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OVERVIEW OF VOLUME TWO 
 

This overview outlines the local context in which the professional practice reports were 

completed within the role of the Trainee Educational Psychologist (TEP) as a requirement of 

the Applied Educational and Child Psychology Doctoral course at the University of 

Birmingham. 

 

Volume Two describes the five professional practice reports (PPRs), looking at different 

aspects of the role of Educational Psychologist, completed during years 2 and 3 of the 

Supervised Professional Practice Placement. 

 

Presented in the second year of the Professional Practice Placement, PPRs 1, 2 and 3 address 

the following areas: 

 

• An evaluation of a specialist provision for children and young people who have been 

identified as having medical needs and for a variety of reasons are not included into 

mainstream schools (Harris and Farrell, 2004). 

• Investigating the evidence base of social stories as an intervention to support an individual 

child with complex needs associated with his diagnosis of Autism. 

• Multi-agency practices within locality teams to support the needs of individual children, 

families and schools. 

 

The 4th and 5th PPRs were completed during the final year of the Supervised Professional 

Practice Placement and comprised: 
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• The role of the Educational Psychologist within the community context as a example of 

educational psychology using their skills in specialist work. 

 

• An evaluation of the effectiveness of a group CBT intervention for children diagnosed with 

Asperger’s Syndrome. 

 

The Professional Context 
 

For years two and three of the Applied Educational and Child Psychology Doctorate course at 

the University of Birmingham, I was employed by Kent County Educational Psychology 

Service. This is a large authority where teams of Psychologists are allocated to different 

localities within the county. 

 

Traditionally, the role of the Educational Psychologist was seen as working with individual 

children conducting assessments and utilising psychometric testing. However, recent 

legislation, such as the government agenda set out in “Every Child Matters” (DfES, 2003), 

saw a repositioning of Educational Psychology Services within joint Education and Social 

Care departments within local authorities under the umbrella of Children’s Services, with an 

emphasis on multi-agency working. The Kent EPS was affected by this development during 

my placement and Psychologists’ roles were being re-defined within the local authority with 

more emphasis on working preventatively carrying out a range of whole school, class and 

small group interventions, as well as training and consultations with school staff and parents. 
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However, the transition was not yet complete and, within the service, Psychologists still had a 

statutory role linked to the Special Educational Needs Code of Practice (DfES, 2001). It is 

also important to note that each locality team had developed their own individual multi-

agency practices, with varying degrees of synergistic success, often dependent upon local 

logistical circumstances. For example, in some localities staff from one or more different 

agencies were based within the same building while in other locations Psychologists would 

rarely get the opportunity to meet their multi-agency counterparts. 

 

During the second year of the Professional Practice Placement, I worked within the Dartford 

locality team, where the Psychologist’s role and work was commissioned through a monthly 

multi-agency referral meeting. Schools were not allocated any Educational Psychologist’s 

time other than through the requirements associated with the statutory assessment requests. 

The remainder of the Psychologist’s time was negotiated through the monthly multi-agency 

referral meeting. For example, if a school within this locality required Educational 

Psychology support, whether for an individual case, a group or for In-Service Training, a 

request had to be submitted to the multi-agency team who were responsible for allocating 

relevant resources. 

 

During year three I was based within the Gravesham locality team. Although there was some 

multi-agency practice within this locality - such as the development of the Single Point of 

Access and Common Assessment Framework - Educational Psychologists allocated much of 

their time to schools directly. This was done through a termly planning meeting where 

Educational Psychologists consulted with schools regarding the needs of individual children, 

groups and any staff development. Consultation is used widely within the service as an 
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approach, particularly in the initial planning meetings, and aims to bring change to 

individuals, groups and at a systemic level based on the Consultation Model presented by 

Wagner (2000). Although the Special Educational Needs Coordinators (SENCOs) –often 

prioritise individual children they are encouraged to consider more systemic work such as 

staff training and evidence-based interventions.  
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OVERVIEW OF PROFESSIONAL PRACTICE REPORTS 
 

Professional Practice Report 1 
 

Within the Dartford locality there are a number of provisions which aim to meet the needs of 

children who, for a number of reasons, are not included in mainstream schooling. The PPR1 

paper explores one such provision. The DfES document “Access to Education” (2001a) 

suggests that up to 10% of children between the ages of 5 and 15 experience clinically defined 

mental health needs and many of these children are also educated outside of the mainstream 

school system. 

 

The first PPR focuses on the specialist provision within West Kent known as “West Kent 

Health Needs Education Service” (WKHNES). The purpose of this provision is to meet the 

needs of school aged children not attending school due to medical illness, injury and mental 

health needs.  

 

In discussions with professionals working in WKHNES, it became apparent that there were 

two conflicting viewpoints concerning the long-term benefits and effectives of these 

provisions for those pupils who could potentially be re-integrated back into the mainstream 

school system. My role included research and discussions with pupils, staff and parents to 

understand in more detail some of the barriers to the re-integration of children into the 

mainstream school system. 
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Professional Practice Report 2 
 

A proportion of my work involved working with individual children with complex needs. 

PPR2 outlines a case study of a primary aged male who was diagnosed with an Autism 

Spectrum Disorder (ASD) and a review of the evidence base of interventions to support his 

complex needs. 

 

From my research it became evident that there are a number of interventions currently 

available to schools and parents to support the social communication and interaction 

difficulties that are presented often in children with Autism. As an Applied Psychologist it is 

important to understand the evidence base for such interventions to ensure schools and parents 

are able to make informed decisions about best practice. The report concludes that, although 

there seems to be an increase in popularity for the use of social stories in schools, there are 

questions which arise regarding the limited empirical evidence and knowledge of the long-

term effectiveness of such interventions. 

 

Professional Practice Report 3 
 

As part of my practice in Year 2, I worked within a multi-agency team and a percentage of my 

work was commissioned through a process known locally as a “Partnership Based Review” 

(PBR), a monthly meeting of multi-agency professionals where individual cases or systemic 

processes are discussed, with a view to allocate appropriate professionals’ time and other 

available resources. 
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As the PBR was in its early stages, it was deemed important by the professionals involved to 

evaluate the process in regards to its success in meeting the needs of its service users i.e. local 

schools and families. The report concludes that although the move to multi-agency working 

has numerous potential benefits, the concept of “multi-agency working” is difficult to 

operationally define and evaluations of its effectiveness are therefore problematic in practice. 

 

Professional Practice Report 4 
 

The role of the Educational Psychologist is gradually expanding and there is scope for EPs to 

become involved with research projects and interventions that have a community focus rather 

than the more traditional focus of schools. This was evident particularly through this 

professional practice report. PPR4 discusses the role of Educational Psychologists within the 

community, with a particular focus on minority groups.  

 

PPR4 is a summary of the Educational Psychology Service’s work with the Slovakian 

community within the Gravesham area. The recent increase in New Arrivals to the local area 

prompted the Educational Psychology service to reflect on the access to educational services 

for this particular community. The fourth professional practice report draws on theories of 

Community Psychology, with a particular interest in how the concept of empowerment can 

promote effective collaboration between service providers and disempowered communities. 

 

Farrell et al (2006) suggests that a distinctive contribution can be made by Educational 

Psychologists to support the gap between the school and the community. In terms of the 

project, this was certainly a key aim of the Educational Psychology Service. In order to 
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provide services to the community the Educational Psychology service felt their views and 

experiences of educational services was an important step in building bridges between the 

community and the school.  

 

Professional Practice Report 5 
 

According to Cameron (2006), Educational Psychologists can have an important role in 

promoting mental health and well-being for children and young people within the school 

context. Many services are exploring the possibility of using psychological therapies such as 

Cognitive Behavioural Therapy (CBT) to promote this. However, often limitations associated 

with time and role constraints mean that the long-term investment, that can often be a 

requirement of approaches such as CBT, create a challenge for Educational Psychologists. 

 

The fifth professional practice report explores the theoretical underpinnings of CBT and the 

use of such therapies with children and young people who have a diagnosis of Asperger’s 

Syndrome. As part of the Gravesham Locality Team’s service plan, the Educational 

Psychology service began to discuss possible collaborations with the Child and Adolescent 

Mental Health Service. This led to a joint project using CBT intervention to support a group 

of children aged between 11-12 years of age who were diagnosed with Asperger’s Syndrome 

and had related mental health concerns such as anxiety and anger.  

 

The PPR highlights the research which discusses the use of CBT with children and young 

people, and in particular how it can be adapted for children who are diagnosed with an Autism 
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Spectrum Disorder. The issues of using CBT with children and young people are discussed 

along with how parental involvement impacts on the success of such groups.  
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Professional development 
 

My placement as a TEP has provided me with varied opportunities to work at many different 

levels of context, from individual children, groups, at the organisational level and with the 

within the wider community context.  

 

Self reflection, peer and professional supervision have supported my own personal and 

professional development allowing me opportunities on a regular basis to identifying my own 

areas of strength and development. Working within two localities enabled me to build positive 

relationships with colleagues, multi-disciplinary professionals and school staff.  

 

Through the five professional practice reports I have been able to reflect critically on many 

aspects of the role of Educational Psychologist and utilise my position as a TEP to understand 

the research and theoretical underpinnings of the many aspects of our work.  
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PROFESSIONAL PRACTICE REPORT ONE 
 

An evaluation of the re-integration of pupils with medical needs into mainstream 
schools.  

 

“In any given year there are some 100,000 children and young people who require education 

outside school because of illness or injury. In addition, there are a significant number of 

children and young people who experience clinically defined mental health problems which 

result in frequent absence from school.” 

(Taken from DfES 2001a pg 4) 

 

Abstract 
 

The Department for Education and Skills (DfES) document Access to Education (2001a) has 

highlighted the large proportion of school-age children not attending school due to medical 

illness, injury, and mental health needs. In addition, a report on promoting children’s mental 

health within the early years and school settings (DfES, 2001b) suggests that up to 10% of 

children between the ages of five and 15 experience clinically defined ‘mental health needs’, 

and many of these children are also educated outside of the mainstream school system. 

Therefore, there are a significant number of children with medical needs who, for a variety of 

reasons, are not included in mainstream schools (Harris and Farrell 2004). 

 

This paper will review the government legislation and policies that currently identify the 

needs of children with medical conditions, and also highlight the education of these groups as 

an important aspect to consider, particularly for Local Authorities (LAs). This paper will 

begin by defining what is meant by children who are out of school due to medical illness, 

injury, and related mental health needs. The re-integration of this group of children back into 

mainstream school after a long period of absence will also be discussed.  

 

The literature surrounding these issues will be reviewed and alternative provisions, such as 

Hospital Schools (which have been established by some Local Authorities); to meet the needs 

of these groups will also be considered for their effectiveness. A particular focus of the paper 
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will be to conduct exploratory small scale research into the effectiveness of one specific 

provision; the West Kent Health Needs Education Service (WKHNES). The purpose of the 

provision and how it tries to meet the needs of children with medical/mental health needs will 

be identified along with the strengths and weaknesses of the provision’s practices relating to 

reintegration. 

 

The views of teachers and pupils within this provision will be sought and discussed with the 

aim of identifying how provisions such as WKHNES attempt to meet an inclusive agenda 

through their re-integration process and the challenges this may create.  

 

Before I to discuss in detail the government policy and research relating to this topic I will 

begin to define children who are identified within the definition of children with medical 

needs. The following definition is used in this paper as I feel this highlights not just children 

with physical injury but also children out of school due to complex and ongoing mental health 

needs.  

 

Lightfoot et al (1998) define children with medical needs as those with: 

 

  “medical conditions which, if not properly managed, could limit their access to education. 

Children with a chronic illness or physical disability who are known to be at increased risk for 

psychosocial adjustment problems when compared with their peers.” (Lightfoot et al 1998 

and Wallander & Varni 1998).  
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Summary of government policy in relation to children with medical needs 
 

In recent years the agenda of inclusion has become a key aspect of the development of 

education policy and practice around the world. These developments have, in part, been 

informed by ongoing debates in the field of special education that have focussed on questions 

about which forms of provision should be made available for children with disabilities and 

others who experience difficulties due to injury or mental health needs. In the United 

Kingdom the Government’s discussion paper Excellence for all Children: Meeting Special 

Educational Needs (DfEE, 1997) and the subsequent Programme of Action (DfEE 1998) 

referred to the right of all pupils to be educated in a mainstream school wherever possible. 

More recently, the revised Code of Practice on Special Educational Needs (DfES 2001) and 

the Special Needs and Disability Act (DfES 2001) provide yet further impetus towards the 

concept of a more inclusive education system. 

 

This provides an ongoing challenge for schools and LAs who are attempting to develop more 

inclusive approaches to working with all children. In order to address these and related 

problems, the government devised a public consultation exercise involving all major 

stakeholders which took place between November 2000 and February 2001.The focus of the 

consultation exercise was the group of children unable to access education for reasons relating 

to long-term illness and related mental health difficulties. As a result of this consultation the 

Department for Education and Skills (DfES), together with the Department of Health, 

published statutory guidance entitled Access to Education for Children and Young People 

with Medical Needs (DfES, 2001a). 

 

The Access to Education (2001a) guidance contributes to the Government’s strategy to 

promote equal access to education for all children and young people. This strategy is being 

developed through the amendments made to the Disability Discrimination Act 1995 and the 

Education Act 1996 by the Special Educational Needs (SEN) and Disability Act 2001. 

 

This guidance (DfES 2001a) applies equally to all those pupils who are unable to attend 

school because of medical needs, those who are physically ill or injured and children with 

mental health problems. The guidance suggests that particular care is needed to ensure that 
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there is adequate provision for pupils suffering from mental health problems. It goes further to 

suggest that children with mental health needs such as anxiety, depression, separation anxiety 

and school refusal associated with depression, which prevent them from attending school, 

may need support from specialist mental health services (DfES 2001: Access to Education pg 

5). 

 

Following the publication of the guidance (DfES 2001a) a review of services and good 

practices was conducted by Farrell and Harris (2003 and 2004). This research provides 

valuable information relating to existing practices and provision for children with medical 

needs and the widespread agreement on key principles that should inform the development of 

improved services for these children. However, the research also highlights evidence of 

underlying areas of concern that need to be addressed. These were defined as: 

 

• Barriers to accessing education 

• Multi-agency effectiveness 

• Provision and dissemination of information 

• Need for statutory guidelines to promote best practice 

• Re-integration into mainstream education 

• Accountability 

• Local variation in quality of provision  

 

(Farrell and Harris 2003) 

 

Following an in-depth consultation, the Access Document (DfES, 2001a) suggested a change 

in attitude and policy from the previous 12/94 document (DfE, 1994). This statutory guidance, 

released in partnership with the Department of Health, aims to deal with these concerns by 

providing a set of minimum national standards and encapsulates the responsibilities of all 

those who have important roles to play in providing education for children and young people 

with medical needs including mainstream schools, related professionals and Local 

Authorities. Additional focus is given to the issue of when education should be made 

available to children and young people with recurrent or long-term medical needs, with 
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expectations placed on services/hospital schools to provide education immediately for 

children/young people who have planned/regular admission dates.  

 

The review conducted by Farrell and Harris (2003) not only highlighted areas of good 

practice but also reviewed the history of research into this particular group. Some key pieces 

of research into this area were conducted by Boulton (1997), Closs and Norris (2000) and 

Lightfoot et al (2001). These studies have been highlighted because until recently children 

and young people with medical needs have been given little policy and research attention than 

children with other types of need. Research on service support and communication between 

health and education services for children with medical needs commissioned by the National 

Health Service (Lightfoot et al, 2000 and Lightfoot et al, 2001) has documented the weakness 

of previous policy and guidance in this field, citing how guidance was limited in scope and 

not specific in defining responsibilities. 

 

Boulton’s (1997) qualitative study with a small sample (8 families) is highlighted in this paper 

as it could be viewed as a significant published piece of research  in the UK which evidenced 

interviews from parents and children who had experienced long term sickness and were out of 

school because of this. The research was commissioned by the National Association for the 

Education of Sick Children and Boulton (1997) highlighted that the previous DfE guidance 

was insufficiently flexible, especially in the area of the time delay allowed (four consecutive 

weeks), before home tuition services are activated. She stated that the guidance discriminated 

against children who may experience frequent but short absences from education due to 

illness.  

 

Closs and Norris (2000) have also been cited in the Farrell and Harris (2003) review as their 

research highlighted key factors involving the education of children with illnesses that require 

absences from school. They conducted two projects over time which involved both 

questionnaires and semi-structured interviews with children and professionals involved with 

the care of this group. Their projects were conducted over a number of academic years 

therefore providing in-depth information about the long terms needs of this group. They 

highlighted that experiencing illness or injury has the effect of disrupting normal life 

experiences – with disruption in education being a prime example. Children and young people 
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with medical needs may experience, at some time and to varying degrees, a ‘constellation of 

factors’ (Closs, 2000) which may place their education at risk. Disruption to education can 

happen in a variety of ways including: 

 

• The single, medium/long term period of time out of school that may derive from a 

relatively uncomplicated accident or one-off illness; 

• The repeated interruptions associated with serious chronic illness, which can lead to a 

fluctuating pattern of school attendance; 

• The effect of degenerative/terminal illnesses where a child may develop associated 

cognitive problems leading to a reduction in academic/physical ability over time; 

• Short but frequent absences from school associated with illnesses such as asthma; 

• Regular short absences for treatments; 

• Long/permanent absences out of regular mainstream placements which can be associated 

with psychiatric illness and also Chronic Fatigue Syndrome. 

 

(Boulton, 1997 cited in Closs 2000) 

 

According to the research conducted by authors such as Boulton (1997) and Closs and Norris 

(2000), although access to suitable alternative education during times stated above has many 

benefits educationally, socially and emotionally few studies concentrate on the interplay 

between education, health and emotional well-being. The authors suggest three reasons for the 

scarcity of research into this particular area: 

 

• The ignorance about health-related issues among teachers and other related educational 

professionals; 

• Research reluctance; at a time when medical/deficit models of Special Educational Needs 

(SEN) have been discredited and superseded by social models of disability, researchers 

have been reluctant to become involved with issues that bring ‘within-child’ factors and 

medical related issues to the forefront. 

• In a time when inclusion has achieved prominence as the way forward for effective 

education, it seems that this complicated issue has been left on the fringes. Substantive 

literature exists on the negative impact that exclusion from education has on life 
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opportunities. However this does not seem to have included exclusion as a result of 

illness/injury. 

 

These conclusions are susceptible to criticism on several fronts. For example, the sample size 

achieved in both studies is limited. Furthermore, Boulton’s (1997) research was conducted 

more than a decade ago, since which time significant changes have taken place within the 

educational environment. In addition, Boulton (1997) focused on the views of children with 

medical needs and their parents. Therefore commenting on professionals’ practices without 

seeking views from professionals who work with this group can be seen as unbalanced.  

 

More recent research, for example Lightfoot et al (2001), conducted from the perspectives of 

professionals who worked with this group of children would also disagree with the comments 

from Boulton (1997) and Closs and Norris (2000) regarding professional ignorance relating to 

health-related issues. Lightfoot et al (2001) suggest a lack of professional knowledge and 

training in certain medical conditions may be a factor in their overall level of awareness for 

this group.  

 

On the basis of her research, Boulton (1997) suggests that what is required is an exploration 

of the education systems and procedures which are most effective in safeguarding and 

promoting children’s social and emotional well-being. She suggested that children need a) to 

be as normal as possible, b) to be listened to, and c) to be treated as individuals so that they 

can feel better before they start to think about education. Extra help at times, provided as far 

as possible within the context of their everyday school life, and the help they receive out of 

school should be closely linked with their particular educational path, their interests, and their 

goals; and for their schools to stay closely in touch with them and be involved with their 

education out of school and for pupils to remain in contact with their friends.  

 

This highlights the key issue of emotional wellbeing and continuity for children who are out 

of school for medical or mental health related concerns .Boulton’s (1997) research links well 

with current primary and secondary school government initiatives entitled Social Emotional 

Aspects of Learning (SEAL) (DCSF 2003). However, it should be noted that Boulton’s (1997) 

study focused on interviews with parents and children and is therefore open to interpretation 
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by the researcher and other professionals. Therefore, the conclusions are also open to differing 

interpretations. 

 

A more recent piece of research conducted by Poursanidou et al, (2008) where they 

interviewed 11 teachers who had worked with children with chronic illness found that the 

importance of hospital–school liaison that is proactive, preventative and strategic in nature 

have a particular relevance for policy and practice in the context of the current Every Child 

Matters (2004) agenda, and are likely to have wider applicability to the education of 

chronically-ill children at large. 

 

They state that the need to improve inter-agency cooperation and integrated working across 

child safeguarding services reflects a current key policy priority in the UK in the context of 

the Every Child Matters agenda (Department for Education and Skills, (2004). 
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Research into children with medical needs 
 

When conducting the literature review, it quickly became apparent that issues related to the 

access to education for children with medical needs are numerous and complex. This is 

primarily due to the diverse nature of the population, which includes a wide range of children 

whose experiences will differ dramatically. Children and young people who may experience 

short-term injuries such as broken limbs will have very different needs both educationally and 

medically to those who are chronically sick or suffering from mental health problems.  

 

Lightfoot et al (1998) conducted semi-structured interviews with 33 mainstream secondary 

school pupils. One of the main findings of the research was a need for improvements in 

communication between health staff and teachers. According to Lightfoot et al (1998), 

successful inclusion depends upon children receiving appropriate support for their special 

health needs. Many different types of education and health staff potentially have a part to play 

in supporting this group of pupils, including: teachers; Local Authorities (LAs); learning 

support staff; school care assistants, administrative and catering staff; school nurses and 

school doctors; specialist nurses; therapists; and medical consultants. Collaboration is needed 

between these staff to ensure appropriate support is in place for individual pupils. The 

research conducted by Lightfoot et al (1998) is supported by the findings of the report 

conducted by Farrell and Harris (2003), which highlighted the need for effective 

communication amongst multi-disciplinary staff.  

 

Views of professionals 
 

A number of studies have been conducted from the perspective of professionals who work 

with children who have ongoing medical and mental health needs. These studies have focused 

on teachers’ knowledge about specific chronic illnesses – diabetes, cancer, leukaemia, 

epilepsy, and asthma – and have suggested in their findings that teachers are often ill 

informed about the conditions and receive little professional advice and support to help them 

manage the education of these pupils (Eiser, 1980; Bradbury and Smith, 1983; Charlton et al., 

1986; Eiser and Town, 1987; Lynch et al., 1992; Court, 1994). However, more recent changes 

in legislation such as the introduction of the Disability Discrimination act (DDA 2004) has 
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put more ownership on schools to ensure they train staff appropriately and put in place 

procedures which allow for the inclusion of all children including children who have long 

term medical needs.   

 

Even with the introduction of the DDA (2004), researchers such as Seymour (2004) argue that 

there is still much work to be done in engaging mainstream schools as full and proactive 

partners in the provision of education to those pupils unable to attend school. 

 

Christine Seymour (2004), who at the time of the study was a Headteacher at a hospital 

school, conducted 2 case studies interviews with secondary age pupils. She discovered that 

one of the problems for mainstream schools is incidence frequency, and states that schools 

have a considerable agenda for raising standards of attainment and achievement for the 

children who attend regularly. In the secondary phase of education particularly, there is 

perhaps more likelihood of schools having to deal with disaffected young people and 

unauthorised absentees than with children absent on health grounds. So when a case occurs of 

a child’s enforced absence for medical reasons, it is understandable that the mainstream 

school looks to specialist services to offer support and advice. However, whilst Seymour’s 

(2004) conclusions may be accurate for the small sample used in her study, it may not be 

appropriate for generalisation to all children with medical needs, as noted by authors such as 

Boulton (1997). Due to the diversity of needs for this group of children some may manage 

better in their educational attainment than others. It is the small group of children who have 

ongoing needs and are out of school for longer than the recommended government guidance 

for which schools may seek support through home tuition services and other educational 

professionals.  

 

Much of the research, including Seymour (2004), does not address issues such as funding, 

status of hospital schools and services, appropriate training for teachers, accommodation in 

hospitals and the growing numbers of young people with complex psychosocial needs as 

barriers to education/ inclusion of this group which still requires in-depth research. What 

these studies do highlight is the perspective of the mainstream school and some of the barriers 

which prevent this group of children from having full access to mainstream education. Again, 
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the research does not provide full accounts from the perspective of health professionals, 

parents, and children with medical needs. 

 

More recent research conducted by Poursanidou et al, (2008) where 11 teachers were 

interviewed of which seven were in secondary and four in primary education. They also 

interviewed four health professionals. The themes raised from the interviews included: 

• Teachers’ attitudes towards collaboration with health staff – they found that most 

teachers had a positive attitude towards working with health professionals. 

• Type of school attended by children with transplants –On the whole, teachers in 

primary and special schools were portrayed as more interested and willing to liaise 

with health staff, compared to their counterparts in secondary and mainstream schools. 

Mainstream secondary school teachers, in particular, were depicted as ‘harder to 

engage’ 

• Knowledge and clarity with respect to other professionals’ roles and responsibilities – 

Health professionals indicated that lack of knowledge and clarity on both health staff 

and teachers’ part as regards each others roles and responsibilities in relation to 

children with medical illnesses. 

• Availability of time and resources or staffing for liaison purposes. 

• All professionals highlighted the need for a proactive and preventative model of 

hospital–school liaison 

 

The issue raised in this study highlight the potential barriers faced by teaching staff and the 

lack of communication perceived between schools and health professionals. The research 

however was published in a health journal so may have been published with a view point that 

maybe more accessible to health professionals rather than educational staff. No detail was 

provided about the views of children who are affected by long term medical needs and this 

appears to be an area of limited research. 
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Views of Parents 
 

Boulton (1997) researched 100 parents whose children had spent time out of school as a result 

of a chronic illness or accident, and 40 such children were interviewed about education 

provision. The report highlights the importance of continuity in education for this group of 

pupils and that this can be difficult when a child moves between the hospital, home and 

school at different stages during their illness. Parents wanted a single person to co-ordinate 

their child’s education during this process. The author recommended the development of a 

model for liaison between hospital, home education services, and mainstream school.  

 

More recently Asprey and Nash (2006) conducted semi-structured interviews with 41 parents 

who volunteered to take part in their research project. The 41 parents covered 10 LA’s and all 

parents had children with life-threatening medical conditions. Asprey and Nash (2006) found 

that 43% felt that schools and colleges knew a lot, whereas 32% felt schools only had a basic 

level of knowledge about their child’s difficulties. They identified areas of development such 

as awareness and communication with parents, awareness of absence from school, and 

awareness of multi-agency communication. These findings coincide with many of the 

findings highlighted by Harris and Farrell (2003, 2004) and suggest that this is still a concern 

for parents and professionals working with children with medical conditions. However, the 

majority of the research focuses heavily on children’s medical needs and does not discuss in 

detail any related mental health concerns for these children. 

It is essential to acknowledge here that this article draws upon interview data generated by 

two relatively small and opportunistic samples of teachers and health professionals. The 

process of data analysis also lends itself to some criticism as the researchers interpretation of 

the data may have impacted on the overall analysis.  

 

Views of children 
 

The views of ill and disabled pupils themselves constitute a particular gap in existing 

knowledge. Despite a growing awareness of the importance of engaging directly with children 

in research rather than using adults as representatives, disabled children remain a neglected 

group (Beresford 1997). Yet, without their perspective, services are unlikely to be tailored to 
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their needs, since the views of adults do not necessarily represent those of children (Tackett et 

al, 1990) and Woodhead, 1990). 

Studies which have sought the views of children suggest that they have a number of problems 

managing school life. One UK study involving 40 children and young people, with a variety 

of health conditions causing periods of absence from school, drew attention to pupils' 

concerns about the impact of absence on keeping up with school work and maintaining 

relationships with their peers (Boulton 1997).  

 

In research carried out in the United States with 200 families of children with asthma, parents 

and children identified a number of difficulties in managing asthma in school, including: the 

side effects of drugs, such as tiredness; teachers limiting access to medication; and routine 

exclusion by teachers from physical activities which could be beneficial for the child 

(Freudenberg et al. 1980). In both of these studies, the authors recommend more direct 

communications between health professionals and school staff.  

 

The research conducted by Boulton (1997) has been positively received by professionals and 

has been highlighted within the review conducted by Farrell and Harris (2003). The project 

was commissioned by a children’s charity and the research has been identified as providing 

valuable insight into the views of children who have medical needs. However, Boulton’s 

(1997) study has limitations, particularly when exploring mental health concerns of children 

and young people. This could be an area of further exploration by researchers in this field.  

 

More recent research conducted by Asprey and Nash (2006), where they interviewed 47 

young people with a range of chronic illnesses attending mainstream primary and secondary 

schools, found that the majority of the young people interviewed felt that their views and 

concerns were not addressed, leaving them feeling unheard. Also 20% of the sample felt that, 

because there needs were not visible and the schools level of awareness was low, they were 

not viewed as having special educational needs. 

 

However, like many of the research papers discussed, this paper was a qualitative study and 

interviews were interpreted by the researchers who, in this study, were working for a 

children’s hospice. This may have contributed to researcher bias. Also, the results of this 
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study would be difficult to generalise as medical needs vary and for each child and the level 

of educational need will also differ. 

Research into integration/transition 
 

Although there exists research highlighting professional policy, good practice, and service 

review with regards to meeting the needs of children with medical conditions, there appears to 

be limited research available on the process of re-integration of children after a period of 

absence from school and the implications for this on their education. 

 

A study by Nabors et al (2008), which surveyed 247 teachers from 15 Midwestern elementary 

schools in America, asked teachers to rate their knowledge and confidence in meeting the 

academic and social needs of children with 13 chronic medical conditions. The study 

highlighted the support offered for children who returned to school with chronic illnesses and 

found in self-ratings that teachers felt their confidence levels were not parallel to the ratings of 

their knowledge levels. Overall, teachers tended to have higher levels of confidence than 

reported knowledge about particular illnesses. The possible implications of Nabors et al’s 

(2008) study could include further training for teachers so as to allow their knowledge base to 

become more closely matched to their confidence. 

 

In terms of meeting the academic needs of these students, the only significant difference 

between special education and regular education teachers was in working with children with 

cerebral palsy. In addition, special education teachers reported significantly higher confidence 

in meeting the social needs of children with Spina Bifida and Cerebral Palsy when compared 

with regular education teachers. The reasons for these differences, however, are not so 

difficult to discern. It is quite likely that special education teachers in the sample had more 

classroom experience of working with children with cerebral palsy and Spina Bifida. This 

study was conducted in New York and has obvious implications for generalising the results to 

schools in the UK.  

 

Mukherjee et al (2000), who researched the inclusion of children with chronic health needs, 

reported on a study which investigated the support needs of pupils in mainstream school with 

a chronic illness or physical disability. The research was carried out in three local education 
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authorities covering both rural and urban areas in England. In-depth, qualitative data was 

collected from 33 pupils in secondary school; 58 parents of primary and secondary school 

pupils; and 34 primary and secondary school teachers. Overall, the data from young people 

suggested variability in the support offered to pupils by teachers, even by teachers within the 

same school, and highlighted the importance of teachers’ awareness and understanding of 

special health needs.  

 

Conclusions of the research highlighted that individual differences in the type of support 

young people needed, and comparison of young people’s and teachers’ views, revealed 

differences in perceptions about how best to support pupils. This highlighted the importance 

of school staff and managers consulting young people, both when planning support for 

individuals and in more general service development.  

 

Overall, the data suggests that support offered by teachers varies widely and there can be a 

number of reasons why this might be happening. Firstly, differences were reported in 

individual teachers’ awareness and understanding of special health needs, even among 

teachers working within the same schools. These data are consistent with previous research 

with teachers, which finds a need for access to advice and information and a wish for 

improved direct liaison with health professionals (Court, 1994; Lynch et al., 1992; Johnson et 

al., 1988; Eiser and Town, 1987; Charlton et al., 1986; Bradbury and Smith, 1983; Eiser, 

1988). Furthermore, young people, parents, and teachers all had concerns about poor 

communication within and between schools, suggesting that improving communication and 

collaboration between health professionals and teachers would not be sufficient, and that 

communication between teachers and home-school communication also need to be improved.  

 

This has important implications for future policy and good practice development, in particular 

focusing on whole school awareness/training on children with health needs, and therefore 

allowing for more suitable provision for children who may be reintegrated back into 

mainstream schools. 

 

Research conducted in the USA by Shaw and Mccabe (2008), on various aspects of home to 

school transition for children with chronic medical needs, which includes surveys from young 
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people with chronic health needs, as well as documented research from professionals and 

mainstream schools, found the following key issues of importance when considering the topic 

of transition: 

 

• The development of strong working relationships between school and health care 

systems. They suggested that transition planning is benefited when multidisciplinary 

teams are knowledgeable regarding the illness, treatment, and the potential effects of 

medications. 

• Students should be viewed as individuals, as issues such as family factors, social support, 

and many others, mean that students with the exact same medical condition may respond 

and manage the condition differently. 

• An evaluation of the transition program by professionals to ensure sudden changes in 

attendance, academic performance, or social adjustment can be addressed quickly. 

• The voice of the child is important, as some children enjoy educating teachers and peers 

about their illness. However, others may wish to be treated no differently to their peers. 

 

This research draws attention to important practices for transition or re-integration and can 

help inform planning for children who have had long term absences from school. However, 

the study does not discuss the emotional implications for children who remain out of touch 

with school for some time. Boulton (1997) comments on the need for continuity for children, 

something which is not often mentioned in the literature, and states that, in order to address 

children’s emotional wellbeing, regular contact with their friends and school staff can ease the 

transition process. 
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Evaluation of WKHNES 
 

The West Kent Health Needs Education Service (WKHNES) is a county-wide provision that 

sets out to provide continuity of education for pupils who are unable to attend their 

mainstream school. The mission statement defines the provision as a service that meets the 

educational needs of children who are ill or have suffered injury. They aim to take into 

account the varying medical, emotional, and social needs and support pupils in building their 

self-esteem and confidence by providing the stability of continuing education leading to 

successful re-integration back into mainstream school.  

 

The service is provided for children aged 3-16 who fulfil the criteria, which includes children 

who have a statement for special education needs, children at home with health needs which 

prevent them from attending mainstream school for three weeks or more and children who are 

hospital in-patients. 

 

WKHNES provide specialist provision for children with a variety of conditions, and currently 

includes a child with acquired brain injury, a child with Crohn’s disease, and pupils with 

mental health difficulties such as agoraphobia /school phobia. All children who attend the 

provision due to their complex needs are considered to require intensive support to access 

education and meet their emotional needs. This also requires individualised education plans 

and regular communication between professionals and parents. 

 

Staff members working within the service have many years of experience supporting children 

with medical and mental health needs. As part of their role they provide support to families as 

well as a graduated program back into education for the pupils. The staff members regularly 

liaise with professionals from CAMHS and the Health and Educational Welfare service 

(EWS). Ultimately the WKHNES works to deliver the five outcomes highlighted within the 

Every Child Matters (ECM) agenda (2005).  

 

The WKHNES has clear policy and guidance and sets out key responsibilities for the home 

school within which a child is currently on roll and the health needs education service. 

Although the child remains on the register at the home school, the health needs education 
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service plays a large role in providing the child with education in the interim. The policy 

promotes the role of health and other services including post-16 support from Connexions in 

providing support and advice for pupils’ educational opportunities. 

 

Children who access the services at present have significant ongoing mental health difficulties 

as they all have ongoing involvement with CAMHS, which could either be a result of their 

illness/trauma or as a result of being out of the school community for a long period of time. 

The emotional impact in some cases has meant that home tuition is the first step to re-

integration as even the small, structured environment of the health needs education services 

can create anxiety for the child.  

 

Although the policy for this particular provision states that re-integration back into 

mainstream education is important aspects of the services, the number of children who are 

currently receiving provisions at the bases across Kent remain high, with few returning to 

mainstream schooling. Many of the children who remain in the services are children aged 

between 14-16 years. 

 

Aims 
 

The aim of this exploratory study was to identify some of the concerns which have made it 

difficult for children to be reintegrated back into mainstream school. This includes 

highlighting successful reintegration and good practice as well as looking in-depth at re-

integration processes that have failed.  

 

Methodology 
 

As a researcher I wanted to collect data from the perspective of the participants. I believed 

this process would allow the participants to give their perceptions of the current concerns they 

have. This approach lends itself to a qualitative method of data collection. Approaching the 

exploratory study using a qualitative methodology suggested that the views of the participants 

were crucial to the data collection process. This is supported by a Social Constructivist stand 

point on research and data collection.  
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Methods 
 

Interviews were seen as the most appropriate method of data collection because they would 

provide more in-depth information and allow participants to share information with the 

researcher in as much detail as they would want. 

 

Semi-structured interviews were chosen as the method of data collection as this created some 

flexibility in the interview process but also offered a structured framework for all interviews. 

The semi-structured interview as a research tool is defined by Robson (1993 pg 228) as:  

 

“A two-person conversation initiated by the interviewer for the specific purpose of obtaining 

research-relevant information, and focused by him on content specified by research objectives 

of systematic description, prediction, or explanation.” 

 

Robson (1993) describes interviews as serving three purposes. Firstly, as the principal means 

of gathering information having direct bearing on the research objectives. Tuckman (1972) 

describes interviews as a method of providing access to what is inside a person’s head and 

gaining information relevant to the person using their own words, and thereby allowing the 

researcher to understand what a person thinks and values. Secondly, Robson (1993) states that 

interviews can provide information to test hypotheses or suggest causal relationships between 

variables. Thirdly, interviews may support methods of data collection in a research project. As 

a researcher, I wanted to gain information relevant to the person using their own words. 

Therefore, my aims fit most with semi-structured interviews. 

 

The Interview questions were as follows: 

 

• What are your views on the current re-integration process for children back into 

mainstream school? 

• What do you see as positives and what are your views on things that could be 

developed further in regards to reintegration? 
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• Share your own experiences of the process of re-integration back into mainstream 

education. 

 

WKHNES has three bases across Kent, and I focused on one base which had a number of 

pupils for whom re-integration into mainstream education had failed on at least one occasion. 

(For a full summary of the WKHNES please refer to appendix 1.) This base also had some 

children still under their care for over two years, when the policy highlighted that the 

provision for children should be for 6 months only.  

 

The WKHES service has around 60 pupils on roll at present. Not all attend the provision as 

some are being tutored at home. The nature of needs include children with complex health 

needs such as severe physical injury, genetic disorders, one child who has cancer and three 

others with life-threatening conditions. About 80% of the pupils who are on roll at WKHNES 

have involvement with CAMHS in the form of regular psychiatric reviews and being on 

medication.  

 

The participants were selected from the students who are currently attending the base on a 

part-time timetable. Participants were selected on the basis of availability. I wanted to discuss 

the process of re-integration so hoped to speak to pupils who had some experience of this at 

some point. Due to the different timetables of all pupils on the date I selected pupils who were 

available. Two staff members were interviewed, both of whom had lengthy experience of the 

service and had known many of the children who had accessed their service. Two interviews 

were conducted with pupils: one had been successfully reintegrated back into mainstream 

education and the other had experienced two failed attempts at reintegration.  

 

Consent was gained from both pupils and their parents through a formal letter which is used 

by the Kent Educational Psychology Service (KEPS) when obtaining consent from parents 

and pupils. I also visited WKHNES before the conducting the interviews so that I could 

introduce myself to the teachers and pupils who may become involved in the interview 

process. To protect their identities the pupils names have been altered.  
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Procedure  
 

The interviews were conducted at the WKHNES and lasted between 30-40 minutes. I utilised 

the semi-structured interview questions as prompts for myself and recorded the information 

given by participants onto a notebook. 

 

Confidentiality was extended to all participants in the form that any information given would 

be available only to myself and to two tutors who would be marking my paper at the 

University. I explained that interviews would be anonymous and they could withdraw at any 

time during the interview.  

 

Two pupils agreed to participate with interviews along with two professionals who work at 

the WKHNES base. One of the teachers was a home tutor and the other was a teacher who 

worked in the base to deliver curriculum subjects to children who attend the base on a daily 

basis. 

 

Results 
 

A thematic analysis was carried out of the interviews, thematic analysis is defined as:  

 

   “A method for identifying, analysing, and reporting patterns (themes) within data. It 

minimally organizes and describes your data set in (rich) detail” (Braun and Clark 2006 pg 

79).  

 

Braun and Clark (2006) suggest that thematic analysis is widely used informally in the world 

of psychology research, but stated that there is no clear agreement about what thematic 

analysis is and how it is used. This approach to data analysis was chosen by the researchers 

because of its flexibility, as other data analysis such as grounded theory (GT) relies heavily on 

grounding the research findings to theory or phenomena about human nature. Due to the 

nature of the evaluation, the use of a GT analysis approach would have been a time 

consuming analysis and the small sample size would have limited the application of the 

results to the wider contexts which GT suggests.  
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The key issues/ themes identified by participants were drawn out of the interviews. Firstly, 

from the teachers’ perspective, it was highlighted that the key issues which some children 

faced in re-integration include: 

 

• Difficulties surrounding the inflexibility of some secondary schools. Some children 

find the environment within secondary schools daunting and can sometimes become 

overwhelmed. 

• Lack of knowledge about a particular condition sometimes means that some children 

feel less able to share their concerns with school staff in the mainstream environment. 

• Breakdown of communication between home and school, especially for some pupils 

who come from complex family backgrounds.  

• Re-integration not happening at the pupils pace, as sometimes the pace of the 

mainstream environment becomes too much for children to cope with.  

• Some children simply find it hard to adjust to a less nurturing and less controlled 

environment where one-to-one support is not always available when needed. 

 

The teachers identified successful processes of re-integration and highlighted the key factors: 

 

• Good communication with mainstream school through regular meetings and updates. 

• Re-integration package has been very gradual, with flexibility in the timescale, and 

conducted at the pupil’s own pace.  

• Children who have been successfully re-integrated have maintained contact with key 

staff from the WKHNES and the staff feel that this link has helped to manage the 

children’s anxieties through the knowledge that staff who know their difficulties are 

only a phone call away. 

• Outreach services provided by the service to schools who have taken the children into 

their school. 

 

Due to only having two pupils who agreed to being interviewed, a thematic analysis was not 

used instead a summary of the interviews is provided.  
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Views from Pupil A: 
 

Child background: Pupil A is a 14 year old male who is currently attending the WKHNES 

base since January 2008. He is still on roll at his secondary school and took time off in Year 7 

due to his physical injury and now would have been in Year 9 since September 2008.  

 

A is a Child who is still at the WKHNES after being out of school for two years due to a 

physical injury and social anxiety. Through the interview conducted with A, he stated that he 

was not able to rejoin his peers in mainstream school as he did not feel comfortable due to the 

length of his absence (two years). He stated that he now worried about how peers would react 

to him and whether he would be able to established positive peer groups. He also stated that 

he had been bullied in the past and fears remained around this issue reoccurring.  

 

He discussed that he did not feel that the re-integration package was always something he felt 

comfortable with – for the re-integration process offered by WKHNES (please see appendix 1 

pg 12). He felt that, although he was comfortable with the planning, his concerns remained in 

regards to how things would be for him once he began to attend mainstream school. He had 

concerns about his attendance and his anxiety, and remained worried about how school staff 

in the secondary environment would deal with his difficulties.  

 

He stated that he would feel a lot more comfortable in a small environment and, although he 

was being supported by CAMHS through one to one therapy sessions with a Clinical 

Psychologist, he did not want to lose all contact with the staff at the base. It became clear 

from our discussions that the small nurturing environment at the base was something pupil A 

did not want to lose. 

 

Pupil A stated that he felt that a part time placement in a mainstream school for some subjects 

would be less stressful for him and the rest of his time he would continue to spend in the base 

unit.  

 

Views from Pupil B: 
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Child background: Child B is a female aged 15 and has been out of school for over a year. 

Her main concerns were regarding her social communication difficulties, particularly anxiety 

within certain social situations. She was diagnosed with Autism and after some time stopped 

attending school through fear of bullying and general anxiety regarding school.  

 

Child B has severe autism and complex social needs, and is now successfully reintegrated into 

mainstream school. She stated that she found the re-integration process positive as the staff in 

the mainstream school had a lot of knowledge about her difficulties and she attended the 

school for six months on a part-time curriculum. She stated that this worked for her as it gave 

her and the school the opportunity to build a relationship.  

 

She stated that the school became aware of her difficulties and supported her through regular 

meetings with the family. She also stated that having contact with staff from the base, even 

though she had moved to mainstream school, gave her confidence and eased any anxieties that 

she had. 

 

Discussion 
 

The results obtained highlighted a number of common themes, which include the need for 

continuity, communication with the mainstream school and contact with the base unit once 

the children returned to mainstream school. These themes were also supported by the research 

literature highlighted previously. It has particular similarities with the work of Shaw and 

McCabe (2008), which also highlighted the need for communication and careful planning 

from teachers and health professionals.  

 

Overall, the themes raised within this evaluation indicate the importance of careful planning 

and engagement of the pupil into the re-integration process for it to be successful. However, it 

can also be stated that for some children the small nurturing environment provided by the 

small provisions, such as WKHNES, give children the opportunity to have access to 

education and socialisation if, due to their difficulties, they are for many different reasons 

unable to attend mainstream settings.  
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The limitations of this evaluation are associated with the lack of data available from other 

professionals who liaised with the provision, and the views of the parents of children who still 

remain on home tuition. Although the interview process enabled me to gain some information 

from the perspective of staff and pupils, this only gave a snapshot of the complexity of the re-

integration process. Due to the unavailability of a larger sample of pupils on the day of the 

interviews the results were limited and not generalisable to the population of children with 

medical needs. 

 

One theme raised by the staff from the WKHENS that were interviewed was the need for 

regular communication between professionals. This information is consistent with much of 

the research identified in the literature review. For example, Farrell and Harris (2003) 

highlighted this as an area of good practice, Asprey and Nash (2006) stated communication 

with professionals as important from the point of view of parents and children whilst 

Poursanidou et al, (2008) suggested a more proactive and preventative approach would be 

beneficial in meeting the educational needs of this group.  

Another theme raised from the interviews conducted with the two pupils was the feeling of 

being supported and their needs being understood by the mainstream environment. These 

findings are also supported by the studies conducted by researchers such as Mukerhjee 

(2000), Nabors et al (2008) and Shaw and Mccabe (2008). All of whom state that awareness 

and staff training can support the re-integration of children with long term medical, or mental 

health concerns.  

However, there are still some areas that can be addressed through further research in this area. 

Much of the research has been qualitative, which is open to researcher interpretation, and 

researchers such as Boulton (1997) and Farrell and Harris (2003) conducted their research 

some time ago. Current research is limited and definitions of what is classed as medical needs 

and mental health concerns is varied across different researchers.  
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Conclusion 
 

This paper explored the historic and current legislation and policy relating to children with 

medical needs in the UK, and how this impacted on their access to education. An explorative 

study was conducted to highlight the complexities in supporting this group of children with 

their re-integration into mainstream provision after a period of absence from school or being 

placed into Hospital Schools. 

 

The research highlights the current good practices from some LA’s, and areas that still need to 

be developed such as the communication between health and educational professionals, the 

voice of the child and support for the families of these children. The results of this evaluation 

confirm the in regards to listening to the needs of the children involved and providing a 

transition package which works at the pace of the child involved. 

 

In this paper I have tried to highlight the need for further research into this area due to the lack 

of data about the mental health concerns for this group of pupils. The research and evidence 

from WKHENS suggests that, although the medical needs are addressed, the emotional well 

being of children who lose touch with school routine and friendships should also be 

addressed, which has not been clear in the research. Another further implication of this paper 

is the recommendation for professional development for staff who work with children who 

have medical needs, as the needs vary from pupil to pupil. 

 

The research has a number of implications for the practice of Educational Psychologists. For 

example, supporting schools in capacity building through the process of understanding the 

complex needs of this group of children. Working with hospital schools and professionals 

from CAMHS and other agencies to help support re-integration and provide a more holistic 

view of the child’s difficulties. Educational Psychologists could also provide a vital role in 

facilitating a forum for the voice of the children who are out of school on a frequent basis for 

many different reasons, which is an area where the research is still very limited.  
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PROFESSIONAL PRACTICE REPORT TWO 
 

Investigating the evidence base of Social Stories as an intervention to support 
a child with Autism: Implications for Educational Psychology Practice 
 

Abstract 
 

This paper seeks to explore the effectiveness of social stories as an intervention for a child 

who has a diagnosis of Autism. This specific intervention was chosen by the author to explore 

in more detail due to its relation to a case example that the author was involved in during her 

role as a Trainee Educational Psychologist (TEP). 

The paper is separated into three sections; the first section gives an overview of the above 

mentioned case example, a Primary aged male, who was diagnosed with Autism. He was 

referred to the Educational Psychology service by the school in collaboration with his parents. 

The TEP’s involvement began from this point. An assessment of his needs is summarised 

using the Problem analysis framework designed by Monsen, Graham, Frederickson, and 

Cameron (1998).  

Secondly the paper looks into the theoretical underpinnings of Autism and how this presents 

itself in young children. This information will help to link the theory of Autism Spectrum 

Disorder (ASD) as the author feels that having a greater understanding of the psychological 

theory regarding ASD is important to support the children’s needs. This section will also 

identify some of the many interventions that are currently available for schools and parents to 

help manage difficulties faced by this group of children.  

Finally the third section of the paper will focus on a research overview of the social stories 

intervention; the rationale for why this intervention was chosen by the author includes its 

possible use with the case study in which she was involved. The evidence base of this 

intervention will be explored and how this impact upon her work as an Educational 

Psychologist will also be discussed. 
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Case overview  
 

EH was diagnosed with Autism Spectrum Disorder (ASD) in January 2009 and, as part of the 

strategies agreed with the primary school, staff were to set up some social skills work to 

support EH’s understanding of social situations and how to respond appropriately to them. 

One of the key concerns for EH’s family and the school included his anxiety regarding 

secondary school transfer. A number of suggestions were explored with the school SENCo, 

one of which included using a social stories intervention. The recommendation to use a 

picture social story about his secondary school was suggested by the TEP and agreed with by 

the school SENCo who had used this method to support a pupil with similar difficulties as 

EH. However, the TEP was unsure whether social stories were an appropriate intervention for 

EH. On further exploration it became clear that there were a number of possible interventions. 

For example of Circle of Friends (discussed in section one) which was not feasible in this 

instance because of the time scales between the end of the school term and the time a Circle 

of Friends intervention would take to set up.  

The TEP felt that social stories were an intervention that she had limited experience in. 

Therefore to support the SENCo in making an informed choice she decided to investigate 

what the research suggested about social stories intervention and whether there was a strong 

evidence base for this approach to teaching children appropriate skills to manage difficult 

social situations.  

The TEP also took this opportunity to understand in more detail EH’s difficulties linked to his 

diagnosis of ASD. Therefore, this next section focuses in more detail on ASD and research 

relating to the evidence base for social stories interventions. This process helped to inform the 

author’s thinking regarding suitable interventions for children with ASD which she would be 

able to take further in her professional practice.  
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Introduction to Autism Spectrum Disorder 
 

People with Autism have said that the world, to them, is a mass of people, places, and events 

which they struggle to make sense of, and which can cause them considerable anxiety. In 

particular, understanding and relating to other people, and taking part in everyday family and 

social life may be harder for them. Other people appear to know, intuitively, how to 

communicate and interact with each other, and some people with Autism may wonder why 

they are “different to the world around them” (National Autistic Society, 2009). 

Autism is a lifelong developmental difficulty and is widely known as Autism Spectrum 

Disorder (ASD). People who are diagnosed with Autism are often described as being on the 

Autism Spectrum and are sometimes referred as having ASD (Autism Spectrum Disorder). 

The word “spectrum” is used because, although all people with Autism share three main areas 

of difficulty, their condition will affect them in different ways. It can be stated that 

characteristics linked to ASD present themselves differently in all individuals. Some people 

are able to live their everyday lives relatively independently, whereas others will require a 

high level of support throughout their lives.  

        “Autism is a lifelong developmental disability and is not defined by any particular 

behaviour but a set of behaviours on a continuum. It is therefore known as a Spectrum 

Disorder because it affects individuals differently and to varying degrees” (The National 

Autistic Society, 2009). 

The most commonly citied term for describing the difficulties faced by children on the 

Autism Spectrum was provided by Wing and Gould (1978) who identified a Triad of 

Impairments. This states that children who are diagnosed with ASD have 3 common areas of 

difficulties which are as follows:  

• Difficulties in social relationships  

• Difficulties in social communication 

• Difficulties in social imagination. 
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Language and communication 

 -  A lack of desire to communicate with others  

 -  Communicating when needs only  

 -  Disordered or delayed language 

 -  Poor non-verbal communication 

 -  Limited social awareness, experiencing difficulties 

-  Understanding language in literal terms 

 Social awareness and interaction 

-No desire to interact with others unless motivated 
to do so. Motivation generally comes from self 
interest (having their own needs met). 

-  Affection is limited and will responds on 
occasion on own terms and not always at the 
appropriate times 

- Limited understanding of unspoken social rules 

 - Limited interactions when faced with unfamiliar 
surroundings and unfamiliar adults. 

 

A description of the Triad of Impairments is provided in figure 1below: 

Figure 1  
 

 

 

 

 

 

 Lack of imagination and 

 rigidity of thought  

- Limited ability to play 

 imaginatively 

- Limited flexibility in thinking 

 creatively 

- Resisting change 

- Lack of empathy 

- Following rules rigidly  

- Limited skills in understanding 

past or future events and 

experiences. 

 

Figure 1: Triad of impairments (adapted from Hannah 2001 in Ali and Frederickson 

        2006, p.356).  

The above figure (1) describes the three areas of impairments which can be experienced to 

varying degrees by children who have ASD. These impairments are not necessarily displayed 

in any visible physical disability. Therefore, children with ASD can often be viewed as 

children who are experiencing behavioural difficulties.  
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The three areas affected include non-verbal and verbal communication. Children with ASD 

not only have difficulties understanding the communication of others but also developing 

effective communication themselves. Many children experience a delay with speech and 

language development. Therefore, they may require the teaching of other means of 

communication, such as using pictures, photos, gestures and written words (Jordan, 2002). 

Social understanding is the second of the triad of impairments discussed. This also includes 

socially accepted behaviours which pose a challenge for children with ASD, as their difficulty 

in understanding social norms and rules can lead them to do things which may not be seen as 

appropriate by others. Children with ASD are very literal thinkers and interpret language 

without being able to read the more subtle social context (Howlin 2008).  

Thinking and behaving flexibly is the third component within the triad of impairments. This 

means that children with ASD often find it hard to see toys in different ways other then them 

being conventional objects to play with. For example, fixating on a particular aspect of a toy 

i.e. it’s colour or if it flashes and makes a noise, children with ASD can often play with this 

one toy or aspect of a toy for long periods of time with intense concentration. Their play is 

often isolated; they may play alongside other children but even then may not necessarily be 

aware of the presence of others (Ali and Fredrickson, 2006).  

In relation to EH and the Triad of Impairments from observations of his behaviour and 

information from the class teacher and his parents particular difficulties for EH were linked to 

social communication and rigidity in thinking processes. This including finding it hard to 

initiate interactions, understanding appropriate social interactions and being unaware of what 

to do in unfamiliar situations.  

Due to the nature of these difficulties, often new skills are challenging for children in this 

group to generalise to different social contexts. Therefore, they may require specific help such 

as explicit understanding of social situations and learning to generalise the skill to different 

contexts. For example for EH the transition to secondary school required careful planning and 

explicit explanations so that he was able to understand what to expect when he attends in 

September. The skills he had learnt during his time at the primary school were hard for him to 

generalise and adapt to the secondary school environment.  
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A fourth aspect which can be a characteristic of children who have ASD includes difficulties 

in sensory perception and responses. There is some evidence that suggests that some children 

with ASD are overly sensitive or under sensitive to certain noises, smells and textures. This 

has implications for the home and educational environments for these children and may 

impact on how they respond to certain activities at school and in the home (Jordan 2002).  

Frith (1992) highlighted the importance of understanding that Autism arises as a 

consequences of the interactions between one or more of the above impairments. The degree 

to which an individual is affected by each of the three impairments can vary significantly. 

Further understanding of the impairments associated with ASD can be explored through the 

three main theories of ASD as identified by Baron-Cohen (2003 pg, 33). These include the 

Theory of Mind (TOM), The Central Coherence theory and the Executive Function.  

The Theory of Mind (TOM) suggests that ASD children have a rigid thought process which 

prevents them from understanding another person’s viewpoint (Jordan 1999). Theory of Mind 

focuses on explaining social interaction and communication difficulties. 

In summary, TOM can be described as the ability to appreciate that other people have mental 

states intentions, needs, desires and beliefs - which may be different to our own. Baron-Cohen 

and Bolton (1993), Baron-Cohen (2003) and Frith (1992) proposed that individuals with 

Autism lack a Theory of Mind. Baron-Cohen (2003) went on to describe this as a form of 

“Mind Blindness” on the basis that mental states are not visible and therefore have to be 

hypothesised. Baron-Cohen, Frith, and Leslie (1985) tested children with varying difficulties 

and disabilities using the “Sally Anne–Test” which is a practical demonstration of children’s 

ability to understand others’ thoughts. The results highlighted those children with ASD type 

characteristics were unable to answer the hypothetical question “where will Sally look for her 

ball”.    

The Central Coherence theory describes the difficulties associated with planning and 

organisation skills, attention and impulsivity which are often linked to children with autism 

(Baron-Cohen, 2003). Limited Central Coherence can often result in difficulties such as social 

interaction, as well as non-social elements including insistence on sameness and routine, 

attention to detail rather than whole, obsession, preoccupations and existence of special skills. 

Frith (1989) proposed that individuals with ASD have weak central coherence. That is they 
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exhibit a failure to see the whole picture and show attention to detail as if each element is 

interesting in itself. It helps to see this as a ‘cognitive style’ rather than a deficit (Happe, 

1994). There may be some advantages to weak central coherence, such as attention to detail 

(e.g. jigsaw puzzles) and musicality (e.g. repeating a tune). 

The Executive Function Theory covers a multitude of higher cognitive functions e.g. working 

memory, impulse control, and cognitive flexibility (Happe and Firth 1996). People use the 

cognitive functions associated with the executive function theory when performing such 

activities as planning, changing task and paying attention to or remembering details.  

People with Executive Function problems may have difficulty with planning, organisation, 

managing time and coping with unpredictability. These are all very important academic, 

social and emotional development skills: attention and flexibility are very important qualities 

for school success according to Jordan (1999) and (2002). 

As yet there is no one theory to explain causes of ASD that can account for all its 

characteristic behaviours. None of the theories discussed in this paper apply to all those with 

ASD, and none are exclusive to this group. However, some theories may have something to 

offer our understanding even if not seen as a fully satisfactory explanation. 

It has been stated that in the last 10-20 years there has been an increase in the number of 

children diagnosed with Autism (Ali and Frederickson, 2006). Professionals within health and 

education have debated about the possible causes for this which includes greater awareness 

about the symptoms amongst professionals, the broadening definitions or increase in children 

who have difficulties which link into the diagnostic criteria for ASD (Wing and Potter, 2002). 

With a greater number of children being diagnosed with Autism comes an increased pressure 

for schools to provide appropriate support and resources to meet the needs of these children. 

This in turn impacts on the role of professionals linked to schools, such as Educational 

Psychologists (EP’s). Therefore, EPs need to know how best to support schools in providing 

appropriate interventions which are tried tested and evidence based (Greenway, 2002).   

As stated by Ali and Fredrickson, (2006), some Educational Psychology services (EPS) across 

the country have highlighted the effectiveness of social stories as an intervention, particularly 

in relation to advising schools about different types of interventions that can be implemented 



Page 68 of 377 
 

for children who have ASD and as a part of this difficulty suffer other difficulties such as 

interacting socially with their peers and for teachers managing difficult behaviour linked to 

the ASD. The National Autistic Society publication by Hannah (2001) reported that if social 

stories are constructed properly they can work positively with children who are having 

difficulties understanding social situations and managing changes in routine (Hannah, 2001 

p.83).  

The Department for Children, Schools and Families, DCSF (formerly known as the 

Department for Education and Skills, (DfES) set up a working group in 2002 to support 

schools in managing issues relating to ASD. The document produced also included the use of 

social stories in a list of educational interventions. Other researchers such as Howlin (2005) 

and Mesibov (2004) have highlighted and referred to them as useful interventions. However, 

in recent years and despite gaining popularity within the literature, some authors such as Fox 

(2003) and Fredrickson (2002) state that there is limited systematic evidence on the 

effectiveness of the social stories approach.  

This paper, therefore, aims to review the literature which argues the effectiveness of social 

stories to gain a better understanding of some of the evaluated research and therefore provide 

schools with a better understanding from an evidence based approach on how best to support 

children when implementing interventions.  

Interventions to support children with ASD 
 

Along with social stories many different interventions have been documented in the literature 

for supporting the development of social communication and interaction of children with 

ASD. These include educational interventions as well as parent training programmes. The 

DfES (2002) Autism Good Practice guide stated a number of educational interventions some 

of which are listed below.  

 • Applied behavioural analysis 

   (ABA)  

• Child’s Talk 

• Circle of friends 

• Daily Life Therapy 
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• Early Bird programme 

• Music therapy  

• Picture Exchange Communication 

  System (PECS) 

• Portage programme (modified) 

• Speech and language therapy 

• Social stories 

 

A review of research on educational interventions for children with Autism conducted by 

Jordan and Jones (1999) reported that although different interventions can be better suited for 

specific age groups there is no real evidence to suggest that any one intervention is better than 

another. There appears to be a consensus of findings that suggest early intensive education 

that involves parents and includes direct teaching of essential skills, with an opportunity for 

planned integration can produce significant positive changes.  

 

Rogers (2000) also conducted a review of interventions and argued that children with autism, 

while demonstrating primary deficits in social interactions, responded to a wide variety of 

interventions aimed at increasing their social engagement with both adults and peers. 

Furthermore, several of the studies she reviewed demonstrated that such engagement directly 

affects other behaviours even when these behaviours are not specifically targeted by the 

teaching program. For children with speech and language difficulties, both the frequency of 

language used and the use of novel language constructions have been demonstrated to 

increase along with improvements in their overall social engagement. Additionally, 

inappropriate behaviour has been found to decrease during periods of active social 

engagement. Thus, social engagement appears to be a pivotal response, and a skill that leads 

directly to increased attainment of other important skills without the need for direct 

programming. 

 

As suggested by authors such as Ali and Fredrickson (2006), one intervention in which 

children’s social engagement can be promoted is through the use of social stories. Other 

approaches highlighted include Circle of Friends and social skills packages. 
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As identified in the case study (section one), social stories were discussed as an intervention 

to support EH’s social engagement. As a TEP, the author felt further investigation into how 

best this intervention can be implemented was important to explore. Therefore, the next 

section discusses the social stories intervention in more detail and the how effective this 

approach can be to promote the social engagement of children who have difficulties related to 

the triad of impairments discussed in the previous section.  

 

The evidence base for Social Stories interventions   
 

Social stories were developed by Carol Gray to address the difficulties children with ASD 

have in understanding and interpreting social situations (Gray, 1994). The overall aim of the 

intervention is to provide appropriate social responses to complex situations, therefore 

promoting social understanding through individualised short stories. This is evident in 

Ozdemir’s (2008) definition of social stories which states: 

   “Social stories are short individualised stories to support pupils in new and sometimes 

confusing social experiences (p.689). 

Quirmbach, Lincoln, Feinberg-Gizzo, Ingersoll and Andrew, (2009), have reported that social 

stories support children with ASD to develop their thinking skills regarding social situations 

by allowing discussions about incidents that take place and why or who was involved along 

with discussing alternative responses to the situation. Gray (2000) states that this enables 

children to explore alternative responses and to understand their own feelings. 

Originally social stories were developed in a written format and later changed to pictures to 

make them accessible to children of varying literacy skills (Tarnai and Wolfe 2008), the Gray 

Centre in 2000 incorporated visual images alongside the written social stories. This promoted 

the use of visual materials in supporting children with ASD. Gray and White (2002) found 

that children with ASD responded positively to sensory materials used in class.  

Social stories can be written by teachers, teaching assistants or parents by applying the main 

principles which include the four basic sentences described in table 1 below.  
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Table 1: social stories instructions 

 

Type of Sentence  Description of Sentence  

Descriptive  Relate to the most important aspect of the story and guide the telling 

Directive Detail behavioural choices 

Perspective Refer to reactions, feelings and opinions of other people in the story 

Affirmative Express and shared beliefs of a given culture (school, family, 

community). 

 

Adapted from Gray (2000, pg 4) and Ali and Fredrickson (2006, pg 358) 

 

In addition to the four social stories descriptors noted above, Gray (2000) added two other 

sentence types which include: 

 

• Control sentences: These provide the individual with understanding through the use of 

analogies.  

• Co-operative sentences:  These provide identifying information of who will provide help 

and how this will be provided to the individual.  

 

(The Gray Centre 2009) 

 

Although the general view by Gray (2000) regarding social stories is that they are written to 

cater for the individual needs of the pupil, there is a range of resources for teachers and 

parents that include books consisting of ready-made social stories and digital video disks of 

appropriate behaviour which children with ASD can model. However, this is criticised as it 

goes against the notion that social stories are unique to individuals and incorporates 

individuals’ specific interests (Ali and Fredrickson, 2006). In response the Gray Centre (2009) 
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has stated on its website that these social stories are to be only used as an exemplar rather than 

a template.  

Research on the effectiveness of social stories interventions 
 

The review conducted focuses on articles published between 2000-2009. In total 18 articles 

were retrieved from a range of resources which included Psychinfo, Swetswise and 

Psycharticles. All articles obtained investigated social stories interventions when supporting 

children who have ASD. The author was able to locate additional articles and dissertation 

papers, however felt that it was important to review the published and reviewed research. The 

articles were compared for whether they focused on primary or secondary age pupils, whether 

they conducted case studies or multiple baselines, what behaviours the authors were targeting 

in the study and whether other interventions were being used alongside the social stories 

interventions and finally whether the article reported a positive effect on the targeted 

behaviours.   

 

Table 2 below summarises the available research, the methodology used and outcome of the 

study:    

 

Table 2 
 

Author  School Age Design Target behaviour Other 

Interventions 

Outcome  

Kouch and 

Mirenda (2003)  

Early years 

and primary 

age 

Case study  Aggression, tantrums, 

eating problems and 

sexualised behaviours  

Pictures and 

verbal 

prompting  

positive 

Delano and Snell 

(2006) 

Primary age Multiple case 

study  

Attention seeking and 

initiating interactions 

Token 

Economy and 

Peer training 

Positive 

and 

negative 

Hutchins and 

Prelock (2006) 

Primary  Case Study Listening skills and turn 

taking 

Comic strip 

conversations 

positive 
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Author  School Age Design Target behaviour Other 

Interventions 

Outcome  

Toplis and 

Hadwin (2006) 

Primary age Case study Routines and learning 

behavioural 

consequences 

Pictures and 

photographs  

Positive 

and 

negative 

Bernard-Ripoll 

(2007) 

Primary age Case study Recognising and 

understanding emotions 

Photographs 

and videotapes 

positive 

Crozier and 

Tincani (2007) 

Early years 

and Primary 

age  

Case study Appropriate play and 

interaction skills 

Verbal 

prompts 

positive 

Dodd, Stephen, 

Hupp, Jewell and 

Krohn (2007) 

Primary and 

secondary 

Multiple 

Case study 

Appropriate play skills Photographs  positive 

Reynourt and 

Carter (2007)   

Primary Single Case 

Study 

Decreasing tapping Verbal 

prompts 

Positive  

Schenk-Konberg 

(2007) 

Secondary Single Case 

Study 

Appropriate behaviours  Pictures and 

photographs 

Positive 

Okada, Ohtake 

and Yanagihara  

Primary age Single Case 

Study 

Reducing disruptive 

behaviour  

Picture 

symbols and 

photographs  

Positive 

and 

negative 

Ozdemir (2008) Primary age Multiple 

Case study 

design 

Disruptive behaviour Stick figures positive 

Scattone (2008) Primary age  Multiple 

Case study   

Increasing eye contact 

and non-verbal 

communication 

Video tape and 

adult 

modelling 

Positive  

Quirmbach, 

Lincoln, Feinberg, 

Ingersoll and 

Andrew (2009) 

Primary age  Multiple 

Case study 

design 

Play skills and 

decreasing disruptive 

behaviour 

Visual and 

verbal prompts 

Positive  

                                                                                           

(Ali and Fredrickson 2006 pg 361) 

 

The above table illustrates the social story intervention as overall a positive approach to 

targeting specific behaviours related to ASD. Most of the studies mentioned in the table have 
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been conducted using participants who are aged between 3-11 years old and further analysis 

of the research highlights a number of emerging themes which will be discussed in more 

detail in order to assess the effectiveness of social stories.   

 

The majority of the studies discussed in table 3 have employed single or multiple case 

designs. Researchers such as Cohen and Manion (2007) have suggested that single-case 

designs are uniquely able to provide an experimental technique for evaluating interventions. 

This adds support to the rationale for why many of the studies use this design when collecting 

the data. Others have commented that single-case designs are time and cost effective, provide 

opportunity for more longitudinal evaluations, and are directed towards a particular subject or 

group (Reynout and Carter 2006 and Cohen and Manion 2007).  

 

Ali and Fredrickson (2006) added that this approach is often commended by practitioners as it 

integrates research and practice. However, there a number of problems with the use of single-

case design which include the ambiguities introduced by trends and variations in baseline data 

and with the generality of single caser research (Cohen and Manion 2007).  

 

Through further analysis of the studies there was demonstrated to be three types of single case 

designs employed: descriptive case design, single case experiments, and case study with 

reversal design (Ali and Fredrickson, 2006). Some of the studies such as Bernad-Ripoll 

(2007) and Scattone (2008) have employed a repeated measures approach at each phase of the 

study, this could be argued as a more rigorous method of data collection and therefore offer 

high levels of validity (Quirmbach et al 2009). However, this is still criticised by researchers 

such as Dodd et al (2007) on the grounds that it can increase the likelihood of confounding 

variables such as, practice effects, fatigue. This is highlighted as a disadvantage of single case 

design by Cohen and Manion (2007).  

 

The descriptive case study focuses on narrative accounts of events. For example, the response 

to intervention or change over time. It is arguable that descriptive case study designs are 

considered as less rigorous than single experiment design due to reasons such as over reliance 

on the researcher’s interpretation of the data analysis.   
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Finally a small number of studies such as Toplis and Hadwin (2006) have employed a study 

with reversal design. This means that the effect of the intervention on behaviour is measured 

by withdrawing and then re-initiating the intervention (Ali and Fredrickson, 2006). However, 

this has been criticised on ethical grounds as its withdrawing effect can cause distress to 

children who are sensitive to changes in routine.  

 

Another popular experimental design used by studies evaluating the effectiveness of social 

stories is multiple-case designs (Delano and Snell 2006, Scattone 2008 and Quirmbach et al, 

2009). Fredrickson (2000) described this design as “more sophisticated than those used by the 

studies that focused on a single participant (p.368). The advantages of this approach include 

that each participant serves as a control for other participants, which is in contrast to children 

with ASD, as all are on different levels of the spectrum. A limited number of studies employ 

this approach because it becomes difficult to ensure all participants are exposed to the same 

experimental conditions, in this case level of exposure to the social stories intervention. This 

would impact on the results of the studies because it would be difficult to eliminate a range of 

confounding variables e.g. the effects of other interventions which are being taught alongside 

social stories.  

 

Another criticism of the multiple-case design studies includes the selection of participants and 

sample sizes. Quirmabch et al’s (2009) study used the largest sample of children (45) 

diagnosed with Autism, with others using two or three. The samples were selected by school 

staff which would mean the sample reflected the staff members own definition of disruptive 

behaviour. In reference to participant selection it should also be noted that the children in the 

above studies were selected as they had good literacy skills.  This would not be generalisable 

to all children with ASD as caution would be needed particularly for children with ASD for 

whom a language difficulty is an associating factor.  

 

The studies in table 3 have all sought to measure the effectiveness of social stories 

intervention for behaviours which are deemed as inappropriate. Positive outcomes are 

associated with the level of appropriate behaviours achieved by individual participants over a 

period of time. However, as the nature of the diagnosis, children with Autism have difficulties 

in generalising their learning. The studies can be critiqued for not addressing this in their 
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work. The measure of effectiveness is restricted to particular settings and, therefore, not able 

to show whether the effects are demonstrated in other settings such as the home environment 

(Rust and Smith, 2006, p.127).  

 

The studies can also be critiqued in other areas such as the behaviours measured. As there is 

no identified definition of inappropriate behaviour, the studies have relied on teacher 

definitions of inappropriate behaviour. Studies such as Okada et al, 2008 have demonstrated 

success through the reduction of inappropriate behaviours. However, this is not clearly 

defined in their paper and does not identify whether alternative appropriate behaviours are 

developed. Scattone, (2008) has commented that an inappropriate behaviour may be replaced 

with another. None of the studies in this paper report changes in both inappropriate and 

appropriate behaviours. 

 

The studies can be further critiqued in respect of the frequency of exposure to social stories. 

For example, Ozdemir (2008) and Quirmbach et al, (2009) used the story once every three 

days in their study. However, other studies such as Toplis and Hadwin (2006) used the social 

stories daily and Chan and O’Reilly (2008) used the intervention weekly. Therefore, it is 

difficult to evidence whether frequency of exposure impacts on the effectiveness of the 

intervention. More research needs to be completed in this area.  

 

Another area of criticism for studies which have investigated the evidence base of social 

stories includes the difficulties in generalisation and maintenance. Delano and Snell (2006) 

conducted their research in America and in their study, two participants out of a sample of 

three children were able to generalise their learnt appropriate behaviour to a classroom 

setting. These findings, although supported by a British study conducted by Crozier and 

Tincani (2006), were unique as both used visual and verbal maintenance probes which could 

have helped in embedding the skills into the classroom setting.  

 

Although the majority of the studies reviewed in this paper reported positive findings it is 

unclear whether improvements have been due to the social stories intervention alone. In many 

of the studies concurrent interventions were being carried out. For example, visual timetables, 
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adult modelling of appropriate behaviours and speech and language programs (Bernard-

Ripolli, 2007 and Ozdemir, 2008). 

 

The review of literature has identified a number of implications for future research. Firstly the 

views of users of social stories are limited. The author was unable to obtain studies which 

explored the views of parents, teachers, and children about the social stories approach. 

Ozdemir (2008) commented on the observations of children’s positive reactions on receiving 

social stories input but did not clearly document the voice of the child. In addition, the Gray 

Centre states that parents use the intervention at home, but once again no published research 

is available. 

 

Secondly, the research has targeted children with a diagnosis of ASD. Few studies have used 

children with other difficulties which are often linked to ASD such as Attention Deficit 

Hyperactivity Disorder (ADHD) and Speech and Language difficulties and Downs Syndrome 

(Okada et al, 2008 and Bucholz, 2007) have been documented. Therefore, further research of 

social stories could be developed to populations other than ASD.  

 

Further questions still remain which were not fully addressed in the literature. These include 

to what extent children who are exposed to social stories intervention have ownership over the 

social stories. Does the level of exposure impact on the effectiveness of the intervention and 

how effective are the social stories in promoting the generalisation of the skills into different 

context? One area which needs further exploration is the social stories intervention within the 

context of the home environment.  

 

More recently further questions about social story interventions have been raised by studies 

such as O’Connor (2009) who conducted a case study of a pupil with ASD who had 

difficulties in understanding the social skill of turn taking. Her results highlighted that due to 

the nature of the difficulties, social stories can be time consuming and unrealistic, as some 

children find it difficult to generalise their learning. She adds that in her case study every new 

turn taking situation would have needed a new social story. Further to this, another person 

involved in the turn taking situation may have needed to be included thus creating another 

social story. Making the process long and possibly confusing for the child. 
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Williams and Wright (2004, p. 53) suggest that weak central  coherence means that children 

with ASD have difficulty in ‘getting the gist’ and  that this applies to the child’s use of 

language as well as his/her understanding of pictures, stories, events and objects. The focus of 

attention can be around detail rather than an appreciation of the whole event. It is difficult to 

know if Social Stories as an intervention can be effective for the child with ASD when weak 

central coherence is present.  

Therefore the use of social stories needs to be tailored to the individual child, with 

professionals being aware of the wider concerns relating to the associated difficulties the child 

may have, which will include difficulties associated with the triad of impairments. All of 

which would need detailed investigation in order to tailor the social stories intervention.   
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Implications of Educational Psychology Practice 
 

As a TEP this information is very useful when consulting with schools about appropriate 

interventions for children with difficulties associated with ASD. As suggested by Williams 

and Wright (2004) knowledge of the child’s overall need will impact on how social stories are 

used. Therefore the overall effectiveness of the intervention for the individual child will be 

affected. With the time constraints often associated with such interventions other simple 

interventions which do not require a high level of Teaching Assistant time could be favoured 

by the SENCo if the appropriate intervention is not tailored to the needs of the child.  

 

The research discussed above indicates that the use of social stories can be beneficial for 

children who have ASD and that the approach can be supported either alone or in combination 

with other approaches, provided that the social story is unique to the individual and monitored 

over time with the child’s targeted behaviours. This approach has been used in schools 

therefore can be employed with caution. The role of the EP could include exploring the 

appropriateness of the intervention based on the overall needs of the child. Overall it appears 

that there are a number of interventions promoting social engagement  for children who have 

ASD, and  the role of the EP could be seen as supporting schools in identifying the most 

appropriate interventions for the individual child through problem solving, monitoring and 

reviewing interventions in place.  

 

In the case of EH social stories could be implemented using then knowledge and 

understanding of the TEP. Particularly when discussing transition to secondary school, EH 

could be supported to write a number of social stories for the many social situations that he 

could be presented with on a day to day basis.  
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Conclusion 
 

Overall, the studies discussed in this paper have measured aspects of effectiveness with 

regards to social stories. This may provide professionals such as EPs with the confidence to 

encourage schools to employ the social stories intervention with caution. The empirical 

research highlighted that there are many variables and each piece of research focuses on 

different aspects of social stories. In addition, the research available has generally reported 

positive outcomes in relation to targeted behaviours for a variety of age groups (preschool to 

primary school) and across settings. Behaviours targeted were as diverse as ‘self help skills’ 

to ‘inappropriate sexual behaviours’ (Tarnai and Wolfe 2008). 

However, it is important to note that the majority of the studies used single case design 

methodology, as well as incorporating other interventions alongside the social stories 

intervention. Therefore, the findings of the single case designs cannot be generalised in all 

settings. It could be argued with the increase in the number of single case designs in this area, 

the validity and reliability of this method could increase and warrant social stories 

intervention as an effective and evidence based intervention.   

Furthermore, there is a small body of research which highlights the importance of ensuring 

the social stories intervention is tailored to the individual needs of the child. Due to the nature 

of the difficulties associated with ASD sometimes children may find it difficult to generalise 

the social stories to other contexts, particularly if they become more complex i.e. more then 

one person in the story. This highlights the complex nature of the behaviours social stories are 

hoping to target. This in turn has meant the evidence base is largely single case study research 

and becomes less clear about whether social stories are effective at the stage of generalisation 

and are often supported by other interventions such as direct modelling of social skills.  

The author suggests further research is required to determine exactly which of the social 

stories’ factors contribute to change in targeted behaviours in children with or without ASD. 

In addition, further examination of the maintenance of these skills would be imperative, 

particularly for a clinical and non-clinical participant groups.  

In conclusion, the popularity of the social stories approach has continued to grow in schools. 

The approach has made a big impact on schools without, more recently questions arising 

about its rather limited empirical evidence and knowledge of long term effectiveness.  
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PROFESSIONAL PRACTICE REPORT THREE 
 

Multi-agency working: What this means in practice for professionals and 
outcomes for children in Local Authorities: An Educational Psychology 
Perspective 
 

 

Abstract 
 

This paper seeks to explore the government agenda and policy regarding collaboration 

between local authorities (LAs) and other agencies, such as health and community based 

professionals. There appear to be a number of different terms that describe this collaboration 

including “multi-agency”, “integrated services”, and “coordinated working” (see Table 1, p. 

2, for brief definitions). There are four sections to this paper and they are discussed briefly 

below. 

 

Within the first section, there will be an exploration of the various terminologies and how 

these impact on professionals who are taking forward the government agenda, and whether 

the legislation/policy and theory apply successfully to everyday professional roles and modes 

of working.  

 

The second section is a brief summary of psychological theories relating to multi-agency 

practice and the implications for the role of the educational psychologist (EP). 

 

Thirdly, the paper will discuss the growing body of research which evaluates the effectiveness 

of working collaboratively to support children and young people, and what the advantages 

and disadvantages are of working in this way. 

 

Finally, the paper will discuss how a local authority’s (LA’s) Children, Families and 

Education (CFE) Directorate have implemented the government agenda, and how this works 

on a day-to-day basis with regards to protocols, referrals, professional roles and 

responsibilities. Furthermore, this paper will follow an individual case study through the 
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(CFE) multi-agency framework known as the Partnership Based Review (PBR); a monthly 

meeting of multi-agency professionals where individual cases are discussed and resources are 

allocated.  

 

The author will conclude by identifying whether this process has achieved the positive 

outcomes intended by the government’s Every Child Matters agenda (2003), and by the CFE 

professionals, regarding delivering the appropriate services to support vulnerable children and 

their families. 
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Terminology and defining working practices 
 

Throughout the policy and legislation analysis within this paper, there appear to be numerous 

terms to describe “joined up working” or “collaboration.” Particularly within current policy 

and practices, there appear to be many terms that describe the joining up of services and 

professional collaboration to promote positive outcomes for children and families. For 

example, Soan (2006) talked about policy documents such as the ‘Every Child Matters: 

Change for Children’ (DfES, 2004a), where the terms ‘multi-agency’, ‘lead professional’, 

‘multi-disciplinary’, ‘integrated services’ and ‘inter-agency’ are all used within 3 pages of the 

document, with all appearing to be used interchangeably.  

 

Lasker, Weiss and Miller (2001) used the term ‘partnership’ to include collaboration which 

brings people and organisations together in order to improve health and wellbeing for children 

and families. Hallam, Castle and Rogers (2004) described it as aiming to maximise the 

benefits of cooperation by working with others.  

There are some questions raised regarding the various terms in use. For example, it could be 

confusing for parents and professionals who are not familiar with these terms to know 

whether each term means the same thing or whether it is something different. The language 

used can mean different things to different professionals, parents and children and is open to 

many different interpretations. Therefore, different services see multi-agency working 

differently, creating inconsistencies in service models across the country and even within one 

local authority.  

 

Bearing this in mind, the government still appears to use ‘multi-agency working’ as their 

main term for partnership working (defined in Table 1 below). This terminology suggests that 

there could be a danger of professionals and authorities focusing entirely on working together, 

which could take away from the reason for joint working in the first instance, which is to 

ensure that the delivery of public services is meeting the needs of the public and not the needs 

of the public service providers (Hughes, 2006).  
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Hughes (2006) pointed out that before we are able to see if multi-agency working is able to 

provide a solution to the identified problems, it is important to understand what constitutes 

multi-agency working.  

 

Townsley and Watson (2004) stated that one of the most pragmatic definitions of multi-

agency or partnership working was given by Leeds Health Action Zone (2002) which 

described ‘a partnership as two or more people or organisations working together towards a 

common aim’. 

Bearing in mind the issues with terminology, the author of this paper has identified a few key 

definitions based on a number of definitions provided by researchers in this field. These 

include:  

Table 1 
 

Terminology Definition 

Multi-Agency Team 

(MAT) 

A defined structure or model which sets out how multi-agency 

working would work, a degree of resources sharing including staff 

time, and/or money to provide services and a multi-agency 

steering or management group (Watson, Abbott & Townsley, 

2006). 

Integrated Services Services are synthesised and coordinated and offer a more holistic 

approach where the focus of service delivery is the child and 

family. Funding is multi-agency and professionals operate as a 

team (Townsley & Watson, 2004) 

Coordinated Working This implies some coordination of service provision and occurs 

when individual professionals from different agencies assess 

separately but meet together to discuss their findings and set goals 

(Townsley & Watson, 2004).   
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Legislation and policy regarding multi-agency working 
 

The multi-agency working agenda is a key feature of the current government’s approach to 

social policy and the modernisation of public services (Watson, 2006). The need for 

collaborative working practices is an important theme that runs through many legislative 

papers from education, health and social services over the last decade: for example, in several 

White Papers including the Department of Health 1997, 2001 and Cabinet Office (1999, cited 

in Watson 2006).  

 

Multi-agency working became a policy imperative when the Labour government promoted 

the idea of ‘partnerships’ as an alternative ethos to the internal market and competition in 

services (Alexander & Macdonald 2001). Current legislation requires professionals to find 

ways to move across the boundaries between health, education and social care. 

 

However, this drive for joint working is not a recent government movement, as it may often 

be perceived, but instead has been highlighted by research in earlier documents too. For 

example, in 1998 Payne put forward an argument for multi-agency working within local 

authorities: 

 

‘The case for treating social problems in a holistic fashion is overwhelming. People know, in 

simple every day fashion, that crime, poverty, low achievement at school, bad housing and so 

on are connected’ (p. 12). 

 

Prior to the inclusion debate, Bronfenbrenner (1970) commented that he felt it was vital for a 

national approach to joined-up collaborative working. He stated that: 

‘It is a sobering fact that, neither in our communities nor in the nation as a whole, is there a 

single agency that is charged with the responsibility of assessing or improving the situation of 

the child in his total environment. As it stands, the needs of children are parcelled out among 

a hopeless confusion of agencies, no one is concerned with the total pattern of life in the 

community’ (p. 163). 
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Six years on from Bronfenbrenner’s (1970) comments, The Court Report (DHSS, 1976) 

emphasised the importance of practitioners working with parents, and of them seeking 

guidance and support from other professionals if it was in the interest of the child. This was 

subsequently reinforced by the Warnock Report (DES, 1978) which stated that inter-

professional working should support children with special educational needs (SEN), including 

children with social, emotional and behavioural difficulties (SEBD), by identifying, 

monitoring and reviewing interventions collaboratively. 

Following on from this, the Children Act (1989) took the need for collaborative practice a 

step further by making it a local as well as a national issue through the introduction of 

collaborative policies led by the Department of Health. Leading on from this, raising the 

profile of collaborative practices for the wellbeing of children, The 1996 Education Act 

(HMSO, 1996) started requiring schools and social services, local authorities and health 

agencies to share information. Subsequent government policies such as the SEN Code of 

Practice (DfE, 1994; DfES, 2001) and the National Curriculum Inclusion Statement (QCA, 

1999) continue to enforce the government’s desire for joint working amongst professionals.   

However, research conducted on multi-agency collaboration in the 1990s, such as that by 

Pearce and Hillman (1998), and Dyson and Milward (1997), suggested that agencies and 

professionals were unsuccessful in implementing these policies. Furthermore, it was 

highlighted by Stead, Lloyd and Kendrick (2004) that research into collaboration lacked 

durability and many examples of it did not work out in policy or in practice (p. 42). They 

argued that the lack of funding, lack of clear policy and structure means that these above 

named issues such as fragmented services and lack of clarity will continue to arise from front 

line staff. 

Moreover, recent research, such as that by Pettit (2003), Hallam et al. (2004), and Sloper 

(2004), has suggested that the research findings above can be viewed as “teething problems”. 

These more recent studies found that there are some common positive outcomes for children, 

families and schools. These include improved behaviour, enhanced relationships with service 

providers, parents and other adults, improved access to education and enhanced emotional and 

social wellbeing, especially relating to confidence and self-esteem (Soan, 2006). 
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When looking closely at these studies it can be noted that they appear to have focused on the 

professional views of positive outcomes. Overall there appears to be a lack of robust research 

which focuses on any one model of multi-agency working. There also appears to be many 

models and practices that come under the umbrella of multi-agency practice. Therefore, it is 

difficult to identify which model or aspects of professionals working together is the most 

effective for gaining positive outcomes for children and young people. Much of this research 

can be viewed as misleading, particularly as the authors do not give any clear definition of 

what multi-agency working is like. 

 

Nevertheless, recent changes in government policy, and attention on public services by the 

media, due to serious child protection flaws and gaps in professionals’ sharing of information, 

have prompted the need to lift multi-agency working once again to the top of the agenda for 

local authorities (Watson, 2006). This is largely based on The Laming Report (HMSO, 2003), 

an official inquiry into child protection services provoked by the death of Victoria Climbie. 

The outcomes of The Laming Report prompted the government to drive policy and legislation 

regarding vulnerable children into the forefront of public service policy and agendas. 

 

This agenda was largely directed through the publication of the Green Paper Every Child 

Matters (Department for Education and Skills, 2003) which proposed major changes to 

health, education, and social services with a focus on improving and safeguarding the 

wellbeing of “vulnerable children” and their families. The policy outlined steps for whole 

system reform for all children services in the forthcoming years. Five outcomes for children 

and young people were derived through consultation with them. These included: Enjoy and 

Achieve, Be Healthy, Stay Safe, Make a Positive Contribution and Achieve Economic 

Wellbeing.  

Within the publication of the Green Paper Every Child Matters (DfES, 2003) there was also a 

clear theme arising for multi-agency working and it acknowledged that this would be a 

challenging time for professionals. The common core framework to Every Child Matters 

(2003) suggests that ‘skills’ of assertiveness, communication and teamwork are important 

along with ‘knowledge’ of the role and remit, policies, procedures and working methods. The 

government saw developing more integrated services to improve outcomes for children and 

young people as a key strategic challenge, suggesting that fragmentation and ‘working in 
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silos’ can result in uncoordinated and less effective support for families, as identified by the 

findings of the Lord Laming Report.  

The Every Child Matters agenda (2003) made it clear that the safeguarding of all children was 

not the responsibility of any one agency, but the responsibility of many professional agencies 

working together with a common goal/outcome (to support the ECM agenda, 2003). Although 

this was disseminated to all public service agencies, local authorities (LAs) appear to be 

taking this forward in a piecemeal fashion. However, there appears to be no one model  

that all local authorities are following. An example of a model is discussed later in the paper.  
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Psychological perspectives of multi-agency working 
 

There is some research which looks into the psychological perspectives of multi-agency 

practice. One contribution discussed in the literature is the work on socio-cultural perspective 

and activity theory (Leadbetter, 2006). Wertsch et al. (1995, p. 3, cited in Leadbetter, 2005) 

stressed that there are many approaches to socio-cultural work, and attempted to summarise 

its key principles by stating:  

 

‘The goal of a socio-cultural approach is to explicate the relationships between human 

mental functioning, on the one hand, and the cultural, institutional, and historical situations 

in which this functioning occurs, on the other’ (Leadbetter, 2005, p. 2). 

 

Activity theory, which is a social-cultural perspective, sets out to understand human activity. 

Authors such as Leadbetter (2006, 2005) have argued its use in the work of educational 

psychologists and in understanding complex systems at the macro and micro level.  

Essentially, activity theory theorists argue that most human behaviour should be considered as 

purposive and their actions culturally meaningful rather then reactive or adaptive responses to 

environmental and behavioural stimuli (Kozulin, 1998, cited in Leadbetter, 2005), suggesting 

that systems do not just exist on the basis of changes in their environment but have a purpose 

and meaning beyond this linked to culturally specific experiences past and present. Kozulin 

(1998) claimed that: 

’Activity then takes the place of hyphen in the formula S-R (stimulus-response), turning it into 

the formula subject-activity-object, where both subject and object are historically and socially 

specific’ (1998, p. 13, cited in Leadbetter, 2005, p. 21).  

 

A lot of the work discussed in the literature on activity theory links to the work of Engeström 

(1987), citied in the work of Leadbetter (2005) and Daniels (2005). Engeström described the 

development of activity theory as falling into three generations: 

 

• The first element comprises of a triangle linking the subject and the object through a 

range of meditational means. 
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• The second element of activity theory emphasises the importance of the study of 

artefacts and mediation. 

• The third element is where Engeström expanded the triangular conception of an 

activity system to include a much wider ‘macro-level’ analysis that focuses on the 

collective and communal factors. This is where he introduced the notions of ‘rules’, 

‘community’ and ‘division of labour’. 

 

Engeström (1987, cited in Leadbetter, 2005) emphasised the importance of the interaction 

between the various elements within this expanded activity system, and also the importance of 

the constant changing of the subjects and objects. For a more detailed description of the 

origins and details of activity theory, see the work by Daniels (2005) (for a full diagram of an 

activity system, see Appendix 1). 

 

Leadbetter (2005) suggested that activity theory provides psychologists and researchers with 

an opportunity to analyse human behaviour, through understanding individual interactions 

within wider systems. It particularly links to the work of educational psychologists as they 

move away from individual child focused models of working to wider systems of 

communities, institutions and organisations, such as LAs.  

 

Leadbetter (2005, 2006) demonstrated in her research a number of ways in which activity 

theory can explain the work of EPs. These include a consultation with a school teacher, a peer 

tutoring project and the roles and functions of professionals with a MAT (for a full summary 

of activity theory in EP practice see Leadbetter, 2005).  

 

  



Page 136 of 377 
 

Role of EPs and implications for future practice 
 

Like the debate on the effectiveness of MATs and the links with outcomes for vulnerable 

children, there is also a growing debate about how best educational psychologists can use 

their skills in consultation, understanding of organisations, and systemic thinking to promote 

positive outcomes through MATs. 

 

Turner and Stringer (2004) feared that the emphasis on ensuring swift and coordinated 

responses to referrals may make it difficult, for educational psychologists in particular, to 

invest time, energy and expertise in more preventative approaches. They see the emphasis on 

individual referrals as leading to a potential ‘gate-keeping’ and access role to professionals in 

Children’s Services based on ‘eligibility criteria’. This in turn could lead to over-

bureaucratisation in comparison to the consultation approach to service delivery that many 

educational psychology services have developed. They also suggested that if psychologists 

get their contribution to professional teams right, through good management and supervision, 

psychologists could become rich, diverse and complementary members of teams (Hymans, 

2006).  

 

Leadbetter (2006) discussed how many EP services are committed to and enthusiastic about 

consultation and argued that the challenge is to consider how its use can be transferred as 

working practices change. There are a number of issues that arise and that need addressing by 

services as they transform if they are to develop their skills rather than bury them.  

 

Squires, Farrell, Woods, Lewis, Rooney and O’Connor (2006) reviewed the contribution EPs 

made to the Every Child Matters agenda and within this found that out of the 95 cases 

surveyed, only in five was the EP the sole agency involved, suggesting that the role of the EP 

involves liaising with many different professionals. In their survey, when asked if the EP 

liaised with other professionals, the list was extensive. However, when looking in more detail 

at the data, SENCos and others – i.e. other school professionals - were the most commonly 

cited professionals EPs liaised with; nearly twice the number of times as other professionals, 

suggesting that the EPs’ role is still predominantly linked to school professionals. However, 

youth offending teams (YOTs) and social workers were cited 14 times, suggesting practices 
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are moving (no previous figures are offered in the paper, therefore a comparison cannot be 

made) towards working with professionals who work directly in the community.  

 

Overall it appears that the role of EPs within MATs is diverse and still evolving. They are 

placed in a unique position as their skills of critical reflection and understanding of 

psychology, and in particular group dynamics, allow them to continually identify the purposes 

and usefulness of multi-agency working. As stated by authors such as Farrell et al. (2006), 

facilitating multi-agency working appears to be essential in the EPs’ remit for the future.  
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Research into multi-agency working  
 

The need for multi-agency working between health, education, and social services has been 

highlighted by numerous studies, e.g. Biehal, Clayden, Stein and Wade (1995), and Webb and 

Vulliamy (2001). However, research such as that by Watson et al. (2002, 2006) continually 

points to a lack of coordinated multi-agency working, the scarcity of key workers in services 

(especially social services), and the fact that services for children remain fragmented.  

  

A wide variety of structures, approaches, and rationales have been adopted across the country, 

attempting to implement the policy directives and move towards integrated services 

(Atkinson, Doherty & Kinder, 2005). Most local authority approaches include trying to ensure 

that the services are coordinated at the point of delivery to children and families through 

establishing co-located multi-agency teams (Watson, 2005). 

 

Studies such as that of Atkinson et al. (2005) have been conducted, which look into a number 

of teams that have been established with professionals from different agencies including 

health, education and social services. They collected data from a sample of 30 multi-agency 

initiatives which were chosen to reflect the range of target group focuses and different agency 

involvement, as well as different contexts. They put forward five models based on their 

research which included: 
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Table 2: Models of multi-agency working 
 

Model Purpose 

The decision making group To provide a forum whereby professionals from different 

agencies could meet to discuss issues and to make decisions. 

Consultation and Training For the professionals from one agency to enhance the 

expertise of another by providing consultation and/or training 

them. 

Centre-based delivery To gather a range of expertise together in one place in order 

to deliver a more coordinated and comprehensive service.  

Coordinated delivery To draw together a number of agencies involved in the 

delivery of services so that more coordinated and cohesive 

responses to need could be adopted. 

Operational team delivery For professionals from different agencies to work together on 

a day-to-day basis and to form a cohesive multi-agency team 

that delivered services directly to clients. 

 

In their research, decision making and coordinated delivery were the most frequent types of 

multi-agency activity encountered within the sample, whilst operational team delivery was the 

least frequent. These models suggest a variation in initiatives and practice that are operating 

under the name “multi-agency”.  

Atkinson et al. (2005) suggested there might be value in further refining how these are 

described in order to ensure a better understanding of multi-agency processes and how these 

relate to successful outcomes. 

However, questions still remain, which include how the teams operate on a day-to-day basis 

and how the structure and organisational changes for all professionals are implemented. This 

has implications for the research in this field and its generalisability as there is still no clear 
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model of MATs and it is not clearly defined in regards to resources, the sharing of expertise 

and managerial structure. 

 

Watson (2006) conducted a study of 52 professionals working in a multi-agency setting and 

identified important factors in multi-agency team development and concluded a number of 

themes important for facilitating multi-agency working. These include: 

 

-­‐ Shared vision 

-­‐ Realistic aims and objectives 

-­‐ Co-located teams would benefit from external agency support by way of professional time, 

resources, expertise and training, etc. 

 

Once again, due to the study’s single case study design the findings are limited as they cannot be 

interpreted for wider LA generalisation.  

 

Research, such as that by Hallam et al. (2004) and Sloper (2004), has highlighted similar 

findings and states that many multi-agency teams (MATs) that have been newly established 

can experience teething problems. As identified by Watson (2005), the nature of MATs 

themselves is taking professionals away from their current roles and responsibilities and, to a 

certain extent, redefining them within a multi-agency context. This in itself brings out issues 

of professional identity and general issues of location and management. 

 

The advantages and disadvantages of collaborative practices 
 

This section of the paper focuses on research findings and how they have identified strengths 

and weaknesses associated with multi-agency working. Wistow and Harday (1991) 

documented the difficulties arising from professional collaboration. They identified five 

significant obstacles to inter-agency working. For example:  

 

• Structural - lack of co-terminology 

• Procedural 

• Financial 
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• Profession 

• Status and legitimacy - threats to autonomy 

 

Wistow and Hardy (1991) concluded that individual referrals could lead to the potential gate 

keeping of services and the role of professionals in children’s services could be based on 

eligibility criteria rather than a consultation approach to service delivery. 

Although the above source is dated, researchers such as Watson (2006) would argue that some 

of these obstacles still remain. Some similarities regarding roles and responsibility, financial 

implications and lack of co-terminology still remain (as highlighted in the study by Atkinson, 

Wilkin, Stott, Doherty and Kinder (2002) below). However, Watson (2006) stated that recent 

government legislation, such as the Every Child Matters agenda (2003), may create further 

obstacles relating to information sharing and role overlap.  

A detailed study by Atkinson, Wilkin, Stott, Doherty and Kinder (2002) on multi-agency 

practices, where 139 professionals were interviewed, highlighted challenges to collaborative 

working, and included information gathering and sharing, staff training and geographical 

issues as the key issues associated with successful collaboration. This study raised a number 

of methodology questions; for example, have the results measured successful collaboration 

through the eyes of professionals or through achieving positive outcomes for children and 

young people? This isn't clear from the study, and it is also limited to discussing 

professionals’ views regarding collaboration. Further information from the point of view of 

services users about the effectiveness of collaborative teams would need to be explored in 

order to understand the true effects of this mode of working.   

Sloper (2004) detailed factors facilitating multi-agency teams (MATs) and acknowledged 

difficulties at the organisational level. These included concerns regarding planning, 

implementation and management style. They then identified ways in which multi-agency 

practice can be promoted. These include: 

• Clear and realistic aims and objectives that are easily understood and accepted by all 

• Clearly defined roles and responsibilities with clear lines of accountability 

• Commitment of both senior and frontline staff 
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• Strong leadership and a multi-agency steering or management group 

• Ensuring good systems of communication and information sharing at all levels 

• Agreed timetable and incremental approach to change 

(Sloper, 2004) 

Sloper (2004) suggested that the implementation and ongoing management of MATs requires 

shared and adequate resources, the recruitment of staff with the right experience and 

knowledge, joint training and team building, appropriate support and supervision for staff and 

monitoring and the evaluation of service policies and procedures.  

These findings add weight to much of the literature that is available on MATs, such as the 

work by Hughes (2006), Watson (2006), and Atkinson et al. (2002). Sloper’s (2004) findings 

are not surprising as once again clear roles and responsibility, effective information sharing 

and communication, and the need for structure at the organisational level appear to be key 

aspects to enabling MATs. From the author’s own experiences of working within a MAT, a 

key observation noted included at times the lack of clarity from the management team and the 

organisations’ unclear protocols. This resulted in unclear roles and responsibilities for many 

of the professionals within the team. 

Frost (2004) carried out a research project funded by the Economic and Social Research 

Council (ESRC) on MATs. He researched five diverse and well established MATs. He used 

an ethnographic approach to data collection which included observations and semi-structured 

interviews to identify and conceptualise good practice in MATs. The findings included 

structures and systems, professionals’ own beliefs and ideologies, professional knowledge, 

inter-professional team building and individual recognition. However, this paper can be 

critiqued on the methodology, as conducting participant observations can impact on the 

results obtained. Despite the methodology concerns, the findings reflect much of the work 

that has already been documented. Therefore, it highlights some clear themes emerging from 

the research regarding what a successful MAT should consist of; for example, organisational 

structure, shared goals, and clear roles for professionals. 

Hymans (2008) also highlighted how professional identity can act as a barrier to multi-agency 

working. He elicited core constructs of all team members of a multi-agency team around their 
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own perceptions regarding their professional role in the team and also how they thought 

others in the team perceived them. Using Personal Construct Psychology, Hymans (2008) 

then asked professionals to categorise these into bi-polar constructs. The results highlighted 

four super-ordinate bi-polar constructs which were placed in the following themes: 

 

Structural: relating to uncertainty about the purpose and role within the team, and the 

opposite construct being everyone knowing everyone’s role and how this fits together. 

Ideological: Working towards a common goal versus working to a different agenda. 

Procedural: Using intervention-based approaches versus using assessment-based approaches. 

Inter-professional: Preventative work versus being engaged in crisis management.  

 

(Hymans, 2008) 

 

This study provides a useful approach to eliciting professional views on professional identity 

to support multi-agency professionals in establishing and promoting a common language and 

a shared vision. However, as the study is based on a single multi-agency professional team the 

findings are not generalisable to other MATs.  

 

Within the research on MATs, there is also a large body of research that discusses the 

difficulties of working collaboratively. Axford, Little and Morpeth (2003) referred to a strong 

thread of evidence which points to the problematic nature of inter-professional collaboration 

and the use of different terms, most of which imply working together as a harmonious activity 

with a focus on consensus.  

Visser (2003) noted that while many documents emphasise the need for change in 

professional roles in order to provide effective coordinated input for children and families, 

even where support is good, it appears to be down to a few key people at local levels. 

Professionals, who have been through a number of organisational changes, may be less 

forthcoming about changes to job roles; therefore causing barriers to effective working.  

Dunsmuir, Clifford and Took (2006) conducted a study which investigated the perspectives of 

EPs and speech and language therapists (SPLTs) on collaborative practices across two 

services. This study was prompted by national statistics regarding the level of speech and 
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language need by many children at early ages and the important role speech and language 

assessments play in provision for children who have special educational needs (SENs), 

particularly children who are also being assessed by an EP.  

 

The themes identified through this study included barriers to collaboration such as a lack of 

understanding of roles and different perceptions about professionals; for example, differing 

views on the use of cognitive assessments, particularly their use with children who have 

language difficulties. Also highlighted were issues around sharing of information, and 

differences in professional thinking, which were highlighted in similar findings, such as those 

by Dessent (1996). 

 

These issues relate similarly to other professional groups and studies which discuss barriers to 

multi-agency working. Dunsmuir et al. (2006) suggested inter agency training, better methods 

of communication, and enhancing the knowledge of school systems for non-educational 

professionals, such as speech and language therapists (SPLTs), as ways forward.  

 

Axford, Little and Morpeth (2003) note that inter-agency analysis shows that at the point of 

service delivery few children benefit from inter-agency cooperation, with one agency usually 

carrying all the responsibility. This statement is open to a number of criticisms as many public 

services are still developing practices to meet the government’s policies. Much of the 

literature focuses on LA children’s services departments. Health services and voluntary 

agencies are not equally represented in the data and, therefore, it can be hard to comment on 

these services. However, based on the available research, such as that by Axford et al. (2003), 

there are many circumstances (such as a SEN concern) when a single agency does appear to 

be the key driver in delivering services. This could be largely due to professionals’ 

understanding of the role of the ‘lead professional’ (discussed below).  

The government policies in developing more effective protocols for supporting and 

safeguarding vulnerable children call for LAs to support the implementation of ‘Team around 

the Child’ (TAC) meetings within which a ‘lead professional’ is allocated to coordinate them.  

The role of the lead professional involves: 
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• Acting as a single point of contact that the child or young person and their family can 

trust, and who is able to support them to make choices and help them navigate their 

way through the system 

• Ensures that the interventions are appropriate to the families needs and that they are 

regularly reviewed 

• Reduces overlap and inconsistency between professionals 

(ECM, 2003) 

Due to the nature of the children and families who may require this type of support, many 

lead professionals may be educational service professionals. Due to shortages within social 

care, often the social worker is not able to take on this role. Educational psychologists are 

often highlighted within documents as professionals who can take on this role. From the 

author’s own experiences it appears to be varied as to who takes on the role of the lead 

professional.  

Warren House Group (2004, p. 8) criticised the ECM agenda (2003) and argued that reforms 

such as this are in danger of perpetuating the assumption that modifying the structure of 

services will result in a change of culture, and that this cause and effect relationship is not 

supported by much evidence. This statement is not necessarily supported by the research 

highlighted above, such as that by Atkinson et al. (2002) and Watson (2006), as they found 

that shared goals and visions were crucial to successful practices, which the ECM agenda 

(2003) does provide for professionals who are working together.  

So far this paper has focused predominately on research, legislation and polices which 

highlight the need for better joined-up professional working, which aims to help promote 

better outcomes for children and their families. Elements identified as important to successful 

MATs, and some of the barriers to achieving these, are also outlined.    

However, there are still a number of key issues remaining. These include outcomes for 

children and young people. There is still no clear evidence base which identifies that better 

outcomes have been achieved for children and their families, which should result from MATs.  
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Although the clear driver for MATs appears to be the evidence provided by serious case 

reviews, for example Axford and Bulloch (2005) noted that the common practice 

shortcomings include the inadequate sharing of information and a lack of inter-agency 

working, 30% of the children subjected to serious case reviews annually in England (2004-

2005) were virtually unknown as children in need. It is still unclear whether this situation is 

any different at the moment. 

Soan (2006) discussed the effect that the recent policy and legislation has had on services for 

children and young people experiencing social, emotional and behavioural difficulties 

(SEBD), particularly ‘Looked After Children’ (LAC). After an analysis of two case studies of 

LAC children’s experiences of the education system, Soan (2006) concluded that in some 

LAs decisions are now made using many, if not all, of the good practice guidance relating to 

collaborative working for many children.  

Soan (2006) suggested that an investment in time, professionals’ expertise, funding, and a 

common purpose/goal will help to promote positive outcomes for children and young people 

through a multi-agency approach. However, further research into the views of children and 

their experiences of MATs and how this affects the outcomes for their lives is still scarce. 

One such paper that did look into the views of children was the work of Watson et al. (2006). 

They conducted a three year research study into multi-agency services for children with 

complex health needs; the authors involved the children in a variety of different ways and 

endeavoured to discover what impact, if any, multi-agency working made to their lives.  

The paper was about engaging children with complex health needs in research and they 

defined multi-agency practice as services with key components of multi-agency working, 

such as: 

• A defined structure or model which sets out how multi-agency working would work 

• A degree of resources sharing including staff time and/or money to provide services  

• A multi-agency steering or management group  

Further analysis of the data suggests that the authors sought children’s views on relationships 

with professionals, and they found after interviewing 18 children with a variety of needs that 
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children did value professional input. Overall the children did not find seeing many different 

professionals a difficulty, but found professionals not being able to get to know the children 

difficult; many did not have much contact with their key worker. Until services are adequately 

funded to allow time to build relationships, or have contact, it is hard for children to feel 

heard. Although this study provides useful information on the views of children and young 

people, it does not directly look at the impact of a MAT. It does offer views on service users 

and their relationships with different professionals. However, it does not offer any research on 

the coordinated professional team. Much of the data is linked to views about individual 

professionals.  
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Partnership Based Review (PBR) Evaluation  
 

Background information to the analysis of the South West Locailty PBR 
 

Background 
 

This section of the paper focuses on the author’s evaluation of the local arrangements based 

on the government agenda to create more joined-up services and more effective collaboration 

between professionals to benefit the future outcomes for children and young people. This 

evaluation is based on the ***** Children, Families and Education Directorate’s roll-out of 

“partnerships”, which refers to locations around *****. For example, the author’s 

“partnership” was ***** ****. Within the ***** LA, professionals and services are located 

in these smaller locality based “partnerships”, and the ****** West team covers a patch of 32 

schools. Within each partnership agencies include Educational Psychology, Specialist 

Teaching Services, Family Action, Tier 2 Child and Adolescent Mental Health Services 

(CAMHS), some voluntary agencies such as Adolescent Resource Centres (ARCs), and a link 

social worker (a new post created to link the partnership team to social services).  

The partnership manager’s professional background is social care and is responsible for 

developing and promoting the policy initiatives within the Local Authority partnership, linked 

to guidance set out in documents such as the Green Paper (DfES, 2003). These policies and 

agenda link to the government policies of creating a Single Point of Access (ECM, 2004a) 

and a co-ordinated and multi-agency response to the needs of children and families.  

Within Dartford West the partnership began to implement these policies by developing the 

Partnership Based Review (PBR). This is a monthly multi-agency meeting where 

professionals, parents or schools can refer a child about whom they are concerned in regards 

to their education, emotional well being or care. The PBR has a referral form and guidance to 

support referrers on the process about when and how to refer a child. 

Training and support was offered to schools and professionals regarding this process, and 

within ******* West this was the only process of referring children and families to access 
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specialist support, thereby creating a single point of access. The hope was to promote better 

coordinated services so that children who came through the PBR system would have a link 

professional who could signpost the child and family to appropriate services and monitor the 

outcomes for the child and family; therefore, potentially creating a more preventative service 

where children were monitored and not lost in the system, as had previously been the case.  

After a year of the PBR being implemented, the Trainee Educational Psychologist (author of 

this paper) was commissioned, in collaboration with the ****** West Senior Educational 

Psychologist, to undertake an evaluation of the PBR process.  

The evaluation aims included: 

 I) To identify the views of schools that use the PBR service 

2) To gain a wider perspective from professionals who are involved in the PBR on how 

they have found the process of working collaboratively with other professionals 

3) A case study of a child with social, emotional, and behavioural difficulties (SEBD) who 

had been through the PBR process  

 

Method 
 

Questionnaires were used as the method of quantitative and qualitative data collection. There 

are a number of advantages and disadvantages to collecting data in this way, which include: 

 

• They reach a large geographical area 

• People are more used to completing paper-and-pencil surveys 

• Can take the survey with you and complete it anywhere and anytime 

• Can work well for sensitive issues 

 

The disadvantages include: 

 

• No clarification available during completion 

• Need a motivated population to return the survey (people have too much to do) 
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• Respondents must be able to read, see and write 

 

(Cohen & Manion, 2007)  

 

Due to the large number of schools the evaluation wanted to target - 32 schools are in the 

partnership - individual interviews were not feasible within the timescales of the evaluation. 

Therefore, the decision was made to use a questionnaire. Semi-structured interviews were 

conducted to support the questionnaire data, but this was with three schools who had 

answered ambiguously on a number of questions. This approach was used as it provided 

further elaboration by participants about the particular comments made within the 

questionnaire. 

A questionnaire designed by the Senior Educational Psychologist (appendix 2) was sent to all 

27 schools within the ***** West Cluster. The focus of the questionnaire was the process of 

the Partnership Based Review (PBR). Questionnaires were sent out with a request for 

completion within a four week time scale; two follow up phone call reminders were made 

thereafter. In total, 13 schools responded to the questionnaire, with 12 completing the 

questionnaire completely and 1 school part-completing.  

Once questionnaires were returned, the Trainee Educational Psychologist (TEP) contacted 

schools which had not responded to the survey by telephone. Out of the 8 schools contacted 

by the TEP, 3 responded. These schools participated in a semi-structured interview by phone 

regarding the PBR process. 

Semi-structured interviews were used as a method of data collection as the researchers wanted 

to gain a richer and deeper perspective from PBR users about their experiences, which was 

not necessarily available from the questionnaires. It also provided the researchers with the 

opportunity to gain more detail on some of the questions answered by the participants in the 

questionnaire. However, the researchers were also aware that semi-structured interviews can 

often create a bias towards the researcher; participants may have not been entirely honest in 

their views about the PBR process as the person interviewing them was linked to the PBR. 

Questions 1 to 7 of the questionnaire consisted of a series of positive statements about the 

PBR process, about which respondents were asked if they strongly disagreed, disagreed, 
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agreed or strongly agreed. In addition, each questionnaire included two open questions about 

the strengths and weaknesses of the PBR process. This was supplemented with data obtained 

from three semi-structured interviews with SENCOs in the Dartford West schools.   

Results 
 

Quantitative analysis of questionnaire data 
 

13 out of 27 schools responded to the questionnaire (3 secondary and 10 primary schools). An 

analysis of the statements which elicited a positive response (‘agree’ or ‘strongly agree’) and 

those which elicited a negative response (‘disagree’ or ‘strongly disagree’) suggested that 

overall respondents were positive about the PBR process. 80% of the questions were 

answered positively (this is represented in Figure 1 below). 

 

Figure 1: Overall responses to questionnaires 
 

The pie chart below highlights that most schools responded positively to the PBR process.  

 

  

 

 

 

 

Responses to each question are highlighted below:  

 

  

	
  
Questionnaire Overall

Strongly Disagree 
Disagree 
Agree 
Strongly Agree
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Figure 2:  
 

 

 

Figure 3:  
 

 

All respondents felt that the PBR team listened to their views and responded positively to 

their concerns. 10 respondents agreed with this statement and 3 strongly agreed.   
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Figure 4: 
 

 

 

Figure 5:  
 

 

All respondents felt that the PBR consultation provided them with a way forward and 

practical strategies, ideas, and actions that they could implement as soon as possible. 
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Figure 6: 
 

 

This result highlights that all 13 respondents felt that the advice offered by the PBR team was 

realistic and appropriate for the schools to implement.     

 

Figure 7:  
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Although the majority of respondents felt that the contributions offered in the PBR meeting 

helped change perceptions regarding the issues, two schools felt that this had not been the 

case. 

 

 Figure 8: 
 

 

 

Overall it seems from the results that Question 6 (regarding a positive change in perceptions) 

and 7 (receiving a useful, written record of a meeting) elicited the most ambivalent responses. 

 

Qualitative analysis of questionnaire and interview data 
 

A thematic analysis was carried out to analyse the 3 semi-structured interviews and questions 

8 and 9 from the initial questionnaire.  

Braun and Clark (2006) suggested that thematic analysis is widely used informally in the 

world of psychology research, but they also suggested that there is no clear agreement about 

what thematic analysis is and how you go about doing it. This approach of data analysis was 

chosen by the researchers because of its flexible and time efficient approach. 
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The following themes emerged from this analysis.  

 

  

Theme Total 

A lead professional who can liaise more 

regularly with the school 

 

1 

More support for children with MLD 

 

1 

More collegiality between professionals 

within PBR 

1 

More time for complex cases 1 

Shorter timeframes between times of referral 

to actual meetings 

9 

The level of paperwork to be reduced 1 

Recognition of good practices for schools 

that have already identified and supported 

children with difficulties 

1 

Guidance and procedures to become 

available on cluster web 

1 



Page 157 of 377 
 

Table 3:  
 

Question 8:  Thinking about your experience of the PBR Team last academic year, what 

has worked particularly well? 

 

Question 9: From your experience of the services received, please identify areas for 

further improvement in actual service delivery. 

 

Table 4:  
 

Theme Total 

Accessibility to the PBR team 5 

Opportunities to hear different professional 

views 

5 

Advice is valuable and “ways forward” 

discussions are particularly useful 

 

5 

Having support from appropriate 

professionals is empowering and positive 

11 

Opportunities to get to know the different 

professionals and their roles  

4 

Positive outcomes for children and parents  3 

The Rapid Response service was a positive 

experience  

2 
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Overall the feedback received from the semi-structured interviews and analysis of Questions 8 

and 9 of the questionnaire suggested that respondents felt very positively about the PBR 

process, finding the multi-agency approach particularly useful and the support offered by 

MBASS, STS and the EPS appropriate and empowering for schools, pupils and parents. A 

number of schools found the opportunity to meet different professionals and gain a different 

perspective regarding the issues very valuable.  

However, there are a number of more negative or ambivalent comments about the PBR 

process. A recurring theme regarding the PBR meeting was that of time constraints. This was 

raised as an important concern. Many schools did not find the long wait between referrals and 

PBR meetings useful. Whilst a multi-agency approach is welcomed by schools, it can also 

lead to communicative breakdowns: several commented that they found it frustrating when 

more than one professional speaks at the same time at the PBR discussion, and that this can 

lead to confusion (when different professionals express different views). 

Professional interviews 
 

Semi-structured interviews were designed (see Appendix 3) and an email was sent to all PBR 

multi-agency team members to ask for their participation in the evaluation. Their experiences 

and their views are highlighted in Appendix 4. The author has chosen to provide some quotes 

in Table 5 to conceptualise what the author thought the professionals’ views were.  

 

Two professionals were interviewed for the purpose of the evaluation. Professional one was a 

specialist teacher for communication and interaction, and professional two was a social work 

manager, who was newly appointed to support the PBR process. Both professionals regularly 

participated in the PBR meetings and were working with children and families who had been 

referred to them through the PBR.  
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Table 5: 
 

Professional one’s views  “I feel that the PBR is still in its infancy and with this in mind 

I am aware of the communication difficulties that we 

sometimes come across.”  

 

“I find it very positive that someone from social services 

attends these meetings, often trying to make referrals to social 

services is very hard, and by the social work manager being 

available at the meetings I am able to ask her about children 

and families that need support and she is able to direct me to 

the appropriate services. Also when I am working with a 

child, I can also ask her to check if there is any involvement 

from social services.”  

 

“I still find it difficult to understand fully the role of all the 

professionals that attend the meetings, It would be really 

good if we could shadow each other, so that we don’t get 

confused about other professionals roles and professional 

remits. I often hear professionals say in the meetings “this is 

not my role”.”  

 

“If feel that the role of health professionals is still unclear at 

these meetings. I think a CAHMS professional attended the 

first meeting in September, 2008. In terms of coordinating 

services this is still an agency we are finding difficult to co-

ordinate with.” 
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Professional two’s views  “When I first began attending the meetings, I found it hard to 

get my head around what all the various professionals did. 

Coming from a social care background, my views inevitably 

link to the family as a whole. This often clashes with most of 

the referrers as they tend to be from the school.” 

 

“I feel that I have learned a lot about the education system by 

being part of the PBR and this has helped me to gain a wider 

picture about the services available to children and families.” 

 

“I feel that the process is working well and once people 

become more aware of PBR, the referrals will start to come in 

from wider services, I do still find it hard as a professional to 

understand some of the technical language.”  

 

 

 

 

From both interviews a number of themes appear to emerge. These include difficulties in 

establishing roles and the possible gate-keeping of professional services, i.e. professional 

one’s comment about professionals saying that some things are not within their role. This 

finding links with much of the findings stated in the research section of the report, such as the 

disadvantages pointed out by Wistow and Hardy (1991) and Petit (2003). 

 

Another theme emerging was the usefulness of having various professionals, who are often 

difficult to access, being available at the meeting to provide their input and advice. This was 

also highlighted as a positive aspect from the perspectives of the schools that completed the 

questionnaire.  

 

The scarcity of the health professionals being at the meeting was identified by the views 

above. This reflects the research regarding resources and overstretched services; health is a 

service that, with its own policy and agendas, may not see this meeting as a priority. This 
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supports the research by Watson (2006) regarding having a common goal and shared vision, 

which appears to be effective particularly for education and some social services, but health 

appears to still be clinically based and difficult to access. It would have been interesting to 

interview the CAMHS Tier 2 professional who is part of the PBR (although she has been 

unable to attend most meetings) to gain her views about the process. Due to her time 

constraints she was unavailable for the purpose of this evaluation. These views are not 

representative of all the PBR professionals and therefore cannot be used to generalise all 

professionals within the Dartford West Partnership.  
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Case study example  
 

This next section focuses on an individual pupil who was discussed at the PBR meeting. The 

child was new to the area and was referred to the PBR by the school for concerns regarding 

his emotional development and violent outbursts (for the full referral see Appendix 5). 

 

Tom Smith (all identities changed for the purpose of this report) is now aged 9 years 1 month 

and was assessed at 8 years 8 months.  

 

Tom is in the care of the London Borough of Southwark. He has been in his current foster 

placement within Kent with Mr. and Mrs. Carr since 2008. His younger sister is also in the 

same foster placement. 

Tom suffered significant trauma in his early years. He was first taken into care at the age of 3 

years at the request of his mother who found it difficult to care for him and his sister. Both 

Tom and his sister were cared for by their maternal grandmother and step-grandfather. After 

returning to his mother for a short period of time, Tom and his sister were placed with foster 

carers once again. The current foster placement is the second placement to date.   

Tom witnessed considerable domestic violence and has been subjected to physical violence 

too. He has been deeply affected by changes in primary carers and the instability this has 

caused. At present he does not have any contact with his parents as previous contacts have 

caused distress and anxiety for him.  

Tom’s educational school report highlighted that before being placed with foster carers in 

Kent, Tom attended a primary school in London. He began attending a Kent primary school 

on the 7th January (2008).  

Since joining the primary school, Tom has displayed aggressive and defiant behaviour which 

has resulted in three fixed term exclusions. Tom was referred to the Partnership Based Review 

(PBR) by the school on the 11th December (2008) and this resulted in a number of 

professionals becoming involved. The PBR outcomes (see Appendix 5) highlighted that a 

multi-agency team would be appropriate and for this to be coordinated by the SEP.  
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In the school report, many strategies were highlighted as being implemented; for example, 

part time placement at a Pupil Referral Unit (2 days a week), support from the senior 

educational psychologist, anger management sessions, weekly play therapy sessions, social 

skills sessions, time out in the school nurture room and support for foster carers from Family 

Action. At the end of July 2009, Tom received an initial assessment with Child and 

Adolescent Mental Health Service (CAMHS) and was permanently excluded from the 

primary school. Tom received a place in another primary school in September 2009 (for a full 

history of MAT involvement see Appendix 6).  

In the summer, a request for a Statutory Assessment was initiated and the TEP was involved 

in assessing Tom’s needs for the Psychological Advice (see Appendix 7). 

 

Outcomes for Tom Smith  
 

For Tom the referral to PBR resulted in a lead professional coordinating the various 

professionals and agencies involved with him at this time. Particularly due to the fact that he 

was a child from a London borough, a high level of coordination was required to link with 

agencies out of the area. This was supported through regular MAT meetings which aimed to 

monitor and review his progress on a monthly basis. These meetings also provided the school 

with support, as it was clear from the referral and the information from the file that the school 

were finding it difficult to manage his challenging and unpredictable behaviour.  

The part-time placement at the PRU was a result of the MAT meetings and therefore (at least 

temporarily) prevented Tom from being permanently excluded. A further outcome of the 

MAT was that Tom was offered a number of interventions. Unfortunately, these appeared to 

have a limited impact on the overall outcome for Tom (the permanent exclusion). None of the 

interventions were formally evaluated and, on reflection, the author feels that there may have 

been some overlap of services. For example, the social skills and anger management could 

have been included in one intervention rather than two single ones.  

Another concern relating to the MAT process included the coordination of the different 

professionals. Through the analysis of the MAT it became clear that often the meetings were 

not attended by all professionals involved with Tom. For example, the social worker’s role in 
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the TAC meetings was limited. This could be argued as a reflection of a wider social services 

organisational concern that does not necessary meet the objectives set by the policy relating to 

MATs (ECM, 2004). The limitations placed on the social worker included time and resources, 

as Southwark Social Services is understaffed with social workers having very high case loads.  

On a positive note, the MAT meetings supported the foster carers by providing them a forum 

to discuss their concerns about Tom and access support services. However, a theme emerging 

from this case study was that a referral for emotional support from CAHMS took some time 

to develop (July, 2009). A health professional was not present at the MAT meetings, which in 

retrospect could have been beneficial for the school. Professional advice regarding the 

emotional complexities of a child like Tom could have helped the school to understand Tom’s 

needs in more depth. 

Positively for Tom, the MAT meetings and record of interventions and support provided to 

him helped professionals gain evidence and later gain a statement for his special educational 

needs under Section 323 of the Education Act, which ultimately will inform any school he 

attends of his needs and will ensure his progress will be reviewed annually, regardless of 

which authority he goes to.  

Overall there appears to be some good practices seen through this MAT process, particularly 

regarding the sharing of information and professionals’ agencies working together to review 

Tom’s needs. However, there appears to have been some overlap in services and the lack of 

CAHMS involvement meant Tom’s support for his emotional needs was lacking from outside 

agencies. 
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Discussion 
 

The evaluation data identified a number of positives from the PBR process. The schools that 

responded to the survey found the PBR process useful to a certain point and found the 

different professional opinions valuable. The questionnaire sample was nearly 50% of the 

schools in Dartford West and schools that did not complete the questionnaire may not have 

been able to complete the evaluation as they may not have been involved with PBR to date. 

Also, changes in SENCos and the fact that the evaluations were sent to the Headteacher may 

have meant that information was not passed on.  

 

Findings from the questionnaire add to the existing literature about working collaboratively 

and some of the ways this can be achieved; for example, the research put forward by Watson 

et al. (2006) and Sloper (2004). However, regarding Question 6, where schools were asked if 

the perceptions of the situation had changed after attending PBR, two people had disagreed 

with this comment. There could be many reasons for this; potentially some cases may not be 

resolved through the PBR process and may require further support. Or it could have been that 

the school staff member had not found the PBR consultation had changed their perception of 

the problem from pre-PBR. The evaluation could be developed further by interviewing 

parents and young people who have been involved in the PBR. This would add to the scarce 

research in this area. 

 

The qualitative analysis also supports some of the literature which argues that at times 

protocols and procedures are not helpful (Hughes, 2006) for referrers who may feel that they 

often need a more immediate response from outside agencies.  

 

The views from professionals sought for the PBR evaluation shows some similarities with the 

research on MATs discussed in the paper. Key issues remain, such as effective 

communication amongst professionals and the lack of support from Health and Social 

Services.  

 

The case study anaylsis raised some questions regarding the effectiveness of the MAT 

process, as Tom was supported by many different agencies which created a possible overlap 
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in resources with the key resource of CAHMS remaining difficult to access, even through the 

MAT process. It is unclear whether the statement process for Tom can be linked to the MAT, 

as this was initiated at the time of his exclusion. However, the longer term outcomes for Tom 

linked to the ECM agenda (2004) are yet to be identified. It would be interesting to see in 10 

years whether the outcomes for Tom have changed.  

 

The evaluation itself was a small scale limited piece of work. The limited professional 

interviews meant that their information is difficult to generalise to the partnership. Also, the 

case of Tom is not generalisable as it was a single case study.  

 

On personal reflection, the author notes a number of key issues relating to the PBR, which 

were not documented in the evaluation. Often issues of confidentiality were not addressed 

fully and, due to differing interpretations of what confidentiality meant, as a psychologist 

following the British Psychological Society code of ethics and the Health Professionals 

Counsel it meant that professional ethics were compromised. However, these issues over time 

appear to be less apparent as more effective collaborative practices develop. This links with 

the research stated by Hallam et al. (2004) regarding “teething problems” for newly 

established themes. A useful follow up could include follow up interviews a year on to see if 

these issues still remain. The author found communicating professional roles was the key to 

ensuring transparency during the PBR meetings. Often talking about any issues relating to 

ethics, professional roles and the sharing of information were highlighted as an agenda item at 

the end of the PBR. This was to manage any organisational and strategic issues that, if not 

addressed, could have found their way into the actual PBR meetings. 
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Conclusion  
 

Overall there appears to be some supporting evidence, such as that provided by Hughes 

(2006), Watson (2006), and Atkinson et al. (2002), to highlight the positives of collaborative 

working. However, there appears to be no conceptualised model of what this means in 

practice. Instead, it appears that working collaboratively is an overall ethos rather than a 

function for any one professional. Many agencies are already working collaboratively through 

less formal means.  

 

Some researchers, such as Beck and Young (2005, cited in Leadbetter, 2006), believe that the 

multi-agency agenda is a direct criticism on the professional, stating that the multi-agency 

agenda is a challenge to professional autonomy, and the status and economic position held by 

professionals. Moreover, it challenges the legitimacy of the claim that the professional has 

exclusive possession of specialised knowledge. Whatever the political agenda, the situation 

remains that professionals have to renegotiate their professional positions in relation to their 

client groups and to others in the new organisations within which they work. 

In conclusion, the move to multi-agency working intuitively has numerous potential benefits. 

Many of these surround the problems associated with the fragmentation of services provided 

to children and families from education, health and social services. However, as multi-agency 

working is a concept rather than an identifiable structure, evaluations of its effectiveness are 

extremely difficult. When reviewing the evidence base for MATs working ten years ago, 

Glisson and Hemmelgarn (1998) wrote: 

‘While inter-organisational service coordination appears to be a logical and obvious way of 

addressing the multiple needs of those individuals most at risk, evaluations of service 

coordination efforts have been unsuccessful in documenting any major benefits…’ (Hughes, 

2006, p. 65). 

This statement is still true. However, despite the scarcity of outcome data the status quo of 

fragmented services is not really an option given the imperative to develop more coordinated 

services made through both policy and research on children’s and families’ experiences of 

services (Sloper, 2004). 
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PROFESSIONAL PRACTICE REPORT FIVE 
 

Using Cognitive Behavioural Approaches to support the management of anxiety 
and to build social skills for children with Autism and Asperger’s Syndrome 
 

Abstract 
 

Using cognitive behavioural approaches to manage anxiety related symptoms/behaviours 

amongst children and young people with Autism or Asperger’s syndrome has become more 

common amongst health and educational professionals (Riat et al., 2010). This is based on a 

number of research studies that have identified the positive effects of CBT intervention with 

children and young people who have anxiety disorder symptoms (Sofronoff et al., 2005 and 

Sze and Wood, 2007). 

 

The aim of this paper is to summarise the evidence base for the use of Cognitive Behavioural 

Therapy (CBT) with children and young people who have been given a diagnosis of Autism 

or Asperger’s Syndrome. The rationale for this includes the author’s interest and her 

involvement in a joint project within her local authority to support children who have a 

diagnosis of Asperger’s Syndrome to develop positive strategies to manage anxiety provoking 

social situations.  

 

The joint project involved Tier 2 Child and Adolescent Mental Health Service (CAMHS) 

professionals and the Educational Psychology Service. Both services aimed to support the 

children referred to CAMHS who were waiting to receive services including therapeutic 

intervention.     

 

A six-week CBT group was based on the Exploring Feelings CBT programme by Atwood 

(2003), a CBT programme specifically developed for children and young people with anxiety-

related difficulties and a diagnosis of Asperger’s Syndrome. Parents were also involved in the 

intervention, through a parallel group for parents of the six participants chosen for the groups. 

The intervention was evaluated at the pre and post stage using a number of measures. Both 

parents and participants provided information regarding the effects of the intervention.  
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The results reported changes in children’s stress and overall anxiety and parents reported 

some positive results regarding behaviour change across home and school. However, a six 

week follow up interview may have been useful to ascertain whether the intervention had an 

impact on a long term basis.  

 

Cognitive Behavioural Therapy (CBT) 
 

Cognitive Behavioural Therapy integrates the cognitive and behavioural schools of therapy. 

The integration of affect, behaviour, social factors, cognition and environmental influences is 

recognised and considered within a comprehensive intervention (Henin et al., 2003 in Simos, 

2003). 

 

The term CBT is used to cover a wide range of interventions in child and adolescent mental 

health contexts, including psycho-education, anger management, anxiety management, 

behavioural operant methods, behavioural exposure methods, self-instruction methods, graded 

exercise, relaxation, social skills training, parenting and cognitive restructuring (Graham , 

2005, p. 9). 

 

The theoretical underpinnings of CBT are predominately linked to the therapeutic work of 

Ellis (1975 and 2005) with Rational Emotive Behaviour Therapy (REBT), and Beck’s (1975) 

work on Cognitive Therapy (CT). Ellis (2005) stated that individuals have a powerful 

influence over their cognitive, emotional and behavioural consequences or responses. 

Therefore, their beliefs can be seen as directly causing, creating and maintaining 

consequences or responses. REBT is concerned with an individual’s rational and irrational 

(unhelpful and helpful) thoughts and emotions (Rait et al., 2010).  

The limitations of REBT include the lack of information or exploration into how a “belief” 

system develops and whether there are any critical periods that relate to the developmental of 

irrational or unhelpful beliefs (Rait et al., 2010). Furthermore, REBT does not discuss 

individual differences such as internal and external risk or protective factors that children and 

young people have that can make a difference in how their belief systems develop (Barnes, 
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2000). In addition REBT requires a high level of verbal and cognitive ability and, as many 

children and young people’s cognitive and verbal abilities vary, this makes the therapy 

inaccessible to some groups (Barnes, 2000).  

Beck developed Cognitive Therapy and is based on the notion that psychological or 

behavioural problems such as anxiety and depression arise from a person’s cognitive 

distortions. Primarily, therapies aim to work with people in a therapeutic capacity to identify 

and change the cognitive distortions and shift their thinking patterns about a particular 

situation or life event that has caused them anxiety or causes them high levels of anxiety, 

depression or anger. Unlike REBT, individuals are encouraged to consider how they arrived at 

their negative automatic thoughts. 

Beck defines cognitive therapy as “the application of the cognitive model of a particular 

disorder with the use of a variety of techniques designed to modify the dysfunctional beliefs 

and faulty information-processing characteristics of each disorder” (Beck, 1993, p. 194).  

The way in which dysfunctional cognitive processes are acquired, activated and subsequently 

effect behaviour and emotions are linked to early life experiences and parenting and these 

then lead on to the development of fairly fixed and rigid ways of thinking (i.e. core 

beliefs/schemas). New information is assessed against these core beliefs (e.g. I must be 

successful) and information that reinforces and maintains them is selected and filtered. Core 

beliefs or schemas are predominately triggered by key life events such as taking exams or 

going for a job interview, which lead on to a number of assumptions such as: I will only be 

successful if I spend all my time preparing. These assumptions lead on to automatic thoughts, 

which are related to the person (e.g. I must be stupid), their performance (e.g. I am not 

working hard enough) and future (e.g. I’ll never get a job or be successful). These negative 

thoughts can then lead to an emotional change (anxiety or stress), behavioural changes (e.g. 

staying in and constantly working) and somatic changes (e.g. loss of appetite, difficulty in 

sleeping) (Stallard, 2003, p. 8).  

  

Stallard (2003) suggest that the core components of CBT include the following: 

 

• Formulation and psycho-education - education of thoughts, feelings and behaviour and 

the relationship between the three. 
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• Thought monitoring, indentifying common cognitions and patterns of thinking - 

focusing on core beliefs, negative automatic thoughts or dysfunctional assumptions 

and recording “hot assumptions”. 

• Identification of cognitive distortion and deficits - this provides opportunities for 

clients to identify common negative or dysfunctional cognitions and irrational beliefs 

or assumptions. 

• Thought evaluation and development - this is where the identification of dysfunctional 

cognitive processes leads to the systematic testing and evaluation of these assumptions 

and beliefs and the learning of alternative cognitive skills. This leads to the cognitive 

restructuring where clients are able to think of different viewpoints and perspectives 

and look for contradictory evidence of the dysfunctional cognitions leading to more 

functional ones.  

• Learning new cognitions - CBT programmes often involve the teaching of new 

cognitive skills including positive self-talk, problem solving skills and consequence 

thinking. 

• Affective education, monitoring and management. 

• Target setting and activity rescheduling. 

• Behavioural experiments.  

• Exposure. 

• Role play and modelling. 

• Reinforcement and reward. 

 

(Stallard, 2003, pp. 8-11) 

 

The principles of CBT have been used across a wide range of health and counselling 

professionals, mainly with adults and Beck’s (1993) own work was predominantly with adults 

who suffered from depression or anxiety. Work with children and young people began to 

develop later, with studies such as Kendall (1994) and others, which are discussed in the 

section below.   

 

Research into CBT with children and young people 
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There are a number of conceptual issues that come to light when discussing the application of 

CBT with children. The first consideration includes the lack of clarity of what exactly CBT 

with children consists of (Stallard 2003). For example there appears to be a lack of clarity 

about distinctions between behavioural interventions, cognitive behavioural interventions and 

specific cognitive interventions. Using CBT for childhood anxiety typically relies on 

education and behavioural exposure, whereas other interventions such as play or child centred 

therapy include relaxation training, modelling, role-playing and social re-enforcement. All of 

the above are often used within CBT approaches which in turn suggest that CBT for children 

often includes a broad range of interventions under the term CBT (Rait et al, 2010).  

 

The second consideration when discussing the use of CBT approaches with children and 

young people is the use of cognitive therapy for children and the extent to which children are 

able to engage in and benefit from the cognitive components of the therapy. For example, 

their ability to distinguish between thoughts, feelings and behaviours, to make connections 

between all three and to identify negative automatic thoughts. Research conducted by Green 

and Flavell (2002) into developmental psychology suggested that from 8 years of age 

onwards children can engage in abstract thinking about thinking. They demonstrated that 5 

year-olds, 8 year-olds and adults were able to report the specific contents of their thoughts 

when asked to do so. However, when asked not to have any thoughts at all for 20-25 seconds, 

the majority of 8 year-old children and adults reported ongoing thoughts, whereas the 

majority of 5 year-olds did not, suggesting that younger children have limited awareness of 

their own thoughts in comparison to older children and adults. Therefore, in order for CBT 

with children and young people to be effective it is importance to consider the developmental 

maturity of the children and young people it is targeted towards.  

 

Within the literature there have also been discussions about how cognitive techniques may be 

adapted for use with children. Researchers such as Kendall (1990), Friedberg and McClure 

(2002) argued that using concrete rather than abstract language, common metaphors and 

practical examples from the child’s daily life help younger children to engage with and 

understand cognitive concepts. For example, Quakley et al. (2003) suggested that the use of 

visual cues would enhance performance within CBT therapy. In their cross-sectional design, 

comparing two groups of children (aged 7 to 8 and 10 to 11) under two experimental 
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conditions (with or without visual cues) children within each age group were randomly 

allocated to socio-economic status and geographic location. They found that children with 

visual cues used within the CBT therapy showed a better understanding of the strategies. 

However, this could have also been linked to the reinforcement of the desired behaviour 

through visual cues.  

 

Studies such as Kendall (1994) saw the increase of research into the treatment of anxiety 

disorders in children and adolescents. However, criticisms of these studies have included 

variations in reported effects, in their sample size and complexity of intervention programme 

(Cartwright-Hatton et al, 2004). Therefore, it has been difficult to distinguish between or to 

evaluate the level of effectiveness of CBT for this population.  

Cartwright-Hatton et al. (2004) reviewed the efficacy of CBT interventions for childhood 

anxiety disorders. In their review they included studied of treatments of young people (under 

19 years old) with diagnosed anxiety disorders such as Post Traumatic Stress Disorder 

(PTSD) and Obsessive Compulsive Disorder (OCD)  

The systematic review by Cartwright-Hatton et al. (2004) highlighted CBT as an effective 

intervention for anxiety disorders of childhood and adolescence when compared to a no-

treatment control. However, criticisms of Cartwright-Hatton et al.’s (2004) review include 

that it was sponsored by the North West NHS trust; it could be argued that the review’s 

impartiality is questionable. Much of the research reviewed was from the United States and 

Australia and studies from the United Kingdom may have been useful to explore.   

Other criticism of research into the effectiveness of CBT are firstly that early studies such as 

Weisz et al. (1995) which looked at the effectiveness of CBT, were conducted on volunteers, 

highlighting a weakness in the research to date, which meant that the sample did not reflect 

that of a possible clinical population.  

 

Finally the research is limited with clinical populations with multiple co-morbid conditions 

and the evidence of the long-term effectiveness of CBT is limited. Although some studies 

such as Kendall (1994) and those reviewed by Cartwright-Hatton et al., (2004) highlighted 

that CBT is more effective then no intervention (i.e. waiting list and control groups), the 
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effectiveness of CBT versus other therapeutic interventions has yet to be consistently 

demonstrated (Rait et al., 2010).  

 

Research into CBT and children with Autism Spectrum Disorder (ASD) and Aspergers 
Syndrome. 
 

Researchers such as Atwood (2003) and Hare et al. (1997) have advocated the use of CBT 

with children and young people with Autism Spectrum Disorder (ASD). Atwood (2003) has 

suggested its use in particular, with young people who are diagnosed with Asperger’s 

Syndrome, as a high verbal IQ generally means they are able to process logical and factual 

thinking. According to White (2003) children and young people with ASD whose cognitive 

functioning is below average are not seen as appropriate for CBT type interventions due to the 

nature of the intervention such as the focus on cognitive restructuring. However, it is also 

arguable that with adaptations to more structured CBT approaches, they can be utilised with 

children and young people who have learning difficulties.  

According to the literature review conducted by White (2003), CBT methods can be adapted 

to meet the needs of children and young people with ASD by, for example, having shorter 

sessions, using visual methods of assessment and teaching and by using themed materials to 

suit the children’s interests (Atwood, 2003 ; Drinkwater and Stewart, 2002).  

Although only a few empirical studies have been reported on ASD and CBT interventions, 

these have been described as positive. These include studies such as Reaven and Hepburn’s 

(2003), Sofronoff and Atwood (2003) and a literature review by White (2003). 

White’s (2003) review of published research found that there is evidence of CBT as a feasible 

treatment option in high-functioning children with ASD. White (2003) concluded studies that 

specifically defined their approach as CBT and therefore excluded studies that were using a 

purely behavioural approach or CBT as part of a multifaceted intervention program.White 

(2003) reviewed controlled studies and case studies with more than five participants. 

Sofronoff and Atwood (2003) undertook a randomised controlled trial, Vickers (2003) and 

Reaven and Hepburn (2003) did case studies with less than five participants. 
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Sofronoff and Atwood’s (2002) study included 65 children aged 10 to 12 with a diagnosis of 

Asperger’s Syndrome. Children with co-morbid diagnosis, such as Attention Deficit 

Hyperactivity Disorder (ADHD), were included in the trial. Children were randomly assigned 

to three treatment groups, a CBT group (24 participants), CBT involving parents as co-

therapists (27 participants), or a waiting list control group (14 participants). Children received 

CBT treatment in groups of three over two-hour sessions per week over a period of six weeks. 

In the CBT with parents as co-therapists group the parents worked through the programme 

while their children received the CBT intervention.  

Outcomes were measured pre, post and at a 6-week post intervention follow up. The main 

outcome measure used was the children’s ability to offer solutions to a hypothetical anxiety-

provoking situation (The James and the Maths Test, a problem-solving scenario based 

evaluation tool) and parent’s perceptions on the behaviours related to Asperger’s Syndrome, 

which was not further defined in the study. Parents were asked to identify which of 15 

behaviours had occurred over a two week period and how they rated their ability on a scale of 

1-5 in managing this behaviour.  

The results highlighted that CBT both with and without parents as co-therapists significantly 

increased the number of positive solutions the child was able to provide to the “James and the 

maths test” scenario post intervention and at the six week follow up assessment. Also both 

groups (with and without parents as co-therapists) significantly improved parents’ self-

reported efficacy in managing behaviour compared with the waiting list control group. As 

neither of these outcomes were validated the clinical importance of these results is unclear.  

Criticisms of Sofronoff and Atwood (2003) included that much of the results were based on 

parents’ self-reports regarding managing children’s behaviour. The children’s results were 

based on the number of positive solutions young people were able to identify at the post and 

follow up stage of the intervention. This does not necessarily give a clear indication of the 

impact of the CBT on the children cognitive processes or the long term impact of the 

treatment. As generalisation of a new skill is often difficult for children with Asperger’s 

Syndrome, this may have impacted on the extent to which the young people in this study were 

able to generalise their learning to their real life situations. No qualitative information was 

presented in this study so this is also highlighted as a criticism as the views of how the 

intervention helped the participants directly may have been useful to the overall results. 
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Reaven and Hepburn (2003) conducted a case study using CBT to treat Obsessive 

Compulsive Disorder (OCD). They discussed the results of a female aged 7. An independent 

examiner administered the Autism Diagnostic Interview schedule (Lord et al., 1994) with the 

parent and this identified that the female met the criteria for Asperger’s Syndrome. Her 

specific symptoms included a lack of social interaction with peers, difficulties in social 

communication and poor social skills but she was described as bright and had good expressive 

and receptive language skills.    

Pre-intervention assessments included the administering of the Children’s Yale-Brown 

Obsessive Compulsive Scale (CY-BOCS) by Goodman et al., (1989a) in a joint interview 

with the child and her mother.  The intervention focused on reducing the child’s OCD 

symptoms and not her obsessional interests linked to her ASD. A CBT programme was 

modified to incorporate strategies that would support the child’s difficulties that were linked 

to ASD. The CY-BOCS was re-administered to the participant and her mother at the post 

intervention assessment. The participant received a score of 8 on the CY-BOCS scale post 

intervention, compared to her initial score of 23 suggesting a 65% decrease in her OCD 

symptoms over a 14-week period of intervention. A four-week follow up reported positive 

outcomes for the participant as both her and her mother reported that the OCD symptoms 

were much more manageable and she was able to apply the tools and strategies’ that were 

encouraged during the intervention.  

The results from this case study suggested that a modified CBT programme could be effective 

in decreasing OCD symptoms in children with a diagnosis of Asperger’s Syndrome. These 

findings, however, are limited in the generalisations due to the single case study design. Also, 

the effects of the participant’s individual characteristics, motivation, family and 

environmental factors are not clear and could have had an impact on the overall outcome. The 

affects of the OCD medication could have also impacted on the results. These uncontrollable 

variables mean that that it is unclear to what extent the CBT treatment impacted on the 

decrease in symptoms. Even with the above weaknesses this case study does provide a way 

forward in further discussions regarding anxiety disorders with children with an Autistic 

Spectrum Disorder-Aspergers Syndrome.   

Sofronoff et al. (2005) researched the use of a CBT programme to reduce anxiety with 

children who were diagnosed with Asperger’s Syndrome. They used strategies’ developed to 
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support children with an Autism Spectrum Disorder that have been used with some success 

with this population such as social stories (Gray, 2000) and comic strip conversations (Gray, 

1994) and a CBT theoretical framework “Exploring Feelings” by Atwood (2003). 

In this study all participants had a primary diagnosis of ASD by a paediatrician and initial 

assessments were completed via phone interviews with the parents that included the 

administering of the Childhood Asperger’s Syndrome Test with items based on the DSM-IV 

criteria (CAST, 2002; Scott et al., 2002).  

Child anxiety was measured through parent reports at the initial phone interviews stage. 

Families were then randomly assigned to either intervention 1 (child only), intervention 2 

(child and parent) and the wait list (control group). Groups included three participants, two 

therapists, 45 children participated in the study. The results suggested that in parent reports of 

child anxiety, parents reported fewer instances of anxious symptoms at the six week follow 

up. Furthermore, the child and parents group showed significant improvements in the 

children’s anxiety symptoms when compared with the child only group.   

Sofronoff et al. (2005) also assessed the child’s understanding of the interventions tools and 

strategies’ using a hypothetical scenario-based evaluation. They found that post intervention 

children were able to generate more strategies’ in how to deal with an anxiety provoking 

situation at school. The most strategies identified were from the combined child-parent group. 

Qualitative findings, such as descriptions provided by parents about the change they observed 

in their child, indicated that many children from the combined group had now developed 

friendships. Some parents also noted that their children seemed more confident in their day-

to-day interactions suggesting that the time spent with children similar to themselves had 

helped in their overall confidence.  

The limitations or weaknesses of the study include the small sample size (45) and the largely 

parental reports that were used to obtain results. The parental expectations of the interventions 

could have been a factor in their overall perceptions regarding the success of the group. 

Multiple sources of data, such as information from the school could have provided further 

analysis data on whether the CBT intervention had affected the participants overall 

behaviours in the school environment. Also a comparable parent only group would have 

provided evidence about the parental expectations and anxieties that could have impacted on 
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the overall intervention process. Furthermore, there was no formal qualitative information 

reported and the informal qualitative feedback was again from the parent’s perspective. A 

parental only group would have helped to eliminate any parental anxiety and expectations that 

may have impacted on the results obtained.  

 

Sze and Wood’s article (2007) described the successful treatment of an 11-year-old girl 

(Sophie) with high functioning autism (HFA and co-morbid anxiety disorder) and her mother 

using a manual-based family cognitive behavioural therapy (FCBT) intervention, which was 

adapted for children with ASD. The programme is described in the Sze and Wood (2007) 

study as an adaptation and flexible program based on the “building confidence” program (for 

more information on the adapted CBT program see p. 135, Sze and Wood, 2007).  

 

The pre intervention measures used included the Anxiety Disorders Interview Schedule 

(DSM-IV- 2000), parent and child versions (ADIS-C/P, Silverman and Albano, 1996). These 

were used in semi-structured interviews with both Sophie and her mother to ascertain her 

levels of anxiety and general social skills. Sophie was described as having generalised anxiety 

disorder (GAD) and some social behavioural difficulties at school. Information from the 

school was not obtained so much of the pre-intervention information was parent reports.  

 

The treatment consisted of sixteen 90 minute FCBT sessions over the course of four months. 

At post treatment the same ADIS-C/P were used to gain information. The results suggested 

that Sophie no longer met the criteria for GAD. Sophie’s mother also reported that Sophie no 

longer experienced anxiety around school work and the weather, which were highlighted as a 

concern at pre-intervention. The parent report also stated “superior satisfaction” with the 

treatment for Sophie.  

The case study by Sze and Wood (2007)  reports positive results for FCBT intervention with a 

child who was diagnosed on the Autism Spectrum, but there is no information available from 

the perspective of the school context and the positive comments reported were obtained from 

parental reports. Also, individual characteristics of Sophie such as motivation and personal 

interest (used in the sessions) could have been contributing factors. Parental active 

involvement could have also been another contributing factor to Sophie’s ability to acquire 

the CBT concepts during the intervention as homework based activities and consistency is 
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important to ensure success of any intervention particularly for children who have both ASD 

and anxiety disorders (Reaven and Hepburn, 2003 and 2006 and Sofronoff et al., 2005).  

Criticisms of Sze and Wood (2007) include the case study design, as this limits the possibility 

of generalisations to wider populations and from the results obtained it is unclear to what 

extent the results were a consequence of the level of engagement with the intervention and 

how the level of parental engagement impacted on the parents perception of the treatment 

outcomes. 

 

Wood et al. (2009) conducted a randomised controlled study of forty children aged between 

7-11 years who were diagnosed with ASD with their primary care givers. Therapists worked 

with families for 16 weekly sessions, each lasting 90 minutes, divided into 30 minutes with 

the child and 60 minutes with the parents/family. They adapted a version of the “Building 

Confidence” CBT program by Wood and McLeod, (2008). They adapted this to meet the 

communication difficulties associated with ASD as suggested by Atwood (2003 and 2004). 

Pre and post measures were administered by independent evaluators who were blind to the 

intervention of each family. Each individual child and care giver was interviewed using the 

Anxiety Disorders Interview Schedule for DSM-IV (ADIS-C/P, DSM-IV 2000). The 

interviewer/evaluators made ratings on a Clinical Severity Rating scale (CSR) where 0 was 

not at all, 4 was some and 8 was very much on evidence of the problem behaviour. The 

Multidimensional Anxiety Scale for Children (MASC, 1996) and the parallel parent report 

version by Wood et al., (2006) were also administered to the treatment group and waitlist 

group. 

The results highlighted that 13 out of 14 of the treatment groups responded positively to the 

treatment compared to only 2 of the 22 children in the controlled conditions. Nine of the 14 

intervention group participants no longer met the anxiety diagnosis criteria and 2 of the 22 

control group participants. For the parent-report MASC scores there was a statistical 

significant difference between the intervention group and the control group. The results from 

this study offers support for the efficacy of an enhanced CBT program for children with ASD 

and co-morbid anxiety disorders as children randomised to the CBT intervention had primary 

outcomes comparable to those of typically developing children who were not diagnosed with 

ASD.  
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The limitations of the study included the MASC self-report measure (child version) that did 

not yield significant results for this study. This could have been because the self-report 

measure may not have been a suitable measure for ASD populations, as difficulties associated 

with ASD may have led to the participant’s interpretation of the self report measure to have 

affected the overall results. Although a control group was used, the main difference identified 

was that 9 out of the 14 intervention group’s participants did not meet the criteria for anxiety 

diagnosis post intervention. However, it is unclear to what extent the anxiety at the pre-

assessment was linked to ASD characteristics or to generalised anxiety, as  many ASD 

children would find situations such as a pre-assessment anxiety provoking, more so then at 

post assessment.  

Overall, it can be argued that much of the research regarding CBT interventions with children 

and young people with a diagnosis of ASD or Asperger’s Syndrome are quantitative in their 

methodology. There appears to be lack of qualitative information and this can be argued as a 

weakness of the overall research in this area. Using a mixed method approach could have 

enhanced the qualitative findings particularly as results from the participants perspective is 

lacking. Studies which have used some qualitative data have been predominately parental 

reports.   

Also, sample sizes of the research remained small, as they were either a single case study 

design or relatively small groups of participants in randomised controlled trials. No 

information is provided regarding cultural variations in samples nor has the impact of 

medication been addressed in the overall research design in many of the studies identified 

above. Furthermore, the lack of data from schools is also highlighted as a weakness of the 

research in this area. As many children with ASD or Asperger’s Syndrome find school 

environments challenging and anxiety-provoking, information regarding levels of anxiety at 

school pre and post intervention may have identified whether the interventions had impacted 

on the participants school related anxiety.   

 

Finally the research can be criticised, as the results of many of the studies appear to focus 

predominantly on behavioural change as outcome measures, such as reduced anxiety or 

parental perceptions of behaviour management. This raises questions regarding the level of 

cognitive restructuring during the CBT intervention. Further research could focus on changes 
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in cognitive processes in order for the results to address the key aims of CBT, which include 

the cognitive restructuring and the shift from negative thinking processes to positive.  

 

Background to the Intervention 

This section discusses the work of the Educational Psychology Service within a South East 

Local Authority (LA) in collaboration with the Child and Adolescent Mental Health Services 

(CAMHS) Tier 2 services. The joint project aimed to reduce the lengthy waiting lists of the 

Tier 2 services for children and young people within the local area who were diagnosed with 

Autism or Aspergers Syndrome. 

Many young people in the local area who had a diagnosis of Asperger’s Syndrome, who were 

also experiencing high levels of anxiety and exhibiting difficult behaviour at home and at 

school, were referred to Tier 2 services to access individual or small group support through 

therapeutic intervention. However, due to long waiting lists, families were not able to access 

this support for an average of 7-8 months waiting time.   

The professionals working at Tier 2 included a primary mental health worker and a part time 

clinical psychologist who were unable to offer any group work to children and parents, as this 

would require time and resources that they did not have. A discussion with the Senior 

Educational Psychologist based in the LA Educational Psychology service led to the 

development of a joint social skills group with the support of the author, an EP and both Tier 

2 professionals. The aim of the intervention was to provide support and positive strategies to 

manage difficult social or anxiety provoking situations.   

The Tier 2 professionals had both previously used the CBT Exploring Feelings for Anxiety 

and Anger program by Tony Atwood (2003). The aim of this program is to support children 

and young people with Asperger’s Syndrome who have specific difficulties with social 

communication and interaction. For example, they have limitations in recognising and 

understanding of emotions and have considerable difficulty identifying and conceptualising 

the thoughts and feelings of themselves and others. The CBT program focuses on aspects of 

cognitive deficiency in terms of levels of maturity, complexity and efficacy of thinking about 

emotions and cognitive distortion in respect of dysfunctional thinking and incorrect 
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assumptions. Thus, it can have a direct applicability to children who have Asperger’s 

Syndrome. Cognitive deficits could include limitations in the expression of emotions, limited 

vocabulary for many emotions and difficulty in controlling these emotions and 

misunderstanding of others’ intentions particularly in social situations.  

 

CBT with children and adults with Asperger’s Syndrome has several stages (Atwood, 2003, p 

3): 

-­‐ Affective education where participants learn about emotions, their use, recognising 

them and at different levels. Connecting cognition, feeling and behaviour. 

-­‐ Cognitive restructuring, which includes targeting negative thoughts and dysfunctional 

beliefs. The participants are encouraged to examine the evidence for and against their 

thoughts or emotions and create alternative perceptions of a specific event.  

This CBT program also recommends the use of a parents group (Atwood and Sofronoff, 

2003), which can run simultaneously with the children’s group. The aim of the parents group 

is to discuss the work the children are doing in their group and how parents can support their 

child to use the strategies learnt in the group to generalise into real life situations and to 

support children with the homework tasks, another important aspects of CBT approaches.  

For details of the session plan for both the children and parents groups please see Appendix 1. 

Sessions were one hour long and ran for six weeks.  

Participants 

Six children were identified from the Tier 2 waiting list. All the children had a diagnosis of 

Asperger’s Syndrome, children who had a co-morbid diagnosis such as ADHD and OCD 

were not included. Children who were taking medication were included in the study because 

many of the children on the waiting list were on medication so excluding them would have 

left one or two children (not enough to run a group). The children who were on medication 

created an uncontrolled variable, which meant the pre-assessment interview information 

regarding the use of medication, would be required.  
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The participants were between 11 and 12 years old, four of whom were still in a primary 

school and two were year 7 pupils in a secondary school. There were five boys in the group 

and one girl. All children and their parents/carers were invited for an initial assessment. The 

aim of the assessment was to assess the young people’s suitability for the groups and their 

general level of motivation to engage with the process.  
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Method  

The aim of the intervention was to support young people with Asperger’s Syndrome with 

anxiety around social situations and to support them to find positive strategies to deal with 

difficult peer interactions and situations that caused them anxiety.    

The overall epistemological stance for which the methodology was based on can be viewed as 

Critical Realism. Critical Realist’s, who are described within post positivist philosophy, argue 

that all observations are fallible and have a degree of error and that all theory is revisable. 

This means that the critical realist is critical of researchers’ ability to know reality with 

certainty (Cohen and Manion, 2007). Therefore, taking a Critical Realist epistemological 

viewpoint, all measurements in this study are viewed as fallible and it is viewed as important 

to ensure multiple measures and observations are conducted to triangulate the results across 

these multiple error sources to gain a better understanding of what's happening in reality. 

The overall research design adopted by the professionals in this evaluation was a mixed 

method. Both quantitative and qualitative data collections processes were used and 

information was obtained from both parents and participants to ensure the data sources where 

triangulated. 

 

The quantitative and qualitative data collection methods were questionnaires and semi-

structured interviews. There are a number of advantages and disadvantages to using 

questionnaires to gather data. These include: 

 

Advantages: 

• More data can be collected from a larger sample. 

• People are used to completing paper-and-pencil surveys so would not find this as 

intrusive as other methods. 

• Respondents can take the survey with them and complete it anywhere and at any time. 

• The nature of surveys can work well for gathering information on sensitive issues. 
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The disadvantages include: 

• One of the main criticisms of questionnaires is that they are restrictive in nature. The 

fixed response questions are limited in richness of data therefore it is useful to 

triangulate this data with semi-structured interviews.  

• Participants need to be motivated to return the questionnaire and see the importance 

of responding promptly 

• Respondents must be able to read, see and write. 

 

(Cohen and Manion, p. 25, 2007)  

 

Semi-structured interviews were also used as a method of data collection as the researchers 

wanted to gain a richer and deeper perspective from both the parents and the young people 

participating in the intervention. This process allowed for the researchers to discuss 

participant’s expectations and goals for the intervention and use this as a basis for post 

intervention discussion. It also provided the researchers with the opportunity to gain more 

insight into some of the questions answered by the participants in the questionnaire. However, 

the researchers were also aware that semi-structured interviews can often create a bias 

towards the researcher, and participants may have not been entirely honest in their views 

about the intervention at the post-intervention interview as the interviewers were also the 

professionals who organised and delivered the intervention. 

 

Measures  

At the initial assessment and interview stage the parents/carers and the participants were given 

a series of questionnaires (SDQ’s and TRMF’s) to complete to help gather some baseline 

information. The interviewers (the two Tier 2 professionals from CAHMS, TEP and EP) 

interviewed families and discussed their goals and expectations of the groups using a goal 

attainment-scaling questionnaire (TRMFS, Appendix 2), a tool used within the EPS to 

evaluate the outcomes of casework/group work they complete (Monsen et al., 2009)  

Both parents and participants were asked to complete a strengths and difficulties 

questionnaire (SDQ, Goodman, 1997 and 2001) (see Appendix 3). These questionnaires 



Page 322 of 377 
 

aimed to gather information on the degree of difficulties young people had in peer 

relationships, hyperactivity, level of emotional response to particular situations and their pro-

social behaviours.  

Finally professionals carrying out this study thought that information from the school context 

would be a useful indicator for assessing whether the intervention was impacting on the 

young people’s anxieties and emotions in the school environment. Therefore, a SDQ teacher 

report was sent pre and post assessment. This measure can be criticised. Although it has some 

evidence to support its validity and test-retest reliability, criticisms regarding these studies 

have shown that the reliability of SDQs are limited, due to the small sample sizes used 

(Goodman, 1999) 

 

Results  

The results were based on pre-assessments conducted two weeks before the start of the 

intervention and post-intervention assessments were conducted two weeks after the 

intervention. Although a follow-up of the post-intervention assessment would have been 

highly valued and desired by the researchers, due to time constraints in the Educational 

Psychology Service and for the CAMHS Tier 2 professionals, this was not possible. The 

assessments included interviews with parents/carers who attended the groups and the two 

measures of Strengths and Difficulties Questionnaire (SDQ) and Target Review and 

Monitoring Form (TRMF, Monsen et al., 2009) (see Appendix 2 for a copy of the educational 

psychology service TRMF evaluation form). 

Figure 1 below is a summary of the TRMF data obtained from joint interviews with parents 

and participants. The table provides a summary of the goals set by parents regarding what 

they hoped to achieve from the groups and their baseline, expected and actual ratings from a 

scale of 1 to 10.  The qualitative information was obtained using solution-focused type 

questioning. Both parents and young people were able to identify at least one goal that they 

hoped to achieve from their participation in the intervention. This provided a post intervention 

discussion regarding whether or not they felt the group intervention had been successful for 

them in achieving their goal. It also allowed for the parents and pupils to reflect on what they 
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had taken from the group intervention and hoped to continue to use after their attendance in 

the group. 

• Pupil A (male aged 11 years) who attended all six sessions with his mother: 

1. Goal: to stop losing my temper (set by pupil). 

2. Goal: to express emotions for example tell mum when he is sad, upset, angry (set 

by mother). 

 

• Pupil B (male aged 11 years) who attended all six sessions with his mother: 

1. Goals: to find a better way of dealing with his anxiety (set by mother). 

2. Goal: to make friends who have Asperger’s related difficulties (set by pupil).  

 

• Pupil C (female aged 11 years old) attended all six sessions with her mother: 

1. Goal: to make friends with peers who have similar difficulties (set by pupil). 

2. Goal: to be able to talk more about and express how she is feeling (set by mother).   

 

• Pupil D (male aged 12 years) attended all six sessions with his mother: 

1. Goal: to express and manage emotions in a better way (set by pupil). 

2. Goal: get a better understanding of Asperger’s Syndrome and understand the 

Asperger’s  view of the world (set by mother). 

 

• Pupil E (male aged 11 years) attended all six sessions with his mother and father: 

1. Goal: to stand up for himself and be more confident (set by pupil). 
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2. Goal: to learn more about Asperger’s Syndrome (set by mother). 

 

• Pupil F (male aged 11 years) attended five sessions with his mother: 

1. Goal: to be able to find a positive way of managing sibling conflict (set by pupil).  

2. Goal: to be more co-operative and listen to instructions (set by mother).  
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Figure 1: results for the TMRFs 

 

The scores for baseline, expected and actual outcomes suggested that many of the parents and 

pupils expected outcomes were higher than the actual targets they felt were achieved in 

relation to the goals they had set. For example pupil A expected to achieve a number 7 on the 

scale for his goal of “to stop losing my temper” (where 0 was cannot stop losing my temper at 

all and 10 was I ‘ am completely in control of my temper and never loose my calm). He had 

seen himself as 3 on the scale before the intervention (baseline) but post intervention had felt 

that he had moved up to a number 5 on the scale. This suggested that there had been a small 

shift towards achieving his goal after attending the group intervention. 

Both pupil E and pupil F had perceived themselves as having exceeded their expected target. 

Their actual goal ratings were higher than their perceived goal ratings. Both pupils had set 

specific targets linked to social situations that, pre-intervention, caused them stress and 

anxiety. Both pupils stated at the post intervention stage that they were now able to use 

strategies from the group to help manage these particular social situations. Pupil E’s parent 
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had also felt that her actual target met her expected one. Her goal was to “learn more about 

Asperger’s”. As the parents group focused heavily around this, her actual target reflected this.   

Out of all the parents and participants who took part in this evaluation (12) all but three 

people had either exceeded, met or had made some movements towards their expected target 

or goal. Pupil F’s mother had perceived the situation to have become worse since the pre 

assessment stage as her actual target was lower than her baseline and expected score.  

SDQ pre and post intervention results 

The SDQs were scored for pupils, parents and teacher responses. The questionnaire measured 

six areas of social, emotional and behavioural difficulties. The codes used to report the results 

are identified below. The scores obtained pre and post interventions and are highlighted in the 

graphs below pupil, parent and teacher responses.  

Questionnaire Category Key: Stress = S, Emotional Distress = ED, Behavioural Difficulties 

= BD, Hyperactivity and Attention Difficulties = HAD, difficulties in Getting Along with 

other Young People = GAYP and Kind and Helpful Behaviour = KHB 

Pupil responses to SDQs, pre and post intervention 
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Figure 2: the pupil self reports on the SDQ highlighted that for pupil A there was an overall 

reduction in the Stress (S) and Behavioural Difficulties (BD) categories. However, the 

Hyperactivity and Attention Difficulties (HAD) categories did not show any movement in the 

pre and post scores.  
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Figure 3: for pupil B there was a decrease in all but one category of the SDQ questionnaire. 

The Kind and Helpful Behaviour score (KHB) remained relatively the same at the pre and 

post intervention assessment.  
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Figure 4: for pupil C scores for Stress had decreased from slightly raised to close to average. 

Scores for other categories did not show any change in responses from the pre intervention 

assessment.   

 

 

Figure 5: pupil D also reported a decrease in Stress related difficulties in the post SDQ and an 

increase in Kind and Helpful Behaviours.   
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Figure 6: pupil E showed a decrease in his self-report for Stress, Behavioural Difficulties, 

Hyperactivity and Attention Difficulties and an increase in Kind and Helpful Behaviour.  
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Figure 7: finally, pupil F’s self-report pre and post intervention remained within the close to 

average range for all six categories.  
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Parent SDQ responses, pre and post intervention 

 

Figure 8: pupil A’s mother identified a decrease in Stress and Behavioural Difficulties post 

intervention. Other categories appeared to remain the same pre and post intervention. Pupil 

A’s mother also reported an increase in Kind and Helpful Behaviour (KHB) post intervention.   

 

Figure 9: pupil B’s parent identified a decrease in five SDQ categories and an increase in the 

KHB category.   
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Figure 10: for pupil C, the SDQ reports from the parent highlighted a decrease in Stress, ED, 

BD and GAYP but an increase in Hyperactive and Attention Difficulties (HAD) 
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.  

Figure 11: for pupil D’s mother, the post assessment results highlighted an increase in Stress, 

Emotional Difficulties (ED) and difficulties in Getting Along with other Young People 

(GAYP), a decrease in BD and both KHB and HAD remained the same. It should be noted 
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that during the six-week intervention pupil D’s grandmother passed away, which could have 

impacted on the scores at the post assessment.  

 

Figure 12: pupil E’s parent reported a decrease in Stress, ED, BD and GAYP. The scores for 

HAD remained the same and KHB scores had increased at the post intervention assessment.   
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Figure 13:  pupil F’s mother reported a decrease in Stress and HAD while all other SDQ 

scores remained the same at the post intervention assessment.  
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Figure 14: the teacher reports for pupil A highlighted a decrease in Stress and HAD. Scores 

for BD and KHB remained the same and scores for GAYP increased.  

 

Figure 15: the teacher reports for pupil B highlighted a slight decrease in stress and a decrease 

in BD. Scores for ED, HAD and GAYP stayed the same. The teacher reports also noted a 

decrease in Kind and Helpful Behaviour. 
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Figure 16: The teacher reports for pupil C showed a decrease in Stress and GAYP. Scores for 

ED, BD and HAD remained the same. Scores for KHB also increased.  

 

Figure 17: the teacher report for pupil D highlighted a lower score for Stress, ED, HAD, BD 

and GAYP. The teacher reported also showed a higher score for KHB at the post intervention 

stage.  
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Figure 18: for pupil E, the teacher SDQs reported a lower score for Stress, ED, BD, HAD, 

GAYP and KHB.  

 

 

0 

2 

4 

6 

8 

10 

12 

14 

16 

18 

Stress ED BD HAD  GAYP KHB 

 
S
C
O
R
ES 

SDQ Categories 

Teacher SDQ-Pupil E 

Pre Assessment 

Post Assessment 

0 

2 

4 

6 

8 

10 

12 

Stress ED BD HAD  GAYP KHB 

S
C
O
R
ES 

SDQ Categories 

Teacher SDQ-Pupil F 

Pre Assessment 

Post Assessment 



Page 340 of 377 
 

Figure 19: for pupil F, teacher reports on the SDQs pre and post intervention highlighted a 

lower score for Stress and HAD. Scores for ED, BD, GAYP and KHB remained the same.  

 

Summary of Semi-structured Interviews. 

All six parents and pupils took part in pre and post intervention semi-structured interviews. 

Both the parents and pupils were asked a series of interview questions. 

Before the interventions parents and pupils were asked the following question: 

1. What do you hope to gain from these group sessions? 

Although this was a broad question it was important to discuss parental/pupils hopes to 

understand their expectations for the group intervention.  

Table 1 below is a summary of the comments made by each family at the initial interview 

stage.  

Table 1: 

Parent and Pupil  Comments  

Pupil A and Parent  Pupil A: “I’m not sure what the groups are about, but I would like 

to meet other children who have the same problems in school and 

at home that I have. I would also like to stop losing my temper”.  

Parent:  “I would hope that Pupil A finds some strategies to help 

him express his emotions”, I would like for him to be able to tell 

me how he is feeling”.  

“I am looking forward to the parents group because I would like to 

meet other parents of children who have Asperger’s Syndrome”.  

“I would also like help from professionals so I can learn different 

strategies for dealing with Pupil A’s behaviour at home. 

Pupil B and Parent  Pupil B: “It will be really good to meet other children and make 
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some friends.” 

Parent:  “I would really like some advice with helping Pupil B 

with his anxiety. He gets anxious and then lashes out or he 

withdraws and I am worried that he is going to get excluded from 

school. He is so quiet so I would really like for him to open up 

with other pupils in the group and make friends”.  

Pupil C and Parent Pupil C: “To make friends”. 

Parent: “I am worried about how she will manage in a room with 

five boys. She does find it hard to express her feelings so this 

group may not be beneficial for her if she does not participate 

fully. I would hope that by the end of the group she is able to 

understand emotions and express these in her own way”.  

Pupil D and Parent  Pupil D: “I would like to meet new people and make some 

friends. I am also really hyper and I would like to calm down. I 

know this stresses my mum out a lot”.  

Parent: “I know a little about Asperger’s Syndrome, what I have 

picked up from books and the internet. I would like to learn more 

about how children who have Asperger’s Syndrome view the 

world and as a parent I would like to know what I could do to help 

him make sense of his world, so that he does not feel anxious and 

stressed.” 

Pupil E and Parent Pupil E: “Umm I don’t really know”,  

Parent: “He is very quiet and shy and I am worried that he does 

not know how to stand up for himself against school bullies. Other 

children can sometimes take advantage of him. He lacks a lot of 

confidence so I hope this group will help him build his 
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confidence.” 

“I would also like to know whether I am doing the right things at 

home and I would like to learn more about Asperger’s 

Syndrome”. 

Pupil F and Parent Pupil F: “I would like to know how to not get annoyed by my 

sisters, they are always doing things which make me angry and 

then we get into fights. I can’t help it they are older than me and 

they know how to pick on me”.  

Parent: “I hope that Pupil F learns to listen and follow my 

instructions. It’s very frustrating to ask him to do things as he 

never listens to anything I say. I would also like him to learn how 

to calm down. He gets angry very quickly”.  

 

A number of the pupils found it difficult to verbalise their views and where unable to express 

what they hoped to gain from the groups. However, most of the pupils did state that they 

wanted to make friends with other pupils who had similar difficulties as them. Most parents 

reported that they would like to gain more knowledge about Asperger’s Syndrome. 

Table 2: Comments made by pupil and parents at the post intervention interview 

The question parents and pupils were asked included: 

1. Do you feel that your expectations were met in the six week interventions?  
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Pupil and Parent  Comments  

Pupil A and parent  Pupil A:  “I really enjoyed the group and made some friends with 

Pupil D and Pupil F. I think I have calmed down a lot since I have 

been going to the groups. I have used that tool box to help me to 

calm down when I am angry”. 

Parent: “Yes I do agree that Pupil A has used some of the 

strategies to help him feel calmer. The homework tasks were 

really useful as we sat together to complete them and then talked 

about his feelings when we did this.”  

“I did find some aspects of the parents group useful, talking to 

other parents made me realise that I am not the only person going 

through these difficulties.” 

“I am still concerned about Pupil A’s behaviour and his anxiety 

behaviours I would still like to be referred for further support”.   

Pupil B and Parent Pupil B: “I did meet some new friends which was good. I found it 

really helpful to talk about my feelings with other people in the 

group”. 

Parent:  “Although he did make some new friends, I do not feel 

that he took the group seriously. 

“He did not always want to do the homework and whenever it was 

time for the session he did not want to go”.  

“I am still worried that he finds it difficult to manage his 

behaviour and gets stressed very quickly. The information 

provided in the sessions have been useful, I hope to continue to 

use these at home”.  

Pupil C and Parent Pupil C: “I found the group’s fun and I made lot’s of friends. 

Parent: “I think she has done really well. I did not think she 
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would participate in the group as she is very quiet.” 

“I am really pleased at the friends that she has made and glad that 

she has opened up.”  

“She does still find it hard to talk about her feelings and is very 

quiet”.  

“I have found the groups useful, as we are going through the 

statutory assessment process and it was nice to able to talk to an 

Educational Psychologist about this.” 

Pupil D and Parent  Pupil D: “I found the groups helpful to talk about my feelings”.  

“I thought it was going to be hard because I was the oldest one 

there, but I made some good friends. I am sad that the groups has 

finished”.  

Parent: “It has been a tough few months and we have both 

benefited from attending this group through such a difficult time.” 

“I think he has done really well to use some of the strategies from 

the emotional tool box. Even the language he uses at home now 

shows how much he has learned about his own emotions. He is 

still in his early steps in learning to manage his anxiety, but I do 

think he has done very well so far”.  

“I have really enjoyed coming here and meeting the parents and 

talking about the difficulties”. I have picked up some good tips 

and I hope to see some of the people I have met outside the 

group”.  

Pupil E and Parent  Pupil E: “It was ok, I had fun sometimes”.  

“Yes I made some new friends” 

Parent: “Yes I think the groups have really helped him. I have 

seen a real difference in his overall confidence”. He seems a lot 
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happier at school and he has stood up for himself to a bully”.  

“I know he used the role playing that you did in the children’s 

group which he used at school to help him deal with a stressful 

situation.”  

“I am very proud of him and I hope this continues”.  

“Talking to the other parents has helped my confidence and I feel 

more reassured at home about how to help him”.  

Pupil F and Parent  Pupil F: “My sister’s still bug me, but now I go into my room and 

try to relax. I took that strategy from the group”.  

Parent:  “I still find it hard to not become frustrated when he does 

not listen to my instructions and tries to get his own way”. “The 

groups were as I expected and I do not feel that I got all that I 

needed from them”.  

“I would like some more support for behaviour management at 

home”.  

 

Overall it appears that many of the pupils and parents found the groups useful to support their 

understanding of Asperger’s Syndrome, to meet other children and parents who shared their 

concerns and difficulties and to develop some strategies in managing anxiety provoking 

situations. Two parents requested some follow up targeted support for behaviour 

management. Other parents seemed positive and could see the changes in their children since 

their attendance in the group. Some of the children found it difficult to verbalise their 

understanding of how their expectations were met but were able to explain what had been 

positive about the group sessions. The children all appeared to have got on well with each 

other and towards the end of the group the quieter children demonstrated a higher level of 

engagement.                         
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Discussion  

The results of the TRMFs reported an increase in parents and pupils perceptions in regards to 

achieving their set goal (pre-intervention). All parents and young people who had set a target 

had felt that they had made some progress towards achieving this target, which linked directly 

to the group intervention. This suggested that the parents and young people had felt the 

groups had been useful for them. Some parents and young people had felt that the groups had 

made much more of an impact on their goals than others. For example, both pupil E and 

parent E had felt at the post-intervention assessment that they had either achieved their 

expected outcome or exceeded their expectations. For pupil E in particular, the qualitative 

information reported that he had used a role-play scenario in a particular social situation. He 

had previously struggled to stand up to a boy who had bullied him at school. This was a 

situation that was role-played in the group sessions, where the young people role-played 

positive responses to this situation. He was able to then use this scenario in a real life 

situation. This also highlighted the generalisation of a particular skill learnt during the six 

week intervention. Generalisations to different contexts, a difficulty linked to children with 

Asperger’s Syndrome can sometimes mean interventions such as this and other interventions 

are limited in their effectiveness (Atwood, 2003).   

The TMRFs also showed that many of the expected targets were much higher than the actual 

targets achieved at the post intervention. This could have been linked to the expectations of 

the participants being too high and not achievable in the six-week intervention. For example 

pupil B and his mother both who had expected targets of 7 (pupil) and 5 (parent) had felt that 

they not moved on from their baseline, suggesting the group intervention did not make any 

impact on their overall goal achievement. There could have been a number of reasons why the 

parent and pupil B had felt this way. Firstly the target that pupil B’s mother had set “to find a 

better way to deal with his anxiety”, may have been too broad and a more specific and smaller 

target may have impacted on their overall results. For pupil B who had stated as his target “to 

make friends with others who have Asperger’s type difficulties”, he also did not perceive to 

have made any steps to achieving this target during the six-week groups. It was noted by the 

professionals who had run the groups that pupil B had found establishing friendships the most 

challenging aspect of the intervention. Although he had engaged with all activities, completed 

all homework activities and showed a positive interest in the group, he did find the interaction 
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with other group members difficult as often is the case for children with Asperger’s Syndrome 

establishing social interaction with peers is a difficulty (Atwood, 2003).  

The SDQ results highlighted that for the teacher, pupil and parent reports, the category of 

stress had shown an overall decrease in reported behaviours. However, for the other five 

categories there appeared to be great variation in parents, teachers and participants’ self-

reports. There could be a number of reasons why this was the case. Firstly, due to the nature 

of the participants difficulties, contextual factors or situations in school could not have been 

controlled during the intervention therefore, any environmental factors that could have 

contributed to the participants Hyperactive and Attention, Emotional Distress, or Getting 

Along with other Young People behaviours may have impacted on the results obtained.  

For pupil A, significant differences included that the teacher report had noted that the 

behavioural difficulties remained the same pre and post intervention, where both the pupil and 

parent had reported a decrease in Behaviour Difficulties. This suggested a difference in 

behaviour at home and at school. This could be related to parent and pupils perceptions of the 

behavioural difficulties at post intervention or possible differences in approach to behaviour 

management by the parents after post intervention.  

For pupil B both parent and participants B had reported a decrease in all categories post 

intervention. From the teacher’s report the emotional difficulties, hyperactive and attention 

and Getting Along with other Young People categories remained the same. This could suggest 

that the strategies being taught during the intervention showed that pupil B was not able to 

generalise these into the school contexts, a difficulty often associated with Asperger’s 

Syndrome (Atwood, 2003) 

Although the CBT programme was adapted to meet the needs of children with Asperger’s 

Syndrome as suggested by researchers such as Atwood, (2003) and Drinkwater and Stewart, 

(2002) through, for example, having shorter sessions, using visual methods of assessment and 

teaching and by using themed materials to suit the children’s interests, it appears the process 

of generalising new cognitive skills remained a difficulty for pupil B.  

For pupil D there was an increase in Emotional Distress and Behavioural Difficulties reported 

by the pupil’s self-report and parent’s self-report. The teacher’s self-report noted a decrease in 
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both these categories. As pupil D’s grandmother passed away during the intervention this 

would have impacted on the reports by both the parents and the participant.  

Pupil E had shown a decrease in reported behaviours across all categories for the teacher, 

parent and pupil reports at the post intervention stage. Behavioural observations and 

information obtained at the interview stage highlighted a level of motivation from pupil E to 

engage in the process. He had a level of motivation during the sessions and completed all 

homework tasks. This could have impacted on the results obtained. 

Overall it appears that the results of this study report some changes to behaviour and thinking 

regarding specific problems for participants and their parents/carers. These results 

demonstrated some similarities with the findings of Sofronoff et al., (2005) and Sze and 

Wood (2007). For example, all participants reported an overall decrease in stress related 

difficulties. Furthermore, parental and pupils’ goals on the TRMFs saw a move forward in 

their thought processes regarding the specific difficulties they had identified pre-intervention.  

However, there are a number of limitations of this study that need further discussion. Firstly, 

the sample was small and therefore generalisations to wider Asperger’s populations would not 

be feasible. Also there was only one female participant, so again this would limit the 

generalisability of these findings to other females with Asperger’s Syndrome. Secondly, there 

were weaknesses in the research design as the use of the self-report survey (SDQ) was the 

sole method of data collection from the schoolteachers. This limited the findings and further 

qualitative exploration could have provided more in-depth information regarding the reasons 

why some changes were seen in the school environment that were not reported by the parents 

or participants. 

Furthermore using SDQs pre and post intervention provided the researchers with some 

information about specific behaviours. However, on reflection, the SDQ may have been too 

broad a questionnaire, which meant the information obtained from the SDQs gave little 

information about the specific strategies that the young people and parents used outside the 

groups. A more specific questionnaire may have provided information relevant to whether the 

intervention was effective in managing difficulties relating to social situations and anxiety.  

Finally there was no control group used, so again this impacted on the overall validity of the 

study. Although some results identified reductions in certain types of difficulties on the SDQ, 
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it cannot be stated for certain that these directly linked to the intervention. External factors, 

such as environmental, individual characteristics and the level of Asperger’s type difficulties 

could have impacted on the level of engagement in the process by the participants and overall 

parental co-operation and attitude  
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Implications for Educational Psychology practice 

Rait et al. (2010) discussed the psychological well being of children and young people. The 

Department for Education, formerly known as the Department for Children and Families 

(DCSF), stated in the “Promoting Children’s Mental Health within Early Years and School 

Settings” document that, within the UK, the identification and management of the 

psychological wellbeing of children and young people is no longer solely the remit of the 

health services and that mental health is everybody’s responsibility (DfES, 2001). 

Furthermore, all adults who work with children and young people are considered to have a 

responsibility for identifying possible difficulties at an earlier stage and making sure that 

targeted support is in place.  

Rait et al. (2010) discussed the limited resources and the time constraints related to CBT and 

that it is unlikely that educational psychologists will be in a position to offer regular intensive 

direct CBT to individual children and young people. Although educational psychologists such 

as McKay (2002) have argued that this may well form an increasing element within an 

applied educational psychologist’s portfolio of skills. However, some health professionals 

could argue that there are other services that are better equipped and are more likely viewed 

as cost effective to use CBT rather than educational psychologists. 

However, the working knowledge of the school system, its constraints and impact on the way 

in which children learn and behave is a unique skill set that educational psychologists have. 

They can be viewed as best able to provide support for school staff, who could be more 

directly involved in the delivery of CBT programmes. Also at a whole school level they can 

promote the development and implementation of more universal and non-selective cognitive 

behaviour interventions imbedded in programmes such as SEAL in preventative practices that 

are accessible to schools and non-stigmatising to children and more acceptable to parents 

(Rait et al., 2010) and make schools more therapeutic environments.  
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Conclusion 

There appears to be a large body of research that identifies the effectiveness of CBT as a 

treatment for psychological disorders (Rait et al., 2010). However, much of this research is 

collated from studies with adults. Although the research into CBT with children and young 

people has highlighted some effectiveness (Atwood, 2003), there have been some weaknesses 

in the research identified, such as a lack of research into CBT versus other intervention 

methods, a lack of robust evidence regarding long term impact of the CBT interventions and 

the limited evaluation data from other sources such as the school environment. Furthermore, 

much of the research highlighting evidence for the use of CBT with children and young 

people who have an Autism Spectrum Disorder appears to rely heavily on parental reports of 

behaviour change or symptom reduction which are not a true reflection of the effectiveness of 

the CBT approach. 

The intervention discussed as part of this paper aimed to gather both qualitative and 

quantitative data pre- and post-intervention. The results of this project highlighted some 

changes, particularly in parent and pupil perceptions of change. Using the TRMFs, both 

parents and pupils identified a change in perception regarding their difficulties. Other methods 

of data collection did not demonstrate an overall reduction in symptoms. In order to assess 

any long term change a follow-up evaluation would be required but was not possible in this 

study.  

Overall it can stated that there is some evidence to suggest the use of CBT programmes for 

children and young people diagnosed with an Autism Spectrum Disorder, However, at this 

stage the evidence base is still in its early stages. More robust research where children’s 

progress is monitored over time would be beneficial.  
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APPENDICES 

1- Group session outlines 

2- Target Monitoring and Review Form  

3- SDQ questionnaire  
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CAMHS/EP – Asperger’s Social Skills Group 

Week 1 

 

1) Welcome / introductions (15 mins) 

- Welcome 

- Children state names/schools/favourite film 

- GAME: Remember names round robin 

- EXPLAIN purpose of group: 

o how to get along with people 
o how to avoid getting into trouble/getting angry 
o how to understand our emotions 

- EXPLAIN: Everybody finds these things difficult sometimes, and here we are going to 
learn some tips about these things, and play some games to practice what we have learnt. 
Should be useful but also really fun. Good way to make new friends. 

- FILL OUT part A / B in file 
 

2) Ground rules/shop (10 mins) 
- Form ground rules (make sure jointly agreed and positive) (E.g: Listen to each other; 

Be nice to each other; Take it in turns to talk) 
- Write out ground rules and put on wall 
- Explain shop:  In the corner of this room, we have a sort of shop where each week, 

you may be able to buy some prizes.  You can earn these prizes by collecting these 
stickers.  We will be giving these out from time to time to the people who are keeping 
the ground rules (award to someone listening well). Keep these on the piece of paper 
at the front of the folder (NB Keep total to yourself – private until end).  At the end of 
the group you will take it in turns to go and spend them in the shop, or you can save 
them ‘til next week. 

 

3) Explore being happy (25 mins) 

- Brainstorm – things that make them happy? 
- Rope game (Part 1) Stand on length of rope/string for different scenarios with one end 

representing not very happy, the other end representing very happy. 
o Possible scenarios’s 

§ You are allowed the day off school 
§ You get an A for a school assignment 
§ You are invited to a birthday party 
§ You find and can keep £10 
§ Your mother says that she loves you 
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- SEAL pictures – are they happy / how do we know? 
- Discuss physiological / emotional responses to being happy and put on paper.  I will 

draw out and annotate large picture   
- FILL OUT part C / D in file 

 

Break (15mins) 

4) Being Happy Cont.. 

- Rope Game (part 2) 
In 2 groups place the following words that describe the different levels of happiness at the 
position on the rope that measures the strength of the feeling. 

 

Happy Thrilled  Delighted    

Ecstatic Satisfied  Hopeful 

Joyful Pleased  Merry 

Cheerful Enthusiastic 

 

- Compare ropes and discuss.   
- Put words on previously drawn picture 

 

5) Explore relaxation (20 mins) 

- Discuss what they do to relax 

- Physiological/psychological reactions to being relaxed 

- FILL OUT file 

 

- Techniques for relaxation 

- Look at ‘Ways To Calm Down’ handout.   

- Practice relaxation exercise/meditation technique – go to special place. 

- Discuss their special places 
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6) Explain Home-task & Shop (5 mins) 

 - Home project – complete happiness diary 

Session 2 

 

Welcome and review of last session 5mins 

 

• Welcome to all GAME: one thing you can remember about another person from last 
week 

 

• Let’s see if we can remember what rules we agreed at the last session.  
 

• Does anyone want to share their homework today? Things that make you happy.  
 

 

Exploring Anxiety   

 

We all have times when we get anxious, but we need to find a way to help us deal with this so 
that it doesn’t hurt us or others around us. 

 

Exploring anxiety 10mins discussion 

What kinds of things make us feel anxious? 

Use thermometer to show that some things makes us more anxious  then others.  

Use rope game again to show on scale some scenarios make us anxious then others: (Print off 
cards).  

  

What happens to our bodies when we get anxious?  

 

- talk about some of the physiological names (draw picture of person on flip chart) 
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What are we thinking when we are anxious (do thought bubbles on the flip-chart)  

 

- heart rate 
- breathing 
- muscles 
- posture 
- face  
- speech  
- thinking 
 

Game: list of word to describe anxiety this will include non-anxiety related words too, 

 

Anxiety /other…children given cards with words to describe anxiety and other non 
anxiety related emotions/words  

Choose which ones go to the an section on flipchart.  

 

15 minute break 

 

Think of a hero who has become anxious  

- why were they anxious 
- how did they feel 
- how did they cope with the anxious feeling 
- what did they do or think that stopped them from being anxious  
 

Things that make you angry 15 mins 

- What happens when you get anxious? 
- What does this look like (posture, face, speech, breathing, so on) 
- What are you thinking (thought bubble) 
- What are you feeling? 
- Use traffic light worksheet. (on a scale of 1-5) 
- What could you do differently 
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Introduce emotional tool box 5mins 

 

As much as we have a tool box full of different tools to repair a machine, we could imagine 
another type of tool box to repair some or our feelings. There could be different types of tools 
in your emotional tool box. One type of tool in a mechanics tool box is a hammer. A hammer 
could represent physical activities that use up lots of energy that can “repair” feeling anxious. 
Another tool in a tool box is a brush to brush away the dust. This could represent things you 
can do to help you relax. 

 

Homework task 

Things to put in your emotional tool box that will help you stop feeling anxious 

E.g. tools such as relaxation techniques we used last week.  

 

Session Three 

 

1) Review (5 mins) 
Review rules: Who can remember? 

Name game: Throw ball to other in group and say name 

Or tell us something interesting about week/weekend 

 

2) Review of last session (20 mins) 
a) Words/faces for emotions  

i. Brainstorm words for worry/anger/sadness/happy 
ii. Quick role play – children act out emotion on a card while others guess 

(i.e. review of body/facial responses to particular emotions) 
b) Discuss what each participant discovered about physical and relaxation tools used 

by themselves/others.  Can they give an example of when they have used a tool in 
the last week. 

 

3) Investigate other tools from emotional tool box – write on flip chart paper (Put all 
flip sheet paper on wall for all to see) (25mins) 

a) Social tools (e.g. talking to a friend/teacher) 
b) Thinking tools (e.g. cognitive restructuring - Saying word to themselves, think 

happy thoughts, count to 10) 
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c) Other tools (special interest that can be used as a relaxant; consider humour) 
d) This can include relieving feelings through physical and abuse; running away.   

 

 

4) ROLE PLAY (20 mins) 
a) Split into two groups and pick a situation that one of the participants has had in 

which previously they have made use of an inappropriate tool.  As a group choose 
what might be a appropriate tool to use instead. 

b) Show short role play to other group 
 

5) Practice going to special place (5 mins) 
 

6) Home Task: During week think of different physical/relaxation/thinking and social tools 
that may be useful for them.  If possible try one out to report back to the group next week. 

 

Session 4 

(5 mins) 

• Activity to start session throw ball to each other and discuss “one thing that has gone 
well this week, at home or at school.”  

• Review rules of the session “can anyone remember a rule.”  

(5 mins) 

• Review of task -emotional tool box, has anyone used an emotional tool from their tool 
box. What happened, what tool you used?  

• Place the tool on the flip-chart 

(10 mins) 

Activity to review emotional tool box from l last week. 

• Activity: Emotional tool box rope game.  
• A list of scenarios that can cause us to become angry  
• Where would this situation go on the rope “a little angry” or “very very angry” 
• Different situations may require different emotional tools.  
• Sum situations may require more then one tool.  
 

 
(30 mins) 
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Rope exercise for anxiety  

• Use a length of rope as a ‘thermometer’ to measure the degree of feeling.  With each 
of the situations, discuss why each of the participants have chosen a particular 
‘degree’ of expression.  Consider the person who has shown the least anxiety and 
discuss how they would cope, making note of their strategies for use by the others. 

• Being sent to the Head teacher’s office. 
• Your usual teacher is away today and the replacement teacher is someone you have 

not seen before. 
• Your morning session has changed from literacy to another lesson which your are not 

familiar with.  
• Two boys that tease you are coming towards you in the playground. 
• Then generate a list of all the situations that the participants find cause them anxiety.   
• Select a couple of examples. 
• Brain storm activities/strategies that could help the person in that situation. 
• Role-play one example each.  

 
Practice going to special place (5 mins) 
 
Homework task (5mins) 
Home work task is to think about 1 thing you can do that will help you feel less anxious in a 
situation that causes anxiety for you.  
 

 

Session 5 – Social Skills 

 

7) Starter (8-10 mins) 
a) Review rules: Who can remember? 
b) Throw ball to someone and say something positive about them (e.g. I like your 

contributions in the group / You are very sharing / you are a good listener, etc 
 

8) Review (10-15  mins) 
a) Who has used a tool from the tool box over the last week – can they explain? 
b) Show & tell – has anyone brought in any new ‘tools’ that we can put on the board 

 

9) Discuss and write social stories – 25 mins 
a) Explain we are going to jointly write some social stories for when we get angry or 

anxious. 
A social story is a description of a social situation to enhance child understanding 
so that this may lead to more adaptive behaviour. 

 



Page 365 of 377 
 

E.g: 

Situation: Many children like to play football at lunchtimes.  Often a lot of people 
play with no teacher there to referee the game.  Often rules change or children break 
the rules of the game.    

 

My view: Sometimes the rules are broken by players on my team, and sometimes by 
players on the other team.  I can get stressed when I see other children breaking the 
‘rules’ of the game.  When I get stressed I sometimes confront the child who has 
broken the rules   

  

What I will do: At these times I will try and stay calm.  I will walk away for a short 
time out and count to 10.  I will also put it into perspective by saying ‘it is only a 
game’ 

 

Why: This is important as I often get into trouble during lunchtimes.  This is the 
grown up thing to do 

 

b) Split into two groups and discuss one situation that one of them deal with that a 
social story could be useful for.  Jointly write the social situation with the adult as 
scribe. 

c) Groups come together and read out social story 
 

10) Poisonous thoughts and antidotes (15 mins) 
a) Discuss what poisonous are; how they can be destructive; remedies/antidotes to 

them. 
b) Read out sentence – stay one sound of the room for poisonous thought and the 

other for antidote.  Read out list and children change sides accordingly.  
 

11) Practice going to special place (5 mins) 
 

12) Home Task: Write social story with parents to read out next week 
 

Session 6 

(5 mins) 
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• Activity to start session throw ball to each other and discuss “one thing that you have 
found useful/positive about participating in this group.” 

 (10 mins) 

• Review of task – Have people written a “social story”. Can you think of any situations 
recently were you could have written a social story to help think about the situation 
differently.  

• Can anyone give examples of poisonous thought (they may have experienced this 
week) and antidotes to these thoughts?  

(25mins) 

Task to review emotional tool box and social stories. 

• Group of 3  

• Discuss a real life situation and describe how you feel using thermometer 

• Discuss which tools you can use from your tool box Physical tools, Relaxation tools, 
Social tools and thinking tools.  

• Now write a social story to help you think of what you could do and why. 

 

Creating antidotes to poisonous thoughts 

(10 mins)  

• Draw a picture of yourself and draw thought bubbles of all the antidotes you can use 
to stop your poisonous thoughts.  

 
Review all strategies discussed in the sessions 
 
(10 mins) 

• Emotional tool box 
• Social stories 
• Antidotes.  

 
Practice going to special place (5 mins) 
 

Certificates of participation presentation at the end.  
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Date of Planning and Target Setting 
Meeting: 

 

 

Commissioner / Problem Owner: 

 

 

Form Completed By: 

 

ZA/Mrs ******* and ******* 

Proposed Date of Monitoring and 
Review Meeting: 

 

19th April 2010 

 

Descriptor of Type of Work1 Linked to 
one or more of the ECM indicators, and 
indication of primary need Behaviour, 

Social-Emotional, Language and 
Cognition and Learning. 

Casework 
Individual 

Casework 
Group 

Project 
Work 

(Please 
specify) 

Other 
(Please 
specify) 

 

 

B   SE  L  C&I 

 

1  2  3  4  5 

 

 

B   SE  L  
C&I 

 

1  2  3  4  5 

 

 

B  SE  L  C&I 

 

1  2  3  4  5 

 

 

B  SE  L  C&I 

 

1  2  3  4  5 

                                                        
1 To be healthy⑴, Stay Safe⑵, Enjoy and Achieve⑶, Make a Positive Contribution⑷ and Achieve Economic 
Well-being⑸. 
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Some Prompts:-  

§ Why is this work needed, who is requesting this piece of work, and what are the specific questions? 
§ What has already been tried, by whom and what were the outcomes? 
§ Are there any other on-going related projects or initiatives (who, what, where and why). 
 

 

 

Joint CAHMS and EPS social skills intervention. Due to a high waiting list for CAHMS a initiative was 
introduced through consultation with EPs and CAHMS. Children with an ASD diagnosis with anxiety and 
anger related difficulties were referred for new initiative.  
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Some Prompts:- 

§ Content – (the what). 
§ Process – (the how):- 
§ Resources Required:- 

o Time needed (to include time to project manage, supervise staff, 
administration, if appropriate). 

o Personnel (Who) (to include other practitioners, if appropriate). 
o Venue (Where). 
o Other. 
o Time costing (i.e. in number of sessions). 

 

Based on the Atwood exploring feelings training package.  

Six 1 hour sessions  

One CAHMS professional and one EP 

To be held at CAHMS 

Time allocated for planning each session, organising handouts, resources and activities.  
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Date of Review Meeting: 

 

19th April 2010 

Commissioner / Problem 
Owner: 

 

****** and Mrs ****** 

Form Completed By: 

 

ZA 

Descriptor of Type of 
Work2 Linked to one or 

more of the ECM indicators, 
and indication of primary 
need Behaviour, Social-

Emotional, Language and 
Cognition and Learning. 

Casework 
Individual 

Casework 
Group 

Project 
Work 

(Please 
specify) 

Other 
(Please 
specify) 

 

B   SE   L  C&I 

 

1  2  3  4  5 

 

 

B   SE  L  C&I 

 

1  2  3  4  5 

 

 

B  SE  L  C&I 

 

1  2  3  4  5 

 

B  SE  L  C&I 

 

1  2  3  4  5 

TARGET 1: 

Lower 
Limit 

 

(a rating 
of 1 

means ?) 

Descriptor of Baseline (B) and Expected (E) Level: 

 

Ratings: To find a better way of dealing with his anger. 

 

  

1 2 3 4B 5 6A 7E 8 9 10 

 

Descriptor of level achieved at review meeting (Actual Level (A)): 

 

Upper 
Limit 

 

(a rating 
of 10 

means ?) 

                                                        
2 To be Healthy⑴, Stay Safe⑵, Enjoy and Achieve⑶, Make a Positive Contribution⑷ and Achieve Economic 
Well-being⑸. 
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 TARGET 2:  

Lower 
Limit 

 

(a rating 
of 1 

means ?) 

Descriptor of Baseline (B) and Expected (E) Level: 

 

Ratings: To make friends who have Asperger’s related difficulties 

  

1 2 3A 4 5E 6A 7 8 9 10 

 

Descriptor of level achieved at review meeting (Actual Level (A)): 

 

 

Upper 
Limit 

 

(a rating 
of 10 

means ?) 

 TARGET 3:  

Lower 
Limit 

 

(a rating 
of 1 

means ?) 

Descriptor of Baseline (B) and Expected (E) Level: 

 

Ratings:  

 

1 2 3 4 5 6 7 8 9 10 

 

Descriptor of level achieved at review meeting (Actual Level (A)): 

 

Upper 
Limit 

 

(a rating 
of 10 

means ?) 
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Please specify agreed next steps: 
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APPENDIX 
 

GUIDANCE NOTES 
 

PHASE 1. – PLANNING AND TARGET SETTING MEETING 

§ During discussions with the commissioner / problem owner make sure that the targets 
finally agreed are as SMART3 as possible and that they are clearly linked to the areas 
identified as being priorities for intervention (i.e. based on assessments and 
investigations) and the intervention plan negotiated.   

§ Make sure that the targets (outcomes / impacts) chosen are significant and substantive. 
§ Think carefully about how you go about measuring or assessing the baseline levels of 

these targets and who is best placed to collect this information. 
§ Use a range of defensible measures and approaches, where possible - some could be 

used to monitor learning or social / emotional / behaviour and / or act as outcome 
measures. 

§ Check that the assessment devices used are valid, reliable and culturally sensitive. 
§ Ensure that any formal or informal measures you use are relevant and be able to give 

sound reasons for their use. 
§ This clarity will greatly assist the task of reviewing and evaluating the impact that your 

intervention plans have had.   
 

Specific points to follow: 

§ Phase 1 of The Target Monitoring and Review Form should be completed at the 
Planning and Target Setting Meeting.  A date for the Review Meeting should be 
agreed (Phase 3). 

§ Up to 3 Targets can be agreed.  These should link directly to the Agreed Intervention 
Plans (Phase 2).  

§ In Version 6 we ask that you also define the two extremes of your scale for each target 
before placing your Baseline (B) and Expected (E) ratings.  For example, if our goal is 
by December 2008 for Stewart to be able to read and write 70 of the top 100 basic sight 
words, then on our scale 1 = ‘No sight words’ and 10 = “100 sight words”.  Therefore 
using this scale Stewart’s expected rating would be 7 and his base line (derived from 
direct assessment) was 1.  The intervention chosen included an element of precision 
teaching and when he was re-assessed in December he was able to read and write 80 of 
the 100 sight words.  This would be rated on this scale as 8 (Actual Level (A).  
 

                                                        
3 Specific, measurable, achievable, realistic and time limited. 
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§ The descriptor of baseline level should be defined first.  This should be a behavioural 
statement derived from IEP targets, curriculum based assessments, National Curriculum 
targets, P-scales, behavioural sampling, self monitoring and / or other valid sources. 

§ After a critical review of the information available between the commissioner and EP / 
Trainee a baseline descriptor is allocated a rating on a scale from 1-10, circled and 
marked with a B.  This will normally be at the lower end of the scale (around 2 or 3).  

§ The level of attainment expected by the review date is defined as a target and written in 
the space above the shaded box.  The commissioner is asked to allocate a rating on the 
scale to indicate the expected level.  This should be circled and marked with an E.  This 
will normally be between 6 and 8.  

§ At the review, a score is allocated for the level achieved, circled and marked with an A.  A 
score above the expected level (E) indicates more progress than expected, below this, 
less than expected, or if the same then expected progress.  

§ A behavioural statement describing the level achieved is recorded under ‘descriptor of 
level achieved’.  

§ Copies should be made for the commissioner, pupil and / or school files as appropriate 
and a copy sent to Joynes House Support Staff. 

 

PHASE 2 - AGREED INTERVENTION PLAN 

Points to Consider 

§ During discussions with the commissioner about intervention plans try and maximum the 
involvement and commitment of child (children) concerned. 

§ Try and plan for the ‘realistic’ involvement of staff, and parents / carers in terms of time 
and effort required to implement the plan. 

Ask yourself:  

- Is the intervention ethically and culturally sensitive? 
- Do the persons involved have the skills to implement the intervention(s)? 
- Is the intervention based upon sound principles and / or research? 
- Are all parties agreeable to the intervention? 
- Is the intervention practical? 

 

State clear aims and teaching tasks: these may be in the form of a checklist: 

- The instructional objective/s. 
- The specific learning and / or behavioural outcomes: what is it you want to 

achieve? 
- Under what conditions and when will it happen? 
- Criteria for success, how will you know when you have achieved what you set out 

to? 
 

Specific intervention steps: 

- Include how you intend to guide the learning and reinforce that learning. 
- Include adaptations and how you will manage resources for most effective action. 
- Deal with possible obstacles (e.g., child absence, distractions and emergencies). 
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Describe the monitoring system.  Describe how you will facilitate maintenance and 
generalisation of procedures. 

- Provide detail on the planned actions. 
- Summarise progress and issues (e.g., what was the impact on each behaviour / 

dimension of interest?); 
- What was the impact on the specific areas of concern and wider systemic issues? 

 

PHASE 3 – TARGET REVIEW MEETING 

Points to Consider 

§ During discussions at the Review and Monitoring Meeting consider outputs, outcomes 
and impact.  How will these be reviewed?  What information needs to be collected 
(further assessments, observations, feedback) and by whom? 

 

Critically analyse issues specific to the intervention and wider systemic issues relating to 
assessment, evaluation and teaching: 

- Is the data sufficient to allow for a determination of success? 
- Does the data show a consistent pattern or are there inconsistencies which could 

point to a more successful intervention? 
- What problems were encountered in implementing the intervention? 
- What are the factors associated with positive/negative outcomes? 
- How does the outcome relate to relevant literature and your experience? 
- Did the intervention increase or decrease the others' professional dependence on 

you? 
- Did it enable others to solve future problems more effectively? 

 

PHASE 4 – AGREED NEXT STEPS 

Points to Consider 

§ During discussions at the Review and Monitoring Meeting in consultation with the 
commission a clear decision will be agreed as to what will happen next.  Obviously this 
decision will be dependant on the outcomes of the intervention (i.e. a new brief / 
commission will be negotiated, the direct involvement of the EP will cease, a monitoring 
role will be adopted, and so on). 
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CONCLUDING CHAPTER  
 

This chapter is a concluding summary of the work undertaken during my two-year placement 

within the Kent Educational Psychology service as part of the assessed requirements of the 

Applied Child and Educational Psychology Doctorate at the University of Birmingham. 

 

My role as a Trainee Educational Psychologist (TEP) included work within two different 

locality teams within a large local authority. This experience provided me with an 

understanding of the complexity and variety of the role of the Educational Psychologist. My 

work ranged from individual casework to multi-agency work in collaboration with Child and 

Adolescent Mental Health Services (CAMHS).  

 

My role within the Dartford team in Year 2 provided me the experiences of working 

collaboratively with other professionals to provide services to schools, families and children 

as part of the Every Child Matters Agenda (DfES, 2003). However the challenges of working 

in this way included the limited opportunities to build rapport and professional relationships 

with the Special Educational Needs Coordinators (SENCOs) of the 32 schools within the 

locality. Throughout the year my involvement with schools was determined through the 

Partnership Based Review (PBR), which meant that for schools to access educational 

psychology they had to make a referral to the PBR. I have highlighted in my critical reflection 

the limitations in this way or working as not all schools were equally represented. Many 

schools who understood the system were able to access the services more often. According to 

Imich (1999) the time allocation system is often viewed as equitable by schools. 
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During Year 3 of my trainee placement, I was able to work within a time allocation model, 

and reflecting on the equitability of services I felt that I was able to divide my time more 

equally amongst the schools in my patch. This allowed me to develop professional 

relationships with the schools I was working with in a view to understand the needs of the 

school at the organisational level - something I felt unable to do during Year 2, where often 

my first contact with the school was after they had been allocated the EP time through the 

referral system.  

 

My work in Year 3 also provided me with an opportunity to develop my skills using a model 

of consultation based on the principles outlined by Wagner (2000). Working collaboratively 

with a SENCO to problem solve and reframe a child’s difficulty can have a profound effect 

on the educational outcomes for individuals pupils. My consultation skills are something I 

hope to build on and continue to apply throughout my professional practice. 

 

The professional practice reports provided me with an opportunity to develop my practices 

with primary and secondary schools, specialist provisions such as the West Kent Health 

Needs Services, work with the CAMHS and work within the community context allowing me 

to apply psychology within a variety of contexts. For example, PPR2 gave me the opportunity 

to look closely at the evidence base for social stories as an intervention for children and young 

people with Autism. This allowed me to take an in-depth look at the research and understand 

the ways in which evidence based practice can develop and check the validity of the 

interventions we often support schools to implement. 
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McKay (2002) argues that psychological therapies such as CBT may well form an increasing 

element within an applied educational psychologist’s portfolio of skills. PPR5 provided me 

with an opportunity to explore the use of CBT and the role of Educational Psychologists. 

Having an opportunity to analyse the evidence to support the use of CBT with children and 

young people who are diagnosed with Asperger’s Syndrome has helped me to reflect on how 

important it is to ensure a sound understanding of approaches and interventions psychologists 

use within their work.  
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