2017), as this will allow schools to tackle stigma and open up the conversation about mental health in a positive way. This can be achieved by embedding these conversations across the curriculum, both within Personal, Social and Health Education (PSHE) teaching and more broadly (DfE, 2017a). The DfE is currently working on resources, lesson plans and schemes of work for schools to use as part of their teaching of PSHE (DoH, 2015; DoH & DfE, 2017), although it is important to note that the teaching of PSHE is not yet compulsory (Shaw, 2017). Staff at some case study schools even felt that approaches to mental health should be equally as important as teaching and learning strategies (DfE, 2017a), because educational outcomes can be so heavily impacted by both pupils’ and teachers’ mental health. 

Furthermore, consultation of the Green Paper (DoHSC & DfE, 2018) highlighted that stakeholders in education want more secure evidence for effectiveness of these strategies, through collection and analysis of data, so that school leadership can feel secure that applying these to their settings will have a measurable impact. It is important that these interventions are research- and evidence-based to improve the quality of service (DoH, 2015), to contribute to the steadily growing database of information (ibid.), and to allow schools to share best practice and adapt strategies for their own contexts (DfE, 2017; DoH & DfE, 2017). Additionally, the consultation process evoked the sentiment that educational attainment should not be the only measure of impact (DoHSC & DfE, 2018). Instead, outcomes such as "social interaction, self-esteem, MHW change over time, school attendance and school staff wellbeing” were referenced as being indicators of success for these interventions (ibid.). The field of research in this area is currently relatively small compared to the value being placed upon its development, and this is mainly due to how recently the issue of MHW has come to the fore. Therefore, the necessity for regular and clear data collection on a national scale cannot be denied (DoH, 2015).

Where the Department of Health is concerned, there is a need for communication lines between schools and medical services to be clearer, more open and much quicker (DoH, 2015; DoH & DfE, 2017). The introduction of a waiting times standard has been made a clear priority; the Green Paper set out a four-week limit to waiting periods as an aim for schools to reach and investments into NHS complement this ambitious target so that it can be achieved (ibid.). Cross-agency development has been designed to enable different sectors of society to work together seamlessly. One way of achieving this is to ensure all schools have a ‘one-point access’ for mental health concerns (DoH, 2015). It is estimated that around half of schools and colleges already have this 'Designated Senior Lead for Mental Health’, whose responsibilities could include; acting as a direct link between various external services for information transferral and pupil referral; overseeing the whole school approach to MHW and how it is embedded into policies and curriculum; deploying appropriate staff to different areas of responsibility concerning pupil wellbeing; ensuring that staff receive adequate training (DoH & DfE, 2017). Training is another area which government is keen to tackle, as although 90% of schools offer staff training on how to support pupil mental health, there is still a call for more high-quality mental health awareness training and changes in Initial Teacher Training (ITT) (ibid.). Furthermore, participants in research into Supporting Mental Health in Schools and Colleges said that lack of funding for resources and mental health training, as well as limited access to external sources were still concerns (DfE, 2017a). 

The government state that every school should have a qualified Mental Health First Aider, and that if this can be achieved then England’s education system would be the first in the world to do so (ibid.). The researcher feels that, although it is already ambitious to expect one member of staff in every school or college to be trained in Mental Health First Aid, the value this would bring to the school if this colleague could then train the rest of staff would be immeasurable. The researcher also questions why only one member of staff should be a Mental Health First Aider, when many schools have multiple 'physical’ First Aiders, sometimes more than a dozen (although there are currently no rules on numbers, schools are able to determine these themselves (DfEE, 2000)). If equal importance is to be placed on both mental and physical health, then surely these numbers should balance? The proposal for Mental Health Support Teams to work in local authorities to support multiple schools and to be comprised of a range of highly-trained professionals is also a promising strategy with many benefits to the school (DoH & DfE, 2017). However, the researcher would like to point out that as this team is still external to the school, then this may not combat the issue of waiting times, or help teaching staff who work with the pupils on a day to day basis to identify and support mental health concerns. Although it may be seen as idealistic, if not impossible given financial constraints and lack of appropriate budget, the researcher feels that to really tackle the issue of mental health education in schools – which government has repeatedly stressed is a national concern and priority - as many members of staff as possible should receive comprehensive training and a wealth of resources if they are to be equipped with the knowledge and skills to support their pupils’ mental health.

Interestingly for the context of School X, whilst the Independent Schools Inspectorate (ISI) recognises that the government’s Green Paper of 2017 is “groundbreaking”, it also acknowledges that these proposals are not intended to apply to the independent sector as the resources will only be deployed to state-funded schools, but that the ideas detailed within can be used to “follow or match” the progress in the state sector (ISI.net, 2019). The researcher will comment on how she feels the previously explored proposals from that paper and others could and should be applied to School X’s context later on in this report.
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What other literature exists regarding recommendations on school provision in the UK? 

Similar conclusions can be drawn from other sources on mental health provision in schools. Again, there is a common consensus that whole-school approaches are the most effective in improving pupil mental health. Wells et al categorise interventions into ‘indicated’, for children who are already displaying behaviours associated with mental health problems, ‘targeted’, for those who are identified as being most ‘at risk’ of developing a mental health problem, and ‘universal’, for all pupils at a school or college (2003). The indicated and targeted interventions can also be defined as ‘mental illness prevention programmes’, whilst the universal interventions can be referred to as ‘mental health promotion programmes’ (Wells et al, 2003). The Education Endowment Fund (EEF) subcategorises these universal interventions into either classroom-based, where pupils are taught about positive mental health through the curriculum, or strategies to develop or change the whole-school ethos (2019). Evidence suggests that universal programmes are much more effective in affecting positive change than targeted programmes as they would do more to normalise and de-stigmatise the issue (Wells et al, 2003), and studies suggest that there could be an impact of up to four months’ positive progress in pupil attainment (EEF, 2019). 

These whole-school interventions could target a range of areas, such as; parental involvement, support for pupils during transitional periods, anti-bullying campaigns, developing a consistent language for talking about MHW, changes to behaviour policy, counselling, peer-mentoring or buddying, support groups, art therapy, and Social and Emotional Learning (SEL) strategies which develop pupil self-esteem, self-control, self-concept, and emotional literacy (DfE, 2017b; EEF, 2019; Jane-LLopis, 2005; O’Reilly, 2018; Reback, 2010; Stirling & Emery, 2016; Wells et al, 2003). Organisations such as the Mental Health Foundation and the Shaw Mind Foundation have set up campaigns calling for mental health education to be placed at the heart of the school curriculum, for PSHE to be a compulsory part of students’ learning rather than being extracurricular, and for this learning to explore the root causes of mental health issues such as body image, relationships and exam stress (Mental Health Foundation, 2019; Shaw, 2017; Sparrow, 2018). Some of the most important aspects of ensuring any of these approaches are successful are by training teachers effectively to enable them to deliver sessions, by implementing programmes on a continuous basis over a long period of time to allow them to affect meaningful change, and by embedding changes into routine educational practices, such as timetabled lessons or tutor time (EEF, 2019; O’Reilly, 2018; Wells et al, 2003). 

In spite of a wealth of advice on what may work in schools, many experts still stress that there simply isn’t enough evidence and research available for schools to rely on, something which, as we have already seen, government are fully aware of. Reback and O’Reilly suggest that this is often because school leaders may not believe that interventions such as counselling have a strong enough link to pupil attainment, such as exam scores (O’Reilly, 2018; Reback, 2010). This is extremely important when considering how the impact of mental health interventions can be measured, and therefore legitimised. In 2003, Wells et al claimed that there was a strong need for measures of positive mental health to be developed, and 10 years later the EEF stated that little is still known about the impact of non-cognitive skills on cognitive skills, the latter being conventional attainment measures (EEF, 2013; Wells et al, 2003). Non-cognitive skills, such as motivation, resilience, creativity and social skills, are now seen to be as important as cognitive skills, such as literacy and numeracy, yet little is still known about the causal relationship between the two (EEF, 2013). Interestingly, research into types of approaches currently in place in secondary schools showed that these were often driven by a need to enable students to achieve academically (DfE, 2017b). Leaders are evidently aware that a link between emotional wellbeing and academic success exists, but many have not yet investigated this further. The response to the government’s Green Paper suggested a range of other indicators such as questionnaires and focus groups that could be used to measure impact, as well as utilising existing data such as attendance, exclusion and referrals to mental health professionals (DoHSC & DfE, 2018). This is an issue that the researcher will have to take into account when planning and measuring the intervention for this action research, and will rely on case studies and research into the issue for solutions to the problem. Fortunately, in the last few years more work has been done to fill this research gap, and there are a number of useful case studies which can provide guidelines for how to successfully implement impactful mental health interventions.
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What can case studies offer us in terms of what is already working?

The researcher will now consider a number of case studies which offer evidence of success in targeting pupil MHW through universal whole-school approaches. The researcher would like to acknowledge the overwhelming breadth of recommendations and publications available for what schools could and should do, but the very narrow base of evidence for where and when these strategies have worked. Around the world, it was found that school-based mental health provision is not a regular feature in both the developing and developed world (Remschmidt & Belfer, 2005), and there is a virtual absence of child and adolescent mental health policy everywhere in the world (Belfer, 2005). However, these statements were made almost 15 years ago, and the researcher is aware that most research and changes to policy have taken place in the last 5 years or less. Within the case studies available, the vast majority were examples from primary schools, and were therefore considered to be of limited relevance to this report. Many others cited examples of targeted approaches carried out on small groups of pupils who were identified as being at risk, rather than whole-school approaches. Whilst these are undeniably worthwhile strategies, the researcher is primarily interested in universal whole-school approaches, as these have been proven to be most valuable for schools. Still more detailed the programme, theory or resources being used within the school but had no data evaluation to demonstrate its impact or was in the process of collecting data. The difficulty in finding certified case studies with concrete evidence of positive impact on pupil wellbeing only corroborates the aforementioned issue of a lack of evidence and data available to professionals. Additionally, there were no case studies which outlined interventions for improving staff mental health. Nevertheless, the following case study examples were considered to be useful.

The Education Endowment Fund defines resilience as one of the top 8 non-cognitive skills for child development (EEF, 2013), an area which is still not receiving enough attention in regards to how it may impact on MHW (DoHSC & DfE, 2018). Its Healthy Minds programme is a universal, classroom-based intervention which focuses on relationships, healthy living and SEL strategies in order to develop emotional resilience and self-efficacy (Lordan & McGuire, 2018). Early results indicate significant improvements in health-related quality of life (HRQoL), anxiety, and behavioural and emotional well-being, all measured with a range of sophisticated screening techniques (Lordan & McGuire, 2018). It is also low-cost, long-term, embedded into the PSHE curriculum, and teacher-led with only minimal teacher training required. Additionally, removing the stigma surrounding MHW is another aspect of successful whole-school approaches, demonstrated by the Liverpool Learning Partnership (LLP, 2017) and its partnership with the social movement Time to Change. One school ran a number of events to change whole-school ethos, including assemblies, coffee mornings, resilience sessions delivered during PSHE lessons and workshops to teach pupils how to spot signs and symptoms of poor mental health (LLP, 2017). The researcher would argue that, whilst this was not a long-term approach, the whole-school aspect of the intervention and negligible cost (funding came from external sources) make it an effective intervention. Perhaps if accompanied by a strong school policy to reinforce the ethos and ongoing wellbeing lessons embedded in the PSHE curriculum, this could be another useful case study for School X.

The Qualitative Case Studies section of Supporting Mental Health in Schools and Colleges (DfE, 2017b) offered further valuable suggestions which the researcher feels would be important to consider. Only one case study school in the report had a specific Mental Health Policy, with the other 25 having only broader Safeguarding and Behavioural Policies (ibid.). The impact of reflecting upon and writing a mental health policy was that this school (interestingly, an independent school) therefore developed a preventative approach which differed from the majority of secondary schools whose approaches were found to be much more reactive (ibid.). As we have previously seen, prioritising preventative approaches is heavily supported by many experts (DoH, 2015; Morgan, 2017; Shaw, 2017). Secondly, some schools dedicated a specific space for pupils to go to when they felt overwhelmed or in need of a break (DfE, 2017b). Examples of such spaces were indoor hubs or centres, outdoor mindfulness or wellbeing gardens, and in the case of primary schools, nurture woodlands or forest schools (ibid.). These calming environments are often run by support staff with some degree of basic counselling training, have in some cases been funded by parent teacher associations, and also signposted students to other resources such as counselling or mindfulness courses (Barrow, 2019; DfE, 2017b; LLP, 2017). 

Luxembourg promote a ‘Positive Education’ system which challenges the disparity between what parents want for their children – happiness, health, confidence – and what they are taught in school – discipline, maths, literacy, science (Gilbride-West, 2018). Pioneering schools are focusing on developing non-cognitive skills in order to directly link personal development with academic achievement, in line with the Ministry of Educations priorities of keeping more children in education and creating a fairer education system (ibid.). By actively promoting the equal importance of cognitive and non-cognitive skills, these schools are carrying out what experts say could have a profound impact on pupil progress (EEF, 2013). The European Commission also published a report on action on child mental health in 2017, and their recommendations mirror those of the Department for Education in England (DfE, 2017b; European Commission, 2017). It seems that, at least in Europe, leaders and experts agree on what needs to be done but are still in the early stages of actually doing so. Promotion of positive mental health promotion has existed in schools around the world for at least the past 15 years, but it is only in recent years where public pressure and concerns of a global mental health crisis have forced policy leaders to take decisive action. It is therefore the researcher’s intention to contribute to this field of research with evidence-based solutions.
[bookmark: _Toc4946904]Rationale for the Study

[bookmark: _Toc4946905]An assessment of current school provision at School X
How does school provision measure up compared to findings from literature?

Below is a summary of all strategies, interventions, policies and recommendations found in literature regarding school-based mental health promotion. These have been divided into what schools should do and what schools could do, based on how literature have classified these actions. The researcher has assessed the extent to which School X has adhered to these recommendations, using consultation with staff at the school and then comparing the results with ISI inspection conclusions. It is advised that all teaching staff should be stakeholders in the process (Chapman & Sammons, 2013; MacBeath, 2008; Welsh Government, 2014), so the researcher felt that this should begin at the self-assessment level. A simple questionnaire was sent to members of the Pastoral TLC group, which includes the Assistant Head Pastoral, the Sixth Form Pastoral Lead, two Heads of House and two Assistant Heads of House, so the researcher felt there was a good spread of participants from which to gather data. The questionnaires were required to select “excelling”, “achieving”, “achieving to some extent/ progress underway/ inconsistent” or “not achieving” for the strategies listed below, and then the most common answers were selected for each statement to form the self-assessment. The use of such highly-structured, closed questions allowed quick and easy analysis of responses (Cohen, 2011), although did eliminate the opportunity for expansion which could have yielded a large amount of qualitative data.

	Schools should...
	School X is...

	Implement a whole-school approach to tackling mental health;
	Achieving to some extent

	Promote positive mental health as part of a strong school ethos;
	Achieving/ Achieving to some extent

	Ensure all staff share and participate in this shared vision;
	Achieving to some extent

	Embed mental health promotion in the curriculum;
	Achieving/ Achieving to some extent

	Designate a Senior Lead for Mental Health;
	Unsure - not explicitly stated in role

	Have a clear pastoral structure where roles are delegated effectively;
	Achieving

	Follow a clear procedure for reporting mental health concerns;
	Achieving

	Have a qualified Mental Health First Aider;
	Not achieving

	Train teachers to empower them to promote, prevent and identify mental health concerns confidently;
	Achieving to some extent

	Collaborate with external services such as NHS and CAMHS.
	Achieving

	Schools could...
	School X is...

	Make PSHE a focal point for the delivery of mental health education;
	Achieving

	Complement this with extra classroom-based provision, such as through tutor time;
	Achieving to some extent – not consistent

	Implement a range of interventions and activities to target different aspects of MHW (eg yoga, mindfulness, extra-curricular activities);
	Achieving/ Achieving to some extent

	Employ a mixture of ‘indicated’, ‘targeted’ (mental illness prevention) and ‘universal’ (mental health promotion) interventions;
	Achieving to some extent


	Take a proactive approach rather than a reactive approach;
	Achieving to some extent

	Offer pupils access to a school counsellor;
	Achieving

	Have a team of Mental Health First Aiders;
	Not achieving

	Collect their own evidence and data as part of school-based action research;
	Achieving to some extent – in the process as part of TLC work

	Create a menu or bank of evidence-based resources and tools;
	Achieving to some extent – in the process as part of TLC work

	Measure impact using a range of measurement tools;
	Achieving to some extent

	Utilise national campaigns and initiatives, such as Time to Change;
	Achieving

	Dedicate a space for pupils to use if/ when they may be suffering with mental health issues;
	Not achieving (Introducing as part of a trial for Year 11)

	Place equal importance on non-cognitive skills as cognitive skills;
	Achieving to some extent

	Write and follow a specific mental health policy;
	Not achieving

	Promote and nurture staff MHW on a ‘universal’ level;
	Achieving to some extent


	Provide staff with specific MHW support on a case by case basis.
	Achieving to some extent


Figure 5: Self-Assessment of School X MHW Provision

[bookmark: _Toc4946906]Analysis of Self-Assessment
Is the current school provision really excellent? Are there gaps that need to be addressed, and if so, how?

The researcher found these results quite surprising, especially given that the most recent ISI report stated that pastoral provision was ‘excellent’. However, it is important to note that this was produced in 2011 and most MHW policies have been published since that date. This possibly implies that the ISI report is out of date, and that provision and strategies have developed in recent years to the extent that School X has not yet caught up. This would certainly explain why staff were so critical of School X provision. The researcher would be interested to see whether an inspection report published this year would be as generous as the previous one, and whether the ISI would change criteria for assessing pastoral provision in light of new governmental policies or not.

As indicated above, there are areas in which School X is demonstrating good provision of MHW education, especially for the “what schools should do” criteria. When looking back at the Pastoral TLC outcomes for the current academic year (see Figure 2), it is clear that the outcomes are considerably less comprehensive than the self-assessment list above. The term ‘mental health’ is not mentioned at all, and ‘wellbeing’ is only referenced once. What is more promising is that some of the areas highlighted as ‘achieving to some extent’ form part of the work currently being undertaken. Outcomes 4, 6 and 7 all directly refer to some of the actions which fall under what schools could do, such as collecting evidence from intervention trials, creating a bank of resources and strategies, and improving classroom-based provision. Therefore, in some ways, this self-assessment is very promising because of how the school is taking action to address these areas. The main issue is that the changes are not yet fully embedded in the school, and are therefore not up to date with the most recent suggestions. The researcher believes that only a small number of simple changes would be needed to meet most of the criteria successfully, and that continuing to strengthen provision through the action research of the TLC process will lead the school into potentially becoming sector-leading.

However, inevitably there are areas for improvement. Let us now refer back to the NCSL’s 3 questions: What?; Why?; What else? (NCSL, 2005). We can now see very clearly ‘what’ the school is doing, and an in-depth look into literature helps to explain ‘why’ the school is doing them. Nevertheless, some areas must be addressed with the question ‘what else’. Many of these fall under the remit of senior leaders in the school to address, such as making it explicitly clear who the Senior Lead for Mental Health is in the school, writing a specific Mental Health Policy, ensuring there are trained Mental Health First Aiders in the school, and, most importantly, transforming the school ethos so that it embraces a stigma-free approach to MHW. Therefore, the whole-school approaches cannot form the basis of this research study as they lie out of the remit of the researcher. This immediately constitutes a limitation of the study, because it is unable to address the principal recommendation from literature and government policy-making. Nevertheless, these will be referred to later in the report as part of the recommendations for School X. As for what the researcher herself can contribute to, it would be possible to create an intervention which addresses more than one of these areas simultaneously. The researcher believes that the most effective intervention to carry out within the confines of this action research project will incorporate;

· Classroom-based activities drawing from resources which target non-cognitive, SEL skills, such as the Healthy Minds programme;
· Education of what mental health means and an introduction to a range of wellbeing strategies, with a focus on self-management, self-awareness and de-stigmatisation;
· Measurement of impact using a range of measurement tools to collect data.

An outline of the intervention is included in Appendix 1. This is a proposal for a universal, classroom-based approach which will be trialled on a small-scale level. If successful, the researcher would hope that this could be rolled out across the school and combined with aforementioned examples of whole-school policies.
[bookmark: _Toc4946907]Research Questions

The researcher has now examined the guidelines and priorities regarding a nationwide education in MHW, and has analysed these against the context and existing priorities of the case study school. The researcher believes that the success criteria for measuring the effectiveness of MHW interventions includes: removal of the stigma surrounding the issue; improved understanding of the issue; changes in attitude towards the issue; changes in behaviour regarding self-management of MHW. Therefore, the following research questions have arisen;

1. Do pupils at the school feel there is a stigma attached to the issue of mental health, and if so, can this be removed?

2. To what extent do pupils value an understanding of MHW as much as they value attainment outcomes?

3. Once provided with increased understanding of MHW self-management, will pupils actively and independently take steps to maintain a positive state of mental health?

The researcher will ensure that these questions will formulate the basis of the action research carried out in the case study school, and that subsequent analysis of results from this research will aim to answer these questions. Therefore, the research questions form the aims and outcomes of the research study; they form the success criteria for the intervention, and will inform recommendations for future interventions and policies at the school.


[bookmark: _Toc4946908]Planning and Methodology

[bookmark: _Toc4946909]Personal Disclosure
The researcher is a teacher at School X, and the tutor of the participant group. The researcher would also like to acknowledge her role as TLC Lead Facilitator within the context of the study. She would also like to stress that this intervention is part of a bigger picture in terms of the TLC body of work, and that a range of strategies are currently being trialled at the time of writing. The researcher is dedicating time to overseeing how all of these are running and ensuring that feedback is being collected in order to contribute to future evidence-based practice. Additionally, the researcher is working closely with the PSHE coordinator, who is embedding a wealth of ideas and resources from aforementioned online sources.

[bookmark: _Toc4946910]Design
The researcher acknowledges that the research is primarily of a deductive nature; attempting to answer the research questions previously mentioned in order to provide data to confirm the original hypothesis (Mertler, 2012). The research questions are testing the hypothesis (Muijs, 2004) that existing approaches and strategies used at School X to educate and support pupils’ self-management and understanding of mental health are, as indicated in the self-assessment, “achieving to some extent”. The researcher would then wish to prove that the intervention designed for this action research has improved their understanding of the issues, removed the stigma, and encouraged them to take ownership of their own self-management of their mental health. This can also be described as a positivist approach, due to the reliance on quantitative data (Cohen et al, 2011; Muijs, 2004). However, the researcher will also be collecting and analysing qualitative data in order to triangulate results, and this will primarily come from empirical evidence and group interviews. As a result, there are elements of interpretivism and an inductive style of inquiry (Cohen et al, 2011; Mertler, 2012; Muijs, 2004), which the researcher believes is unavoidable when working with children within an educational setting and with ideas such as MHW. The researcher is therefore open to preconceived ideas being proven incorrect, and expecting to find contradictions, outliers or inconsistencies during the data analysis stage. This is an inevitable part of carrying out research with people (Holt, 2009) and the researcher is prepared for this.

[bookmark: _Toc4946911]Procedure
The researcher began by seeking ethical approval for the proposed intervention and methodology. Once this was granted in September of 2018, the researcher gained parental and participant consent for participating in the study. Baseline questionnaires were completed by the participants at the end of September, and following this the intervention began at the start of October. The intervention ran for 14 weeks over the Autumn and Spring terms, drawing on research from the literature review and utilising resources from these sources. At the end of the intervention, the participants completed the same questionnaire again in order to assess for changes in attitude and understanding. The questionnaire was also completed by a control group who did not receive the intervention. Finally, the researcher conducted group interviews with a selection of the participants. Once all data had been collected, the researcher analysed the evidence and drew conclusions. A timeline of the procedure is outlined below:

	Summer 18
	September 18
	October 18
	November 18
	December 18

	Research literature.
Write up literature review.
Complete and submit ethics form.
Plan intervention.
	Ethics form approved.
Trial and adapt questionnaire.
Seek parental consent.
Complete baseline questionnaire.
	Begin intervention.
Analyse baseline data.
	Intervention continues.
	Intervention continues.
Write up introduction and methodology.

	January 19
	February 19
	March 19
	April 19
	

	Intervention continues.
	Intervention finishes.
Complete post- intervention and control questionnaires.
Complete focus group interview.
	Analyse all data.
Draw conclusions and make recommendations.
Write up data analysis, discussion and conclusions.
	Action research study submitted.
	


Figure 6: Timeline of action research study.

[bookmark: _Toc4946912]Participants
The researcher’s original proposed intervention was to run an optional lunch-time club which would be open to any KS3 student. At School X, participating in an extra-curricular club is compulsory for this age group, and the researcher felt that offering a club related to wellbeing (with the proposed name “Wellbeing Wednesday”) might attract pupils who were looking for an alternative to sport or music clubs. Additionally, it was felt that providing the intervention as an option, rather than a compulsory part of weekly tutor time, may increase motivation (Cohen et al, 2011). This would have involved using at once volunteer sampling, in which students who were willing to participate would have taken part in the study, and probability sampling, where a random selection of pupils would have taken part (Cohen et al, 2011). However, no pupils signed up to join this club in September. This suggested one or more of the following: pupils did not feel that maintaining their wellbeing was important enough; pupils did not understand how improved wellbeing may impact on their studies; pupils did not want to sign up to the club for fear of the stigma attached. All three of these conclusions provide initial answers to the first three research questions. However, the researcher will need to explore these ideas more within the study, through questionnaire questions and focus group interviews, in order to draw firm conclusions.

Therefore, the researcher decided that the alternative was to use dedicated morning tutor time to carry out the intervention. This involved using non-probability, opportunity sampling (Cohen et al, 2011). The participants involved in the study are in Year 8, between 12 and 13 years of age and, due to the nature of how tutor groups within the year are divided, represent a stratified sample of the year group population (Cohen et al, 2011). There are 21 pupils - 9 girls and 12 boys - with 3 SEN learners and 2 High Achievers. The participants in the control group (who did not receive the intervention but completed the questionnaire for comparative purposes) are also another example of a stratified sample. In this group there are 19 pupils - 11 boys and 8 girls - with 2 SEN learners and 3 High Achievers, therefore a very similar demographic spread to the subject group. The researcher is aware that the total number of participants is well below that of the recommended minimum sample size, and that this will reduce the reliability of the study (Cohen et al, 2011).

[bookmark: _Toc4946913]Materials
The researcher employed a multi-method approach to action research in order to: reduce reliance on one singular data collection process; reduce bias of opinion when considering results of the study; and allow triangulation of quantitative and qualitative data in order to increase validity of the study (Cohen et al, 2011; Muijs, 2004).

[bookmark: _Toc4946914]Questionnaire
The researcher decided to use a questionnaire to measure impact of the intervention. A repeated measures design was selected, using the same pre- and post-intervention questionnaire, as this was decided to be the best way of assessing potential changes in understanding of and attitude towards MHW. The researcher drafted a questionnaire to trial on a group of students of a similar age to the case study group, which allowed her to assess the effectiveness of the questionnaire in collecting suitable quantitative and qualitative data (Muijs, 2004) (see Appendix 2). The results of this first draft highlighted that too many of the questions were open-ended, which would make analysis of such a range of different answers too difficult and inconclusive and would also increase the likelihood of a poor response rate (Cohen et al, 2011). A second draft was created which adapted some of the questions from open-ended to multiple choice, and based the options from the results of the first draft (see Appendix 3). For example, comparing the first question in each questionnaire, it is clear how the change in the formatting of the question would yield more useful quantitative data to work with whilst still maintaining the essence of the question. 

The researcher also felt it would be beneficial to compare the pre- and post-intervention questionnaire results with a group of students from the same year group who did not receive the intervention. This is known as a pre-test post-test group design (Muijs, 2004). This would allow the researcher not only to assess the extent of the impact of the intervention on the case study group with a comparison of pre- and post-intervention responses, but to ascertain whether the participants in the group had a greater understanding and awareness of MHW than their peers through a comparison of intervention and non-intervention. Studies have shown that participants may alter their behaviour when they know they are being studied, and the researcher expects that this will be the case with the participants in question. Therefore, the main purpose of using a control group is to improve the validity of the study by reducing demand characteristics, as the researcher was aware of the potential for participants in the case study group to adapt their answers in order to please the researcher (McCambridge et al, 2012). 

The researcher printed the questionnaires out for the pupils, purely due to the limited access to ICT during tutor time and the comparative ease and convenience of using paper copies. The researcher asked pupils not to write their names on the sheets. This was partly to aid adherence to ethical considerations, and also because the researcher was not interested in how individual participants responded to the intervention, rather the group as a whole. For the study group, only 18 pupils out of the total of 21 were present for the pre-intervention questionnaire, which co-incidentally was the same number as present for the post-intervention questionnaire. In addition, 1 of the 19 pupils in the control group was absent for the questionnaire, meaning that all 3 questionnaires had the same number of participants taking them.

[bookmark: _Toc4946915]Focus Group Interviews
In order to triangulate the data from the questionnaire results, the researcher conducted a focus group discussion session immediately following the intervention time period. This took the form of a semi-structured group interview, which used open ended questions but with a clear agenda (Cohen & Manion, 2011). The researcher decided on questions in advance to ensure comparability of responses with the data from the questionnaire, whilst allowing flexibility to explore anomalies that may have arisen. Many of these questions were designed simply to allow the participants to expand upon their answers to the questionnaire questions, whilst others arose during the intervention discussions. The interview was audio-recorded, allowing the researcher to capture rich data more freely and analyse responses later without the time pressure of recording these herself. The interviews were decided to take group format rather than individual, in order to stimulate more interaction between pupils (and therefore more data), and to make the pupils feel less intimidated. The researcher selected a stratified sample from the 21 participants with 3 girls and 3 boys of higher, middle and lower ability who had demonstrated mixed reactions to the intervention. This meant that the interviews would provoke a wide range of opinions and therefore, theoretically, a more fruitful discussion. In order to manage group interactions, the researcher tried to ensure that this sample did not include pupils who may be too overpowering or too quiet during discussion, as this would impact the coherence of the group dynamics. In addition to the 8 pupils selected, 2 further pupils volunteered to be part of the group interview, bring the total to 5 boys and 3 girls. The researcher did not want to discourage any pupils from being part of the interview and did not feel that any extra participants would impact negatively on the outcomes.

[bookmark: _Toc4946916]Ethics
The researcher sought ethical approval of this study prior to beginning the intervention or any form of data collection. All aspects of the action research were detailed in an ethics form, which was approved by the Ethics Committee in September of 2018, and data collection began soon after. The researcher understands and respects her responsibilities to the participants and has sought voluntary informed consent from parents, who have also been provided with details of the study and how data will be collected and stored (BERA, 2011). Participants understand their right to withdraw, and their privacy and anonymity will be respected and protected throughout the study with regards to data collection and publication (BERA, 2011). 
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[bookmark: _Toc4946918]Data Findings

[bookmark: _Toc4946919]Quantitative Data – Questionnaire Results

The researcher has decided to include results from all but two of the questions from the three questionnaires (see Appendix 3); questions 4 was omitted here because it yields qualitative data, and the researcher has decided that the results of question 6 did not provide useful data for analysis. On reflection, this would have been better as a closed question as all responses were valid reasons maintain positive MHW so lead the participants to the “correct” answer. Therefore, this did not provide the researcher with any information about changes in attitudes or understanding. Below are graphs to illustrate quantitative data from the questionnaires.

[image: ]Figure 7: Questionnaire data demonstrating positive and negative connotations related to the stigma of MHW.

Figure 5 represents the words which pupils most closely related to the term MHW. As is evident in the graph, the most commonly chosen words for all three questionnaires were ‘depression’, ‘anxiety’, ‘sadness’, ‘loneliness’ and ‘stress’. In addition, ‘depression’ and ‘anxiety’ remained the two most popular options for the study group both pre- and post-intervention, as well as for the control group. These two terms combined accounted for an average of 40% of the selections in each questionnaire, although the difference between pre- and post-intervention was a decrease by 5% of the total number of selections (from 45% to 40%). Words such as ‘confidence’, ‘positivity’ and ‘happiness’ all increased in selections to some degree, whilst negative words such as ‘disorder’, ‘self-harm’ and ‘bullying’ all decreased. Of the 20 words given as options, 10 of these have negative connotations, 8 have positive connotations and 2 are neutral. When analysing total numbers of word selections by the nature of the word, in the pre-intervention questionnaire 8% of these were positive, 84% were negative and 8% were neutral. This was similar to the control group, whose selections were 6% positive, 86% negative and 8% neutral. However, the post-intervention results were quite different, with 31% positive, 61% negative and 8% neutral. The three biggest contrasts from pre- to post-intervention were with the terms ‘wellbeing’ and ‘growth mindset’ whose selections increased by 7 and 6 votes respectively.

[image: ]Figure 8: Graph demonstrating changes in pupil’s confidence in their understanding of MHW.

[image: ]Figure 9: Graph demonstrating changes in perceived importance of MHW for pupils.

[image: ]Figure 10: Graph demonstrating changes in pupil’s confidence in self-management of MHW.

All three of the graphs in figures 6-8 indicate slight positive changes from pre- to post-intervention, and that both the study group and the control group had similar levels of confidence in understanding the terms and self-managing using different strategies. However, it may be important to note that the control group demonstrate that they place slightly more importance on their own MHW than the study group.
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Figure 11: Matrices demonstrating changes in pupil importance and understanding in combination.

The pre- and post-intervention matrices show almost no change at all in terms of how much pupils understand and place importance on the issue of MHW. Additionally, the control group demonstrated significantly higher levels of response to the statement which showed they feel they understand and place importance on the issue. 


[bookmark: _Toc4946920]Qualitative Data – Questionnaire Results

Question 4 of the questionnaire was the only open-ended question which yielded qualitative data. Participants were asked to write 3 things they could do to improve their MHW. In the pre-intervention questionnaire, all pupils wrote at least one thing they could do to improve their MHW and most wrote 2 or 3. These were mostly examples of activities, such as ‘playing sport’, ‘reading’, ‘socialising more’ and ‘playing games’, and of practical lifestyle advice such as ‘eating healthier’, ‘going to bed earlier’, ‘spend more time doing what you enjoy’ and ‘go outdoors’. One pupil said ‘go to see a doctor’, which is an example of medical advice, whilst some gave ideas which were directly linked to MHW, such as ‘don’t keep your feelings to yourself’ and ‘be open with someone you trust’. A large number of ideas were what the researcher would classify as vague, such as ‘be positive’, ‘don’t be negative’ and ‘don’t be paranoid’.

In the post-intervention questionnaire, almost all pupils gave three examples as requested. There were a wide variety of responses which were related to practical activities and lifestyle advice, similar to those mentioned above. The number of vague responses significantly decreased, although there were still some examples such as ‘be happy’. The researcher noticed that some of the MHW terminology and ideas used in the intervention sessions were now present in these responses. These included ‘meditate’, ‘take deep breaths’, ‘bounce forward from your mistakes’, ‘focus on strengths instead of the negatives’ and ‘be reflective’. There were also a great many more references to talking to people – from 5 examples to 12.

In the control group, 4 participants gave no examples of things they could do, and of the rest, most gave 2 and a few gave all 3. Of the responses given, the researcher would consider most of these to be sound, practical ideas which incorporated a variety of hobbies, lifestyle advice and MHW strategies. These included ‘go to counselling sessions’, ‘do something helpful for someone else’, ‘don’t go on electronics a lot’, ‘don’t give up during lessons’, ‘visit mental health websites’, ‘have plants to reduce stress’ and ‘do yoga’. These examples mentioned were not present in either of the study group questionnaires. There were 10 examples of talking to other people out of the 15 completed sets of answers.

[bookmark: _Toc4946921]Qualitative Data - Empirical Evidence 

During the intervention, the researcher noted a few behaviours and comments of the participants which were useful for the research study’s results. Firstly, the pupils were not enthusiastic about completing written work when reflecting on different strands of MHW. Some pupils were very vocal about their dislike of working on worksheets or booklets, and instead preferred class discussion and interactive activities. Secondly, not all participants engaged with all tasks fully. The pupils were set a task to complete a happiness diary over the Christmas holidays, where they were to record how they felt each day and a possible reason for why that might be. On the first Wednesday in January these were shared with their partners, and only roughly two thirds of the class had remembered or attempted to do the diary, whilst only half of those had completed the whole three-week diary. All of the latter were girls. Finally, the researcher conducted a simple feedback activity where the class were asked to stand on a scale in the room to represent how they felt about two stimulus questions. These were designed to collect feedback on how well the pupils had reacted to a challenge to try out as many of the MHW strategies as possible (Bolen, 2013) (see Appendix 2). The first question asked them how many they had tried, from ‘all of them’ on the right side of the room to ‘none of them’ on the left side of the room. The second question asked them how important they felt it was to do these things on a regular basis to improve their MHW, from ‘very’ on the right side to ‘not at all’ on the left side. Whilst there were some changes of position in between each question, for both sets of responses the girls stayed on the right side and the boys on the left side.

[bookmark: _Toc4946922]Qualitative Data - Focus Group Interview

Conducting the focus group interview was extremely lucrative as it yielded a vast amount of qualitative data for analysis. These have been divided by question:

1. What have you learnt about MHW?
Pupils said: ‘It is not necessarily a negative thing’; ‘It means a mental disorder’; ‘There are lots of ways you can help improve your MHW’; ‘It’s different from your physical health because you can’t see what’s wrong and people can cover up their issues’.

2. Do you think there is a stigma attached to MHW? How could this be changed at school?
Pupils said: 8/8 pupils felt there was a stigma in the school. ‘People don’t want to talk about it because it’s personal’; ‘In the news it’s always bad’; ‘We only talk about it in a bad way’; ‘Some teachers don’t want to talk about it because it’s awkward.’
They had many recommendations for how this could be changed at school, including during Year Group Assemblies, House Assemblies and Headmaster’s Assemblies. ‘In headmaster’s assembly they just say everything’s lovely which isn’t true.’ 
‘Teachers should know more about MHW so they can spot the signs.’ Pupils felt that some could do this and some couldn’t, and that this depends on generations because they felt younger teachers are more open and understand it better. ‘We know about it now because of tutor [time], but not everyone does which doesn’t make it fair’
‘Teachers think other things like charity week are more important [than MHW]’; ‘We do too much target setting: that’s focusing on the negatives, not the positives, so it makes you feel bad.’ 
‘Everyone should be able to give advice about MHW.’ 8/8 felt that all pupils in the school should have lessons on MHW every week and suggested afternoons where they could have 90 minutes of sport (instead of the current 60), followed by 30 minutes of MHW sessions, as the combination of the two would be good for their mental health. 

Here, the researcher asked a supplementary question: Who would you go to currently for advice about MHW?
Pupils said: 4/8 would go to the school counsellor, 6/8 would go to their tutor, 2/8 would go to a sixth form peer supporter, 1/8 would use the online tool ‘Kooth’ and 3/8 would go to their parents, although this would depend on the issue. This caused a debate, as some felt that it was good to talk to someone they didn’t know, whilst some preferred to talk to someone they did know, but overall there was an issue of trust. ‘I get afraid people might see me in a different way and then I would be isolated’: 8/8 agreed with this statement. They also spoke about the impact of parents’ attitudes to MHW, saying ‘If you can’t talk to your parents about it because they are not open then you’re isolated at home too’.

3. Is it important to consider and take care of your MHW? Why/ why not?
Pupils said: 8/8 agreed it was very important, and referenced PSHE, assemblies and tutor time as places where they could spend time learning and talking about how to do this, or even spend time talking to peers during these sessions. ‘It would help you to relax’; ‘Then you could turn to anybody’; ‘We could use each other as role models if we were all open and not nervous to speak about it’; ‘It would be nice to have 1:1s in tutor time’.

4. When would you actively take steps to support your MHW?
Pupils said: 4/8 would do this at any time, 7/8 would do this when things would do this, 0/8 would never do this. They said it was helpful to learn about it now as they could use it when they are older and more stressed. ‘We can start managing it before it gets out of hand’. ‘We already have too much exam stress, it will only get worse.’


5. Have you enjoyed the sessions in tutor time? What would you change?
Pupils said: They all agreed they liked most but not all of the sessions. They particularly liked interactive sessions but didn’t like completing the booklet as it felt like another lesson. They then went on (unprompted) to list things they would change about the school, including exam stress, homework deadlines and too much copying down. They wanted longer sports sessions, more interactive activities in lessons and to start school later in the day.

[bookmark: _Toc4946923]Analysis of Findings
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The quantitative data highlighted a number of different points. Firstly, the results showed that negative connotations with the term MHW were initially very high within both sets of participants, especially for the two types of mental illness. This demonstrates that the pupils are aware of mental illnesses, and that they associate these with the umbrella term MHW even after the intervention which focused almost exclusively on the positive side of the issue. Secondly, although there were changes from the pre- to post-intervention results, negative words still received twice as many votes as positive ones, meaning that there is still a stigma attached to this issue. Nevertheless, the increase in positive terms was significant, indicating that the intervention did have some impact upon pupils’ perceptions of what MHW was all about. Thirdly, the post-intervention questionnaires demonstrated positive shifts in understanding, perceived importance, and self-management of pupils’ MHW. These were relatively small, however, and the researcher had hoped these would be more significant. Nevertheless, the results of questions 1, 2, 3 and 5 demonstrated an overall positive change in pupils’ attitudes towards, understanding of MHW and application of MHW strategies, suggesting that the intervention was to some extent successful. In addition to this, throughout these results there was a general correlation between the study group and the control group’s attitudes, which showed that using the control group was useful to establish that the participant sample in the study group was representative of the whole year group population, in turn demonstrating internal consistency and therefore increasing the reliability of the action research (Price et al, 2015).

The biggest anomaly in all of the quantitative data came in the final question. Here, the pupils were asked to select a statement that best match their attitude towards MHW, which would place them on a matrix of high-low importance and high-low understanding. If these results were to tie in with those previously mentioned, there would have been an increase in the high-importance, high-understanding area of the matrix from pre- to post-intervention. However, these stayed exactly the same. Additionally, the control group had a significantly larger proportion of the participants opting for the high-importance, high-understanding statement. For the researcher, this contradicted the results which preceded it, both in terms of positive changes in pupils’ attitudes and in reliability of the study. The main concern was that this would make the whole questionnaire invalid, and significantly increased the need for triangulation of quantitative data with the qualitative. The researcher had one possible explanation for this contradiction, which was that the high-importance, high-understanding statement was the first in the list, and therefore marginally more likely to be chosen by pupils if they were not as motivated by the questionnaire. It was noted that, for the open-ended question for which pupils had to write their own response, there were significantly fewer answers in the questionnaires of the control group than either of the focus group’s questionnaires. This indicated that the participants in the study group took more care over their responses (meaning they were less likely to simply opt for the first in the list) than those in the control group (who were more likely to pick the first option they saw), perhaps as a result of the tutor-tutee relationship with the researcher and a feeling that they needed to please: an example of demand characteristics (McCambridge, 2012). Whilst this goes some way to explaining the discrepancy between intervention and non-intervention responses, it does not explain the lack of positive change between pre-intervention and post-intervention. 

[bookmark: _Toc4946925]Qualitative Data

The results from the questionnaire demonstrated that the study group improved on their ability to give sound examples of ways they could improve their MHW. They used more of the terminology and ideas discussed during the intervention in the second questionnaire, demonstrating that they had learnt some of the strategies covered in tutor time sessions. The wide spread of ideas showed they understood that different people will choose to manage their mental health in different ways, and there is no ‘one size fits all’ approach to maintaining a positive state of MHW. Additionally, the fact that all participants were able to give three examples of strategies each in the post-intervention questionnaire indirectly demonstrated an increase in confidence in being able to do so, which correlated with the quantitative data. Furthermore, the researcher was pleased to see that so many more responses mentioned talking to someone else, as this is something that is referenced by many MHW experts, charities and organisations. Comparison of results with the control group showed that fewer of the participants in the control group could provide examples of strategies, but that those who did often gave a better quality of answer. Whilst some may argue that one cannot determine personal wellbeing strategies as being ‘better’ or ‘worse’ than others due to the personal nature of the subject, the researcher here would argue that a response such as ‘go to counselling sessions’ is more practical and useful than ‘be happy’. The differences between the study group and the control group’s responses in terms of ‘quality’ and ‘quantity’ does not yield any conclusive points about the impact of the intervention. This is because there are far too many external factors acting as variables, such as prior understanding of MHW, personal interest levels in MHW, or even family or parent attitudes to MHW.

The theme of preferring interactive activities over written tasks as a way of learning about MHW was present in both the empirical evidence during the intervention sessions and the focus group interview. The researcher is not surprised about this, as the pupils mentioned test stress and too much copying down as reasons for why school is difficult, and therefore having an extra session of writing on top of a six-lesson day would not be a desirable situation for them. This is, however, an important point which the researcher will refer to later in the recommendations. The issue of boy-girl split responses is also an interesting anomaly which the researcher did not predict. The researcher acknowledges that the nature of the pupil feedback strategy could have played an important part in this, as participants may have been more likely to stand with friends and consider their responses before making a decision on where to stand. This is an example of social desirability bias (Lavrakas, 2008), and on reflection it would have been useful to have analysed to what extent boys and girls responded differently to the questionnaires, had names been written on the sheets. However, 2 boys did volunteer to participate in the group interview but no girls volunteered, which contradicts a possible assumption that girls are more engaged in MHW interventions than boys. Perhaps, therefore, it is boys who respond more to the social stigma associated with MHW, as they did not want to admit to ‘needing to rely on strategies’ to support their mental health, whereas they are happy to be a part of the discussion on how to fix the stigma. Again, this is a factor which could be explored in further research.

In many ways, the qualitative data from the focus group interview correlated with the quantitative data from the questionnaire. The pupils recognised that MHW is not necessarily a negative concept, reflecting the increase in positive selections of words in the second questionnaire. However, one participant stated that ‘mental health’ means a ‘mental disorder’, which correlates with the focus on ‘depression’ and ‘anxiety’ in all three questionnaires. This is, however, an incorrect definition and something that the researcher must certainly address in future discussions with the study group. The pupils mentioned that MHW is always spoken about in the news in a bad way, which is a possible explanation for why pupils were so quick to choose those two well-known mental health disorders as they may well be ‘buzz words’ which are used often and therefore are quickly associated with the issue as a whole. The pupils also unanimously agreed that there is a stigma attached to the issue of MHW at the school. Whilst this was consistent with quantitative data, the researcher was surprised at how many possible solutions the pupils offered, and how they felt that teacher attitudes to the subject needed to change in order for school culture to change. This would suggest that they feel strongly about this issue, especially as they felt that everyone should have a good understanding of MHW, which doesn’t quite match the results from quantitative data. These results highlighted the issue of a persistent stigma at a whole school level and negative associations of MHW with mental health disorders, which is immensely important for this study. In spite of inconsistencies in how strongly pupils feel about the importance of MHW in their own lives, it is impossible to argue when looking at these results that there is an inconsistency in the presence of a negative stigma attached to MHW.

Furthermore, the researcher felt it was interesting that pupils were so quick to discuss triggers of poor mental health for them. The research study aims were never to explore reasons for young people to experience poor MHW, the research questions did not cover this area, and the tools used in the design did not measure the impact of different causes of poor MHW. Nevertheless, in spite of the researcher not asking them to give reasons for why they may need to learn about MHW, pupils said that they experience huge amounts of stress on a regular basis because of constant testing in all their subjects. The researcher was surprised at how strongly they felt about this, as the pupils are in Year 8 and still very far from public examinations but are already experiencing high levels of stress. The adverse effect on their mental health was obviously an important issue for them, as they felt that teachers don’t prioritise it over other things at the school such as charity week, and therefore feel that their mental health isn’t being supported enough. Additionally, the focus on target setting over strengths is another negative area for them, and they referenced a session on strengths within the intervention as a highlight for them. The researcher was interested, on reflection, that they did not mention social media as a trigger (although this was referenced in one of the questionnaires). Evidently, the high-pressure atmosphere and high standards held by their teachers and the school are negatively impacting the wellbeing of pupils as young as 12, which is something that School X should take seriously.

Finally, the researcher felt that the theme of trust and openness was present in the focus group interview. Pupils referenced parents and teachers as points of reference for how easily and openly they could speak about MHW. They suggested that differences in age or generation could impact how someone older than them could incite a level of trust in being able to confide in them. Because of the presence of stigma at school they wanted to be able to speak to anyone about their MHW but currently felt they were unable to for fear of judgement and isolation. They expressed that they felt lucky to have received the intervention, but stressed that everyone should know about it. This, again, would suggest that even pupils are aware of the need for whole-school initiatives to affect change. When considering all of the qualitative data, it appears that these pupils truly wanted to be able to trust different people in their lives – peers, teachers, peer-supporters, counsellors, family members – and to be able to speak more openly about their MHW. This is at once useful for the study, as it proves there is huge room for improvement in how the school (and society as a whole) approaches MHW, and also promising for future interventions as it suggests pupils will be open to embracing a positive shift in culture.
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As specified in the ‘Design’ section of the methodology, the action research was primarily deductive but had elements of inductive inquiry. This allowed the study to be somewhat organic in its nature, as the researcher was free to explore and address anomalies during the focus group interview. As is evident in data analysis, the study has given rise to a number of further questions to be explored, and this demonstrates how this study is a valid example of action research owing to its cyclical nature and consistent line of inquiry. The fact that multiple sources of both quantitative and qualitative data were used and triangulated also increased the reliability of the conclusions (Cohen, 2011). Overall, the researcher is confident that, because of the methodology and processes used in the action research, it has achieved good levels of both reliability and validity. In addition to this, the structure of the action research is sound. The researcher has followed McNiff and Whitehead’s model of action research (2009), and as a result the recommendations are highly useful for the school in informing the next cycle of action research. This will allow MHW practice within the school to continue developing and improving. The study gave conclusive evidence which was directly linked to the success criteria, demonstrating that it achieved its aims.

[bookmark: _Toc4946928]Limitations

As is evident throughout this study, the focus is on negating the existence and impact of negative stigma at the school, developing pupils’ understanding of MHW and changing their attitudes towards it. As a result of a narrow focus, the study inevitably neglects many other important areas of the wider issue, such as incorporating strategies to support teacher MHW in the school improvement plan, or exploring and tackling causes for poor mental health within the school. Furthermore, due to the confines of the study, the intervention was neither long-term, wide-scale or whole-school, all of which the researcher was aware were key factors for the success of an intervention of this nature (DoH, 2015; DoH & DfE, 2017; DoHSC & DfE, 2018; EEF, 2019; O’Reilly, 2018; Wells et al, 2003). Therefore, the impact is also small-scale, which means that its strength as a basis for influencing a school improvement plan is also diminished. The researcher hopes that the accompanying literature review, self-assessment of existing school provision and recommendations will be enough additional evidence to give weight to the argument.

For the researcher, the most significant limitation lies in the methods of data collection used to measure the impact. Part of this is dictated by the ethical restrictions imposed on the study (BERA, 2011). Whilst researching previous MHW case studies and investigations, the researcher found a number of wellbeing measurement tools used to assess impact of interventions. These included the Wellbeing Measurement Survey (CORC, 2018), those included in a literature review carried out by the Education Endowment Fund (EEF, 2013), and those referred to in A systematic review of universal approaches to mental health promotion in schools (Wells et al, 2003). Whilst the researcher has acknowledged the difficulty in measuring impact of interventions on pupils’ mental health, a greater focus on this social issue has given rise to a number of new and sophisticated measurement tools available. On reflection, it is not the lack of tools of this nature which was the issue for this intervention, but the limitations of the study itself, both ethically and in the fact that the researcher is not a trained mental health professional and therefore not sufficiently equipped to use them. Had this been possible, it is felt that this action research would have been significantly more sophisticated and useful.

[bookmark: _Toc4946929]Impact

As previously mentioned, the research questions were designed as both a structure for the study to follow, and a measure for its impact. The researcher will now use the analysis of results to assess the impact of the intervention against its primary aims.

1. Do pupils at the school feel there is a stigma attached to the issue of mental health, and if so, can this be removed?

The quantitative and qualitative data revealed unequivocally that pupils feel there is a stigma surrounding the issue of mental health. This was demonstrated in the questionnaire through the words which pupils associated with MHW, and in the focus group interview in which pupils unanimously agreed that there is a stigma at School X. This contradicts the statement from the charity Mind, which reported a reduction in stigmatising articles in the news, because pupils specifically referenced the news as a source of negative focus on MHW. The lack of significant change in pupils’ attitudes over the course of the study is both a by-product of the study’s limitations, and also a confirmation that a small-scale intervention is not enough to change this stigma. Whole-school approaches are advised across the board, from a governmental point of view (DoH, 2015; DoH & DfE, 2017; DoHSC & DfE, 2018) to a range of pedagogical perspectives (EEF, 2019; Jane-LLopis, 2005; Wells et al, 2003) and has been proven successfully in a number of case studies. Therefore, if the government is to achieve its aims of removing the MHW stigma by 2020 (DoH 2015; DoH 2017), more pressure must be placed on school leaders to take charge of changing school ethos to ensure a strong, non-stigmatising message is delivered to all staff and pupils. In spite of its limitations, this research study has highlighted that change can be affected when pupils are introduced to MHW in a positive sense and that pupils would welcome this change on a whole-school level. Therefore, there can be no doubt that School X is in an excellent position to introduce whole-school policies which foster an open and honest dialogue on the topic of MHW. Recommendations of how to do this will be detailed subsequently.

2. To what extent do pupils value an understanding of MHW as much as they value attainment outcomes?

Evidence demonstrated that pupils do value an understanding of MHW both for themselves and for others. This level of value didn’t increase significantly subsequent to the intervention, which the researcher would suggest is because the intervention did not function at a whole-school level. Therefore, ensuring that all stakeholders in their education have a good comprehension of what MHW means, how they can spot signs of poor mental health, and how they can help both themselves and others to maintain positive mental health will enable them speak more openly to many different people. This would involve developing teacher training (DoH, 2015; DoH & DfE, 2017), but also in educating parents and guardians on how to support the MHW of their children. These changes in turn will remove the stigma, and so the two problems can be tackled simultaneously as they are mutually exclusive. Qualitative data was more conclusive in this respect, because all pupils responded positively when asked how important MHW was for them within the context of school life. At no point in the intervention or methodology were pupils asked to express which of the above were more important to them, which is perhaps another shortcoming of the study. Government policies and research from the EEF tell us that MHW and SEL learning is equally as important as academic learning (DfE, 2017a; EEF, 2013; EEF, 2019), so it is important for an intervention like this one to be embedded in the curriculum and for value to be placed upon it by school management. Responses and suggestions during the group interview highlighted that they felt MHW should be a core part of the curriculum and even that teachers didn’t prioritise it as much as they felt they should. Therefore, results prove what literature is telling us; that a clearer message and dedicated curriculum time are both essential to change pupil attitudes towards MHW. Not only this, teacher attitudes must match pupil attitudes, so all members of the school are actively participating in this change. School leaders often underestimate the impact of MHW interventions (O’Reilly, 2018; Reback, 2010), and the researcher feels confident that this has been proven to be true of School X.

3. Once provided with increased understanding of MHW self-management, will pupils actively and independently take steps to maintain a positive state of mental health?

Pupils demonstrated that they would, and did, self-manage their mental health independently. The intervention provided them with a range of ways in which they could do so, and some pupils reacted to this positively. Qualitative data suggested that girls were more likely to do this than boys, but this could not be verified with other evidence so more research is necessary to explore this concept. Pupils also alluded to the idea that knowing the principles and strategies now will equip them for the future, where they may be more needed. The researcher considered this to be a real success of the study. There was initially a fear that the participants would not find the intervention relevant to their age; this was verified to some extent by the questionnaire data in which pupils did not express an overwhelmingly positive attitude towards developing their understanding of MHW, particularly in the final question. However, the qualitative data was reassuring that pupils recognised that even if it wasn’t necessary for them at present, they could come back to rely on what they had learnt at a later date. Research from the DfE revealed that a major barrier to improving pupil mental health is the lack of engagement from the pupils themselves (2017b). This corresponds with the lack of engagement in the researcher’s initial proposal for an optional extra-curricular club, and in turn reinforces Adam Shaw’s view that mental health education must be more than extra-curricular (Shaw, 2017; Sparrow, 2018). The research conclusively indicates that when MHW education is made compulsory, students will engage with it.
[bookmark: _Toc4946930]Conclusions

Reflecting back on the aims, outcomes and processes of this School Improvement Report, the researcher feels confident that the research study achieved what it set out to. The research questions, which arose from a review of a wide range of literature, were all answered conclusively using evidence from the action research. The methods used, whilst relatively basic compared to other tools, were successful in investigating the answers to these questions. As a result, quantitative and qualitative data collected as part of the study was sufficiently reliable and valid to support conclusions drawn from the investigation. The researcher has a clear idea of how the intervention could be improved and developed for future research, and has a range of recommendations for how the school could continue to develop the MHW strand of its school improvement plan.

When it comes to advancing mental health and wellbeing provision in School X, the detailed literature review highlights a wide range of ways in which it can and should provide a high standard of support for its pupils. Whilst many of these were not possible or practical to trial as part of this action research, it is clear how they could be embedded in the school and that they would be received positively by the student body who are, according to evidence, open to change. The UK is experiencing a societal shift in the way in which mental health is spoken about and perceived, and all areas of the public sector need to respond to this urgently to avoid a worsening of public mental health. As we know, schools are best placed to do this to encourage healthy behaviours and open attitudes at an early age, and the evidence from this research shows that our youngest generations are aware of this and open to change.

The researcher has therefore proposed a number of amendments to the original ‘Pastoral’ strand of the School Improvement Plan (see Figure 2). The researcher feels that this new layout is clearer and more comprehensive, including specific reference to MHW itself. Some of the steps have been taken away from the context of the TLC body of work, which could possibly undermine the positive impact that this process had on SIP. As previously mentioned, the process of the SIP at School X was very strong, but the content of it was weaker. Now the SIP is partly for school management to address, and partly for the TLC process to continue working on. The researcher hopes that this new split will effectively balance definitive whole-school action and teacher-led changes. These can be seen below:
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SIP: Target 4 – to improve mental health and wellbeing provision at the school. 
Priority Link: Government priority ‘Safety and Wellbeing’
	Action

	Over-seen by
	Resources
	Timescale

	
	
	
	Start
	Finish
	Evidence
	Success Criteria

	To re-write school policy to include specific mention to mental health and wellbeing in a way that positively promotes a de-stigmatisation of the issue.
	Headmaster; SMT
	Meeting time
School policy
	April 2019
	Sept 2019
	Pupil and staff voice (questionnaire; interview tools)
	· Pupils will express they feel stigma has been removed, or at least reduced.
· Staff will confirm they feel students are more open to speaking about their MHW.

	Designate Senior Lead for Mental Health and at least one Mental Health First Aider.
	Headmaster; Assistant Head Pastoral
	Staff interview
Training for staff
	April 2019
	Sept 2019
	New staff structure
Clear signposting of designated mental health leaders

	· Pupils and staff understand designated MHW leadership team and support system.

	Embed teacher training on the topic of MHW into 2019-2020 INSET programme.
	SMT
	INSET time and resources
	Sept 2019
	July 2020
	Analysis of INSET impact on ability of staff to deliver MHW curriculum
	· Staff feel empowered to deliver MHW education.
· Staff equipped with a range of strategies and resources to teach MHW.

	Develop tutor programme which is streamlined with PSHE curriculum to deliver MHW education. This would incorporate a bank of evidence-based resources, and evidence of impact would be measured continuously as part of an action-research cycle.
	TLC; PSHE coordinator
	MHW strategies and resources
Data collection tools

	Sept 2019
	Sept 2020
	New tutor programme to be rolled out from academic year 2020/2021

	· Tutor programme and PSHE curriculum synchronised and well-structured into themes.
· As a result of INSET, tutors feel confident to deliver 





Figure 12: Proposed new SIP for School X

[bookmark: _Toc4946931]Recommendations

[bookmark: _Toc4946932]Recommendations for Senior Management
· Prioritise removing the stigma surrounding the issue of MHW as part of a whole-school movement, with immediate effect. This should be made the number one priority of school management, and supported by all staff at the school.
· Consider working to ensure that policies and strategies detailed in the self-assessment move from ‘achieving to some extent’ to ‘achieving’ or even ‘excelling’, especially those which are listed as what schools should do.
· Continue to utilise TLC work as a useful tool for school improvement, and empower staff to develop and implement new research-based strategies on a whole-school level.

[bookmark: _Toc4946933]Recommendations for Pastoral TLC progress
· Conduct further pupil voice to investigate attitudes to MHW in different year groups and their priorities for school change.
· Create a tutor programme which is coordinated with the PSHE scheme of work, so that tutors and pupils can openly engage in activities and discussions on the topic of MHW.

[bookmark: _Toc4946934]Recommendations for further research
· Explore how boys’ and girls’ attitudes towards MHW differ and whether they respond differently to MHW interventions.
· Explore how attitudes towards MHW differ depending on ages or key stages and whether older pupils respond differently to MHW interventions.
· Explore recommendations into how teacher MHW can best be supported, including any case studies and examples of best practice.



Total word count: 15,595







[bookmark: _Toc4946935]References

Alouat, Y. (2018) TLCs: A vehicle for improving children’s outcomes one habit at a time. TDT Trust. Available online: https://tdtrust.org/tlcs-a-vehicle-for-improving-childrens-outcomes-one-habit-at-a-time (Accessed 31 March 2019) 

Barrow, G. (2019) Parents create mindfulness room at Letchworth school. TheComet.net. Available online: https://www.thecomet.net/news/letchworth-school-opens-mindfulness-room-1-5851830 (Accessed 31 March 2019)

BBC (2018) Jeremy Hunt answers young people's questions on mental health. Available online: https://www.bbc.co.uk/news/health-44683304 (Accessed 31 March 2019)

BBC (2019) Too many children ‘not being treated for mental health problems’. Available online: https://www.bbc.co.uk/news/health-46826240 (Accessed 31 March 2019)

Belfer, M. L. (2005) Child and Adolescent Mental Health Around The World: Challenges for Progress. Journal of Indian Association for Child and Adolescent Mental Health, 1:1

Bolen, J. (2013) 50 ways to take a break. Available online: https://www.theindependencecenter.org/50-ways-to-take-break/ (Accessed 31 March 2019)

Brännlund, A., Strandh, M., Nilsson, K. (2017) Mental-health and educational achievement: the link between poor mental-health and upper secondary school completion and grades, Journal of Mental Health, 26:4, 318-325

British Educational Research Association (2011) Ethical Guidelines for Educational Research. London: BERA

Campbell, D. (2016) Jeremy Hunt says child mental health services are NHS's biggest failing. The Guardian. Available online: https://www.theguardian.com/society/2016/oct/20/jeremy-hunt-promises-better-mental-health-services-children-adolescents (Accessed 31 March 2019)

Chapman, C.; Sammons, P. (2013) School self-evaluation for school improvement: what works and why? Reading: CfBT. Available online: https://files.eric.ed.gov/fulltext/ED546801.pdf (Accessed 31 March 2019)

Cohen, L.; Manion, L.; Morrison, K. (2011) Research Methods in Education 7th Edition. London: Routledge

Child Outcomes Research Consortium (2018) Wellbeing Measurement for Schools: Wellbeing Measurement Survey. Available online: https://www.corc.uk.net/media/1739/survey-screen-shots-v2.pdf (Accessed 31 March 2019)

Department for Education (2016) DfE Strategy 2015-2020. Available online: https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/508421/DfE-strategy-narrative.pdf (Accessed 31 March 2019)

Department for Education (2017a) Supporting Mental Health in Schools and Colleges. Available online: https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/634725/Supporting_Mental-Health_synthesis_report.pdf (Accessed 31 March 2019)

Department for Education (2017b) Supporting Mental Health in Schools and Colleges: Qualitative Case Studies. Available online: https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/634728/Supporting_Mental-health_Case_study_report.pdf (Accessed 31 March 2019)

Department for Education (2018) Keeping Children Safe in Education. Available online: https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/741314/Keeping_Children_Safe_in_Education__3_September_2018_14.09.18.pdf (Accessed 31 March 2019)

Department for Education (2018a) The independent school standards: advice for independent schools. Available online: https://consult.education.gov.uk/school-frameworks/operating-the-independent-school-regulatory-system/supporting_documents/180214%20%20ISSAdvice%20v13.0draftforCS.pdf (Accessed 31 March 2019)

Department for Education and Employment (2000) First aid in schools. Available online: https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/306370/guidance_on_first_aid_for_schools.pdf (Accessed 31 March 2019)

Department of Health (2015) Future in Mind. Available online: https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/414024/Childrens_Mental_Health.pdf (Accessed 31 March 2019)

Department of Health; Department for Education (2017) Transforming Children and Young People’s Mental Health Provision: A Green Paper. Available online: https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/664855/Transforming_children_and_young_people_s_mental_health_provision.pdf (Accessed 31 March 2019)

Department of Health and Social Care; Department for Education (2018) Government Response to the Consultation on ‘Transforming Children and Young People’s Mental Health Provision: A Green Paper’ and Next Steps. Available online:  https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/728892/government-response-to-consultation-on-transforming-children-and-young-peoples-mental-health.pdf (Accessed 31 March 2019)

Education Endowment Fund (2013) The impact of non-cognitive skills on outcomes for young people: Literature review. London: Institute of Education University of London. Available online: https://educationendowmentfoundation.org.uk/public/files/Publications/EEF_Lit_Review_Non-CognitiveSkills.pdf (Accessed 31 March 2019)

Education Endowment Fund (2019) Social and Emotional Learning. Teaching and Learning Toolkit. Available online: https://educationendowmentfoundation.org.uk/pdf/generate/?u=https://educationendowmentfoundation.org.uk/pdf/toolkit/?id=146&t=Teaching%20and%20Learning%20Toolkit&e=146&s= (Accessed 31 March 2019)
European Commission (2017) Joint Action on Mental Health and Well-being: Situation Analysis and Recommendations for Action. 

Gibbs, G. (1988) Learning by Doing: A Guide to Teaching and Learning Methods. Oxford: Oxford Brookes University

Gilbride-West, J. (2018) World Mental Health Day: Positive Education in Luxembourg. Available online: http://www.citysavvyluxembourg.com/lifestyle/world-mental-health-day-positive-education-in-luxembourg/ (Accessed 31 March 2019)

Green et al. (2004) Mental health of children and young people in Great Britain. Palgrave MacMillan: Basingstoke. 

Harris, A.; Jones, M. (2010) Professional Learning Communities in Action. London: Leannta Press.

Holt, N. W. I. (2009) Research with people: Theory plans and practicals. Chippenham: Palgrave Macmillan.

Hopkins, D., Ainscow, M., West, M. (1994) School improvement in an era of change. London: Cassell

Independent (2019) Young people 'turned away' from NHS mental health support left to hit crisis point, MPs warn. Available online: https://www.independent.co.uk/news/health/mental-health-crisis-nhs-counselling-waiting-time-children-mp-public-accounts-committee-a8721646.html (Accessed 31 March 2019)

ISI Report for School X (2011) [School X]: Standard Inspection. Independent Schools Inspectorate. Available at: https://www.isi.net/school/XXXXXXXXX-6349?results=true (Accessed 31 March 2019)

Jané-Llopis, E. et al. (2005) Mental health promotion works: A review. IUHPE – Promotion and Education Supplement 12:2 

Lamb, N. (2016) The government is breaking promises on child mental health. The Guardian. Available online: https://www.theguardian.com/healthcare-network/2016/dec/07/government-breaking-promises-child-mental-health (Accessed 31 March 2019)

Lavrakas, P. J. (2008). Encyclopedia of survey research methods Thousand Oaks, CA: Sage Publications

Learning Wales (2016) Professional Learning Communities. Cardiff: Welsh Government. Available online: https://learning.gov.wales/resources/collections/professional-learning-communities?lang=en 

Lewis, M.; Andrews, D. (2004) ‘Building sustainable futures: emerging understandings of the significant contribution of the professional learning community’. Improving Schools. 7:2, 129-150

Liverpool Learning Partnership (2017) Whole School Approaches to Mental Health & Emotional Wellbeing in Liverpool: Citywide review. Liverpool: Liverpool City Council; NHS Liverpool Clinical Commissioning Group. Available online: http://www.liverpoollearningpartnership.com/wp-content/uploads/2017/03/MentalHealthAndEmotionalWellbeing.pdf (Accessed 31 March 2019)

Lordan, G.; McGuire, A. (2018) Healthy Minds: Interim Paper. London: Education Endowment Fund; London School of Economics. Available online: https://educationendowmentfoundation.org.uk/public/files/Projects/Evaluation_Reports/Healthy_Minds_interim_paper.pdf (Accessed 31 March 2019)

MacBeath, J. (2008) ‘Leading learning in the self-evaluating school’. School leadership & management. 28:4, 385-399

McCambridge, J., de Bruin, M., & Witton, J. (2012). The effects of demand characteristics on research participant behaviours in non-laboratory settings: a systematic review. PloS one, 7 (6)

McIntosh, P. (2009) Action Research and Reflective Practice. London: Routledge

McNiff, J.; Whitehead, J. (2009) Doing and Writing Action Research. London: Sage Publications

Mental Health Foundation (2016) Fundamental facts about mental health 2016. London: Mental Health Foundation. Available online: https://www.mentalhealth.org.uk/publications/fundamental-facts-about-mental-health-2016 (Accessed 31 March 2019)

Mental Health Foundation (2019) Make it Count: Mental health is not extracurricular. London: Mental Health Foundation. 

Mental Health Foundation (2019) What is good mental health? Available online: https://www.mentalhealth.org.uk/your-mental-health/about-mental-health/what-good-mental-health (Accessed 31 March 2019)

Mertler, C. (2012) Action Research: Improving Schools and Empowering Educators. London: Sage

Mind (2019) Our strategy: Building on change. Available online: https://www.mind.org.uk/about-us/our-strategy/ (Accessed 31 March 2019)

Mind (2016) Building on change: Mind’s 2016-2021 strategy. Available online: https://www.mind.org.uk/media/4205494/building-on-change_booklet_final_pdf_21march16.pdf (Accessed 31 March 2019)

Mind (2017) Tipping point for mental health reporting. Available online: https://www.mind.org.uk/news-campaigns/news/tipping-point-for-mental-health-reporting/#.XDspzC2cZQI (Accessed 31 March 2019)

Morgan, N. (2017) Nicky Morgan: ‘Why the PM is right to talk about mental health in schools’. Available online at: https://www.tes.com/news/nicky-morgan-why-pm-right-talk-about-mental-health-schools (Accessed 31 March 2019)

Muijs, D. (2004) Doing Quantitative Research in Education. London: Sage Publications

National College for School Leadership and SHA (2005) ‘School self-evaluation: a reflection and planning guide for school leaders’. In: Self-evaluation: a guide for school leaders. Nottingham:NCSL

NHS England (2019) Mental Health. Available online: https://www.england.nhs.uk/mental-health/ (Accessed 31 March 2019)
O’Reilly, M.; Svirydzenka, N.; Adams, S.; Dogra, N. (2018) Review of mental health promotions in schools. Social Psychiatry and Psychiatric Epidemiology, 53:647–662

Parsonage, M., Saini, G. (2017) Mental health at work: The business costs ten years on. Centre for Mental Health. Available online: https://www.centreformentalhealth.org.uk/publications/mental-health-work-business-costs-ten-years (Accessed 31 March 2019)

Price, P. C.; Jhangiani, R. S.; Chiang, I-C. A. (2015) Research Methods in Psychology. 2nd Canadian Edition. Canada: BC Campus Open Ed.

Reback, R. (2010) School’s Mental Health Services and Young Children’s Emotions, Behavior and Learning, Journal of Policy Analysis and Management. 29:4, 698-725

Remschmidt, H.; Belfer, M. (2005) Mental health care for children and adolescents worldwide: a review. World Psychiatry. 4:3, 147-153

Shaw, A. (2017) Compulsory Mental Health Education is Essential in Schools. The Huffington Post. Available online: https://www.huffingtonpost.co.uk/adam-shaw1/compulsory-mental-health-_b_18333426.html (Accessed 31 March 2019)

Slawson, N. (2018) Mental health support in schools: ‘Families don’t have to spend years on waiting lists. Available online: https://www.theguardian.com/healthcare-network/2018/jan/08/mental-health-support-in-schools (Accessed 31 March 2019)

Sparrow, A. (2018) Mental Health Education to be Required in All Schools. Available online: https://happiful.com/mental-health-education-to-be-required-in-all-schools/ (Accessed 31 March 2019)

Stirling, S.; Emery, H. (2016) A whole school framework for emotional well-being and mental health: Supporting resources for school leaders. London: National Children’s Bureau

The Guardian (2018) Damning report finds ‘serious failings’ in NHS mental health services. Available online: https://www.theguardian.com/society/2018/mar/21/damning-report-finds-serious-failings-in-nhs-mental-health-services 

United Nations General Assembly (1959) Declaration of the Rights of the Child.

Weare, K., Nind, M. (2011) Mental health promotion and problem prevention in schools: what does the evidence say? Health Promotion International, 26:1. 

Wells, J. et al. (2003) Universal approaches to mental health promotion in schools. Health Education 103:4 

Welsh Government (2013) Professional learning communities. Cardiff: Welsh Government. Available online: https://learning.gov.wales/docs/learningwales/publications/130830-plc-guidance-en.pdf (Accessed 31 March 2019)

Welsh Government (2014) School Development Plans Guidance. Cardiff: Welsh Government. Available online: https://beta.gov.wales/sites/default/files/publications/2018-03/school-development-plans.pdf (Accessed 31 March 2019)

World Health Organisation (2018) Mental health: strengthening our response. Available online: https://www.who.int/en/news-room/fact-sheets/detail/mental-health-strengthening-our-response (Accessed 31 March 2019)
[bookmark: _Toc4946936]Appendices
[bookmark: _Toc4946937]Appendix 1 – Outline of the Intervention

	Weeks 1-2
	Explore the meaning of mental health and wellbeing as a big picture.
Develop understanding of terminology and create glossary of new terms.

	Weeks 3-6
	Explore personal interpretation of positive and negative mental health: what makes you happy and unhappy?
Investigate different strategies to maintain positive mental health.
Trial and reflect upon ways to maintain positive mental health.

	Weeks 7-8
	Reflect on triggers of negative mental health using a Happiness Diary over the Christmas holidays.

	Weeks 9-10
	Explore personal strengths as opposed to targets for improvement.
Develop self-esteem by reflecting on positive personal attributes.

	Weeks 11-12
	Explore the theme of resilience and what it means to be resilient.
Create example of a challenging situation which the participants may experience whilst at school, and reflect on tools pupils can use to overcome the challenges.

	Weeks 13-14
	Write a new ‘class charter’ or set of rules which pupils embrace as ways of supporting one another’s MHW and incorporate new understanding of the topic.




[bookmark: _Toc4946938]Appendix 2 – Strategies for Managing Positive MHW
Taken from Bolen, 2013
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1) When you think of “Mental Health”, what comes to your mind first? Write up to 5 words or phrases.
a.  ______________________________
b.  ______________________________
c.  ______________________________
d.  ______________________________
e.  ______________________________

2) How confident are you in defining what “Mental Health” means?

Not at all		A little			Quite			Very

3) What do these terms mean?

a. Positive Mental Health:
……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
b. Negative Mental Health:
……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

4) To what extent is your own Mental Health and Wellbeing important to you?

Not at all		A little			Quite			Very

5) Name 3 things you can do to improve your Mental Health and Wellbeing:

a. …………………………………………………………………………………………………………………………………..
b. …………………………………………………………………………………………………………………………………..
c. …………………………………………………………………………………………………………………………………..

6) How confident are you that you could manage your own Mental Health and Wellbeing?

Not at all		A little			Quite			Very

7) Why might it be important to maintain a positive state of Mental Health and Wellbeing?
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

8) Which of these best fits your current understanding of and attitude towards Mental Health and Wellbeing?

A. My Mental Health is important to me and I feel that I understand what it means to have a positive state of Mental Health – I know what that looks like for me.
B. I understand what Mental Health and Wellbeing is all about, but it is not something that is important to me right now.
C. I don’t really understand what ‘positive’ and ‘negative’ Mental Health means, and it isn’t particularly important to me.
D. I know that Mental Health is an important idea and would like to know more about it as I don’t know very much at the moment. 

[bookmark: _Toc4946940]Appendix 4 – Final Questionnaire

1. When you hear the phrase “Mental Health”, which words do you think of? Choose up to 5 of these which are closest to your own ideas. 
Confidence		Depression			Anxiety			Happiness

Disorder		Optimistic			Crazy			Friends

Self-harm		Pessimistic			Sadness			Wellbeing

Bullying			Positivity			Loneliness		Growth Mindset

Unique			Mind				Family			Stress

Other: _____________________________________________________

2. How confident are you in defining what “Mental Health” means?

Not at all		A little			Quite			Very

3. To what extent is your own Mental Health and Wellbeing important to you?

Not at all		A little			Quite			Very

4. Name 3 things you can do to improve your Mental Health and Wellbeing:

a. …………………………………………………………………………………………………………………………………
b. …………………………………………………………………………………………………………………………………..
c. …………………………………………………………………………………………………………………………………..

5. How confident are you that you could manage your own Mental Health and Wellbeing?

Not at all		A little			Quite			Very

6. Why might it be important to maintain a positive state of Mental Health and Wellbeing? Choose 2.

· So that you can be happy and confident.
· So that you can maintain positive relationships with your friends and family.
· So that you can do well at school and get good grades.
· So that you are able to bounce back from difficulties and face challenges.
· To avoid feelings of sadness and stress which may lead to depression or anxiety.
· So that you can achieve your goals and get where you want to go in life.
· Because you cannot progress with a negative mindset.

7. Which of these best fits your current understanding of and attitude towards Mental Health and Wellbeing?

A. My Mental Health is important to me and I feel that I understand what it means to have a positive state of Mental Health – I know what that looks like for me.
B. I understand what Mental Health and Wellbeing is all about, but it is not something that is important to me right now.
C. I don’t really understand what ‘positive’ and ‘negative’ Mental Health means, and it isn’t particularly important to me.
D. I know that Mental Health is an important idea and would like to know more about it as I don’t know very much at the moment. 
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