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ABSTRACT
Background Child and adolescent mental health
services (CAMHS) have implemented the primary
mental health worker role using a variety of
models at the interface with primary care and
education. There has been limited scope to develop emotional health initiatives in schools, due
to less monetary provision for CAMHS in Wales.
To address this gap, Welsh CAMHS services have
utilised primary mental health workers to provide
emotional health interface work with schools.
Method A 21-item survey questionnaire was sent
to 28 primary mental health workers in Wales.

Results Eleven respondents reported providing
emotional health provision in schools.
Conclusions Many primary mental health
workers were positive about their interface work
with schools, though concerns were raised about
implementation difficulties and the need to evaluate the effectiveness of their work.
Keywords: interface models, primary mental
health workers, schools

Background
The National Service Framework for Children, Young
People and Maternity Services and Every Child Matters
support the joining up of services, in order that
agencies work together effectively regarding the
mental health and wellbeing of children and young
people.1,2
The number of young people who have been
excluded from schools has risen, in Wales in 2005/
2006 there were 450 young people permanently
excluded.3 In order to address this, greater funding
is needed to combat risk factors and to provide early
intervention programmes.4,5 The publication in
2001 of the All Wales Child and Adolescent Mental
Health Service (CAMHS) Strategy, Everybody’s Business stressed multi-agency working, and is being
implemented across Wales over 10 years.6 Although
increased funding has been received in England, this
is not the case in Wales, where there has been little
resource for developing CAMHS services.7 These
inequalities of funding for CAMHS have resulted
in serious concern among clinicians in Wales for

the wellbeing of children and adolescents and their
families.8
In recent years there has been a mismatch in
educational objectives, with a curriculum set out for
academic abilities leaving a vacuum around emotional literacy,9 even though 10–20% of school-age
children have mental health problems.10,11 Increased
interest in mental health means educationalists need
to move to a more inclusive model of emotional and
social competence,12 and mental health staff need a
broader model to empower educationalists.13
Emotional literacy is about recognising the importance of emotions in all aspects of our lives.14 It is
best defined as the capacity to register our emotional
responses to situations and to acknowledge these, so
we can recognise how they influence our thoughts
and actions.15 Interventions supporting the development of emotional literacy need to be accessible
and available in community localities,16 and school
settings can be ideal.
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The majority of child mental health problems
may be addressed in primary care with specialist support from primary mental health workers (PMHWs),
through consultation, supervision, training, and
joint work,17 which may prevent referral to specialist CAMHS.18 The role of PMHWs is to help primary
care staff build their confidence and skills through
training, to assist in the recognition of child and
adolescent mental health problems, and to assess
and treat young people whose problems are considered appropriate for management in Tier 1 services.19
England has seen the introduction of behaviour
educational support teams (BESTs), who provide
schools with a multi-agency support network, to
develop a range of strategies to promote emotional
wellbeing, and to improve staff ’s skills and confidence in managing behaviour and school attendance.20 Due to limited funding, BEST teams have not
emerged in Wales, resulting in other professional
groups supporting emotional health work with
schools.
The Department for Education and Skills and the
Mental Health Foundation (MHF) explored joint
working between schools and CAMHS.21 The survey
identified a positive impact on children, staff and
relationships between parents and school. The MHF
recommended more training be developed between
CAMHS and education staff on promoting children’s emotional health, and effective early intervention work, including whole school approaches
to mental health.
Funding from the Department of Health for 24
CAMHS innovation projects provided the opportunity for services to include CAMHS in school
settings. The City of York offered school-based support services for young people with emotional and
behavioural difficulties, who were at risk of exclusion. In targeted schools, Tower Hamlets worked
with Bangladeshi boys who were under-achieving
and at risk of developing mental health problems;
both these projects were found to be effective.22
Many of these initiatives have brought health and
social care topics into personal, health and social
education (PHSE) curricula in schools. The remit of
primary CAMHS includes school-based child and
adolescent mental healthcare, which can provide
young people with better opportunities to access
services, including therapeutic input in the school
setting.23 At the time, these CAMHS innovation
grants were restricted to services in England only.
During the last decade the implementation of
PMHW roles has grown throughout England,24
with most research in this area being of a quantitative nature.25,26 Emerging findings of consultation
have called for more joint work between CAMHS and
schools,21 and acknowledged the value of emotional

health provision in school settings. Wales has received
far less monetary provision than its CAMHS counterparts in England.27
There is a lack of research concerning the PMHW
role in relation to emotional health provision in
school settings. Current literature highlights the
lack of qualitative research, as little is known about
the views of those involved in provision and benefits
or limitations of emotional health work provided
by these staff in schools. As previous surveys have
omitted the picture in Wales, this small-scale study
seeks to examine the nature of interface work in
school and educational settings provided by PMHWs
in Wales.

Method
The aim of the study was to establish the nature of
interface work in school and educational settings in
Wales provided by PMHWs, in order to:
.
.

identify the different types of interface models
used by PMHWs in school and education settings
establish brief descriptions of the benefits and
limitations of these interface models.

Study design
A cross-sectional study involving a 21-item postal
questionnaire was used.

Sample
The sample population was those working in the
role of PMHW worker in Wales, and they were
contacted through the All Wales Primary Mental
Health Worker Forum. This group was established in
2000, to promote good practice, and provide peer
support and networking in the principality. Additionally, PMHWs were contacted through the
CAMHS in each NHS trust.

Research tool
A copy of the questionnaire is included in the
appendix.

Procedure
The postal questionnaire was accompanied by a
letter of invitation, participant information sheet,
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and consent form. Postal reminders, followed by a
telephone call/email were used to follow up nonresponders. The data for the study were submitted by
participants between September 2005 and January
2006. Permission was obtained from the local ethics
committee prior to sending out the questionnaires.

Analysis
The quantitative data were analysed using Statistical
Package for the Social Sciences software (SPSS).28
The qualitative elements were examined using content analysis, to search the narrative for emerging
themes and concepts.29 An editing analysis style was
used, where the data were read in search of meaningful segments, which were identified and then
categorised.

Ethical considerations
Respondents were informed at the outset that the
study was being conducted anonymously, with confidentiality observed.

Results
There were 13/28 completed questionnaires; 11/13
respondents said they provided emotional health
provision to school and educational settings.

Estimate the time you give to emotional
health provision for each school/
educational age group
PMHWs estimated the number of hours per month
they spent on emotional health provision to a range
of school and education settings. Out of the 11
PMHWs involved in education, eight provided input to both primary and secondary schools, and six
of these PMHWs also worked in other settings as well
(such as sixth form and early years). All four PMHWs
who worked with early years also worked in primary
schools. Four PMHWs provided input to colleges,
pupil referral units or other educational establishments. No PMHWs worked in one education setting
exclusively.
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Indicate the time you spend on different
interventions offered in school and
educational settings
PMHWs estimated the time spent on different interventions; the most popular was consultation, with
all 11 PMHWs providing this service. Ten PMHWs
offered advice. Of the seven PMHWs who provided
training to staff, four also worked directly with
clients, (with five PMHWs offering training overall).
The two PMHWs who provided whole-class workshops also provided direct work and staff training.
Three engaged in parent workshops, and one worked
through peer education.

How were school and education settings
in your area selected when emotional
health provision was planned?
Participants recounted how the interface models
were established, with eight PMHWs stating this was
in response to requests made by individual schools,
and five of these identifying a particular need. Five
reported that provision was in line with schools in
areas of deprivation (with four of these identifying a
particular need). Three said input was in conjunction with ‘Healthy Schools’ initiatives. Five out of 11
PMHWs stated that the work they provided was
established more that four years ago. All 11 PMHWs
said they experienced support and help from education staff in the setting up of this work.

Has the effectiveness of this emotional
health work been measured?
Six out of 11 respondents reported that this had been
measured, and five stated it had not. PMHWs reported
their perceptions of the effect of the interface model
they were using, with five stating a reduction in
referrals to specialist CAMHS. Five PMHWs reported
CAMHS teams having an increased knowledge of
school staff, with four of these also stating that local
schools now had an improved relationship with
Specialist CAMHS. All PMHWs who had not measured
the effectiveness of their work with schools stated
that a tool was in development.

Participation of schools and education
settings in establishing interface model
When emotional health work was established with
schools, nine out of 11 respondents noted a willingness

4

J Terry

by school staff to be involved, and to work together
using multi-agency approaches to projects. This was
demonstrated by school staff being welcoming and
allocating time to meet, and giving the work priority. Eight out of 11 PMHWs reported a wish from
school staff to improve their own understanding
of emotional health issues and a desire to manage
problems in a more effective way. Few difficulties or
barriers were highlighted in the establishment of
emotional health provision, with one PMHW noting
the different priorities and agendas that organisations strive to manage. One further PMHW stated
they had met with barriers in certain schools.

Effectiveness of emotional health
provision in schools
The six PMHWs who stated they had measured the
effectiveness of their emotional health input to
schools cited a number of outcome measures, including attendee evaluations, satisfaction surveys
and strengths and difficulties questionnaires; with
encouraging outcomes. This study did not collect
detailed reports of these outcome measures, and this
information is anecdotal.
‘Parents have been happy with the service because
it has provided an intervention which has
prevented escalation of behavioural problems in
school and helped them manage behaviour at
home.’
‘Children feel more in control after doing ‘‘dealing with emotions’’ work, e.g. anxiety/anger ...
young people seem to enjoy and value the opportunity to discuss issues.’

Benefits of a PMHW interface model in
place in schools
PMHWs reported on a number of benefits, such as an
increased focus on emotional literacy (5/11 PMHWs).
The benefits of early intervention and preventative
work were noted by six respondents, also the increase in the confidence and skills in education staff
in recognising and dealing with mental health
issues (5/11 PMHWs). An increase in partnership
working and joint approaches was noted by five
respondents.
‘I think consultation reduces anxieties ... and is
beneficial because it contributes to the development of skills, cascading ideas and knowledge to
professionals who are working directly with families.’

Limitations of a PMHW interface model
in place in schools
Participants noted that a number of staff felt
Everybody’s Business6 pushes more work onto primary
care staff, who feel unsupported and overwhelmed,
mostly by a lack of time (5/11 PMHWs). The PMHW
interface model is often not provided to all schools
due to capacity:
‘ We are only a small team so are not able to work
in all schools in the same way ...’
Respondents also highlighted the needs of young
people who are not in school, as they may be missed.
Also, the subject of ‘emotional health’ may be
viewed as just another topic:
‘In PHSE [personal health and social education]
lessons, many schools have a lot of external professionals going in to do work with young people
on a wide range of topics. How much info can
young people take on board? ... the same applies
to staff inset training.’

The most effective ways that PMHWs
can provide emotional health provision
in schools
All respondents emphasised consultation and training as key features of their interface models:
‘Staff need to be more aware/have understanding
about what can affect young people’s emotional
health and what can improve it ... teaching and
support staff need to be aware that children’s
behaviour is often related to their emotions and
family influences.’
‘When considering the emotional and social
wellbeing agenda for children and young people,
it should be considered an essential to also demonstrate commitment to parenting ... If family
mental health and wellbeing is the remit of
PMHWs, the needs of parents/carers must be considered alongside the needs of the children and
young people.’
Five out of 11 respondents recommended that
PMHWs be involved in local strategy, by forging
links and developing protocols with education regarding the provision of services around emotional
wellbeing. Suggestions were made around the provision of emotional health promotion days for young
people, parenting courses in schools, that all schools
be allocated a PMHW, and that PMHWs link closely
with other services (such as educational psychology
and behaviour support).
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Discussion
This small-scale study indicates that PMHWs are
indeed working in a variety of school settings, providing consultation, training and joint work, in line
with other studies.30,31 There was variation across
the respondents in the educational settings they
worked with; the majority worked in both primary
and secondary mainstream schools. While four of
these respondents also worked in early years settings, a further four worked with older young people
in colleges, sixth form and pupil referral units. This
implies there is no particular focus on age, and that
mental health needs of children and young people
are being identified across the board. The PMHWs
working with early years and primary schools have
identified the importance of mental health promotion and identification at an early age.
The most frequent type of interface model identified is the provision of consultation, with the aims
of identifying mental health needs and considering
ways of meeting these.30,31 The provision of training
by PMHWs to education staff is a commonly occurring feature of the PMHW role; when carefully
developed this can assist Tier 1 staff in identifying
mental health problems at an early stage.33 Consultation may reduce anxiety in workers, and increases
understanding of staff about how to promote children’s wellbeing. This implies that schools are interested in working in partnership with mental health
services.
Where PMHWs commented on the establishment
of their work with schools, they all gave positive
reports of the support received from schools in the
setting up of provision. The majority of schools,
who either requested input or were situated in an
area of deprivation, had identified a particular emotional health need for PMHWs to address (for example
self-harm and eating disorders).
PMHWs highlighted the limitations of their work
in relation to the different agendas that agencies
own. Although partner agencies appear to be working more closely, how they collaborate has not been
adequately conceptualised and no real model exists.34
PMHWs noted the importance of being at the heart
of strategy and development in their local areas,31 in
order to ensure that emotional health provision in
schools is not only on the agenda, but is a reality that
is owned by education partners and service users
alike.
PMHWs are providing education on emotional
health and early intervention, in order to positively
affect the emotional health needs of children and
young people in the areas where they work, despite
resources often being limited. Respondents described
their work where programmes promote emotional
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literacy. Early intervention programmes are most
likely to succeed when they are long term, sustained
by committed funding, supported by a wide range of
public policy measures to reduce health inequalities,
and where multi-agency involvement is encouraged.35
Only half of respondents reported that they had
evaluated the effectiveness of their interventions in
schools, although their positive feedback was anecdotal, as this study did not collect detail regarding
outcomes. For future practice, it may be helpful to
schools if there is parity in the use of outcome
measures, which may increase the uptake of emotional health provision, as schools become convinced
about the benefits for pupils.36 Many respondents
highlighted positive feedback regarding the effectiveness of their interface models. The majority perceived a reduction in referrals to specialist CAMHS as
a result of their ongoing intervention. In Wales, the
Merthyr Tydfil PMHWs have already demonstrated
an impact on the local specialist CAMHS team, with
referrals to Tier 2 becoming far more appropriate,
and a huge increase in attendance rates.37
Although the study did not seek to identify PMHW
attributes and skills, previous studies have noted the
need for PMHWs to have autonomy, accountability,
and the ability to utilise specialist knowledge to make
decisions about a child’s mental health.30 Additionally, PMHWs require a range of therapeutic skills, need
to be excellent communicators and networkers, to be
able to design and deliver training programmes, and
provide consultation and supervision to other professionals at a variety of levels. There has been concern
that in order to develop PMHW services this has led
to professionals leaving specialist CAMHS to take up
these roles, thus depleting the CAMHS workforce.30
While this would certainly have negative implications for specialist CAMHS, it is proactive to develop
services more robustly at Tier 1 to avoid children and
young people developing mental health problems
in the first place.
It is important to remember that PMHW teams are
often established with different remits, for example
targeting health promotion, providing early intervention and uncovering unmet need have quite
different aims, and will consequently have different
outcomes and effects. Even if referrals increase, and
more children are receiving a service, the outcome
of this provision should be regarded as a significant
success.31. A sustainable approach to emotional
health in schools is a major challenge, and many
initiatives fade quickly, particularly if they are not
supported by permanent funding. As schools’ priorities include the promotion of learning, and assisting
in the management of challenging behaviours,13
they have an investment in the promotion of emotional literacy. Many PMHW posts are subject to
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short-term funding, making the delivery of effective
emotional health projects extremely challenging.
Further research is essential regarding the outcomes and effect on young people of emotional
health provision in schools. This is best achieved
by involving children and young people. They are
already learning more about emotional health, and
are becoming aware how to support each other, with
many successful buddy and peer mentoring systems
in place. If emotional health provision in schools
demonstrates an improvement in attendance, exclusion rates, and behaviour, it would be crucial that
this resource is recognised and owned by education.
It would then be a high priority for both local commissioners and government agencies to ensure this
work is properly funded.

Limitations
This was a very small-scale study, limited to the
principality of Wales, an area which has often been
omitted from previous research. The data provide a
snapshot of current activities of PMHWs’ emotional
health work with schools in Wales, which was the
aim of the study.
However, the ability of the research to answer
questions about current service provision is limited
to the knowledge of participants, and data regarding
the effects of interface models were almost entirely
based on professionals’ reports and perceptions. It
would be beneficial to research the effects and experiences of emotional health provision to schools
from a wider viewpoint, including the views of
education staff and specialist CAMHS teams.
The response rate to the questionnaire was low
(13/28 = 54%). It is difficult to comment on the types
of services that did not respond. Some may not
provide a service to schools, and hold other service
priorities. Another limitation may be that the questionnaire was considered too long, which may have
affected the response rate. The All Wales PMHW
forum is aware that many PMHW posts exist only
through short-term funding, which leads to frequent changes in staff and the way in which services
are provided. There was no significance found in the
geographical areas that did not respond. The views
of children and young people were not included in
this study, and thus their crucial perspective has
been omitted.

Conclusion
The nature of emotional health interface work provided in education settings by PMHWs in Wales is
varied, but there is an increased focus on providing

consultation and training to school staff. These interventions are being welcomed in education, and it
feels as if we have moved from the starting blocks
as schools start to own their role in meeting the
emotional health needs of children and young
people.
Recommendations in the National Service Framework for Children, Young People and Maternity Services
in Wales and Every Child Matters are likely to improve
multi-agency collaboration.2,38 The effects of interface work should promote a ‘can do’ culture for
education staff, as they are no longer restricted to
merely ‘holding’ the challenging issues of mental
health. Support and training provided by PMHWs
can raise confidence, and promote the satisfaction
of seeing new skills in education staff being effective,
as early intervention work in schools develops.
In order to examine effective models of emotional
health provision in education settings, further research including longitudinal studies would be advantageous in realising the true impact on young
people, education staff and communities. This would
significantly inform the debate regarding the most
effective and efficient use of resources in implementing emotional health provision with schools.
While many PMHWs spoke positively about their
work with schools, they did not see themselves as
the only professional able to deliver this. Each
school requires an allocated mental health worker,
to ensure a whole-school approach to emotional
health, systems for peer support, and early identification of problems, with training for staff and pupils
on emotional literacy. Presently, a number of
PMHWs in Wales have sought to fill this gap.

This research was conducted as part of an MSc
in Interprofessional Practice (Child and Adolescent Mental Health) with City University,
London in conjunction with YoungMinds.
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Appendix
Questionnaire
The nature of interface work in school and educational settings in Wales provided by
primary child mental health workers
Questions 1 and 2 relate to the amount and frequency of emotional health provision that you provide to
school and education settings.
1 As a primary mental health worker (PMHW), do you provide emotional health provision to schools and
education settings in the area where you work?
Please circle one only
Yes
No
If no, is there a reason for this? (please go to Question 17)

2 Please give an estimate (in hours per month) of the time you give to emotional health provision for each
school/educational age group.
Please write the number of hours per month e.g. 5 hours
Early years provision
Primary schools
Secondary schools
Sixth form
College
Other (please state)

Question 3 relates to a variety of interface models that may be used in school and education settings.
3 Please indicate the time you spend on different interventions offered in school and educational settings,
Please insert an estimate of hours per month spent on each intervention e.g. ‘5’ for 5 hours.
Advice and Consultation re

Direct

Training

Parent

Whole-

Peer education

Other

liaison

work

education

workshops

classroom

(facilitating

(please

workshops/
circle time

young people
to educate

state)

individual
children

staff

others)
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Questions 4–6 relate to the establishment of emotional health provision in school and education
settings.
4 How were school and education settings in your area selected when emotional health provision was
planned?
Please tick all that apply
Request by individual school/education setting
School/education setting in area of deprivation
Particular need identified by school, e.g. self-harm
In conjunction with Healthy Schools Initiative
Schools invited to respond to advert/offer of intervention
Time apportioned equally to schools in area
Interventions offered to schools randomly
Unknown

&
&
&
&
&
&
&
&

5 When were the links established with these schools/education settings approximately?
Please tick one box only
Less than 12 months ago
Between 1 and 2 years ago
Between 2 and 4 years ago
More than 4 years ago

&
&
&
&

6 Have other people been supportive and helpful in the setting up of the local emotional health work in
school/educational settings?
Please circle one only
Yes
No
If yes, which groups of people have been encouraging?
Please tick all that apply, and state any other helpful agencies/individuals
Young people
Parents
Staff in school/education setting
Link workers
Specialist Child and Adolescent Mental Health Service
(CAMHS) staff
Other PMHWs
Other education staff
Other, please state

&
&
&
&
&
&
&
&

In what way have these people been encouraging?

Questions 7–11 relate to the monitoring of, and effectiveness of emotional health provision in school
and education settings.
7 Has the effectiveness of this emotional health work been measured?
Please tick one only
Yes (please go to Question 8a)
No (please go to Question 8b)
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8a
(i)

If yes, how was this measured?

(ii) Were the outcomes encouraging or discouraging? Please describe.

8b If no formal outcome measures have been used, please give a brief description of the feedback there has
been so far from young people, parents, school/education staff and other agencies.

9 What do you see as the benefits of the type/types of interface model that are in place in these school/
education settings?

10 What do you see as the limitations of the type/types of interface model that are in place in these school/
education settings?

11 In your opinion, what do you think are the most effective ways that a PMHW can provide an effective
emotional health service to young people in school/education settings?

Questions 12–14 relate to information about the PMHW provision in the area where you work.
12 How many PMHWs are there in your area?
Please state
13 How are PMHWs in your area are funded?
Please state how many
NHS trust
Social services
Part NHS/part social services
Voluntary sector (please state which)

&
&
&
&

. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . ...
Local health board
&
Other (please state)
&
. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . .. . ...
14 What is the ratio of PMHWs per head of population?
Please state how many PMHWs, compared to the population (i.e. census amount, including adults) e.g. 3:70,000
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Questions 15–16 relate to the known effects of emotional health provision in school and education
settings
15 What effect do you think the PCMHW interface model in school and education settings has had on your
local specialist CAMHS team?
Please tick all that apply
A reduction in referrals to Specialist CAMHS
&
An increase in referrals to Specialist CAMHS
&
Local schools/education settings have increased contact with specialist CAMHS
&
Local schools/education settings have decreased contact with specialist CAMHS
&
Local schools/education settings have an improved relationship with specialist CAMHS
&
Local schools/education settings have a decreased relationship with specialist CAMHS
&
CAMHS team have an increased knowledge of school/education staff
&
Effects on local specialist CAMHS team not known
&
Other, please state
&
16 What effect do you think the school interface model had on young people attending that particular
school/education setting?
Please tick all that apply
Changes in behaviour of young people
&
Changes in behaviour of staff
&
Changes in attendance patterns
&
Changes in young peoples educational ability/achievements &
Changes in local self-harm rates
&
Other, please state
&
Please give a brief description of these effects:

17 Is there anything else that you would like to add?

Thank you for taking time to complete this questionnaire

