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Abstract 
 
 

The secondary school setting presents unique challenges to both therapist and 

client, and this study focuses on the particularly complex beginning and the 

ending phases of school-based therapy. My hypothesis is that, as casework 

experience increases, psychodynamic therapists’ practice evolves in order to 

address the challenges presented during these phases by the adolescent pupil-

client group and the education setting. An evidence-based understanding of the 

adjustments made to practice by therapists over time will support the effective 

work of school-based psychodynamic practitioners and their adolescent clients in 

the future. 

 I carried out structured interviews with nineteen trainee and qualified 

psychodynamic therapists, focusing on how they conduct the initial and final 

phases of therapy when working with pupil-clients in secondary schools. From 

these interviews I gathered information on how services are currently delivered to 

young people, I elicited therapists’ opinions about the clinical strategies they use 

and offered therapists a chance to describe the 'operational' techniques they 

employ in practice.  

 The research finds that, without compromising their psychodynamic 

thinking and with a practice style grounded in psychoanalytic and 

psychodynamic theory, experienced secondary school-based practitioners use 

an ‘applied’ model of psychotherapy. Responding to the setting and the client 

group, practitioners with increasing casework experience adapt aspects of the 

‘pure’ practice model in order to engage, sustain and end therapy with 

adolescent pupil-clients. Using the data gathered, I identify features of the 

psychodynamic model that are altered over time and make recommendations 

that will support school-based psychodynamic practitioners in their work. 
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An enhanced understanding of the significance of beginnings and 

endings has always been a key aim of applied psychoanalytic 

thinking.  

(Youell, 2006: 69) 
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Definition of Terms Used 
 

 

Specific terms used in this thesis require explanation. Definitions are given below. 

 

The terms psychotherapist and psychodynamic counsellor are used 

interchangeably in this research thesis. In addition, unless it is made explicit in the 

material, the terms counsellor and therapist will refer to a psychodynamically 

trained practitioner. Custom and practice indicates that psychodynamic 

practitioners trained to post-graduate level may refer to themselves as either 

psychodynamic counsellors or psychotherapists simply through personal 

preference or in response to their professional environment. The term 

psychotherapist is most often used in clinical settings and psychodynamic 

counsellor is the term used in schools. Indeed young people themselves claim to 

respond more favourably to the idea of  ‘counselling’ than to ‘psychotherapy’, 

which they consider more stigmatizing and difficult to understand (BACP, 2013: 

11).  Child and adolescent psychodynamic counsellor trainings tend to be shorter 

than psychotherapy trainings, but both models are a modified version of 

psychoanalysis. Casework readings studied during training for both nominations 

are predominantly drawn from clinical psychotherapy and psychoanalytic 

practice.  

 Theoretical and case material considered on postgraduate 

psychotherapy and psychodynamic counselling training courses range from 

psychoanalytic Freudian and Kleinian literature, through Winnicott and Bowlby’s 

work to the latest thinking about attachment theory and mentalization-based 

practice. Reflecting this, the literature reviewed in this research is a mix of material 

from classic psychoanalytic thinking and practice as well as contemporary 

psychotherapy and psychodynamic counselling.  

 

The term psychoanalysis is used to describe a classical model of, usually private, 

practice, while ‘psychoanalytic’ refers to the classical literature and theory that 

informs both psychotherapy and psychodynamic counselling. 

 

The term clinical practice describes professional therapeutic practice in primary 

mental health care settings. In this research, the terms clinical strategies and 

casework strategies both refer to the techniques and practices that therapists use 
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with clients in any context, including statutory services, school and community 

settings. 

 

In school counselling and for the purposes of this research, the initial or beginning 

phase of therapy is taken to be the period during which the therapist forms a full 

picture of her client (including gathering information about his personal 

background and current functioning), works with him to develop a therapeutic 

alliance and to establish if and how counselling might be of use. This phase 

includes what would usually be termed an assessment interview or assessment 

period in clinical work. In school counselling it is common for the therapist to build 

the assessment process into the induction phase of the therapy -- it is usually the 

same therapist conducting the assessment process who takes part in the 

subsequent work. This means that an important element of the initial phase in 

school-based therapy is to encourage the adolescent client’s engagement and 

arouse his curiosity in order to set the scene for collaborative working.  

 

Throughout this thesis, what I refer to as the final or ending phase is the period of 

therapy during which the therapist and client review the work they have done 

together, address the experience of loss and evaluate what has changed, stayed 

the same and/or still needs to be worked on.  

 

The length of a period of therapeutic work with a young person in school can be 

subject to the vagaries of its client group and context. There are a variety of 

elements that determine how long a piece of work with a young person will last, 

and most therapy in schools can be defined as ‘brief’, ‘short-term’ or ‘time-

limited’ (Coren, 2001: 41; BACP, 2013: 6). It is quite possible, however, given the 

right circumstances, for therapy with an adolescent client in school to continue 

over two or more academic years or indeed to break and resume some time 

later in the young person’s school career. For this reason I use the term time 

conscious to describe therapeutic work in schools, because this underlines the 

therapist’s need to be mindful of the constraints and opportunities presented by 

the school setting and the fact that, although as psychotherapists we may define 

our work as ‘open-ended’, we are practising within contextual parameters.  

 

Regarding the client group, I use young person and adolescent interchangeably. 

These terms refer to people between 11 and 18 years of age, that is secondary 

school aged pupils in the UK. In my own writing, the term child is reserved for 

people under 11 years of age.  
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I use the term pupil to refer to a young person in education who may also be a 

client, and student for an adult in education who may be a trainee therapist. I use 

the term client to describe a person using therapy in school, clinic, private or 

community-based settings, and the term pupil-client when the client’s concurrent 

position in education is an important consideration in the discussion.  

 

Finally, for the sake of consistency and clarity, when referring to an imagined 

therapist I use feminine terms and for an imagined client I use masculine.  
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Chapter 1  

Introduction 

 

 

Context of the Project 

The Glass-House Trust, a Sainsbury Family Charitable Trust, set up A Space for 

Creative Learning and Support1 in 1997 in partnership with the Social Science 

Research Unit at the University of London and Hackney Education. The aim was to 

pilot in-school services for children and young people that met their emotional 

and psychological needs through an accessible and non-stigmatizing provision, 

while also meeting standards of excellence set out by the regulatory bodies 

(BACP, UKCP and HCPC).  The research project and pilot service continued until 

2001. Based on the successful outcome of the pilot, the Glass-House Trust 

committed to providing an annual grant to A Space with the interlinking aims of 

delivering curriculum-time therapy services to Hackney schools while maintaining 

close links to local statutory and voluntary providers and continuing to evolve and 

develop effective models of practice for therapists working in schools.   

 Each academic year, A Space offers up to sixteen trainee placements for 

students from MA or MSc courses spanning counselling, psychotherapy, the 

creative therapies and play therapy. The trainees work alongside fourteen 

qualified therapists on the core team.  The main model of practice drawn on by A 

Space therapists is psychodynamic. Over the years, the A Space Director, in 

consultation with senior practitioners on the team, has been developing a series 

of handbooks for trainees to support their first years of work on placement and to 

give them a solid grounding in all aspects of working in schools. One component 

of the ‘Practice Handbook’ focuses on managing the beginning and ending 

phases of therapy, both to ensure that clients’ needs are met and to put in place 

an evaluation structure.  

 Since 2008 A Space has been piloting Intake and Exit Questionnaires in 

both primary and secondary schools. Experience at A Space shows that therapy 

delivered in school is a complex undertaking and that the beginning and ending 

phases pose a specific set of challenges to both therapist and client. The thinking 

has been that an Intake Questionnaire completed by the young person and 

therapist together might offer a framework for the initial phase of therapy. The 

questionnaire can help clarify reasons for the young person’s engagement in 

                                            
1 A Space for Creative Learning and Support is referred to as A Space elsewhere in the 
thesis. 
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therapy, whilst providing a useful way into gathering relevant information on the 

client’s history and their current life circumstances. The information gathered at 

the start can then help the therapist and client formulate a focus for the 

counselling. A corresponding Exit Questionnaire, used during the last phase of the 

therapy, may then help counsellor and client identify what has been achieved 

during the work.   

 In 2010, the Glass-House Trust generously agreed to make funds available 

for a three-year project researching school-based therapies. It was clear to 

practitioners and supervisors at A Space that the initial and final phases of 

therapy in particular should be the focus of the research. The chance to take up 

the research position was offered to me in the summer term of 2010. 

 Discussion with my academic supervisor at the start of this study indicated 

that creating validated intake and outcome measures would be beyond the 

scope and timescale of the project. It soon became clear, however, that 

development of the Intake and Exit Questionnaires could be greatly enriched by 

in-depth examination of the practices, methods and techniques currently used 

by psychodynamic counsellors working in school environments. In every episode 

of psychotherapy, the beginning and ending phases are significant for both 

counsellor and client, and, at A Space, we concluded that research about how 

these phases are conducted by therapists ‘in the field’ had potential to inform 

and improve school-based practice. 

 At this point, the scope of the project became more focused than 

originally intended. I had initially hoped to conduct research into both primary 

and secondary school psychodynamic therapy and to compare the ways in 

which practitioners in these settings begin and conclude with the ways in which 

clinicians carry out these phases. Because of limitations of time, however, for the 

purpose of the written project I have focused on school-based practitioners in 

secondary education settings. My focus on adolescent pupil-clients came about 

because they are a complex client population with specific developmental 

needs, are generally perceived to be difficult to engage in therapeutic work of 

any kind and are under-represented in school-based therapy research literature. 

However, I am aware that the study I have carried out will also have areas of 

relevance to the delivery of therapy services in primary schools. 

 

Outline of the Research Thesis 

School-based psychodynamic counsellors and psychotherapists arrive in 

counselling rooms fresh from training, or indeed during training, and quickly have 

to find a way of carrying out their therapeutic work with young people within a 
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unique school context. Their training is very often specialist child and adolescent 

psychotherapy or psychodynamic counselling and is considered appropriate for 

working with children and young people in every setting. The academic teaching 

aspect of this specialist model of psychotherapy focuses on psychoanalytic child 

and adolescent developmental theory. In other respects, however, the approach 

taught is almost indistinguishable from the open-ended classical model of 

psychotherapy used with adults. The techniques and methods necessary for 

working with adolescent clients are acquired during the therapist’s training 

placement practice, which might be in a clinical, community or school setting.  

 In the last decade or so psychotherapy frameworks have been 

developed specifically aimed at time-limited work with young people, for 

example, Interpersonal Psychotherapy-Adolescent (IPT-A) (Mufson et al., 2004), 

Time-limited Adolescent Psychoanalytic Psychotherapy (TAPP) (Briggs, 2013) and 

a manualized model of Dynamic Interpersonal Therapy for adolescents is under 

development.  IPT-A (designed to treat depression only) and TAPP are clinical 

approaches, however, and are not immediately transferable to the school 

setting. These time-limited frameworks have clearly defined organizational 

assessment protocols, and assume access to the client’s support network, 

comprehensive information about his history, current circumstances and 

psychopathology, and presuppose an initial motivation on the client’s part to 

engage in therapy. Although research and development in school-based 

counselling is growing, to date equivalent manualized approaches for initiating, 

sustaining and ending psychodynamic school-based therapy have not been 

developed. The working environment psychodynamic counsellors in schools 

inhabit differs in many important respects from that of their clinical colleagues.2 In 

Chapter 2, I give an overview of the professional and organizational landscape in 

which school-based therapy is currently offered and examine the challenges and 

opportunities facing school-based psychodynamic practice.  

 From the outset new therapists working in schools are expected to apply 

their training model while fitting into an existing school culture and may be 

required to carry out initial assessments and negotiate endings with their 

adolescent clients from the start of their careers. Part of a therapist’s 

development as a practitioner is to learn to manage the anxieties and tensions 

                                            
2 The difficulties faced by therapists in other settings may be different to but are no less 
than those faced by their school-based counterparts. For community-based practitioners 
and clinicians, the client profile, the structure and culture of their particular service, 
national and local government changes, the level of funding and resource available, and 
the nature of their relationships with their service colleagues, will similarly impact on the 
way in which they are able to practice therapy. 
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that are present in the work, particularly during these transitional phases. From my 

own experience, I understand that this task is achieved through a combination of 

elements - reflection in good supervision and regular personal therapy, 

involvement in Continuing Professional Development programmes and through 

the lifelong process of identifying effective clinical strategies and modifying 

practice accordingly. To reflect my research focus on the initial and concluding 

phases of therapy, in Chapter 3 I review the published material available about 

the clinical strategies used by psychodynamic therapists at the start and end of 

therapy.  

 In all settings, effective therapists are mindful of the developmental age of 

the client they are working with and specialist psychotherapy trainings help 

therapists who are working with young people apply child and adolescent 

psychoanalytic models to their thinking. I consider it important in this research 

about counselling with young people to review what psychoanalytic theory has 

to say about the experience of being an adolescent. More specifically I became 

interested in finding out about the psychodynamic significances of initiating and 

concluding therapy in school during the adolescent developmental phase. To 

this end, in Chapter 4, I review the literature that exists about the adolescent 

developmental period in light of the particular delivery context and phases of 

therapy I am investigating.  

 My discussion of the service delivery context, the literature available 

about how therapists conduct the initial and final phases of therapy and the 

psychodynamic implications for adolescent pupil-clients of beginning and ending 

therapy, offers a comprehensive picture of the challenges and opportunities 

facing school-based therapists at the start and end of therapy. Considered 

together, this information quickly arouses curiosity about how psychodynamic 

professionals apply a training that has its roots in a clinic-based tradition to their 

work with adolescent clients in education settings.  

 Psychotherapy is an adaptation of psychoanalysis, and in their work 

psychodynamic counsellors in schools also adhere to the central elements of 

psychoanalytic thinking: the importance of the unconscious, the significance of 

early experience and its impact on the present, internal and external processes 

and how they shape mental functioning, and the relationship between client and 

therapist in the therapeutic space. This theoretical understanding is framed by a 

set of practice protocols – therapist non-disclosure, a contract of client 

confidentiality, regularity of time, location and length of sessions. As in clinical 

practice, how these core elements are worked with in school-based therapy will 

vary depending on the individual therapist and the client in front of her. 
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Greenberg (1995) offers us the concept of the ‘interactive matrix’. He observes 

that the ‘rules’ of psychoanalysis are varied depending on the specific nature of 

the therapist and patient's subjectivities. Greenberg suggests that ‘the interactive 

matrix — not the psychoanalytic textbook — is the crucible within which technical 

procedures are forged’ (Greenberg, 1995: 20). From my own experience I know 

that in addition to the subjectivities of both participants, the setting will also 

impact on the practical, technical and procedural aspects of therapy. It seems 

possible that, as well as channelling their theoretical understanding, therapists 

over time adapt their practice techniques in response, not only to the individual 

client, but also to the qualities of the client-group and the context in which 

therapy is being offered. I concluded at this point that school-based therapy with 

young people requires of the psychodynamic therapist a set of casework 

strategies that develop in practice, but have yet to be sufficiently defined.  

 By now the focus of the project had become clear. It seemed possible 

that a methodical study of the way in which psychodynamic school-based 

therapists at different stages of their careers shape the initial and final phases of 

their adolescent casework might demonstrate a path of internalized expertise 

that could offer recommendations for practice.   

 The use of a structured questionnaire to gather data from practitioners 

chimed well with the initial research interest and was the most efficient way of 

assembling information from therapists about their casework activity. In order to 

explore how therapists’ techniques and practices develop, I interviewed 

therapists at different stages of their career progression. The samples are 

comprised of trainee, emerging and senior therapists, and a fourth set, senior 

practitioners who also supervise psychodynamic therapists working with young 

people in schools. Chapter 5 in Part II outlines the methodology used in this 

project. 

 The questions I asked participants were about service delivery and the 

realities of psychodynamic secondary school-based therapy, focusing in 

particular on the beginning and ending phases of the work (see Part III Chapters 

6, 7, 8 and 9). These four chapters each examine a single sample of therapists at 

a different stage in their career. I interviewed training placement practitioners 

working in schools in order to get a picture of the novice therapist’s experience. It 

seemed important to understand what these therapists at the start of their careers 

consider most challenging in their work with young people in schools, and their 

experiences of training while working as therapists on school-based placement 

with adolescents.  I also interviewed senior practitioners who have developed 

ways of working over many years. These therapists understand the environment 
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and the client-base well and, in addition to having developed their own ways of 

working, have views about what can be achieved and how by psychodynamic 

therapists in schools settings. The therapists were asked probing questions about 

the way in which they manage the initial and final phases of therapy, asked to 

describe their operational techniques and to share their current models of 

working. I also interviewed emerging therapists (therapists with fewer than six 

years’ experience). These therapists are still in the early stages of developing their 

practice, are growing in confidence but still are strongly connected to their 

training experience. Like the other interviewees, these therapists talk about what 

the first phase of therapy with an adolescent in school is like and how they 

conclude the work with their clients now that they have gained some professional 

experience. I also interviewed senior practitioners who supervise school-based 

therapists in order to understand how they support their supervisees’ therapeutic 

work in the initial and final phases of therapy, and the clinical strategies they 

encourage through the process of supervision. I have presented the data 

gathered for each group of practitioners in separate chapters, so that the reader 

can easily compare the changes made in each area of practice as casework 

experience develops.  

 The challenges of starting and ending work with adolescent pupil-clients 

are well known to the therapists at A Space. The impetus for the research 

originated within the service. Opportunities to share practice techniques exist 

through professional development workshops and regular supervision, but the A 

Space service was keen to discover how other school-based therapists work with 

this complex client group. As a funded piece of research, the project began with 

some prescribed areas of enquiry. For this reason, there are two main threads of 

investigation within the thesis: 

 

• First, A Space was interested in finding out more about the operational 

factors involved in the initial and final phases of therapy. These included, for 

example, the referral process and how this is managed in other services, the 

self-report forms and questionnaires used, if and how a focus for the work is 

identified, the areas of risk and confidentiality, and the strategies used by 

therapists to review their work with the client at the end of an episode of 

therapy. In addition, the service wanted to find out directly from 

practitioners in the field what they consider to be the central challenges of 

their work. 
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These operational factors, referred to as sub-topics in the analysis, are areas of 

interest identified by me in collaboration with the A Space Director. The analysis 

of the interview material therefore involved drawing out the participants’ views 

on and experiences of these aspects of practice. The sub-topics are treated in a 

pragmatic way with a view to understanding the practicalities of offering therapy 

in schools. There was no clash of interests around the treatment of this data 

because all of the material is of value. The data have served either to confirm A 

Space protocols or have offered new recommendations about ways in which A 

Space and other school-based services might improve their working practices. 

 

• The second aspect of the study is an examination of the psychodynamic 

practice approach used by the secondary school-based therapists. This 

topic is also of central interest to the service, but offered an opportunity for 

thematically driven analysis. The inclusion within the research of an 

investigation of the therapists’ psychodynamic stance reveals the clinical 

strategies used by these therapists to engage and conclude their work with 

young people. 

 

In effect, the focus of this project was set out by A Space and then refined by me 

over the first year or so. The idea of looking at therapist development over time 

was made in order to anchor the material and give it structure, bringing together 

the two threads of the study – operational factors and the psychodynamic 

practice approach. Examining the data-sets separately, each presented within 

an individual chapter, demonstrates the pathways of development of both 

operational activity and practice style within the two phases of the therapeutic 

encounter under study. 

 Part III of the research (Chapter 10) is an analysis of the combined findings 

from all the interview samples and a round up of the recommendations that can 

be drawn from the data gathered. 

 

Reflexive Statement 

I completed a Masters in Psychodynamic Counselling with Children and 

Adolescents at the University of London in 2009 and have been working with A 

Space as a counsellor  with children and young people for six years, first as a 

trainee on placement and then as a paid sessional therapist. I have provided 

individual psychodynamic therapy during this period to pupils in two primary 

schools, three very different secondary schools (two academies and a state 

school) as well as a sixth form school, including setting up new services in two of 
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these institutions. 

 Schools evoke strong emotions in us and, as adults, they connect with our 

earliest experiences of anxiety and vulnerability.  I arrived as a trainee professional 

with my own expectations and preconceptions into a setting, where I was met in 

turn with a unique interpretation of my role and its possibilities. A counselling 

service offers the school a way of containing the students who it often does not 

have the time or professional framework to think about, and who present a 

challenge to the school system. Both the service and the counsellor representing 

the service will evoke a range of feelings, including envy, idealization, suspicion 

and anger in members of staff and students alike. Practising, often as a lone 

counsellor, in a setting where the primary task depends on instruction and 

direction, the reflective work of therapy can feel like an anomaly.  

 Therapy training provides a knowledge base that grounds the new 

therapist’s confidence to practice and, in the longer term, is a theoretical 

framework that becomes a trusted scaffold for thinking. As a new therapist, my 

theoretical training was an essential resource. It framed my work and reassured 

me that I was practising in an approved and professional way. Despite this, I 

experienced tremendous anxiety. Each time a new client failed to return, I felt in 

retrospect that I could have done something more or differently to have 

managed the encounter better and to sustain the work for longer. My anxiety 

clearly parallels that of a new client and I am not suggesting that these feelings 

can or should be ignored or eradicated. The kinds of anxieties that are triggered 

during that first encounter give us valuable counter-transference information as 

well as intelligence about the client’s attachment style and his transference to 

the experiences of receiving support and being the object of another’s curiosity. 

In addition, projective identification is a powerful defensive feature of 

adolescence and the adults surrounding young people are often the recipients 

of these strong emotions – feelings of worry, discomfort and incompetence. In the 

face of these powerful and potentially overwhelming projections, to borrow 

Gabbard and Westen’s (2003: 826) analogy, it is useful for the therapist to 

acknowledge to herself that she is sailing without a reliable compass, but it is not 

useful for her to be rudderless. The therapist’s theoretical training provides this 

rudder. 

 Now, several years into my career, I know that therapy training is shaped 

by practice. Psychodynamic theory continues to underpin and inform my work 

but the realities of school-based practice have made me curious about how 

other therapists work. My professional persona as a psychodynamic therapist - 

presenting an observing ‘blank screen’, offering transference interpretations, 
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working with silence, my reluctance to give active encouragement or practical 

guidance - are aspects that I now continually rethink and reassess as each new 

client sits down with me.  

 Some adolescent clients who arrive in the counselling room can use the 

time fully from the start - there is a ‘good fit’ between what the psychodynamic 

therapist is offering, how she offers it and the young person’s need. From my own 

experience, however, I also know that there will always be young people who 

need more ‘orientation’ before they can access what therapy offers. I am aware 

that for some young people, the counsellor’s invitation to reflect upon and 

consider their circumstances is so unfamiliar that it can be experienced as 

frightening and possibly even ‘traumatic’ (Klauber, 1981).  

 I attend regular individual case supervision and fortnightly group 

supervision meetings with my peers. Supervision shows me and my colleagues 

that the type of psychodynamic therapy that can usefully be delivered in schools 

is one that acknowledges and responds to the context we are working in. At the 

start of this study, it seemed to us that there might be three possible models of 

practice approach within the school-based services examined. First, that other 

senior school-based counsellors adhere closely to their primary training and have 

developed clinical strategies unfamiliar to myself and my colleagues that draw 

pupil-clients into psychodynamic ways of working; second, that they apply their 

psychodynamic model strictly and, for pupils who are unable to use the 

counselling that is being offered, have mechanisms for onward referral that we 

have yet to identify; or, third, that practitioners’ work is grounded in the 

psychodynamic model but their practice responds flexibly to the school 

organization and to each client.  

 In the world of therapy, where funding concerns and continued take up 

of services are priorities, we are obliged to continually review and examine the 

ways in which we practice in order to ensure that we are offering clients what 

they need and providing commissioners with what they are willing to pay for.  

Examining our ways of working and trying to extrapolate best practice 

recommendations from them seems to go against the central tenet of our work, 

which is to prioritize the individual. Indeed, my own initial resistance to integrating 

ways of working that suit my clients better made me imagine that other therapists 

could be hesitant about describing whether, and how far, they have travelled 

from their primary training. I am acutely aware of my own unconscious resistance 

to looking at ways in which we can standardize practice but I am also aware that 

the accountability being demanded of clinical work is increasingly being sought 

in the schools arena. 
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 As part of the process of refining the research focus during the first year, I 

interviewed several child and adolescent psychotherapists working in clinical 

contexts. The data I gathered from these interviews, although not formally 

analyzed, suggests that these clinicians’ ready access to a multi-disciplinary 

teams mean that they feel able to adhere more closely to the core 

psychodynamic training model than school-based therapists. This is not to say 

that these therapists have not modified areas of practice over time, but rather 

that the particular challenges of the school setting may lead to different 

modifications.3  

 I acknowledge that as a qualitative researcher my beliefs, values and 

identity will play an important part in this project and it has been important for me 

to take up a position of ‘empathic neutrality’ (Ritchie and Lewis, 2003: 13). 

However, the knowledge we have accrued at A Space about what might 

support counsellors in their practice and new adolescent clients in their therapy 

cannot be overlooked and, together with my own professional role as a therapist, 

mean that the research is starting from an informed standpoint, or existing 

‘conceptual framework’ (Maxwell, 1996).  

 The position I am in personally, working as a researcher whilst also working 

as a therapist, mirrors a balance that needs to be found, as much in my 

therapeutic work as in this research project. That balance in my practice is 

between the theoretical framework I adhere to and the applied techniques I am 

developing, and, in terms of this study, a balance between an academic position 

of objective enquiry and a growing professional knowledge of what can work in 

therapy with pupil-clients. I am developing my own ideas through supervision and 

practice about how it may be helpful to begin an episode of therapy and what 

factors are useful to consider when ending with a new adolescent client, but I am 

interested in exploring the clinical strategies other practitioners consider valuable 

and appropriate. In my analysis of the interview material I had to be sure that I 

what I know about therapeutic practice with adolescent pupil-clients did not 

overwhelm or distort what I found out from the interviewees.  

 This project is ‘applied research’, as defined by Ritchie and is ‘shaped by 

specific information requirements or by the need to gain insight into an existing 

problem’ (Ritchie and Lewis, 2003: 24). Traditionally, the difference between the 

separate communities of practitioners and researchers has revolved around the 

fact that there are discrepancies between the questions academics ask and 

those practitioners face. My own position, however, is as an ‘insider’ or ‘stake-

                                            
3 A formal comparison of areas of difference between clinicians working with adolescents 
and secondary school-based counsellors might be an interesting area for future research. 
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holder’ researcher - I participate directly in the complexities of practice life and 

therefore the questions that underpin this study have direct significance to me as 

a professional. My continued practice with adolescent clients during the period 

of the research has been an important factor in helping to keep in view the 

relevance of the study. 

 Moreover, it has struck me whilst carrying out this project that one of the 

central dilemmas facing school-based therapists parallels my own position as a 

stakeholder researcher. Therapy will only be helpful to the client if it feels relevant 

and addresses concerns that the young person has been able to identify himself, 

whilst at the same time the school, which is commissioning the service, may hope 

to see its own identified benefits from the therapy. This means that while keeping 

a focus on helping the young person explore the feelings and events that 

preoccupy him, therapists working in education may also feel it is useful to hold in 

mind the school’s hopes for the work. As a result the school-based therapist will be 

aware of her role in a three-way relationship: client, school, counsellor. In a similar 

way, in developing this thesis my role as a funded researcher is to address the 

needs of the A Space service by exploring the practice of therapy in other 

services in order to improve and inform our own. At the same time, however, I am 

holding in mind the University’s requirements regarding analytical academic 

enquiry. Both A Space (‘the client’) and the University of Essex (‘the school’) are 

interested in a ‘good’ outcome from this project.  

 In order to allow these two perspectives to sit comfortably alongside one 

another as the research progressed, I chose to analyse the data in two different 

and complementary ways. First, in agreement with A Space, I identified the 

‘operational’ sub-topics that constitute the first and final phases of practice. 

These sub-topics, including ‘referral’, ‘focus’, ‘confidentiality’ and ‘review’, for 

example, are systematically analyzed within the thesis in terms of therapist activity 

and protocols, presenting findings that are of direct interest to the A Space 

service, and therefore to the research sponsor. Second, I looked at the areas that 

emerged from the interview data in terms of the therapist’s psychodynamic 

approach, which offered an opportunity to explore the study material in a more 

nuanced way. The information presented within this topic is equally valuable to A 

Space, and to other school-based therapy services, but has been analyzed in 

terms of a thematic framework. Subjecting the data to two different treatments in 

this way directly addresses sponsorship interests while also allowing for systematic 

academic enquiry.  
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Original Contributions Made in this Study 

Education in the UK is undergoing great transformation, and school-based 

therapy is inevitably impacted by the changes going on around it. There are 

growing pressures on school funding which mean that what therapists deliver is 

required to offer greater accountability. At the same time there is a realization 

that early and accessible mental health interventions can have wider economic, 

educational and societal benefits (DoH, 2011: 2; FPH, 2011: 36; IAPT, 2013). These 

factors mean that school-based psychodynamic therapy, like all therapies, is 

under greater scrutiny at the same time as the education system becomes 

increasingly differentiated and decentralized. Practitioners in schools often work 

in isolation, and transparency about the practice of psychodynamic therapy is 

likely to be increasingly valuable to service deliverers and of interest to service 

commissioners.  

 Traditionally in psychotherapy research, the dichotomy between the 

effect of the treatment method versus the effect of the relationship on positive 

outcomes has overlooked the interplay between the two.  Research now tells us 

that the quality of the therapeutic relationship is closely associated with 

outcomes (Cooper, 2008: 103), and that therapist activity contributes to the 

formation and development of the working alliance (Orlinsky, 2010). I would 

suggest that in school-based counselling with young people one of the most 

important factors underpinning the therapist’s effectiveness is a distinctive 

therapeutic stance that allows the relationship an opportunity to begin at all, and 

then to end meaningfully. It is only through research into all of the contributing 

factors - the therapist, the client, the relationship between the two, the context of 

therapy and client and therapist’s activity - that we will improve psychotherapy 

outcomes. This project aims to shine a light on complex areas of practice in a 

non-clinical setting, which have not been systematically examined before, in 

order to support new and existing psychotherapists in their school-based work.  

 Therapists often work in isolation in school settings and supervision is the 

main route through which they continue to develop their clinical skills and 

strategies. Sharing through this research, how psychodynamic therapists and 

psychotherapists at different stages in their careers offer therapy in schools, how 

they conduct the initial and final phases of the work, what they find challenging 

and the approaches they develop to resolve these challenges not only fills a gap 

in the body of psychotherapy knowledge, but also has the potential to support 

new and existing therapists and enhance the practice of psychodynamic 

therapy in schools with young people. Moreover, the common factors that 

feature in experienced therapists’ descriptions of their practice ‘in the field’ with 
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adolescent pupil-clients might be distilled and fed back to psychotherapy 

training courses which are preparing students for school-based work. 

 A Space will use the findings to further develop protocols both for 

supporting trainee and emerging therapists. The structured Intake and Exit 

Questionnaires that prompted the research thesis have not been abandoned. 

Indeed, as a parallel aspect of this research, guiding intake and evaluation 

questionnaires continue to be refined and are currently being used by therapists 

within the service. 
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Chapter 2 

Literature Review:  

Psychodynamic Therapy in Schools -  

An Overview of the Service Delivery Context 
 

 

Introduction 

Before the 1960s, counsellors working in schools were often teachers who had 

taken on pastoral responsibility for the pupils in their care. Since the late 1960s, 

when formalized school counselling for young people was introduced in the UK, 

the quality and models of emotional support offered in school settings have been 

affected by the vicissitudes of education funding and government education 

agendas. In the 1970s, alongside the development at colleges and universities of 

diverse counselling trainings for therapeutic work with children, psychotherapists 

began to enter the school setting through the main child psychotherapy training 

institutes - the Tavistock Institute, the Anna Freud Centre and the Association of 

Child Psychotherapists. The 1980s then saw a reduction in school-based therapy 

provision (Baginsky, 2004). 

 Since the 1990s and continuing through to the current period, the 

education sector has gone through a number of radical changes as a result of 

revisions to policy and funding. Increased class sizes, an emphasis on 

administration, target-setting and measuring have had an impact on the roles of 

teachers, school managers and head teachers, while concerns about high 

exclusion rates, a number of high profile cases of child mistreatment and an 

increased awareness of the range and depth of emotional and behavioural 

difficulties experienced by children and adolescents have all contributed to an 

understanding that schools can have a central role to play in the delivery of 

therapeutic care to young people.  

 Jenkins and Polat (2005: 3) tell us that in the first few years of this century 

almost three-quarters of secondary schools in England and Wales offered some 

type of ‘therapeutic individual counselling’ to pupils. And, according to a recent 

government report, emotional support offered in schools today is wide-ranging - 

from lessons in social and emotional skills, through peer support and friendship 

circles, bereavement groups and drop-in sessions to group therapy, individual 

creative therapies, counselling and psychotherapy (DCSF, 2010). There is a clear 

case to say that therapeutic provision has a place in schools. Schools are 
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attended by young people on a daily basis, form part of all communities and are, 

therefore, familiar, accessible and non-stigmatizing places in which to offer 

emotional support. A school-based counselling service can provide an 

environment in which therapy can be normalized, while also offering an 

accessible bridge to external clinical services when they are necessary. 

 Despite the recognition that schools have a role to play in young people’s 

mental well-being, however, the move towards individual school responsibility for 

budgets under the previous administration and advanced by the current 

coalition government, has made the uptake and continuation of therapeutic 

provision patchy. The culture of competitiveness between schools encouraged 

by a new era of ‘choice’ means that head teachers are managing what are 

essentially small businesses in a free market environment. School League Tables 

and SATS mean that schools considered less academically successful are anxious 

about how they are judged by prospective parents, and emotional support, no 

longer formally measured in Ofsted inspections (Northen, 2012), is an area of 

school provision that is sometimes seen as expendable. Anecdotal evidence 

shows that head teachers have recently become more reluctant to allow pupils 

to miss core curriculum lessons to attend therapy sessions, and as a result school-

based therapy services are responsible for working out complicated appointment 

schedules to ensure that their clients can be seen. School counselling services, like 

all non-core curriculum provision, are likely to come under increasing pressure to 

justify both their financial cost and their contribution to the school’s primary task. 

 

Psychodynamic Therapy in School Organizations 

Without a comprehensive study available it is difficult to say what proportion of 

counsellors and therapists working in schools today have the knowledge, training 

and supervision considered appropriate for work in the complex organizations 

schools represent. Despite improved recognition of counselling as a discipline 

through regulation by professional bodies and government investment in services, 

training levels vary. BACP guidelines are non-committal, advising that counsellors 

working in schools should have ‘adequate training and supervision’ (BACP, 2001). 

The BACP indicates that a recognized formal qualification such as a diploma or 

degree in counselling, a range of appropriate experiences of working with 

children and young people and an understanding of child development are 

desirable, but encourages local authorities and schools themselves to take 

responsibility for ensuring that an adequate number of supervised practice hours 

have been completed by therapists prior to being employed and that ongoing 

supervision will meet regulation standards. 
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 The practice models that individual therapeutic interventions in education 

are based on are not widely documented, as no nationwide study of this area 

across school counselling currently exists. According to a recent scoping study by 

Mick Cooper, however, ‘at least 80% of school-based counsellors in the UK 

identify with person-centred/humanistic, or integrative, orientation’ (BACP, 2013: 

4). The implication here is that school-based therapists are generally not 

identifying themselves as adhering strictly to a single theoretical model. 4 The 

trend is also increasingly evident in therapy pedagogy, for example, in the 

development of integrative counselling approaches and pluralistic practice 

frameworks (see Cooper and McLeod, 2011). It is also reflected in clinical services 

outside schools with an increasing exchange of terminology between therapy 

professionals, for instance cognitive-behaviourist practitioners using terms such as 

‘transference’ in their work and psychodynamic therapists’ growing interest in 

identifying goals and measuring outcomes (see Moorey, 2010, for a 

comprehensive explanation of the convergences of cognitive based and 

psychodynamic psychotherapies).  

 In his book Brief Counselling in Schools, Dennis Lines (2006: 57), an 

integrative therapist who uses a combination of different models and 

approaches, has made the claim that psychodynamic therapy ‘is largely 

impractical’ in schools. Lines asserts that the model’s emphasis on in-depth, non-

directive self-exploration and its requirements for a capacity for introspection and 

articulation, make it unsuitably demanding for school-based work. Lines also 

states that the psychodynamic model presents ‘a risk of inculcating dependence 

on the counsellor in cases where termination cannot be easily structured’ (p.15).  

 According to Lines (2006), there are many approaches to school 

counselling in the UK but each one is broadly characterized by one of two 

standpoints: Lines calls these ‘individual’ (or ‘open’) orientation and ‘system’ 

orientation. The former, in which the therapist encourages personal autonomy 

and allows space for the client to oppose or counter the demands of the school 

system, reflects, Lines suggests, the individualism of the 1960s when therapy 

entered schools. The latter model sees the counsellor acting on behalf of the 

organization and the primary aim of the work is to modify behaviour and 

encourage conformity (Lines, 2006: 8). According to Lines school counsellors from 

the ‘system’ orientation model, who use ‘behaviour modification programmes, 

token economies and biofeedback’ (Herbert, 1978) have been seen to have the 

                                            
4 This may be both because service-buyers in education have very little interest in 
theoretical approaches, being more concerned with cost-effective outcomes, and 
because the school context itself demands flexibility in practice. 
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ability to work with socially disruptive pupils and so have gained popularity in the 

school context. Perhaps baldly put Lines’ two orientations reflect a commonly 

perceived difference between the ‘pure’ psychoanalytic/psychodynamic 

model, which is seen to encourage deep character exploration, and the 

cognitive/behaviourist model, which many summarize as concentrating on 

correcting automatic thoughts and established behaviour patterns, providing 

symptom relief.  

 Psychodynamic psychotherapy places great emphasis on maintaining a 

consistent therapeutic frame of location, time and length of sessions, therapist 

non-self-disclosure and client confidentiality, but according to Lines (2006: 12), 

some of these conditions can be considered to present practical difficulties in the 

school environment to service commissioners. Additionally, over time the non-

directive and long-term approach of psychoanalytically informed 

psychotherapy, originally developed for private and clinic-based work, is proving 

difficult to sustain in an increasingly outcome-orientated education environment.  

 There is a more optimistic perspective, however. The consistency and 

regularity central to psychodynamic practice can be containing experiences for 

young people whose lives may be chaotic. In addition, school therapists offering 

thoughtful responses to school-initiated breaches in the therapeutic frame can 

offer both teachers and pupils new thinking on the value of reliable and 

consistent experiences. In these instances therapists can role-model respecting 

commitments and structures while being able to negotiate and compromise 

when necessary. Also, the theoretical emphasis placed by psychodynamic 

courses on training practitioners in perceptivity and resilience, and in 

organizational dynamics, makes it an eminently suitable model for a therapeutic 

interventions taking place within a complex system such as a school (Kegerreis, 

2010: 5-6). Lines’ assertion that psychodynamic work is unsuitable for less able or 

less psychologically minded pupils overlooks the fact that psychodynamic 

theoretical formulation supports the therapist’s contribution to the work - getting 

to the heart of the difficulty, mobilizing therapy processes and offering the young 

person new and creative ways of thinking. As Bateman et al.  (2000: 256) state 

‘…it is helpful to bear in mind that dynamic psychotherapy is more comparable 

to an educational process than to a medical treatment’. Psychodynamic 

therapy’s emphasis on developmental theory also means that it offers insights into 

the specific developmental and emotional issues faced by children and 

adolescents, and the psychodynamic attention to the importance of alliance 

and relationship-building are crucial in an increasingly fragmented society. 
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 In the school setting, integrative models and the new ‘pluralism’ of 

practice advocated by Cooper and McLeod (2011) may have a part to play if 

therapists are to engage first-time, difficult to reach young clients with low 

motivation and little experience of self-observation or reflection. But, given the 

valuable contributions that psychodynamic thinking can offer school practitioners 

and their clients, this research project aims to explore how psychodynamic 

therapy is currently offered in secondary schools, and find out if it is possible to 

make recommendations for practice that support the adolescent pupil-client 

and the psychodynamic therapist in their work. 

 

School-Based Therapy: Opportunities and Challenges  

We all have in common our own experience of being at school and this can lead 

many to imagine that practising as a therapist in the education sector is an easy 

option for delivering therapy. But, inexperienced therapists who take up 

placements in schools as part of their first training may be unprepared for the 

complexity that the setting presents – some who have experience suggest that 

school therapy may be best suited only to seasoned practitioners.  

 School clients are referred and arrive at the counselling room with a wide 

range of concerns: school therapists may see young people for whom a life event 

has occurred (a change in family structure, a recent bereavement, a serious 

conflict, for example), and others who have deeper more internalized issues and 

maladaptive techniques for coping (conduct disorder, self-harming behaviour, 

low motivation, eating difficulties, for example). In her work, the school therapist 

will be faced with young people who occupy different points on a number of 

spectrums, ranging anywhere between concrete thinking and psychological-

mindedness, little and a great deal of motivation, externalizing and internalizing 

preoccupations, ‘life event’ and ‘conflict/defence’ material, and any 

combination of these presenting positions. 

 According to Cooper (2009: 142) a ‘typical’ client attending a school-

based counselling service will be a 14 year old who has been experiencing 

psychological difficulties for the last 6 months at a level close to a client attending 

a CAMHS unit. Add to this the fact that the primary task of schools is to deliver 

academic education rather than to provide therapeutic support to its pupils, and 

we can see that from the outset the school context will present unique 

challenges to the school practitioner and the client.  

 As schools present such an uncertain and difficult environment it is useful 

to remind ourselves of the advantages of delivering good therapeutic support to 

young people in schools. Having been identified as needing therapeutic support 
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by a member of staff (or having recognized the need himself) and then 

accessing school counselling may be the first experience of psychological 

healthcare that a young person has had. Midgley et al. (2006), in their study of 

adults’ memories of their childhood psychotherapy, describe how in addition to 

having positive feelings about its helpfulness, some adults who attended clinic-

based therapy in their youth expressed feelings that at the time it seemed as if 

therapy set them apart, made them feel ‘damaged’ compared to other people, 

that there was something wrong with them or that they were ‘mad’. Across a 

sample of school pupils, over two-thirds said that they would rather see a 

counsellor at their school than elsewhere (BACP, 2013: 12). The stigma that often 

surrounds mental health support needs to be a consideration for young people 

attending counselling services in schools, but, if non-threatening therapeutic 

support can be integrated into the culture of education, we might discover that 

young people are willing to access statutory mental health care more readily if it 

becomes necessary at a later stage in life. For the most disturbed young people 

referral by school services to specialist agencies offering in-depth, lengthy 

treatment may be the most appropriate support, and if school interventions 

include a thorough and perceptive enough assessment, this may lead to onward 

referral before a young person’s difficulties become pathologized and harder to 

treat. Clearly on-site school services mean that the practical access difficulties for 

young people presented by clinic-based provision are reduced.5 

 In addition, privacy of access is considered important in school settings 

and in some schools young people rate this as a priority affecting their uptake of 

the service (Pattison et al., 2009: 171). Pupils value access to confidential services 

and older clients may choose to access school services without their 

parent/carers knowledge. In approximately 55 percent of schools in England, and 

60 percent in Scotland, young people can see a school-based counsellor without 

parental or carer consent (BACP, 2013: 5). Data from counsellors suggest that in 

practice approximately one-half to two-thirds of parents/carers are aware that 

their young person is attending school-based counselling (Cooper, 2009). School-

based therapy makes confidential access more possible and can be helpfully 

seen by school-based clients as a part of the wider remit schools have to support 

the emotional development and progress of their pupils. 

 Therapy services in schools create a complex context for thinking about 

managing levels of client confidentiality – the network of interest around the 

young person means that working alongside and, at times within, the system can 

                                            
5 According to Cooper (2013: 6), mean attendance rates for secondary school counselling 
are high (approximately 80-90 percent). 
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present challenges for the school therapist. Therapists have to balance the 

confidential contract with the young person in school with the school’s role 

regarding ‘duty of care’ for their pupils and this means that careful thought is 

required around sharing information. Sensitively handled, though, work done 

outside the consulting room – liaison between therapist and school staff, between 

therapist and external mental health services, or between therapist and 

parent/carer on behalf of the client – can be an important contribution to 

improving a young person’s psychological functioning and their experience of 

school. 

 According to Cooper (2008: 26) adult clients of black and mixed ethnic 

minority heritage drop out of therapy more frequently than other clients and he 

states that this is due to different expectations of the nature and duration of 

therapy. Similarly, young people from BME backgrounds have been found to be 

under-represented in those attending school-based counselling services. In an 

evaluation of school-based counselling in Wales, for instance, 0.4 percent of the 

young people attending counselling were from an Asian or Asian British 

background, while 1.8 percent of all young people in Wales identify as being of 

this ethnic origin (BACP, 2013: 7). Therapists’ work across the demographic 

spectrum, especially in inner city schools, which mean that they are ideally 

placed to de-stigmatize mental health care at an early stage and ease the 

access these minority groups have to psychological services in later life. A well 

integrated school-based therapy service can offer young people an opportunity 

to understand their own distinct psychological experiences and find out what 

therapy might be able to offer them, while avoiding the labelling and degrees of 

shame that young people can associate with accessing clinic-based therapy.  

 The majority of referrals in schools come through teachers and pastoral 

staff, with around 25 percent being self-referral, and referrals via parents and 

carers at around 10 percent (BACP, 2013: 6). Withdrawn or, more usually, 

disruptive behaviour alerts staff to the needs of the young person, although, in 

some instances, staff will be aware of a serious family issue or bereavement, and 

refer the pupil because of this. The therapist may meet with the referrer for a 

discussion about the young person’s presentation in school but in secondary 

schools time pressures on school staff can mean this proves difficult. Referral forms 

are generally considered to be extra and optional paperwork by busy and 

frequently stressed school staff and sometimes a single line can be all that is 

supplied: ‘father’s died’, ‘confrontational and disobedient’, ‘seems sad and 

withdrawn’ might be the only information that’s provided by the referrer to the 

therapist.  
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 The pressure of time on school staff also frequently means that the young 

person turns up at the counselling room uncertain of the reason for their referral 

and often thinking that they are in trouble or being punished for their behaviour. 

Research shows that clients who have no prior experience or knowledge of 

therapy and who are less satisfied with their initial assessment phase achieve 

markedly less from the experience than they might otherwise (Cooper, 2008: 26). 

The first task of the therapist is to clarify for the new client what therapy may be 

able to offer and what the terms of the encounter will be, to dispel any 

misunderstandings about the purpose of therapy and to describe the boundaries 

of the work. According to research (Cooper, 2008: 78), clients do best when they 

expect therapy to be beneficial, are aware from that start that it may be 

challenging and are clear about what it is and why they are doing it. Personal 

commitment is one of the agreed central binding and motivating aspects of 

therapy and relates strongly to outcomes (Cooper, 2008: 62), so delivering 

support services to young people that are commonly initiated by parent or 

teacher referral means that developing and then maintaining client commitment 

to therapy in schools is a significant task. In addition, if pupils see therapy as 

punishment and if an alliance is difficult to develop, disruptive pupil-clients can 

act out aggressive behaviour directed towards the school by sabotaging the 

therapy if they experience it as a school-initiated imposition. It is essential in such 

cases particularly that the school therapist very quickly makes a meaningful and 

authentic connection with the young person, establishes her own clear intention 

to commit to the process and helps the young person identify what he/she might 

be able to get out of the experience. 

 Beginning therapy in school is a complex undertaking. As I have noted, 

before work starts referral information may be sketchy, the client may feel obliged 

to attend and when he arrives for the first time may not even be sure of the 

purpose of the meetings or the reason given for the referral. The spectrum of 

needs is broad, encompassing both ‘externalizing’ and ‘internalizing’ problems, 

and the assessment protocol used at the start of the work needs to be sensitive 

enough to be as useful for a child whose father is dying or who is finding it hard to 

settle into secondary school as it is to one who is self-harming or whose behaviour 

and attitude mean they are constantly being excluded. In addition, the issue that 

the school considers to be the reason for the referral and therefore expects to be 

the focus of the work may turn out to be quite different from the what then 

emerges as the young person’s prime concern or difficulty.  

 The end of the work raises other specific challenges. Young people are 

prone to suddenly drop out of counselling and school organizational factors can 
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unexpectedly affect a planned ending or even impose a sudden termination. In 

addition, a third party referrer, either a member of school staff or parent, is not 

necessarily educated about the central relational and unconscious processes of 

psychotherapy and may expect change in functioning to be rapid, while the 

school organization hosting the service has a vested interest in observable and 

evidenced progress in the young person’s engagement with education. School 

staff often find the therapeutic principle of client confidentiality frustrating as the 

work progresses, which can lead to tension in relationships between staff and 

therapists, and the counsellor’s continuing presence in the school compromises 

the finality of the ending with the client. 

 

Time-Conscious Therapy 

Psychoanalytic/psychodynamic practitioners are generally trained for open-

ended long-term therapy. As Coren (2001) points out, many therapists who have 

been trained in long-term work see short-term therapy as a prelude to the client 

entering longer-term therapies rather than as an end in itself. In schools, 

psychodynamic interventions with pupil-clients can be long-term, perhaps two 

years or more, when the therapist and young person develop rapport and the 

client responds to the psychological introspection, creativity and commitment 

psychodynamic work requires. In about 80 percent of schools offering counselling 

in England and Scotland – and most in Wales – counselling is open-ended, with 

no maximum number of sessions offered to young people (BACP, 2013: 4). 

However, the tendencies for young people to actively resist developing 

dependent relationships with adults, to look for immediate outcomes and to 

abruptly leave therapy can present challenges to the open-ended 

psychodynamic approach. According to Cooper (2009: 39) the mean number of 

sessions attended by school clients across thirteen studies, covering a range of 

modalities, was 6.35 meetings – a number skewed upwards by a small number of 

young people attending ten or more sessions, with the most common number of 

sessions attended being just one or two. While, in approximately 10 percent of 

episodes of counselling, pupil-clients will be attending for a second or more time 

that year (BACP, 2013: 6). 

 Research shows that longer-term therapy is associated with better client 

outcomes (Howard et al., 1986; Consumer Reports, 1995), but there is also some 

evidence that greater change occurs when time limits are imposed (Barkham et 

al., 1996). Increasingly, practitioners in all settings are being encouraged by the 

pressure of waiting lists or by their service commissioner to work to shorter-term 

contracts. In such circumstances, the concerns frequently expressed by 
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psychodynamic therapists are that the psychoanalytic approach is being 

modified and diluted simply to meet funding demands and to match the 

perceived advantages of competing therapy models. However, session contracts 

as short as six and twelve weeks are becoming more common in clinical services, 

while The Tavistock Young People’s Consultation Service is a four-session model 

(Young and Lowe, 2012) and a 20-week model has also been developed in the 

Tavistock Adolescent department (Briggs and Lyon, 2012). Both of these time-

limited interventions aimed at young people are rooted in psychodynamic 

psychotherapy, 

 The sense that there is a great deal of psychic work left undone at the end 

of a short-term intervention can be a difficult notion for psychoanalytically trained 

therapists, but there is a case to suggest that therapists need to investigate the 

benefits of integrating different techniques and models to best meet the needs of 

individual clients, client groups and even settings. Cooper and McLeod’s  (2011) 

pluralistic psychotherapy embraces a range of therapeutic methods, starting 

from the assumption that different approaches will help different people at 

different times in their lives. Alex Coren (2001: 195) suggests that the 

developmental stage of adolescence does not call for the regressive relationship 

of long-term psychotherapy and that short-term therapy parallels the structure of 

the pupil’s experience of education. Research also shows (Cooper, 2008: 29) that, 

where resources are limited, providing more clients with fewer sessions is likely to 

produce greater overall benefit than providing fewer clients with more. In this 

way, Dennison (1998) suggests that from a school’s perspective short-term or brief 

therapy may be viewed as preferable, as service buyers see this as way to allow 

as many pupils as possible to benefit from the service. In systemic settings like 

schools, where the dominant culture powerfully affects everyone’s experience of 

the environment, the wider considerations of ‘group effect’, or impact on the 

school culture as a whole, may be relevant to the model of therapy that is 

offered.  

 Time-limited therapy usually works around an agreed focus, bringing 

together the client’s core issue, a past difficulty related to loss or trauma and the 

current transferential relationship with the therapist. Because the contract length 

is set at the start of time-limited work the ending of the course of treatment is 

thought about from the beginning, allowing ‘core attachment issues to be 

addressed’ (Lee, 2004: 5) and offering the client an opportunity to experience the 

ending in terms of ‘separation as a maturational event’ (Mann, 1973). There is 

strong indication that collaborative and active work are required in short-term 

therapy, which runs counter to the non-directive, observer-observed model of 
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‘pure’ psychoanalysis. These shorter interventions are more about the client’s 

process of self-discovery than about developing dependency.  Indeed, the 

timing and quality of the intervention, rather than the number of sessions, are 

what will have the profoundest effect on the young person’s development. 

James Mann’s (1973) time-limited psychotherapy proposed the elements that 

continue to be the main characteristics of modern short-term therapy: a high 

level of therapist participation and an attempt to work with a dynamic focus. The 

active approach required in briefer therapy makes use of limited time but also 

may sit better with young people because it keeps the sessions energized and 

purposeful. 

 Although not necessarily time-limited, work with young people in schools 

needs to be time aware in every way. The natural rhythm of a pupil’s yearly class 

progression and seasonal and inter-term breaks have to be incorporated into the 

therapist and client’s thinking and held in mind from the outset. The enforced 

long July/August break means that in practice ending at the close of the summer 

term can be appropriate. Expected and planned breaks in the work are frequent 

but school exclusions, unexpected education-related day trips, the movement of 

pupils between schools, and uncertainties about schools renewing annual 

contracts with services can either impact on or at worst prematurely end the 

therapeutic relationship. This means that therapists working in education may 

need to work with the ending in mind.  

   

It is clear that there are advantages and limitations for both therapist and client in 

school-based services. Regardless of the therapeutic model used and whatever 

the school context, what all school-based services have in common are the 

challenges of assessing the needs of the client, sustaining the work with the client 

and identifying what has been achieved for the client as a result of the 

experience. In the following chapter, Chapter 3, I examine the literature available 

describing the clinical strategies and methods used by psychodynamic 

practitioners in order to assess their clients, engage them and then conclude their 

work. 
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Chapter 3 

Literature Review:  

Initial and Final Phase Practice in Psychodynamic Therapy 

 

 

Introduction 

In this chapter I consider practice in the first and final phases of therapy. I begin 

the chapter by considering the therapist’s developmental pathway as she 

progresses from trainee to seasoned professional. I then explore the approaches 

and strategies used by the therapist during the engagement and concluding 

phases of therapy as these aspects are presented in the literature. 

 

The Therapist’s Developing Approach 

Ronnestad and Skovholt (2013), with reference to the survey research of the 

International Study of the Development of Psychotherapists conducted over a 

quarter of a century, note that ‘inexperienced therapists frequently feel 

overwhelmed and highly challenged in client sessions’ (p.56) while ‘with 

increasing experience and an accompanying sense of mastery and expertise, 

anxiety levels diminish markedly’ (p.152). The road to mastery and increased 

confidence as described by Ronnestad and Skovholt involves therapists moving 

through a number of professional development phases. These phases were 

identified by Richard Hogan about fifty years ago and represent a conceptual 

model of therapist/counsellor development that continues to be supported by 

the empirical evidence today (see Ronnestad and Skovholt, 2013: 18). 

 Hogan (1964) identifies four levels of supervisee development. The first 

level is one at which the psychotherapist’s practice is strongly influenced by the 

‘method of choice’ adduced during primary training. At this stage the trainee 

relies on direction and advice from her supervisor, is anxious in practice and 

concerned with establishing what she perceives to be the ‘rules’ of counselling. 

The second level is one in which the practitioner ‘adapts this method to [his] own 

personality, [his] own idiom’ (Hogan, 1964: 139). This is the first period of 

adaptation and at this stage the therapist wavers between feeling overconfident 

and overwhelmed in clinical work. The next level of development is the stage at 

which ‘the method-person balance is reversed, and [the practitioner’s] approach 

to therapy is a reflection of [his] personal idiom through one or more methods’ 

(p.139). At this stage, the practitioner’s motivation for the work is better 

understood, she is open to new methods and her confidence is increased. The 
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therapist is less subject to situational distress and is more professionally stable and 

insightful. The final stage, Hogan’s Level 4, is that at which the practitioner ‘goes 

beyond the method and [his] own personal idiom to develop creative 

approaches which are an outgrowth of both method and person’ (p.139). At this 

stage, the counsellor is capable of independent practice and has integrated her 

self-knowledge with her identity as a practitioner. 

 Alongside this conceptual model of the increasing intuitive judgement in 

experienced practitioners’ work, is the later useful formulation offered by Dreyfus 

and Dreyfus (1986). They suggest that in any skills acquisition process, the Novice 

rigidly adheres to rules, relies on textbooks and imitation, while Competent and 

Proficient Professionals develop routines, see the wider picture and take context 

into account. The Expert, identified in their model as the final level of proficiency, 

builds on all of these factors by using an ‘integrated experience-based tacit 

knowledge’. In other words, Experts no longer rely on rules but have an implicit 

understanding of the breadth of possibilities in any given situation. An important 

factor in Dreyfus and Dreyfus’ formulation is the gradual replacement of the 

theories of other experts by the practitioner’s own relevant experiences. 

Reflecting Dreyfus and Dreyfus’ model of skills acquisition, Ronnestad and 

Skovholt (2013: 56) found that trainee therapists have a strong expectation to be 

taught specifically and concretely how to ‘do’ counselling and therapy (and 

tend to find their experiences of training disappointing in this regard), while 

experienced practitioners, who have been exposed to a variety of clinical 

situations, respect the complexity of practice and use their own past challenges 

as a source of information. In fact, Ronnestad and Skovholt suggest that a 

seamless transition from training to practice, although easier in the short-term, 

may not be beneficial to professional development. ‘Hardships’, Ronnestad and 

Skovholt claim, ‘are what shape our practice, lead to reflection and to increased 

competence, better use of techniques and refinement of skill and attitude’ 

(p.172).  

 As a result of their work with the Collaborative Research Network of the 

Society for Psychotherapy Research, Orlinsky and Ronnestad (see Ronnestad and 

Skovholt, 2013: 287) propose a cyclical/sequential model of practitioner 

development, and identify what they term the therapist’s ‘healing involvement’ 

(that is, rewarding engagement in therapeutic work) as an essential component 

in positive therapist development. Their study finds that the characteristics that 

most strongly predict ‘healing involvement’ are ‘breadth of theoretical 

orientation, implying a flexibility of approach; feelings of support and satisfaction 

in the work setting; breadth and depth of case experience in several treatment 
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modalities; and a positive work morale’ (p.267). According to Orlinsky and 

Ronnestad, ‘healing involvement’ feeds back into work with clients through 

dedication and enthusiasm, at the same time as it feeds forward into the 

practitioner’s ‘adeptness, resourcefulness and flexibility in clinical work’ (p.272). 

This positive cycle of healing involvement itself includes the therapist’s 

experiences of hardships or challenges being met with ‘constructive coping 

strategies’ (p.287).  

 Ronnestad and Skovholt’s research found two interrelated movements 

that characterize the experienced professional’s practice; one is towards a more 

personalized way of relating to the client and the other is a progression towards 

more empathic engagement with clients (2013: 102). In addition, experienced 

professionals describe themselves as being ‘more flexible in the approaches and 

techniques they use’ (p.115). The authors give the example of the use of humour 

as an index of this movement towards a flexible approach (p.147). According to 

Orlinsky and Ronnestad, the possibilities of therapists responding successfully to 

new clinical challenges are greater if they ‘command a broad array of 

theoretical perspective and possess cognitive complexity and flexibility to deploy 

as resources for perceiving and meeting the client’s needs’ (p.288). Interestingly 

in their recently published study, Ronnestad and Skovholt’s only specific reference 

to work with adolescents is given in a vignette illustrating a therapist whose 

professional development stagnates. The illustration describes a therapist based in 

an adolescent community mental health setting who ‘lacked understanding of 

what the adolescents needed’ (p.172). The therapist ‘had a reclusive manner 

and lacked the directness and the forthright engagement that most adolescent 

clients need in order to form a working alliance’ (p.173). 

 According to their longitudinal and comprehensive research (involving 

5,000 therapist interviewees), Orlinsky et al. (2001: 4) found that experienced 

practitioners consider the most informative aspect of their on-going professional 

development to be the clients with whom they work. Norcross (2002) in his study 

of the therapeutic relationship and its contribution to outcome, noted that 

psychological services are likely to be more effective if they ‘are responsive to the 

patient’s specific problems, strengths, personality, socio-cultural context and 

preferences’ (Norcross, 2002: 278) and that ‘empirical evidence suggests that the 

therapists responsiveness and ability to negotiate interventions flexibly to suit 

client’s capacities and limits has a positive relation to both the alliance and 

outcome’ (p.60).  

 There has traditionally been resistance among therapists working with a 

relational model to making generalizations about the early phase of a new 
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therapeutic relationship. It is a clinical principle underlying psychodynamic work 

that the individuality of each client is respected and that the material he brings is 

worked with in a unique way. The published studies of practitioner development 

emphasize the ways in which therapists develop a professional working idiom in 

response to their experiences of both positive and challenging clinical situations. 

There is little attention paid in the literature to the ways in which therapists might 

develop casework strategies and adapt their therapeutic practice as a result of 

professional experiences with a particular client population and/or in response to 

a specific therapeutic setting. In 1980 Goldfried wrote a paper, which he had 

considered submitting anonymously, exhorting practitioners to find the clinically 

useful midpoint between ‘theoretical frameworks or philosophical stances’ and 

‘therapeutic techniques or clinical procedures’, in order to identify what he 

called ‘common clinical strategies’. Goldfried suggested that there exists, what 

he referred to as, a ‘therapeutic underground’. This ‘underground’, according to 

Goldfried, reflects the informal clinical observations shared among practitioners 

about what tends to work in therapy, not identified in the literature, which are 

shared anecdotally and informally between colleagues.  

 One element of the current research project aims to respond to 

Goldfried’s plea by discovering the ‘common strategies’ developed with 

increased therapist experience that support engagement and ending with 

adolescent pupil-clients. 

 Despite the importance and technical demands of the therapist’s work 

during the first phase, there is little published material describing in detail how 

initial engagement and assessment are conducted with an adolescent client and 

still less describing the casework strategies used with a young person outside a 

clinical or private setting. Descriptions of the initial phase, more usually called 

‘assessment’ in clinical work, are usually written by expert practitioners who have 

developed their own internalized ways of working, for whom contributing to an 

information pool defining ‘what tends to work in therapy’ may be considered 

reductive. The published material concerning assessment commonly focuses on 

the specifics of a particular pathology, an individual case presentation, 

identifying client qualities that indicate positive engagement in psychotherapy, 

work with self-referring adults, or methods for engaging children. Beginning work 

effectively with and engaging a new adolescent client present a number of 

specific challenges that fail to be adequately addressed in the literature. Indeed, 

it is possible that these challenges are at least part of the reason this area of 

clinical practice is largely ignored. Adolescent clients are widely perceived to be 

a difficult group to interest in therapy (Baruch, 2001). The resistance there is to 
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exploring the complexities of engaging troubled adolescents may also be 

because openly admitting to the difficulties of engagement and assessment 

directly questions the practices and therefore the livelihoods of counsellors who 

work with this client group. It might also be seen as a parallel process of the 

anxiety about self-examination that teenagers themselves frequently display. 

Often for therapists working with teenagers their best is felt not to be good 

enough and drawing attention to how challenging the work is seems to raise 

more questions than it answers.  

 Having said that, however, there are a number of tasks that clinicians 

agree need to be addressed at the start of therapy and a body of knowledge 

exists which aims to help practitioners do so.6  In the next section I consider the 

protocols described in the published literature that are relevant to the start of 

therapy with a new teenage client, but because of the paucity of detailed 

writing specific to initial phase work with adolescents, much of the material I draw 

on in this chapter relates to work with adults or with children. The necessity of 

drawing on literature relating to psychotherapy with adults and children can also 

be seen as a reflection of the ‘awkwardness’ of the liminal position adolescents 

inhabit developmentally. 

 

Beginning Therapy 

For all practitioners, whatever their setting, the first meeting is the opportunity to 

begin to form a picture of the new client and a number of aspects of a new 

client’s life and functioning need to be established. These include gathering 

background information, forming an initial impression of the underlying issues and 

the degree of disturbance, assessing motivation, and establishing the possibility of 

risk to self and/or others and, increasingly often, to administer intake/outcome 

measures. During that initial meeting the practitioner will also clarify what is being 

offered, describe the limits of confidentiality, explore treatment options and aim 

to engage the young person’s curiosity and participation. In addition during the 

process, psychodynamic practitioners will use their understanding of the counter-

transference and transference as essential resources.  

 There’s a great deal to be done during what Malan (1979: 210) describes 

as ‘the most complex, subtle and highly skilled procedure in the whole field’. 

Established practitioners often allow the first session to unfold at the client’s own 

pace, using skilful questioning techniques that elicit the required information at 

                                            
6 My primary interest here is in the engagement and assessment of a new client as 
conducted within the therapy space at the start of the work, and for that reason I do not 
consider the area of clinical formulation. 
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the same time as allowing the client to take the lead. In clinics, assessment may 

be conducted by a single experienced practitioner, diagnostician or assessor or 

by two or more clinicians, and feedback is then given in a multi-agency meeting 

in which treatment options are considered and formulations discussed. There may 

be a pause before treatment begins and often the therapist who has conducted 

the initial assessment phase or session will not be the therapist who then goes on 

to take part in the subsequent work. This clinical model of the initial phase is what 

is most usually presented in the literature. In schools and community settings, 

however, it is usual for the therapist – even a trainee or a recently qualified one – 

to undertake the assessment and then see the client for on-going therapy. For the 

school-based therapist assessment is most often an integral part of the initial 

phase of therapy and therefore, as well as building a picture of her client by 

covering all of the aspects outlined above, the therapist is also using assessment 

to begin to develop a working alliance.  

 Many years of research into the relationship between therapist and client 

shows that the quality of the therapeutic alliance, especially as perceived by the 

client, correlates in a positive way with outcomes (for example, Martin et al., 2000; 

Horvath and Bedi, 2002; Shirk et al., 2011). Young people are likely to have a 

limited understanding of therapy and Shirk and his colleagues’ research (Shirk et 

al., 2011) suggests that early alliance formation with young people depends on 

the therapist ability to achieve a balance between active listening and 

describing the roles, tasks and relevance of therapy to the client. Glass and 

Arnkoff (2000: 1469) found that the more collaborative the relationship is seen to 

be by the client, the less likely he is to drop-out and Piper et al. (1999) describe 

how therapists’ strict adherence to designated therapy models can lead to 

premature disengagement. They describe how the counsellor’s persistent use of 

transference interpretations, for example, when resisted by a new client can lead 

to a weaker early alliance and to premature ending. In fact, because the 

working alliance is such a significant aspect of the process, and one that needs 

to be attended to throughout therapy, Piper et al. suggest that practitioners may 

need to adjust to their practice techniques in response to different clinical 

situations (Piper et al., 1999: 121). 

 Setting out practice strategies during the initial phase that go beyond the 

standard history-taking task is a fairly recent undertaking in psychotherapy, but 

manualization frameworks are becoming more commonplace. These manuals 

aim to create a structure around practice by identifying a therapeutic approach 

suitable for a particular client population. A manual of mentalization-based 

treatment for children (Vergheugt-Pleiter et al., 2008) and models of engagement 
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for psychotherapy with young adults (Mufson and Sills, 2006; Young and Lowe, 

2012; Briggs and Lyon, 2012) have been developed in recent years and guidelines 

for practitioners are becoming increasingly available. These clinical models and 

manuals can give clear and helpful insights about the complexities of engaging 

young people and the therapeutic perspectives and thinking most relevant to 

work with them.  

 Professor Stephen Briggs (2013) has recently published the manual for 

Time-Limited Psychodynamic Psychotherapy (TAPP) in clinical settings, the single 

manualized psychotherapy protocol available at the time of writing for work with 

young people.7 For the adolescent client group, Briggs considers a single-session 

assessment inadequate time to negotiate the developmental resistances to 

engagement. The TAPP four-session assessment guidance (part of a time-limited 

twenty week model) identifies particular ‘strategies’ for the initial period. The 

manual suggests that it is helpful for the practitioner to take time to address the 

‘consultee’s’ ambivalence and anxiety directly, and the client’s feelings about 

attending should also be linked with ‘the organisational and relational framework 

in which the consultation is taking place’ (Briggs, 2013: 8). The manual suggests 

the therapist explains what the therapeutic process entails and can offer, 

identifies her own thinking about the process, and articulates to the client her 

emerging conceptualizations of a developmental focus. The description of 

assessment given suggests a fairly active stance on the part of the therapist, who 

is drawing out information from the potential client and providing information to 

the client in a way that encourages his investment in the process. Whilst 

developing a working relationship based on information exchange and activity, 

as described by Briggs, the therapist is also taking up an observational stance and 

‘making initial interpretations based in the emerging therapeutic relationship…in 

order to allow the therapist to assess and further discuss the qualities of flexibility, 

reflectiveness and ironical capacity of the consultee’ (p. 8). In this model the 

psychodynamic principles of observation and interpretation are held to in the 

assessment, even whilst the therapist is transparently and actively working to 

engage the client. It is also important to note that within this framework, unlike in 

school-based work, through contact with the wider Tavistock system in which this 

particular service is offered, the client will have been oriented, at least to some 

extent, to the expectations of therapy prior to his TAPP assessment.  

                                            
7 The manualization by Mufson and Sills, 2006, is for a model of therapy most suitable for 
young people who have experienced acute onset of depression and for whom depression 
is the primary diagnosis, and the model proposed by Young and Lowe, 2011, has yet to be 
manualized. 



 

 

44 

 We are aware from research (for example, Guajardo and Anderson, 2007) 

that well-considered induction procedures contribute to reduced client drop out, 

increasing both positive outcome and overall attendance. Jeremy Holmes in 

Mace (1995) gives a detailed description of a one-off psychotherapeutic initial 

consultation. Holmes’ description concerns an adult patient in an NHS clinic, but 

this seminal material is one of very few that captures in detail the therapist’s 

approach and strategies used in the first meeting. It is a standard psychotherapy 

interview, although clearly conducted by an experienced professional with an 

internalized, structured way of assessing clients for long-term work, and as such it 

offers a template for our understanding of a successful initial meeting. Holmes 

says that he feels therapists should be ‘much more active and encouraging’ in an 

assessment interview than in subsequent treatment, offering a warmth that allows 

the client to unburden but also showing ‘some reticence’ in order to allow the 

transference to emerge (1995: 31). In Holmes’ view during the assessment session 

enough anxiety should be aroused to access areas of possible disturbance, but 

not enough to make the client clam up. Holmes says that his first question is 

usually to ask the patient what he was thinking of as he came to the session, 

which he explains signals to the patient right from the start that the therapist is 

interested in his inner world. The question also offers the patient a chance to 

express anxiety immediately in an accepting atmosphere. 

 The anxiety provoked by the experience of being assessed by an 

unfamiliar adult will serve to activate the young person’s attachment pattern and 

makes it particularly important for the assessor to be alive to the non-verbal 

indicators communicated. There is a move towards including the area of 

attachment into clinical assessment but O’Connor and Byrne (2007) outline the 

difficulties of operationalizing attachment theory in clinical assessment given that 

the measures that exist originated in research settings. Moreover, our 

understanding of the relevance of attachment representations during the period 

of adolescence is fairly limited (Dwyer, 2005; Allen et al., 2003; Kobak et al., 1993), 

and is an important field for future research. 

 Holmes (1995) then asks the client how, why and for what reason he has 

come to therapy. He states that these three questions are crucial in covering the 

referral route, the expectations the client has of the therapy and allow him to 

articulate the difficulties he is experiencing that have brought him to the room. 

From then on Holmes uses an ‘elastic interview technique’ (Balint et al., 1972) 

covering all the relevant areas in no particular order (current circumstances, 

family background, developmental history, history of major losses and trauma – 

specific enquiries about sexual abuse, dream life, main areas of interest and 
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aptitude, sources of stress and support), expanding and contracting areas of 

exploration in response to the client.  

 Holmes describes how he always now takes notes during an assessment, 

unless the client objects in which case he may interpret the client’s response. He 

says that the self-report form he asks patients to complete (and he doesn’t 

specify which one) is useful for covering psychiatric history, risk factors and 

‘mental state’ features. In his view ‘Thorough assessment pays dividends and may 

forestall later difficulties’ (1995: 32). Holmes asks questions such as ‘What is your 

earliest memory?’, ‘What are your daydreams and secret ambitions?’ ‘What 

would you really like to happen?’, such questions, he says, gently elicit the client’s  

innermost fears and phantasies. He asks about the client’s family, seeks 

clarification about the patient’s affect during significant past events and only 

interprets simply, tentatively and briefly once an alliance has been established. 

Holmes says that for psychodynamic psychotherapy there are three prerequisites 

for a client’s suitability and therefore for a good outcome: the ability to form a 

good rapport; an ability to work with interpretations; and a capacity to respond 

affectively in sessions (1995: 33). During the last part of the assessment meeting 

Holmes suggests that the client consider if this type of work seems useful, if it is 

what the client was expecting, where the treatment should progress to and what 

a possible contract length might be. The implication here is that the therapist, 

while responding to what and how the client presents, is nevertheless working 

within a pre-ordained clinical paradigm. The therapist is assessing the client’s 

ability to make use of the psychotherapy that is being offered to him. 

 Holmes notes that what correlates with good outcomes for ‘short-term’ 

dynamic therapy, in addition to evidence of ‘basic trust’ (Erikson, 1968) and an 

ability to see oneself from the outside, is some degree of psychological 

mindedness and motivation. This point seems particularly relevant to bear in mind 

during assessment for school-based therapeutic work where young people often 

have not themselves initiated their engagement with services, and who often 

show a deficit in both motivation and psychological mindedness. We are aware 

from studies across modalities that client motivation is an indicator of good 

outcomes (Orlinsky et al., 1994; Bachelor, 1991). A recent small-scale research 

study by Killips et al. (2012), however, focusing on the humanistic model of 

counselling indicates that the relationship between motivation and outcomes is 

more complex with adolescent clients than with adults attending therapy. The 

study suggests that for a number of reasons yet to be fully determined, lack of 

motivation may be a weaker predictor of outcomes for young people attending 

school-based therapy services. It is important nevertheless for the therapist to 



 

 

46 

establish from the early stages if the motivation for this young person to change is 

only located elsewhere, or if perhaps a parent, another family member, or even a 

member of staff, has the difficulty located in them (Kegerreis, 2010: 166-8).

 Kegerreis (2010) comments that persevering with a child who will need 

many terms of work to develop any kind of relationship ‘may be a counter-

productive act of heroism’ (p. 171), and that offering an ‘extended assessment of 

six or so sessions’ can be a good strategy in such cases, in order to get a better 

sense of whether or not the child can engage given a little more time, or to do a 

piece of short-term work. Unlike younger children, however, teenagers are more 

likely to actively choose to disengage, that is, choose not to come to sessions, 

particularly if they find what the therapist is offering unmanageable or too remote 

from their normal everyday experience. 

 Waddell (2002) in her article ‘The Assessment of Adolescents’ describes 

the tasks of assessment as ‘a daunting one: a severe test of analytic observation, 

impartiality, insight, judgement and, I think, interpretive restraint’ and she 

highlights the way in which that first meeting is ‘weighted with pre-conceptions, 

skewed by first impressions, distorted by aspirations and, all too often, loaded with 

disappointments’ (Waddell, 2002: 366). Waddell describes the importance of 

freeing the clinical mind of preconceptions and tuning into the adolescent 

developmental preoccupations, making it possible to determine ‘the outer world 

facts’ as well as the clinical ones. Like other writers discussed here, for Waddell 

(2002: 367) it is of central importance that the client arrives with ‘sufficient degree 

of self-motivation and desire to understand’.  

 Psychodynamic assessment is conducted through sensitive exploration 

and when undertaken by an experienced practitioner can be seamlessly woven 

into the first phase of the work. In her book Psychodynamic Counselling with 

Children and Young People (2010), Sue Kegerreis gives a clear exposition of the 

process of psychodynamic assessment as part of ongoing work conducted by a 

seasoned therapist. She unpacks what is a complex task and offers a set of useful 

questions to be posed as part of the therapist’s ‘assessment thinking’ (2010: 164-

75). Right at the start, the ‘problem’ needs to be defined by the client with help 

from the assessor. Kegerreis notes that it is not possible to engage the child simply 

on the basis of what the referrer has described, it is essential that the problem is 

framed in terms of the young person’s experience and this in itself will support the 

client’s engagement with the therapeutic process. The process of third-party 

referral, frequently the model in school-based counseling, raises other issues in 

practice, such as the extent to which the therapist takes into account how the 

client’s self-identified concerns might relate to parents’ or teachers’ aims for the 
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therapy. Although she does not address this issue directly, Kegerreis suggests the 

counsellor looks to the wider contextual factors behind the referral: Is the referral 

to counselling the school’s way of avoiding difficulties that are in fact located in 

the school system, for example?  

 In addition to the areas covered by Holmes, which are relevant to work 

with adolescents, such as getting a sense of the client’s life circumstances, his 

inner world, his transference to the therapist, and his own understanding of what 

has precipitated his arrival in therapy, Kegerries explores the multifaceted area of 

risk assessment as part of the initial phase.  Risk is an important consideration in 

work with minors and, within this aspect of assessment, Kegerreis points out that 

the therapist must conduct a number of tasks simultaneously. She must sensitively 

explore possible areas of self-harm, suicide, drug and alcohol use, sexual, 

emotional, physical abuse and neglect, make decisions about the need to share 

information about these areas as part of her duty of care, assess the adequacy of 

the client’s external support network and appraise the impact psychotherapy 

may have on a highly defended young person. During the assessment phase, it is 

also important for the school counsellor to consider her own capacity (vis a vis 

professional experience and unresolved personal issues) to hold and manage a 

complex client presentation.  

 Parsons et al. (1999) in The Handbook of Child and Adolescent 

Psychotherapy, like Holmes, start from a position that the assessment may be 

conducted within a multi-professional team and that treatment options will be 

considered during the initial phase. The chapter moves between describing work 

with children and with adolescents and, with reference to in-session resources, 

notes that for adolescents ‘drawing materials are probably all that is necessary’ 

(p.221). The teenage developmental phase is a time of dynamic psychic activity, 

which is reflected in the work. During the first phase, as the therapist develops her 

understanding of the individual in front of her, she will need to be mindful of the 

client’s youth and proximity to childhood but at the same time be respectful of his 

emerging adulthood. Psychotherapeutic practices are fluid, responsive and 

client-led, and the therapist will have to use her professional judgement to 

appropriately pitch her first encounter with a new teenage client – for example, 

sometimes making art materials and toys available to help the young person 

express himself and at other times engaging with the client’s developing adult 

ego.   

 Parsons et al. remark that it is important to gather a perception of the 

‘child’s’ difficulties as perceived by the child himself as well as by parents and 

teachers’ but like other commentators the authors do not discuss the extent to 
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which, when different, these two perspectives will be linked together by the 

therapist. Parsons et al. also describe how the therapist will use information 

gathered from various sources – family, social worker, clinical psychologist, school 

reports, etc – as additional information to develop her picture of the child as the 

work begins, but state that it is a ‘closed process’ and ‘unlike treatment sessions, 

[the assessor] can make wider use of the outside information which has been 

supplied at the time of referral’ (my italics; 1999: 221).  Parsons et al.’s description 

suggests that collateral material will not be made use of by the therapist in 

ongoing work. Counselling services in secondary education are often offered to 

students as an independent intervention in which parents/carers are not involved 

and may not even be aware that their son or daughter is accessing the service. 

As I have described elsewhere, information about a new client from school and 

other services is often limited, particularly at the start of the work and, as the work 

progresses, the exchange of information about the client between the school 

and the therapist, and then between the therapist and the client, are important 

areas for consideration (see Kegerreis, 2010: 134-5).  

 In addition, Parsons et al. stress the importance of acknowledging the 

young person’s anxiety in order to relieve his resistance to the meeting and also 

comment that it is helpful for the assessor to acknowledge the pro-social aspects 

of the child’s experience – indeed they suggest that this may usefully be the first 

area that the assessor establishes in order to allow the young person to feel safe 

enough to communicate his concerns. This point highlights the therapist’s efforts 

to balance supportive reassurance with allowing anxiety in that first meeting. The 

authors acknowledge that some children will be so resistant to the therapists 

attempts to engage them that they will not be able to reveal anything about 

themselves and, using a case vignette, the authors suggest that creative 

questioning techniques combined with the use of art resources may be required 

during assessment with a young person who is particularly anxious and heavily 

defended (p.223).  

 Parsons et al. also suggest strategies for the information-gathering element 

of the initial phase. The family tree, map or genogram may be used as a starting-

point for questions that will uncover information about the child or young person’s 

relationships and home life, and the Diagnostic Profile (devised by Anna Freud, 

1962, and revised for use with adolescents by Laufer, 1965) is seen as a useful 

structure through which the clinician may identify developmental delays and 
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appropriate and precocious development. 8 The chapter offers a protocol for 

and useful thinking about the assessment of the young person’s psychic 

structures, but, because of the temporary nature of the client’s relationship with 

the assessor as it is described in this material, no thought is given in this description 

of assessment to how the therapist might hold in mind the relational shift from 

conducting an assessment to becoming the therapist offering on-going 

counselling. 

 The assessment thinking described by Holmes, Kegerreis and Parsons et al. 

all has relevance to the initial consultation session as it is carried out by therapists 

working with adolescent clients, and Putzu-Williams, in Therapeutic Practice in 

Schools (2012), builds on these by describing the technical, systemic and process 

elements that need to be borne in mind during assessment with teenagers in a 

school setting. Putzu-Williams notes how the therapist’s own transference to the 

school environment, the client’s experience of school, the position the counselling 

service has within the school system, as well as the way counselling has been 

offered to him, what he makes of the counselling room and its location in the 

school will add other dimensions to the first session or phase (Putzu-Williams, 2012: 

101-2). In schools young people are used to being given activities and having 

their thinking directed by teachers. Expectations around this can present 

complexities for therapists working in schools at the start of the work. It can take 

some time for pupils working with a therapist in school to understand the 

differences between learning in a classroom and working with a counsellor who is 

genuinely curious about the young person’s situation, emotions and point of view. 

Putzu-Williams suggests that the therapist, whether she is conducting a one-off 

assessment or will be the therapist carrying out future work with this new client, 

may want to explain that subsequent sessions will have a less directive quality 

than those that constitute the assessment period.  

 Although counselling may not be the only intervention the school offers a 

distressed or worrying pupil, the first meeting with a therapist may be the first 

experience the pupil has had of being listened to and allowed to speak freely, 

but the principle of therapist non-disclosure may be problematic to new young 

clients (Klein, 2012: 148). In addition, Putzu-Williams notes that in the school setting 

it is important to remember that the counsellor’s role extends usually not only 

beyond the assessment into on-going work, but also beyond the counselling room 

itself (Putzu-Williams, 2012). At any time during the counselling contract, including 

                                            
8 Like O’Connor and Byrne (2007) in their appraisal of the Child Attachment Interview, 
however, Parsons et al. (1999) note that implementing the full profile would not usually be 
practical to carry out when assessing a young person in the public sector. 
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during the assessment period, a pupil-client may approach a counsellor and ask 

to change his session time, say he can’t come to a meeting because of an exam, 

that he wants to bring a friend along to his next session or that he’s considering no 

longer attending. What the counsellor says and does in response to the client 

outside the therapy session will further support or hinder the therapeutic alliance, 

and this consideration is particularly important during the initial phase of the work 

when the alliance is being developed. 

 When working with young people risk and confidentiality are areas that 

need particular thought.  Putzu-Williams recommends working from a position of 

compassion when risky behaviour is disclosed and suggests that offering context 

by giving such behaviour meaning may open up discussion around self-harm, 

substance abuse or eating disorders, for example. She also acknowledges how 

the school will feature in the counsellor’s thinking about risk during the assessment 

period and advises the school therapist to develop a collaborative working 

relationship with the school safeguarding officer so that any difficult material that 

emerges can be managed.  

 The importance of assessment cannot be overstated. As Kegerreis notes, 

the end of the assessment phase should result in ‘something resembling a map to 

guide the two participants on their way’ (Kegerreis, 2010: 175).  According to 

Cooper and Wittenberg when treatments become bogged down after a period 

of therapy, it is often because the practitioner has failed to elicit a 

comprehensive overview of the patient’s situation at the start of the treatment; 

they suggest that if a full and collaborative assessment is made initially the 

clinician can use knowledge he has gained at the start to refocus a ‘stuck’ 

therapy (Cooper and Wittenberg, 1985). If essential material is omitted or 

overlooked during the early phase of the work, the clinician may find he risks 

never having crucial information about the client’s circumstances or that he must 

intervene further on into the therapy to request specific material that he has 

never elicited. Cooper and Wittenberg claim that theory is ‘not a substitute for 

the painstaking understanding of the person’, which must be undertaken right at 

the start if breakdown is to be avoided later (Cooper and Wittenberg, 1985: 40).  

 

Intake and Outcome Measures 

Increasingly, as part of the initial phase of therapy and in order to organize 

information gathering, to support formulation and to identify areas of measurable 

outcome, therapists are choosing, or being required by their services, to 

incorporate written assessment and evaluation procedures into their practice. The 

use of such tools links the initial phase of therapy directly to the concluding 
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phase. Many clinics, including the Anna Freud Centre and the Tavistock Clinic, 

now adhere to intake, monitoring and exit procedures endorsed by CORC (the 

CAMHS Outcome Research Consortium), which include both client self-report 

and post-session clinician-rated measures. The practitioner may ask the client to 

complete a self-report form before, during or after the first meeting, and/or she 

may complete a form herself after the session on the basis of what she has heard 

the client say.   

 Psychodynamically informed assessments aim to gather information about 

the new client through structured and responsive conversation, generating a 

relational experience that allows unconscious material to emerge. For many 

psychodynamic practitioners and psychotherapists the use of a written 

assessment and outcome evaluation procedure within the session itself is thought 

to obstruct and distort the transference and divert attention from the relational 

dimension of the work (Bor et al., 2002; Moodley, 2001), while Daniel and 

McLeod’s research indicates that some practitioners do not believe use of 

standardized tools can add information of any clinical value to their current 

assessment methods (Daniel and McLeod, 2006: 247). These are important and 

valid concerns. For some clinicians, using the standardized measures that exist is 

incompatible with the principles of psychodynamic work. There is felt to be a 

danger that, rather than offering a route to meaningful conversation and 

gathering information that is relevant to the work, measures may be used 

defensively, obscuring the transference and becoming bureaucratic exercises for 

both the therapist and the client.  

 If outcome tools are not seen to offer real value to the work, 

psychodynamic practitioners will resist using them. Research by Mistral et al. 

(2006), on behalf of a national voluntary agency planning to develop and 

implement counselling impact measures, offers a comprehensive digest of 

counsellors’ concerns about and resistances to using outcome measures in 

sessions. While Tracey et al.’s study three years later, exploring the process of 

introducing measures into a school-based counselling context indicates that, 

given good support and information as well as thorough training in implementing 

measures, attitudes can change, ‘many practitioners retrospectively identified 

that the process had benefited their direct practice with children and young 

people, and their professional identity’ (Tracey, 2009: 201). Evidence suggests that 

only around 7 percent of schools in England are currently using a standardized 

outcome measure, with a further 18 percent using some other form of service 

questionnaire (BACP, 2013: 5). Given the growing interest in documenting 

evidence of change for psychotherapies, however, and the move towards 
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greater accountability for all psychological interventions, the inclusion of written 

routines within psychodynamic assessment in schools is an area that requires our 

collective attention. 

 When used, questionnaires and scales should cover individual, relational 

and social aspects of functioning as changes in these areas are considered valid 

indicators of successful treatment outcome (Kazdin, 1995; Beutler et al., 2004). 

Baruch et al. (1999: 261) show that the level of agreement between adolescent 

client self-report data and information gathered about the client from significant 

others varies depending on who the informant is (partner, parent, professional, 

peer, for example), and that informants overall tend to rate clients’ internalizing 

(moods and mental states) and externalizing problems (acting out, disruptive 

behaviour, for example) higher than the client himself rates them. Self-report tools 

are commonly used in the first phase as a way of supplementing information 

brought together from other sources such as parents/carers and other involved 

professionals, including teachers, so that a fuller account of the young person’s 

life and historical context can be arrived at. One view, however, is that self-

reporting forms in general are at odds with the key maturational tasks of 

adolescence. As individuation and subjectivity characterize the adolescent 

client-group, being asked to give what amounts to a snapshot account of 

themselves may be counter-intuitive at this developmental stage (Tracey et al., 

2009: 197). 

 Written assessment routines vary in their focus: some are diagnostic tools 

designed to measure specific areas of dysfunction, for example anxiety, 

depression, ADHD, while others attempt to record a fuller account of presenting 

issues and circumstances. Self-report forms, such as the Achenbach Youth Self-

Report (A-YSR, Achenbach, 1991), the Strengths and Difficulties Questionnaire 

(SDQ, Goodman et al., 1998) and the Young Person’s Clinical Outcomes in 

Routine Evaluation (YP-CORE, Twigg et al., 2009) are in common use and are 

considered valid, reliable and normative for general clinical use with young 

people over the age of 11. A-YSR is used in the Young Person’s Consultation 

Service, Tavistock Clinic (Searle et al., 2011), SDQ is widely used in community, 

school services and clinics, and YP-CORE was developed specifically for use in 

community and school settings. The instruments all attempt to identify young 

people’s current emotional circumstances in order to inform subsequent 

intervention pathways and measure change. The practitioner decides if the self-

report form is to be completed in the session together with the young person, 

although in general the forms were designed to be completed by the client on 

his own between the first few sessions. Mistral et al.’s study notes that ‘A positive 
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non-apologetic presentation [of the measure to the client] appeared to result in 

a positive response from the client’ (Mistral et al., 2006: 130).  

 The Goal-Based Outcome Measure (GBOM; Law, 2007/11) is a 

collaborative aims-oriented tool, which is increasingly being used in clinical work 

(Troupp, 2013: 20) and is recommended by CORC for use with other client-

generated outcome data. Like the other measures discussed here, the GBOM 

does not offer formalized opportunities to gather life circumstance or life history 

information but, like other self-report forms, aims to gather information about the 

client’s emotional and behavioural states directly from the client. Education-

based therapy services sometimes develop their own paperwork to record 

information regarding clients’ presenting circumstances. The fact that there is no 

standard assessment and outcomes practice across services prevents us from 

collating findings across modalities and building a common knowledge base. As 

Kazdin (1995) noted, the use of standardized measures would serve to profile 

children and adolescents in a consistent way and help researchers to integrate 

studies about specific types of problems.  

 

Ending Therapy 

The counsellor’s aim is to help her clients use their therapy endings as a structure 

for articulating their earlier experiences of loss. Clear discussion about the ending 

and opportunities for symbolic enactment allow the client to consciously and 

unconsciously process these experiences. How and when it is right to end a 

course of therapy is a crucial theme for therapist’s to reflect on in supervision and 

completion is commonly considered as important a part of psychotherapy as the 

beginning phase. Despite this, and perhaps because endings raise anxiety levels 

for both therapist and client, they can be an aspect of the work neglected in 

both training and practice (Weddington and Cavenor, 1979; Wittenberg, 1999; 

Firestein, 1982: 494). In addition, therapists can be reluctant to share experiential 

clinical data about their approach to ending therapy, possibly because the 

various aspects of the foregoing therapy, including its disappointments and 

evaluations, become most explicit during this period (Firestein, 1982: 496). Ward 

(1984: 21) notes that ending is a process or stage ‘not a sudden cessation of 

activity’ and Yalom (1975: 365) states that ‘if properly understood and managed, 

may be an important factor in the instigation of change’. Pakarik and Wolf’s 

review of client evaluations of therapy (quoted in Graybar and Leonard, 2008: 58) 

suggests that termination plays a significant role in treatment outcome, with 

clients appearing to use their experience of the ending as a lens through which to 

view the whole of their therapy. 



 

 

54 

 The working through of loss and mourning at termination of therapy are 

well documented and discussed in the psychoanalytic literature (Freud, 1937; 

Klein, 1950; Quinodoz, 1991). Without denying the importance of these aspects 

during the final phases of therapy, however, the sense of negativity and finality 

implied in the use of the term ‘termination’ has been reviewed by some writers 

(Pedder, 2010; Quintana, 1993). Pedder suggests that calling the phase 

‘graduation’ would be a better description of a managed ending, reserving the 

term termination for an abrupt or premature conclusion. Quintana’s 1993 article 

proposes an expansion of the conceptualization of termination to include ideas 

of ‘transformation’ rather than crisis, and Dewald (1982: 461) points to the 

anticipated ‘freedom’ and ‘mastery’ available to the client during this phase. For 

Pedder a managed ending is a flexible calibrated experience in which 

disappointment rather than hostility or the negative transference are worked 

through (Klein, 1950). In brief therapy active anticipation of the ending is 

considered to be a factor from the start, and recent research into short-term 

psychodynamic therapy (Fortune, 1987; Marx and Gelso, 1987; Quintana and 

Holahan, 1992) reveals that more often than not client and therapist do not 

experience the ending as debilitating. Marx and Gelso (1987) found that the 

majority of clients use descriptions such as ‘calm’, ‘alive’, ‘good’, and ‘healthy’ 

when describing the concluding phase of their therapy. Similarly, in his study 

Fortune (1987) found that positive reactions in clients (for example, a sense of 

pride and self-accomplishment) were more common than negative reactions (for 

example, anger, re-experiencing of previous loss, or feeling more intense 

moments of separation anxiety). In the end, a well-managed termination can 

offer the client an emotionally honest and non-traumatizing experience of closure 

with past significant others, as well as with the therapist and therapy in the here-

and-now. 

 Deciding when to end and the criteria that need to be met have been 

given careful thought in the literature.  In rare-for-the-discipline clinical 

prescriptions, Pedder (2010) developed a rule of thumb, suggesting that the 

period of notice a patient should be given about the impending close of therapy 

is the square root of the number of months he has been attending treatment, and 

Shulman suggests that the period of ending should be one-sixth of the period of 

therapy (Shulman, 1979). Most clinicians acknowledge that intuition will play a 

part in the clinical criteria determining the decision to end (Firestein, 1982: 483), 

but increase in ego strength, a more tolerant superego and a reduction in 

defences, as well as recognition that the major goals of therapy have been 

achieved (Dewald, 1982: 441) and acknowledged symptomatic improvement 
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are the generally accepted criteria (Freud, 1937; Jones, 1936; Lorand, 1946; Klein, 

1950; Firestein, 1982). Some theorists (Novick, 1976; Siegel, 1982) also suggest that 

an indication of the client’s capacity for self-analysis is needed for an ending to 

take place and is an important element of the internalization of the therapeutic 

relationship. Working with young people, counsellors need to hold in mind that 

they may be contributing to the first experience a young person has had of an 

attentive thoughtful adult and may contribute to a client’s decision to use 

services in future.  

 Isca Wittenberg (1999: 344) states that it is often appropriate for the 

therapist to honestly explain why the therapy is ending – for example, when 

endings are dictated by external circumstances. Wittenberg says that when 

working with adolescents it is important to pay attention to the young person’s 

ambitions and appropriate desire for independence but the therapist also has 

the responsibility to weigh up the possibility of subsequent break-down, suicide or 

other risk. If therapy is ended too early and the therapist continues to be worried 

she needs to state clearly her professional opinion and express the nature of the 

worry and the evidence on which it is based. The guiding principle by which the 

therapist should consider ending is how the patient manages in time of 

separation and how this manifests itself in the transference. In addition, 

Wittenberg comments that the advantage of time-limited work is that it can 

make the therapist ‘more aware of the strengths within individuals, so easily lost 

sight of in very long-term work’ (p. 349). 

 Importantly, research has identified that difficulties associated with 

endings seem to be closely related to adequacy of the therapy service rather 

than to loss per se. Research by Quintana and Holahan’s (1992) suggests that 

therapists find it more complex to end with clients who have not experienced 

positive change during the work. This research found that in cases where 

therapists made preparations for termination with clients, reviewed the course of 

counselling during the ending phase, and processed the client’s affective 

reactions to the ending, the final phase evoked positive feelings. It seems quite 

possible then, that therapist activity during the final phase has as much impact on 

the client’s experience of the ending as the client’s past losses will have.  

 Firestein (1982) interviewed a dozen analysts in his own community 

replicating an interview carried out by Glover some 44 years earlier (but published 

in 1955). Perhaps unsurprisingly Firestein found that there was both agreement 

and variation on attitudes and practices in the ending phase of therapy among 

these senior analysts. Agreement, for example, that the termination phase should 

last from 2 to 6 months, that there should be some clinical evidence of the client’s 
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methods for coping and of symptomatic improvement and that their own clinical 

style did not alter during the final phase. On the other hand, differences of 

opinion existed with regard to whether the decision to terminate is best lead by 

the client or the therapist, whether follow-up contact is appropriate and whether 

a history of early separation experiences affect the quality of the ending. 

 Different views exist in the literature also about the value of modifying 

other aspects of the classical psychoanalytic model as the ending approaches, 

for example, reducing the regularity of sessions, inviting the patient to return after 

the final session for review, the therapist disclosing more about herself during the 

final phase (see Pedder, 2010; Dewald, 1982; Firestein, 1978, 1982; Buxbaum, 

1950). The variation and agreement in approaches is interesting because these 

are all aspects that are similarly of interest to therapists engaging in shorter-term 

work.  

 Research by Quintana and Holahan (1992) suggests that some therapists 

may intuitively de-idealize both the therapeutic experience and themselves 

during the termination phase. They do this by pointing out specific examples of 

the client’s contribution to the therapy, disclosing more of their counter-

transference responses to clients, emphasizing the collaborative aspects of 

therapy, and by responding to clients' inquiries directly and with less interpretation 

(Quintana and Holahan, 1992). Dewald, and Firestein’s questionnaire research, 

however, indicates strongly the importance of not modifying therapeutic 

behaviour in any way during the termination phase of psychoanalysis, other than, 

for Dewald, encouraging the client’s skills at self-analysis. Graybar and Leonard 

(2008: 72) however, note that in brief integrative therapy they ‘shift gear’. This shift 

is not dramatic but is noticeable to the client – they offer more self-disclosure, are 

more directive and encouraging and place emphasis on the content of therapy 

rather than the process during the final phase. 

 Many therapists will refer back to the start of the work and encourage the 

client to consider their thoughts and feelings about the therapy and its conclusion 

(Graybar and Leonard, 2008). If there is a sense of progress, there will be a 

discussion about how the client presented, how relationships have changed and 

what might happen in the future if difficulties arise. Graybar and Leonard say they 

tend to ‘direct, lead, initiate and modify more in the termination phase than 

anywhere else in treatment other then the initial interview’ (Graybar and 

Leonard, 2008: 71) Discussions about the thoughts and feelings about ending 

relationships in the past and in the moment are often discussed, mixing both 

positive, optimistic aspects with those of loss and sadness, and conversations 

about what was valued in the therapy and what skills can be made use of again 
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outside it. The penultimate session is one in which client concerns relating to 

feelings of separation and loss are explored, so that the final session, which is 

tightly focused on the end, may be committed to underscoring the client’s sense 

of accomplishment and pride (2008: 74). Graybar and Leonard (2008) also 

remark on the importance of termination in less than successful therapy, saying 

that some such therapies can be rescued or even transformed by an honest 

acknowledgment of the short-comings of the therapist, the therapy and/or the 

therapeutic relationship, with a request for feedback to the therapist about what 

she could have done better or differently, whilst positively underlining the client’s 

commitment through his continued attendance.  

 The importance of internalization of the functional aspects of therapy has 

also been highlighted as a principle criterion for ending (Edelson, 1963: 23; 

Firestein, 1978; Siegal, 1982; Novick, 1976). Research shows that client activity 

during therapy is strongly related to outcomes (Bachelor, 1991), so it makes sense 

that therapists should point out client activity that indicates a capacity for self-

analysis and reflect with the client on specific aspects of the therapy that have 

been helpful to the individual during the work. 

 In the manualization of TAPP (Briggs, 2013), the young person’s feelings 

and thoughts about ending are central in the final 2-4 sessions. The manual states 

that ‘it is not expected that TAPP therapy will end with a simple “rational” 

summary or evaluation of what has been gained, or not, by the therapy’ (p.60). 

The author says that instead the end of therapy will reflect the young person’s 

experiences of previous losses, the adolescent separation process and the 

existence of a contracted length of therapy from the outset (in such a time-

limited model, the ending begins at the beginning of the contract). The latter two 

factors, especially pertinent to work with adolescents in shorter-term therapy, give 

additional meaning to the process of ending. The manual suggests that during 

the final phase it will be important for therapists to ‘actively make links to the 

focus’ of the work for ‘some patients’ (Briggs, 2013: 62), as well as introducing an 

element of review and reflection about how the therapy has gone, both the 

difficulties and the progress made. Enactments through missing sessions during the 

ending phase should, where possible, be directly addressed by the therapist, and 

if the final session is missed the therapist may write a letter to the client reminding 

him of the availability of the review meeting (p.63). Discussion about onward 

referral, an invitation to a review session and returning to the outcome 

questionnaire are frequently aspects of the final phase of therapy. Research 

(Fortune, 1987; Marx and Gelso, 1987; Quintana and Holahan, 1992) suggests that 

approximately 70 percent of therapists invite clients to return to therapy. The TAPP 
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contract offers a review meeting a month to six weeks after the final session and is 

considered ‘an important part of the model as a whole’ (Briggs, 2013: 63). The 

manual describes the review meeting, usually conducted by the therapist who 

undertook the treatment, as offering ‘a slightly more distanced perspective’ (p. 

63) whilst being close enough to the therapy for the experience to still be vivid. 

 The therapist’s role in the therapy as the end approaches is to hold the 

‘picture’ of the therapeutic process in mind – the client will feel then that they 

have been held in mind throughout the entire experience. Descriptions of ending 

practice in the literature do not include detailed examination of the process of 

implementing outcome measures with clients in sessions. In some psychodynamic 

protocols, IPT and DIT, for example, a ‘goodbye’ letter is normal, although this 

does not seem to be specifically incorporated into the manualized protocol of IPT 

for adolescents (Mufson et al., 2004). Research shows (Howlett and Guthrie, 2006) 

that Goodbye Letters or a final written summary of work, identifying areas of 

change and reminding the client of the therapeutic process, unsurprisingly tend 

to be found helpful by people who found the therapy useful. Howlett and 

Guthrie’s research shows that in general they are experienced as a powerful 

therapeutic tool and function as a transitional object (Winnicott, 1953), helping to 

continue the process long after completion of the therapy. However, for clients 

for whom therapy has been felt to be unsatisfactory, a written summary can be 

experienced as persecutory or may bring back distressing memories. 

 

This chapter has looked at literature detailing casework strategies used in the first 

and final phases of therapy. How therapists initiate and conclude therapy in their 

individual practice will be shaped by a variety of factors. Among these are the 

requirements of her therapy service, the counsellor’s individual personality, her 

levels of experience, as well as the qualities of each client who sits with her. In the 

next chapter, I consider the psychodynamic significances of beginning and 

ending school-based therapy during the adolescent period, in order to better 

understand how the developmental characteristics of this client group in this 

setting might inform the practice of therapy. 
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Chapter 4 

Literature Review:  

The Psychodynamic Significances of Beginning and 

Ending School-Based Therapy during Adolescence 

 
 

Introduction 

Adolescence is a time of transition from childhood to adulthood involving rapid 

change and enormous psychological upheaval. This chapter will discuss the 

implications of engaging in therapy during adolescence, when the relationship 

between the psychological structures of infancy and maturity are being re-

negotiated and the developmental tasks of separation and individuation are 

being tackled. I will look in particular at the significance of initiating and ending a 

therapeutic relationship during this time. In addition, the symbolic role of the 

school as a context for counselling will be considered in relation to the 

adolescent developmental tasks of boundary testing and superego 

negotiation. What we already know about the process of adolescence and 

young people’s experiences of school may be able to offer us important 

information about the clinical strategies that might be most suitable for this client 

group. 

The Process of Adolescence 

Adolescence is generally thought to begin and end with the teenage years but 

the emotional and psychic preoccupations of this period may continue on into 

adult life. The process includes the negotiation of several areas of experience, 

including the loss of childhood and the development of an adult self, the 

relationship between family life and life in the world, the emergence of a sexual 

identity and the continued emotional growth of the personality. Psychoanalytic 

theory tells us that the psychic agenda of pubertal adolescents includes the 

reworking of Oedipal conflicts and the renegotiation of feelings of dependence 

and separation of early childhood, both of which contribute to the emergence of 

an integrated emotionally mature identity (Waddell, 1998: 154). The capacity that 

puberty brings for enacting the Oedipal desire encourages separation, and, at 

the same time, the resilience and quality of the young person’s internalizations, 

introjected during infancy and childhood from significant adult carers, are tested. 

The young person builds upon and modifies qualities that have been developed 
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in childhood – like imagination, playfulness and curiosity – making them the basis 

for learning, sexuality and achievement in adulthood (Noonan, 1983: 16). It is 

important to note that managing feelings of loss, choice, separation, 

responsibility, independence and possibly disillusionment with reality are not 

confined to the adolescent years, and, as Winnicott noted (1961: 79) there is only 

one cure for adolescence and that is ‘the passage of time’. 

 According to psychoanalytic theory the anxieties that were not resolved 

and that were managed by defences during latency are played out again 

during the adolescent phase, so that the emotionality and impulsivity of the early 

years of life reemerge. In Kleinian terms (1937: 329) the emotional gains made 

through the depressive position need to be reconciled and reworked during 

adolescence in the face of renewed paranoid schizoid splits. Recent research by 

Cassidy and Mohr, building on Bowlby’s work (1988), indicates that disorganized 

attachment at one year old is the best indicator we have of psychopathology in 

adolescence (Cassidy and Mohr, 2001: 293).  

 It is generally agreed that the experience of adolescence makes a 

central contribution to a person’s future life and the characteristics of the period 

are familiar to us all. During this time there is a tendency to replace thought with 

action in order to reduce internal conflicts. This can be expressed in risk-taking (a 

re-imagining of the omnipotence of toddlerhood), delinquency and the pursuit of 

mindlessness through drugs and alcohol. Connected with this is the increasing 

significance of the body, as it becomes a site for experimentation, self-expression, 

sexuality, and somatization (pathologized in adolescents, for example, through 

eating disorders and self-harming). Worries about separation mean that 

adolescents oscillate between infantile and adult attitudes, and between childish 

behaviours and independence. At one moment demanding the privileges of 

adulthood and at the next calling for the attentions of infancy. The family unit is 

no longer experienced as holding (Winnicott, 1971: 130) and peer relationships, or 

the ‘second family’ (Taffel, 2005: 36), take its place. Young people are inclined to 

move in groups, sometimes becoming enmeshed in same-sex peer groups or in 

gangs, rather than risking being an individual. Group members may come to 

represent different aspects of the personality (according to Bion, 1961) and the 

adolescent position may be to become the outsider in society, that is, outside the 

broader group. Relationships with peers and authority become the new arena for 

Oedipal anxieties, shown in jealousies, exclusions and competitiveness. In 

addition, opinions seem to be entrenched and critical thought becomes difficult, 

stubbornness prevails and thinking becomes prone to splitting. The object (often 
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mother) may become split into good and bad, and others, for example, father, 

teacher, celebrity, are idealized or denigrated in rigid terms.  

 It is important to remember that for the majority adolescence progresses 

relatively smoothly and uneventfully. However, when behaviours become 

damaging and maladaptive or when life events such as bereavement and 

parental separation have an impact on a young person, the therapist may be 

asked to step into this heady mix of emotional and cognitive change.  

 

Beginning Therapy in Adolescence 

We know that building a strong alliance early in the therapeutic process is 

associated with better outcomes across all therapies (Cooper, 2008: 103). But, 

given the fast-paced lives of many adolescents, their drive for instant 

gratification, a tendency to act upon their feelings and to lack a capacity for 

self-reflection, the counsellor only has a limited time in which to draw a young 

person in. The therapist needs to make an authentic connection with the young 

person so that he engages for long enough to carry out some emotional work 

before he takes his leave. 

 Young people often have ambivalent feelings about exploring and 

sharing their innermost feelings, fears and fantasies with an unknown adult. As 

Ann Horne notes (Horne, 1999: 38) intimacy once more becomes an issue in 

adolescence - intimacy of mind as well as of body. For some young people, 

keeping silent preserves the privacy of fantasy, thought and internal life and helps 

them find the optimal safe distance as they accommodate changing 

interpersonal relationships. This reticence may also be seen as an expression of 

the ambivalence between the wish to know and the wish not to (Bion, 1962a). For 

adolescents, adults are most often experienced as a distant species who ‘don’t 

understand them’, as the people who make rules or the people who obstruct 

their pleasure and cause them grief. Indeed, the young people who are referred 

for counselling in schools are often those who have complex relationships with the 

adults in their lives. According to Cooper’s study of school counselling in Wales 

(2011: 8) the highest number of students, 38.2 percent, presenting for therapy 

describe ‘family’ issues as their main concern. ‘Anger’ is the second most 

common presenting issue (approximately 16 percent of all young people), and is 

noticeably more prevalent among males, with about 25 percent of all males 

presenting with this difficulty. ‘Behaviour’ is another common presenting concern 

in school-based counselling (represented by approximately 12 percent of all 

pupil-clients) (BACP, 2013: 7). 
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 There is some stigma among young people attached to the use of mental 

health or emotional support, and we find that ‘therapy’ is rarely a word used to 

describe what takes place in secondary education. A recent study, suggested 

that young people ‘had a fairly good understanding of what counselling was’ 

associating it with talking about personal difficulties and issues in their lives. This 

study also found, however, that there were quite a few misconceptions about the 

nature of counselling, for instance that it is a ‘place to be sent for bad behaviour 

and corrective measures’ or ‘that it involves lying on a couch’ (BACP, 2012). 

Other factors come into play when working in inner city schools.  In an 

international city like London, it is crucial that class, cultural differences and 

gender biases be borne in mind.  Any form of counselling or therapy can be 

viewed as middle class, white and Euro-centric. As well, many young boys have a 

limited idea of what masculinity encompasses and often view talking about 

feelings or exposing vulnerabilities as a sign of ‘lack’ (in another words, 

‘castrating’ in psychoanalytic terms) or at the very least, the opposite to the way 

of relating they identify with and aspire to, which is often based on qualities more 

useful on the street than in the counselling room. Around two-thirds (60 percent) 

of clients who attend school-based counselling services are female and 40 

percent are male (BACP, 2013: 7). 

 For psychodynamic practitioners the relationship is central to the work we 

do with clients of any age. The transference will be in play and noted by the 

therapist from the first moment of meeting, and even before. In addition, 

however, there are other live aspects of the first session with a new client that can 

offer the therapist and client a shared route into the work. Broadly speaking, play 

and art materials are the media through which younger children are able to 

connect and communicate (Hug-Hellmuth, 1921; Klein, 1932) and the relationship 

can then develop through this common or transitional space (Winnicott, 1971: 46-

7). In addition, often in primary school counselling, work of some kind may take 

place with the parents or carers of younger children, giving the counsellor wider 

access to their client’s world and experiences. At the other end of the age range, 

the therapist may start off by connecting to the adult client’s mature functioning 

self, positioning herself as a companion alongside whom the observing 

component of the client’s ego is able to examine the more distressed parts of his 

personality. Therapy with adolescents, located as they are between child and 

adult identifications, demands particular skills and from the outset an even more 

nuanced negotiation is needed to achieve an alliance. Young people, 

particularly in middle adolescence, can be dismissive of art materials and other 

resources offered in therapy and the counsellor needs to be alert to this aspect of 
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each new client, respecting his maturity and self-image (Waldburg, 2012: 86). The 

psychic processes of differentiation and separation, in addition to the modern 

socio-cultural identity of youth in western cultures creates distance from the start. 

There will frequently be a resistance during the initial phase to perceived adult 

interference. In her work with young people, the therapist needs to balance two 

aspects of a complex task – she aims to normalize the experience of sharing 

personal information with an unfamiliar adult whilst also showing that this 

relationship can be different to relationships the client is likely to have had with 

adults in his past. 

 During adolescence, young people are still under considerable influence 

from caregivers, but managing increasing levels of autonomy. The deprivations of 

childhood are very much alive for young people who do not have the full self-

determination of adulthood and, particularly in schools, there may be an 

immediate transference to any intervention by an adult. Attachment style is 

considered to be a good indicator of the way a client will respond to the offer of 

support and for young people who are in process of negotiating their 

attachments to their carers, this aspect will be a dynamic element of the 

counselling relationship (Trevatt, 2012). The level of anxiety, or the ‘emotional 

storm’ that is activated according to Bion (1979), in the first meeting with a 

therapist will be an indication of the young person’s quality of relationship with his 

primary adults. As young people are more inclined than adults to enact the 

conflicts that exist in their internal worlds, this sometimes occurs in openly 

aggressive ways, and the reality of this element of the first encounter may need 

to be managed by the therapist.  

 Young people can perceive open-endedness as entrapping (Anthony, 

1974) and a structured approach to therapy involvement may appease fears 

about developing dependence on an adult at a time when the client is 

developmentally driven towards greater independence. According to Briggs and 

Lyon, time-limited therapy provides adolescents with a containing structure in an 

otherwise chaotic world and, because they more likely to attend short-term 

interventions, can result in young people receiving more therapy than when they 

are offered open-ended approaches (Briggs and Lyon, 2012: 79, 83). In addition, 

Briggs and Lyon note, when engagement is difficult for a young person, gentle 

reminders of the timeframe by the therapist can encourage more openness in the 

client as the work progresses. In practice, school-based therapists often balance 

long- and short-term contracts in their workloads, and the structure of the 

academic year can offer a natural framework for time-conscious therapy. 

 Just as Bowlby (1988) described the toddler going forth in exploration and 
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play and finding his way back to the adult carer as a secure base, one aspect of 

adolescent development is the revival of the importance of the containing 

parental figure (Anderson, 2002: 72). If all goes well and a working relationship 

develops, counselling can meet a need for such containment. The counsellor can 

offer a space to which the young person can regularly return and use to reflect 

on events and feelings that have occurred outside. In addition, the availability to 

young people of adults in a variety of roles is significant during adolescent 

development. This is because different relationships with adults expose the young 

person to new ways of thinking and possible ‘futures’, allowing them to 

experience various identifications and perceptions of what adulthood can be 

like. 

 Unlike in adulthood, where the psychological search tends towards 

stability and continuity, young people are in a state of dynamic transition in the 

drives for individuation, sexual identity and new relationships with peers. Young 

people’s friendships, relationships and opinions can change dramatically from 

week to week and extremes of emotion are considered part of normal 

adolescent experience. The therapist is required to respond to the shifting nature 

of adolescent preoccupations, track the highs and lows of ordinary teenage 

responses whilst staying alert to the possibility of psychopathology. Whilst the 

developmental and psychic constitution of young people tends towards flexibility 

and adaptation, the importance and value of containment and of what is called 

the ‘frame’ of therapy are well documented (Freud, 1904: 250; Winnicott, 1958; 

Bleger, 1967). In psychodynamic work the frame allows for a creative space in the 

therapy room and provides reassurance to the client that the relationship with the 

counsellor is firmly anchored.  

 In secondary school counselling, access to young people’s parents and 

carers can be limited, either the young person does not want parental 

involvement or meetings with parents are not part of the school’s counselling 

service arrangements. As a result, collateral information about a new client is 

often simply only available from the school. This means that the counselling 

relationship has some of the qualities of working with an older population, a 

respect for and understanding of the client’s growing autonomy and personal 

responsibility, but includes some aspects of working with a younger child, 

recognition that adolescents are still minors and in the care of the adults in their 

life. This clearly has implications for the level of confidentiality that can be offered 

to adolescents in therapy and is an area that raises particular concerns with 

regard to child protection and risk. Risky behaviour is often part of the adolescent 

drive to explore and test boundaries. It is important for counsellors to explain at 
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the outset what information needs to be shared and what can be kept 

confidential. Indeed, it may be that the therapist’s description of this during the 

initial session is what determines a young person’s decision to engage or not 

(BACP, 2013: 11). 

 

Therapy in School: Psychodynamic Implications 

For many young people the transition from primary to secondary school is the first 

acknowledgement by the adults around them of the loss of their childhood selves 

and moreover may be the first loss that has been acknowledged in their lives. In 

recent years more attention has been given to this event and some schools will 

recognize the importance of investing time and thought into the move.  In 

recognition of the forthcoming change, transition groups and support work may 

become part of the final year at primary school and the first year in secondary 

school, and in these cases children are given an opportunity to reflect on the 

change and loss they are going through. Psychodynamically informed 

professionals working with children during this time will understand this phase as 

the child’s chance to unconsciously process the experience of all previous losses 

and will be alert to the anxieties that are enlivened for each individual young 

person (French, 2012: 194). 

 Once at secondary school an emphasis is put on academic 

achievement, and on the learning skills needed for higher education and work. 

The demands of educational attainment and intellectual challenge are part of 

the modern adolescent experience and competition for jobs means that in the 

current education system achievement and failure are viewed in very stark terms. 

Young people can find the risk and experience of educational failure stressful, 

and avoidance – school refusal or acting out – is a common defence used in 

such circumstances. Poor school attendance and performance can then lead to 

pressure on relationships at home and the difficulties that follow result in feelings 

of depression, anger and anxiety.   

 In addition to their academic performance, school staff may have an 

awareness of a student’s involvement in extra-curricular activities, for example 

clubs and youth programmes, and how they form and manage their peer 

relationships, and it is often deficits in one of these areas that will draw a young 

person to the school’s attention. School life gives a greater opportunity for the 

separation of hate and love than might have been possible in the family unit and 

adolescents’ sense of black and white thinking latches on to this readily 

(Kegerreis, 2012: 14). How young people form friendships within and across 

gender offers the therapist insight into a young person’s experience of sibling 
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relationships (Klein, 1937: 328) and their developing sexuality, and how they 

interact with authority tells us something about their superego development. 

 Power and mastery are live issues for young people. Their own sexual, 

physical, emotional and intellectual capacities are emerging during 

adolescence and the real possibilities presented by adulthood in all of these 

areas start coming into focus (Waddell, 1998: 140). During this period, young 

people test boundaries in their exploration of the limits of power they can expect 

to have as adults in the world. Educational environments in particular can be felt 

to be disempowering and achieving a perceived level of control may be 

attractive to some adolescents. For example, the illusion of control might be 

sought through taking risks, developing strong and exclusive peer relationships, by 

withdrawing from social life or by underachieving academically. 

 The approach to authority shown at home will be the basis of a child’s 

understanding about how other adults will express their natural authority. The way 

primary carers express their authority with children can be in response to their own 

unresolved feelings of inadequacy, envy and fear. If a parent and their 

teenager’s relationship is exclusively focused around discipline, and the young 

person is punished severely when he behaves in a way this not considered 

acceptable, this will be what the young person expects from other adults with 

whom he comes into contact. On the other hand, when a carer is unable to 

express his natural authority, boundaries become unclear, socialization is limited 

and the child develops with little sense of a containing object (Taffell, 2005: 14). 

Relationships with adults in authority become confusing for such children and 

school becomes another arena in which this confusion is enacted. When other 

interventions have failed, some schools enlist the counsellor to support young 

people whose behaviour continues to be conflictive and unmanageable.  

 It is unavoidable that young people will most usually be very sensitive to 

the power dynamic inherent in the therapeutic relationship and may even tend 

to exaggerate it. Some teenagers who come to see a therapist will have had a 

number of prior interventions during their school career. Short-term programmes 

which address the specifics of bullying, friendship issues and anger are often 

valuable, but usually the adult who runs such an intervention will, first and 

foremost, be identified by the young person as a member of school staff. 

Therapists in schools, on the other hand, aim to hold a neutral role and it is 

important that their young clients can see them as distinct and discrete from the 



 

 

67 

disciplining school world.9 However, the young person’s arrival in the counselling 

room once again reminds him of areas in which he is not in control and initially 

the counsellor may be seen as yet another admonishing adult. There will 

inevitably be an initial transference to the counsellor’s authority and, however 

attuned to the world of adolescents, the therapist will at some level symbolize the 

teenage client’s superego (Ojumu, 2012: 155-56).  

 As counsellors we are uncomfortable being rule-enforcers but a laissez-

faire relationship can become indistinguishable from the everyday chaos many of 

our clients experience (Taffel, 2005: 49). Free expression is one of the cornerstones 

of counselling and there is a great deal of difference between control and the 

psychoanalytic concept of containment (Bion, 1962b). As therapists our aim is to 

help our clients freely explore their feelings in order to learn more about 

themselves and it is not at all helpful to be authoritative in a counselling session. 

However, counselling young people sometimes does require some 

‘management’. As Hopper says (Hopper, 2007: 28) when working with young 

people ‘authority needs to be experienced in a positive way’.  

 There are good reasons why a client should have choice about their 

involvement in therapy, and psychodynamic practitioners believe that their 

clients will use the therapy space as they need to. As school-based professionals, 

however, psychodynamic therapists are also aware of the school’s desire to see 

students’ maladaptive behaviours change following their use of therapy, whether 

they work explicitly with this or not. Students are often referred with difficulties that 

are affecting their engagement with school and their academic achievement. It 

will depend on the individual therapist-client relationship how much the work 

focuses on this area. As outcome measures are increasingly becoming a 

requirement of therapeutic work, interesting questions are raised about whether 

or not school-based therapists encourage clients to address areas that are of 

direct concern to the school. 

 It is well acknowledged that working as a therapist with young people 

requires a particular set of skills. A good understanding of child development and 

familiarity with of the specifics of infantile, childhood and adolescent states are 

essential. Young people have more complex cognitive and social processes than 

children and, in addition to respecting the terrifying insecurities that young 

people can experience during this phase, therapists are also working with the 

day-to-day realities of teenage lives. Traditionally advice-giving is not part of 

                                            
9 It is relevant to note here too that this non-disciplinary stance, when the therapist 
witnesses a pupil infringing school rules outside the counselling room, for example, needs 
careful management if she is to avoid appearing indifferent or impotent to pupils and 
school staff. 
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psychodynamic therapy and therapists can be ambivalent about this area of 

treatment. When young people have developed a good relationship with a 

therapist they may seek advice about day-to-day experiences, including areas of 

risk, such as sex, drugs and alcohol, and how we talk about these issues as 

psychodynamic counsellors needs to be given careful thought. A traditional 

psychoanalytic response would be to reflect upon and possibly interpret the 

meaning of a request for concrete information. One of the aims of 

psychotherapy with young people is to support the move away from the 

narcissism and hedonism that can be part of adolescence towards a more 

socially and psychologically integrated style of relating. Many young people who 

make use of counselling in schools have limited opportunities to raise their 

concerns about the realities of growing up with an attentive adult. We should not 

underestimate the fact that a thoughtful adult perspective can be of real value 

to our clients (Taffel, 2005).  

 

Ending Therapy in Adolescence 

During childhood and adolescence, young people face numerous potential 

losses, such as parental separation, bereavement, loss of status (when displaced 

by the birth of a sibling or when step-siblings are introduced to the family), 

rejection and abandonment in sexual and peer relationships, and research shows 

that young people’s responses to experiences of bereavement are visceral. They 

report more anger, sleep disturbance, dream activity and irritability than adults 

(Meshot and Leitner, 1993).  

 Disengaging from therapy is often as significant as engaging with it. 

Initiating and ending are integral parts of the ‘management’ of the therapeutic 

relationship and will have particular importance when growing up, and issues of 

dependency-independency, separation-individuation are paramount to the 

client. Concluding therapy has special significance in Kleinian thinking (1950), 

according to Klein ‘termination [of therapy] reactivates in the patient earlier 

situations of parting, and is in the nature of a weaning experience’. In Klein’s view 

before terminating the therapist has to ask herself whether the conflicts and 

anxieties experienced during the first year of life have been sufficiently analysed 

and worked through in the treatment. The painful anxieties endings arouse in both 

client and therapist are well-documented areas of psychoanalytic theory (Balint, 

1950; Klein, 1950), in which relapse, avoidance and crisis are believed to be 

common grief reactions to therapy termination. 

 When a period of therapy does come to an end without evident impact 

from external sources, the therapist will understand the client’s activity during the 
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final phase as personally meaningful. How a client chooses to leave mirrors the 

adolescent issues of independence and separation. Novick (1976: 403) describes 

the need to terminate treatment as analogous with the adolescent’s need to 

terminate infantile relationships with his parents, and Dewald (1982) has 

compared the termination of therapy with the process of emancipation 

experienced during adolescence. Like parents, therapists must accept that they 

have done what they can and the young person’s further maturation is now out 

of their hands. Expressed ambivalence, shown by ‘dancing in and out of 

treatment’ (Kline, 2009:172) can be seen as a defence against parental loss and 

a vital part in the adolescent struggle to become an independent being, and 

spontaneous or premature termination may represent a ‘manic reaction to 

despair at [his] dependency’ (Wittenberg, 1999: 342). Each young person will 

leave the therapist in a way that resonates with their individual way of leaving 

childhood and childhood relationships behind.  

 According to psychoanalytic theory, in healthy adolescent development, 

a young person is able to separate from familial objects, seek new relationships, 

and redefine old ones because he has internalized significant aspects of his 

primary relationships (Behrends and Blatt, 1985: 32). In much the same way, 

psychodynamic theorists generally agree that internalization is one of the most 

powerful therapeutic agents of change. As Edelson puts it ‘The problem of 

termination [in therapy] is … how to terminate so that what has been happening 

keeps going inside the patient’ (Edelson, 1963: 23). Historically, emphasis has been 

placed on the internalization of the object, but contemporary theorists consider 

internalization of the image of the self (the client) to be equally important. In 

developmental terms, we know that the parent’s acknowledgment and 

recognition of each step towards maturation made by the child contributes to his 

healthy ego development. Quintana (1993) argues that, echoing this in therapy, 

specific acknowledgement of the client’s own steps towards mature functioning 

and the therapist’s validation of the client’s sense of accomplishment are crucial 

elements of the process of change. He argues that acknowledgment of the 

progression of the therapeutic relationship over time and the client’s contribution 

to it are transformative and encourage emotional growth, particularly during the 

ending phase. Many young people who present for therapy have experienced 

losses and this material will emerge in the therapy and be worked through during 

termination. Quintana’s notion of ‘termination as development’, that is as a 

catalyst for growth may also be particularly relevant to work with adolescents. 

When a young person and his therapist end their work together in what is called a 

‘managed ending’, the experience may be seen as a positive letting go, a vote 



 

 

70 

of confidence in the future and the acknowledgment of the beginning of the 

next new phase of life. 

 One of the most important transformative experiences for clients during 

the termination phase of therapy is de-idealization of the process. It is increasingly 

thought to be important that clients end therapy with a realistic view of 

themselves, the therapist and the work they have been doing together. De-

idealization is part of the client’s process of understanding his own capacity to 

continue the work of therapy after the ending. Quintana (1993) draws useful 

parallels between de-idealization in therapy and the process of de-idealization 

that takes place in healthy adolescent development. Through the de-idealization 

process adolescents develop a more realistic view of themselves and of their 

parents as people. Young people have a better capacity to rely on their own 

resources when they can accurately appraise their own agency and appreciate 

the limits of parental control on their lives. The analogy that Quintana suggests 

exists between de-idealization in healthy adolescent development and in 

termination offers us some interesting thoughts about ways of handling the final 

stages of therapy with a young person. Building on this, perhaps particularly in 

work with adolescents, it is important for therapists to develop techniques that 

help their clients internalize images of themselves as central to the process of 

therapy. De-mystifying or de-idealizing therapy contributes to maturation 

because it helps the client to consider himself as better prepared for the 

challenges he may face in the future.  

 Malan (2001) advised that ending in brief focal therapy should never be 

unexpected, but planned right from the beginning. In reality, however, abrupt 

endings do take place and are not exclusive to school-based therapy, but the 

school setting can present particular challenges in this area. Impulsivity is often a 

characteristic of adolescence. In addition, in the context of school, therapist and 

client are expected to respond to immediate external priorities. Sudden 

termination is not uncommon and is a reminder of how much young people are 

subject to adult decision-making. Students move home and school, are 

excluded, timetables change, and exam requirements and unexpected trips 

often impact on the work. Just as counsellors working in the community regard 

each session as the possible last with this client age group in particular, therapists 

working in schools need to be mindful that external circumstances, as much as 

the client’s own impulsive decision to end, can affect or even derail an ongoing 

piece of work (French, 2012: 192).  

 In community and NHS contexts, a clinician might never again see a 

young person she has worked with, let alone bump into him in a corridor at any 
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time of the school day. The availability and visibility of school counsellors clearly 

have implications for endings in therapy. Sudden termination by a client may 

evoke guilty or aggressive feelings around having killed off the therapist in 

phantasy, but the counsellor’s continued presence in the school means that such 

omnipotent thinking is unconsciously challenged.  In addition, Cummings’ (2001) 

proposal of ‘interruption’ as a metaphor for ending has relevance here. His point 

is that a model of focused intermittent periods of psychotherapy are what may 

be needed throughout a client’s lifespan, and is a model which can reflect the 

realities of school-based provision. Re-referral, as well as drop-in appointments, 

review sessions and repeated uptake of therapy services are all possible options 

during the course of the young person’s school career.  

 The visibility of counsellors in schools is sometimes thought to confound 

and compromise the symbolically significant finality of ending in psychotherapy, 

but perhaps it can be viewed as a positive contribution to work with teenage 

clients. The restless and transitional nature of the adolescent process, together 

with the opportunities presented by the ‘school lifespan’, bring to mind Margaret 

Mahler’s work on separation and individuation in infancy. Mahler (1972: 337) 

describes the infant’s early symbiotic experience of the mother as a platform for 

repeated testing and fine-tuning of his growing internal resources. Similarly, the 

young person, within the psychic orbit of the school, may leave and return to the 

therapist in a way that echoes the toddler’s repeated toing and froing, between 

establishing his own mastery and returning to mother in the pursuit of stability and 

cohesion. According to a report published last year on counselling in schools, and 

in support of this view, flexibility and accessibility are noted by both staff and 

students as positive attributes of school-based services (Cooper, 2011: 10-11). 

 In the words of Blos (1962), adolescence provides a ‘second chance’ for 

psychic restructuring. The vagaries of hormonal change, recent discoveries about 

the plasticity of the brain (Dahl, 2004), and the psychological reworking described 

by psychoanalytic theory mean that adolescence is a time of great possibility 

when the development of entrenched psychological difficulties can be 

prevented and real shifts can take place. Although contemporary 

psychodynamic theory now has much to offer in our thinking about the 

developmental tasks and challenges facing young people, psychodynamic 

thinking still does not appear to have fully embraced how the adolescent 

experience impacts on the way psychodynamic therapy can most effectively be 

delivered to this client group. As Fonagy (1999), in his article exploring the 

relationship between theory and practice in therapy, maintains psychodynamic 

theory helps the clinician to describe what is happening for the client at a 
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psychological level, but does not allow her to deduce what she should be doing 

clinically. Common practice is that the therapist enters the counselling room with 

a theoretical understanding of the psychic processes of adolescence and maps 

this knowledge onto the clinical phenomena she sees in front of her. In this 

chapter I have explored the special, indeed dynamic, quality of the adolescent 

experience and how engaging with that felt experience might usefully inform the 

kind of psychodynamic therapy that is offered. I have considered how both the 

context and the developmental tasks being addressed by the client are 

fundamental to the role the counsellor takes up in the young person’s mind and 

reflected on the implications this has for the practice of psychodynamic therapy 

delivered in schools. 

 

In the following chapter I describe the methodology for enquiry and the analysis 

of data employed in this research study. 
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Chapter 5  

Empirical Research Design 

 

 
Introduction 

The principle of client confidentiality means that process notes have traditionally 

been used as the main source of data for psychotherapy practice research. 

Video- and audio-recording therapy sessions are still considered controversial 

because of the potential impact on the intimate working relationship that is 

unfolding, as well as concerns about the practitioner’s ability to remain genuine 

and present with the client whilst being observed or overheard (Gossman and 

Miller, 2012: 29-31). The nuances of therapeutic method are becoming more 

open to investigation, however, as research increasingly explores the process of 

psychotherapy and the particulars of clinical practice. For example, training 

organizations such as the Anna Freud Centre hold archives of video-taped 

clinical work which are being accessed for research purposes (e.g., for the Child 

Psychotherapy Process Outcome Study), some psychotherapy trainings now 

require students to submit session recordings as part of their learning (IAPT, 2013), 

and there have been a number of projects in the last decade or so that have 

used video-tape to describe manualization frameworks (e.g., Alvarez and Lee, 

2009; Verheugt-Pleiter et al., 2008). That said, there is still some resistance among 

some clinicians about exposing their work to the scrutiny of colleagues. Even 

outside the therapy room there is a tradition within the profession that sees 

techniques as therapist-specific, client-responsive and therefore broadly 

indefinable. Some therapists’ hesitancy in defining a structure to their practice 

may be because they believe by doing so they will be prescribing their work and 

undermining the highly individual and endlessly variable nature of it. 

 In their research study exploring senior colleagues’ assessment practices 

across theoretical orientations, Milner and O’Byrne (2003) describe the difficulty 

they encountered in finding practitioners who identified themselves as working to 

a single methodological approach. Therapy is a responsive profession and 

therapists want to protect the central guiding therapeutic principle that each 

client is accepted and worked with in a unique way. As a practitioner, pinning 

oneself to a ‘standard’ or ‘routine’ practice can feel restricting. Indeed, in what I 

would interpret as a parallel process, Milner and O’Byrne note that during the 

course of their project, they abandoned the original method of gathering data 

(through audio-taped structured interviews) and changed to a ‘more 
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collaborative process of consultative conversations’ in which they ‘simply could 

not resist’ (p. 141) amending the questions they posed to clinicians in light of each 

successive interview. 

 With these points in mind, I approached the interview aspect of the 

current research project, concerned as it is with the operational techniques and 

clinical strategies of practice, conscious of the sensitivities and complexities 

involved. My decision to conduct structured interviews with a range of 

psychodynamic practitioners was arrived at because it appeared to be the most 

effective way of addressing my research interest. At the heart of this study is the 

wish to learn how psychodynamically informed therapists carry out the 

challenging first and final phases of their case practice and to hear their thoughts 

about and experiences of therapy as it is delivered in school settings. The 

therapists I interviewed agreed to answer searching questions about the detail of 

their work, and are therefore contributing to the growing transparency that is 

beginning to support and enhance therapeutic interventions. The core research 

hypothesis, generated from observation in the field of practice, is that as 

casework experience increases school-based therapists’ practice evolves to 

address the challenges presented by the adolescent client-group and the 

education environment.  

Participants 

I interviewed four Trainee Therapists and six Emerging Therapists who work with 

young people in secondary schools. I also interviewed five Senior secondary 

school Therapists, as well as a further four senior practitioners in their capacity as 

case Supervisors of therapists working in secondary education.  The sample 

design is structured around an organizational context (school) and examines a 

process (offering therapy to adolescents) that is common to all the participants.  

 Two of the interviewees had qualification to diploma level, the rest are 

trained or in training to Masters or Doctoral level in psychodynamic/ 

psychoanalytic psychotherapy. Training institutes attended include the Tavistock 

Institute, the Anna Freud Centre and the British Association of Psychotherapists, 

the University of Leicester and Birkbeck College, University of London. Several of 

the experienced interviewees have more than one psychotherapy training. Many 

of the participants have connections with the Birkbeck MSc in Psychodynamic 

Counselling and Psychotherapy with Children and Adolescents. This highly 

regarded course has close ties with A Space as a training partner and is where I 

completed my own post-graduate psychotherapy training.  

 In this study Senior Therapists are defined as practitioners who have the 
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equivalent of six or more years’ practice as a counsellor or psychotherapist. Four 

senior practitioners were also interviewed in their capacity as Supervisors of 

secondary school-based therapists. The definition of Senior Therapist was arrived 

at by consulting the British Association for Counselling and Psychotherapy criteria 

for accreditation in which senior counsellors/psychotherapists for children and 

young people are identified as those therapists who, along with other CPD 

requirements, have been in practice for at least a six-year period.10 Although, 

neither age nor experience can be assumed to be factors that define expertise 

(Jablon, 1987), more casework practice exposes the therapist to clinical 

challenges and a variety of clients, both of which factors are shown to be an 

impetus for development (Orlinsky et al., 2001; Ronnestad and Skovholt, 2013). 

 The student therapists are in training to Masters level and are in their first 

year of placement. All trainee counsellors are engaged in a child and adolescent 

psychodynamic psychotherapy training and are based on placement in 

secondary state education. What I refer to as Emerging Therapists throughout the 

material have fewer than six post-qualifying years’ experience of offering therapy 

to young people.  

 Theoretical breadth as well as experience in a variety of settings are, 

according to Ronnestad and Skovholt’s comprehensive longitudinal study of 

therapist development, important factors contributing to therapists’ experiences 

of healing involvement, what they define as rewarding engagement in 

therapeutic work (Ronnestad and Skovholt, 2013: 272). Reflecting this, in addition 

to their work as individual psychodynamic counsellors working with adolescents, 

the Emerging and Senior Therapists interviewed in this research currently offer 

other therapy interventions either for their schools or in other settings. These 

include group work, family work, community provision, adult private practice, 

primary school counselling and therapy in a further education setting. Several 

Emerging and Senior Therapists also work in a range of related fields, including 

psychodynamic psychotherapy writing, consultancy to a mental health 

organization, lecturing, delivering training, teaching and providing supervision. All 

the interviewees identified themselves as psychodynamic counsellors or 

psychotherapists. As a result of continuing professional development some of the 

Emerging and Senior Therapists have explored other psychological approaches. 

Examples explicitly identified in the interviews are: mentalization-based therapy, 

Rogerian person-centred therapy, ‘body work and breathing’, EMDR (eye 

                                            
10 BACP Senior Accreditation criteria for practitioners working with children and young 
people have recently been revised and were re-launched in 2012. 
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movement desensitization and reprocessing), Cognitive Behavioural Therapy, 

integrative therapy and neuroscience. 

 Schools represented in the sample include a specialist school for young 

people with emotional and behavioural difficulties, a fee-paying public school 

and, the majority, secondary state schools and academies. All interviewees were 

asked to talk about their work with adolescents or supervision of therapists 

working with adolescents. The participants contributed their time and experience 

for no charge and were invited to a symposium in July 2013, organized by A 

Space in order to disseminate the findings at the end of the project. Interviewee 

recruitment was gained largely through personal and professional contacts. A 

notice appealing for research participants on the BACP website elicited one 

fruitful response.  

 It was notable that the trainee and emerging therapists I approached 

readily agreed to participate in the research. I found that senior therapists and 

supervisors were less accessible, but by using my own professional contacts and 

contacts from interviewees who had already participated, I was able to draw up 

a balanced representation of new, emerging and established therapists. The 

difficulty I had in recruiting senior therapists and supervisors may have been for a 

number of reasons: their more pressurized work commitments, their self-

identification as being part of a more traditional non-research-based culture, and 

uncertainty about their ability as a practitioner identified by me as  ‘senior’ to add 

value to the research. Less experienced therapists, on the other hand, may feel 

that they can only learn from participating in research, in addition to the fact that 

research itself is increasingly becoming an aspect of psychotherapy trainings.  

 Interviewees’ informed written consent was obtained for participation in 

the study and for use of their anonymized transcripts. All of the therapist 

interviewees commented that they had valued the opportunity to participate in 

the research. For example: 

 

 Quite interesting, thinking about what I’ve been trained to do and to think 

 about what I actually do. (TT) 

 

 It’s been helpful to think about my own practice. (ET) 

 

 It was good. It was interesting. (ST) 

 

 It was a lovely structure, very helpful. Interesting to reflect more on the 

 therapist within the school. (SV) 
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Materials 

Administering structured interviews in order to collect data allowed me to focus 

on the areas of practice that are of interest directly to the research in hand. 

Structured interviews are time-consuming, however, and this means that my study 

sample is fairly small. During the course of the first year of the project, in order to 

enable the opportunity to track changes in practice as therapist experience 

increases, I made the decision with my academic supervisor to categorize the 

participants into four data-sets (or clusters), as described above. I asked 

participants in each cluster the same questions and the data I gathered is a rich 

source of qualitative information. The purposive sample used in this study consists 

of psychodynamic therapists and the sets within the sample, focused around 

differing levels of experience, reflect diverse perspectives. The clusters, or ‘non-

probability samples’ (Ritchie and Lewis, 2003: 78), are not intended to be 

statistically representative but rather to increase our knowledge about 

development pathway of practice across the school-based psychotherapist 

population. By looking at clusters of practitioners with different levels of 

experience, the research offers an understanding of the ways in which practice, 

particularly in relation to the engagement and ending phases, adapts over time. 

This project is not a study of individual practitioner development but rather of 

development in response to a work setting and associated client population. 

 I prepared structured interview schedules lasting about an hour, which 

focus on practice protocols and strategies. The interviews contain both open and 

closed questions. I used one set of questions for Training Therapists, another for 

Emerging Therapists, a third for Senior Therapists and a fourth for Supervisors. 

Interviewees were sent a covering letter describing the research project and a list 

of interview questions in advance of the interview appointment, in order to allow 

the participants time to reflect on the questions being posed.  

 All sets of questions cover similar ground. The interview questions for all 

participants elicit their views of the methods and strategies they use during the 

initial and final phases of casework. The interview questions for Trainee Therapists 

in school settings cover aspects of their training as well as exploring areas of their 

practice in placement and their view of the challenges they face. The reason for 

including questions related to both training and casework in this sample was in 

order to identify experiences on placement that may represent a challenge to 

the students’ training model and therefore are responded to intuitively by the 

new therapist in the moment or with supervisor support. This approach offers an 

opportunity to see the areas of casework that might prompt the therapists’ first 

moves towards adapting practice. Questions posed to the more experienced 
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therapist interviewees (the Emerging and Senior Therapists) offered them a 

chance to describe 'operational' factors and the clinical strategies they use, 

contributing knowledge that will support newly trained therapists working in a 

complex environment. The Supervisors were given an opportunity to talk about 

the techniques and practices they aim to encourage in their school-based 

supervisees and their view of the difficulties new therapists experience. 

 The interview questions initially arose as a result of discussion between the 

A Space Director and myself. There were particular ‘operational’ factors that 

constitute the beginning and ending phases that it was important for me to 

gather information about (these are discussed in detail in the Data Analysis 

section of this chapter). Eight therapists at A Space were interviewed as part of 

the pilot study (five on placement and three Emerging Therapists) as well as three 

clinicians, this process helped to refine the questionnaire schedule, test the 

wording and identify ambiguous phrasing.  

 

Data Collection 

The advantage of having decided on the interview questions in advance clearly 

has an inbuilt limitation, in that, once finalized, the questions have to be adhered 

to for every subsequent interview. All therapist interview schedules were 

subdivided into themed sections. Background/Training and Context; Practice 

Model; Initial Phase; Middle Phase and Ending Phase. The interview format 

broadly reflects the process of an episode of therapy and I structured the 

meeting in this way in order to give the participants a sense of progressing 

through the interview. As illustrated above, the questionnaires also offered 

respondents the chance to comment on the experience of being interviewed. 

The final schedules contain forty-nine questions for both Emerging and Senior 

Therapists, thirty-seven for Supervisors and nineteen for Trainee Therapists (see 

Appendix, p. 209). I am aware from my own pilot study, and from Milner and 

O’Byrne’s (2003) description of their research, that allowing an interview to 

become a conversation is difficult to avoid, but following a format of 

standardized questions within a time-constraint of approximately one hour meant 

that deviation had to be resisted. One widely acknowledged difficulty with 

conducting structured interviews is the temptation to explore areas raised by the 

participant, which, while of potential interest, are extraneous to the research 

focus. It was important to allow respondents to elaborate while managing the 

time allocated and ensuring that the questions posed had been answered.  

 In addition, with any interview-based research involving professionals there 

is the concern that respondents will provide answers that are indicative of their 
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best practice rather than of the way they actually carry out their work. And, 

paradoxically, I have no way of knowing if what these practitioners say they do is 

the ‘best’ way in which to practice therapy in the unique context in which they 

are working. Hollway and Jeffson (2000) describe their own experiences of 

equivalent difficulties in research in which subjects were being interviewed about 

life events. Because interviewees are what Hollway and Jeffson call 

‘psychosocial’, they rationalize their accounts of themselves, reduce 

inconsistencies and suppress contradictions. For this reason, in this research, 

participants were informed at the start of the interview that there are no wrong 

answers to the questions posed and that the purpose of the interview was to 

establish how, working within a non-therapeutic environment (i.e. education), 

therapists apply the methods and protocols that constitute their practice. The 

purpose of the statement was to create some distance in the interviewee’s mind 

between the methods they describe and themselves, to indicate that it is 

understood that what is done is what is possible within the parameters of the 

service context. It is important to note too that, rather than being ‘defended’ 

subjects describing aspects of their private lives, these are practitioners offering 

rationally driven accounts of their work, who agreed to describe professional, 

rather than personal, experiences. Moreover, there are specific issues that had 

been identified as of interest to the research and questions sought therapists’ 

opinions about or descriptions of conducting these, which for the purposes of this 

study can be taken at face value.  

 In this study, the participants own understanding of what they are 

describing is critically important, following a ‘realist’ research paradigm (Ritchie 

and Lewis, 2003: 57; Braun and Clarke, 2006: 9). According to Braun and Clarke 

(2006: 14), the approach used represents an ‘essentialist’ perspective, because ‘a 

simple, largely unidirectional relationship [has been] assumed between meaning 

and experience and language’. The data generated is an explicit opportunity for 

the interviewees to convey their own meanings and interpretations through the 

explanations they provide (Ritchie and Lewis, 2003: 57). In fact, my impression was 

that therapists were keen to share information about the challenges they face, 

their creative responses to these, as well as volunteering their own shortcomings. 

Despite my instruction to them that I was not interested in an ‘idealized’ version of 

therapy, their descriptions of what they would like to have done in a particular 

circumstance was also useful data for my project. Given that therapy in each 

secondary school is delivered in a context unique to that organization, this project 

is neither about prescribing practice nor about uncovering failings in practice but 

rather it is an attempt to describe ‘work-able’ psychodynamic practice, its 
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contingencies and what we can learn from practitioners with experience in the 

field.  

 I also appreciate that my data collection method (interview and then 

analysis) in some respects parallels the focus of the research topic – that is, the 

process of sensitively gathering information during the first period of a therapeutic 

encounter and then reflecting back on what has been shared during the final 

phase. Indeed, conducting a structured interview with these participants in some 

respects echoes the process of assessing a client for therapy – information is 

gathered from the client, considered by the therapist and then what has been 

learned serves and supports the ensuing work. I entered each research interview 

with a clear idea of what I wanted to find out about but, within that boundary or 

framework, I also had to allow the interviewee enough freedom to express what 

he or she wanted to say. 

 The questions I asked each practitioner were audio-recorded, except for 

two participants who, for logistical reasons, submitted their responses by email. 

The interview timing was fairly tight (one hour) and time was allocated by me to 

each sub-section of the schedule to ensure that interviews did not overrun. The 

method of interview can be described as ‘conversation with a purpose’ (Webb 

and Webb, 1932: 130), combining structure with flexibility. The interviewees were 

given a letter describing the purpose of the research project before our meeting. 

Participants were informed that they could opt out at any point during the 

research without providing a reason; none of them did. The respondents are 

credited in the acknowledgements section of the thesis but are anonymous in the 

write-up – each respondent is identified by their professional category (Trainee 

Therapist, Emerging Therapist, Senior Therapist and Supervisor) and given a code 

to protect their anonymity (for example, TT1, ET2, ST3 and SV4). 

 

Analysis of the Data 

The analysis of the interview material is of content rather than through a formal 

process of ‘grounded theory’ (Glaser and Strauss, 1967). The focus of this research 

is an examination of operational factors and clinical practice rather than an 

attempt to understand interviewees’ unconscious processes. However, 

psychoanalytic thinking informs the understanding of the participants’ responses 

and is demonstrated throughout the thesis. The research analysis is pragmatic, 

concerned with understanding new therapists’ emerging working methods and 

experts' established protocols, particularly around the beginning and ending of 

their casework, and finding out what school therapy service providers can learn 

and develop from this information.   
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 The interview data has been organized and interpreted through a process 

of framework analysis. Framework analysis is the generative, systematic and 

comprehensive qualitative research method developed by Ritchie and Spencer 

in 1994. It was originally designed to manage and interpret large data-sets for 

policy research and development in short timescales but suits the present 

research project’s aim of identifying key factors and generating 

recommendations.  

 Interview material provided the sole raw data for the research. I personally 

conducted seventeen interviews for the study (two interviewees supplied written 

responses to the questions posed). My first task was to familiarize myself with the 

data gathered and I did this initially by preparing a verbatim transcript of each 

interview recording. Transcribing the material gave me four data-sets consisting of 

nineteen data-items (or interviews). By reading and re-reading each data-item, I 

developed a feel for the material I had gathered. I reviewed each of the written 

transcripts at least three times in order to sort data for the analysis. I also consulted 

with participants after the interviews about anything in their replies that was 

unclear to me. Then, once the interview transcriptions were complete and 

finalized I referred back to my research questions and the three core topics of 

interest. These topics are: the initial phase of casework, the final phase of 

casework and the therapist’s psychodynamic approach in practice.  

 

The Initial and Final Phases of Casework 

These two topics are considered in terms of the key operational factors that make 

up the beginning and ending phases of therapy. The areas of interest within these 

topics did not ‘emerge’, and for this reason I have used the term ‘sub-topics’ 

(rather than ‘themes’) to describe them. During the early period of the research 

study, I took an active role in selecting the particular operational factors I have 

examined, and I acknowledge this as a decision in the interests of my research 

funder (see Braun and Clarke, 2006: 8). A Space was interested in knowing more 

about therapist activity and experiences in relation to the following sub-topics:  

 

Referral: What systems and procedures are used for referral within the 

interviewees’ services? To what extent and how are young people prepared for 

school-based therapy?  

 

Assessment: Defined as the period during which the therapist is developing an 

alliance with the client, gathering information to understand her client’s 

presenting issues and life history, and establishing how and whether they might 
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work together. How do therapists carry out this aspect of their work? Do they 

define an assessment period? How do therapists engage hard-to-reach clients? 

 

Client self-report forms: What are therapists’ thoughts about the value and deficits 

of CSR forms? Are therapists capturing/recording their clients’ presenting 

information? 

 

Identifying risk: This is an important area when working with pupils for whom the 

school has a statutory duty of care. Do school-based therapists assess clients for 

risk and how do they do it? 

 

Feedback and respecting confidentiality: Working within a host organization, 

such as a school, brings with it particular complexities regarding feedback and 

protecting the client’s confidentiality. How do therapists describe confidentiality 

to secondary school pupil-clients? What are the systems used for and types of 

feedback given to the school/referrer? 

 

Focus of the work: Are therapists working to a focus and is this identified by the 

client alone or by the client with the therapist’s help? Are the school’s aims for the 

therapy addressed in counselling?  

 

Reviewing the work: How often do therapists review their work with a client and 

how are reviews carried out? 

 

Outcome measures: Are written measures used in sessions with clients? How do 

therapists ensure that schools value the work they do? At the end of the work, 

how do therapists and their clients assess any progress that has been made and 

areas that still need to be worked on? 

 

The experience of loss: Loss is a significant part of the ending in psychodynamic 

thinking. What are the therapists’ feelings as they complete their work and how 

do they address them? 

 

Challenges of the initial and final phases: What do therapists find challenging in 

their work? Can the research recommend practices that will support both new 

and seasoned therapists? 
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For this part of the analysis, the verbatim notes were abstracted into a sub-

topic/interviewee matrix. To some extent the allocation of material to the sub-

topics was straightforward. It is clear, for example, that an interviewee’s 

comments about her approach to identifying risk with a pupil-client would be 

indexed within the topic examining the initial phase of work, as uncovering the 

level of risk around a client is first thought about at the beginning rather than at 

the end of therapy. In a similar way, an interviewee’s comments about the use of 

outcome tools was indexed to the topic covering the last phase of therapy. 

However, the exercise was not a mechanical procedure. The interview questions 

had been structured into sections (as described above on p.80-1), but sub-topics 

cut across and within these sections. Participants frequently discussed areas of 

interest in response to questions posed on other subjects, for example opinions 

about the procedures used for the referring new clients might be returned to by a 

participant in response to a question nominally addressing whether or not they 

develop a focus in the therapeutic work. I created an individual matrix for each 

data-set. The matrix was visualized in a table format, identifying and summarizing 

within cells each of the participants’ comments on each of the sub-topics. This 

way of ordering the data allowed me to compare topics across study subjects. 

The relevant text of the original transcript or a concise summary of the 

interviewees extensive comments were placed within the cells so that the source 

remains identifiable and the analysis is transparent (Richie and Lewis, 2003). 

 The Trainee Therapists, unlike the other study participants, discussed their 

experiences in the context of their academic training and in the context of their 

practicum, so across this data-set the over-arching categories were identified as 

In Training and In Practice. For this reason, the analysis of the data gathered from 

the Trainee Therapist cluster had to follow a slightly different course. Within this 

data-set, some of the sub-topics of interest were only relevant in the participants’ 

placement environment and therefore can only be examined within that context 

(see Table 6.1 on p. 92). 

 As well as examining the operational factors of working in schools and how 

these are interpreted by therapists in their day-to-day practice, I also explored the 

therapists’ descriptions of their psychodynamic approach with adolescent pupil-

clients, with a view to understanding how this develops over time. 

 

The Psychodynamic Approach in Practice 

In addition to the operational processes of beginning and ending therapy with 

pupil-clients, the interview gave therapists opportunities to talk about their clinical 

strategies. I am aware from my own experience and from reading around the 
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subject that as therapists’ casework experience increases their practice style 

alters. I wanted to find out how the challenges of engaging adolescents in 

school–based therapy and of terminating therapy in schools affect the therapist’s 

practice approach. For this reason, information gathered in the interviews about 

the therapists’ understanding and application of the therapeutic model in the 

school setting is explored in the first section of each chapter in Part III. This material 

helps to illustrate the ‘climate’ in which psychodynamic therapy is offered and 

concluded by these counsellors. 

 Questions regarding the participants’ practice approach were posed at 

the start of the interview schedule, but participants made comments about this 

area of study throughout the interviews. The topic was a thread running through 

each data-item. 

 In the same way as I had for the prescribed sub-topics, I created a 

topic/interviewee matrix which provided a framework for interviewees’ 

comments and experiences about their working style and clinical strategies. This 

part of the data analysis involved creative and intuitive thinking, which relied on 

creating connections and attributing meaning to the information gathered. By 

displaying and organizing the summarized and verbatim data within a 

framework, it became easier to see interrelationships within the material.  

 Chapters 6 (Trainee Therapists), 7 (Emerging Therapists), 8 (Senior 

Therapists) and 9 (Supervisors) present the findings I gathered from each cluster of 

practitioners and provide a summary of the topics and sub-topics of interest. The 

material has been presented across four chapters, making it possible for the 

reader to see how areas of casework practice change over time and are viewed 

differently by the interviewees with increasing levels of confidence and 

experience. The value of this element of the research design lies in the way it 

enhances our understanding of the therapists’ development pathway. The three 

main topics  (The psychodynamic approach in school-based practice, The initial 

phase of casework and The final phase of casework) are applicable across all 

data-sets, although the Trainee Therapists also discuss their psychodynamic 

practice approach in relation to their concurrent training and their placement 

supervision.  

 In effect, the chapters in Part III are a narrative representation of the sub-

topic/interviewee matrices created for analysis and therefore afford the analysis 

a further level of transparency. The summary of the interviewees’ psychodynamic 

practice approach in these chapters, however, is a presentation of the ‘whole 

picture’ of the topic, as described by the interviewees in each data-set. The 

inclusion of numerous direct quotations in the summaries conveys the richness 
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and ‘colour’ of the way these interviewees portrayed their work. I have chosen to 

introduce the data summary chapters with material that sets the scene for the 

evidence presented from each interview sample.  

 The final chapter, Chapter 10, draws together the findings across all four 

sub-sets and presents a discussion of these, as well as outlining what the 

implications for school-based practice and training might be. The summaries 

presented in the preceding chapters are the evidence on which the final 

discussion and recommendations for practice have been built. Discussion of the 

topic The Psychodynamic Approach in Practice has been given a thematic 

structure in the final chapter. These themes: The Model in Mind, Managing 

Anxiety, A Sense of Authority, Appropriate Transparency and Working with the 

System, emerged from the material once the summaries of the four data-sets had 

been created, and cut across the four clusters. The themes represent the core 

areas of therapist approach that alter across these data-sets as clinical 

experience increases. 

 The research study involves both deductive and inductive processes. The 

patterns I identify from the data have shown the ways in which therapists work 

with young people in schools, and also have generated proposals about how 

they might do so going forward. The areas of casework about which therapists’ 

replies differ from one another, even within clusters, also extend our knowledge 

about the therapist activity in the field and what practitioners consider possible 

and useful within their own specific work environment. The themes I identified in 

the practice approach material are data-generated, while the sub-topics 

identified in the first and final phase core topics were decided in advance of the 

data collection process. As Bechhofer and Paterson note, ‘research design is 

always a matter of informed compromise’ (Bechhofer and Paterson, 2000: 71, 

quoted in Ritchie and Lewis). The process of analyzing the material was a 

daunting one, as I have little previous experience of analyzing information in this 

way. I initially considered using a software package in order to assist in the task 

but, having familiarized myself with the data, decided that the sub-topics for 

examination were clearly identifiable and locating them in the interviews would 

be an interesting and personally rewarding aspect of the project. The decision to 

create a coherent structure for the interview schedule, a structure that broadly 

follows the course of a therapy episode, had clear benefits at the sub-topic 

sorting stage and assembling the material proved to be an enjoyable task. The 

analysis of the material regarding the therapists’ practice approach was a more 

complex procedure but my familiarity with the raw data by this time was 

considerable. The synthesis of material on this topic is presented at the start of 
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each data-set chapter and formed the basis for the deeper thematic analysis 

presented at the start of Chapter 10. My training as a therapist was also helpful 

here. Part of a therapist’s role is to listen for themes that emerge and I found that I 

used these skills in analyzing the data for this part of the analysis. 

 The material these therapists have provided shines a light into the practice 

of psychodynamic therapy with teenagers in schools, it helps us understand 

better what takes place there, how therapists engage these clients and end their 

work with them, contributes to our knowledge of counsellors’ pathways of 

practice development and how the psychodynamic model of working with pupil-

clients might be developed in future.  

 

Limitations of the Study 

The findings of this study should be considered within the context of its limitations. 

The interviewees generously agreed to take part in the project but, as self-

selecting study subjects, it is important not to attribute their answers arbitrarily to 

all psychodynamic counsellors and psychotherapists in school settings. The small 

sample of therapists is also a limitation to the study, although the depth of the 

interview schedules meant that a larger sample was not within the scope of this 

project. In addition, while this study looked at clusters of therapists at different 

stages in the career path, a longitudinal study of individual therapists’ changing 

practice over the course of a single career would have been equally interesting 

and may have given a more reliably coherent sense of the adaptations and 

modifications that therapists make to their casework practice over time. 

 Two of the therapists I interviewed, although experienced practitioners, 

did not have a specialist training for work with young people. However, this 

situation is clearly the reality of secondary school provision.11 Of the nineteen 

therapists interviewed seventeen were women and two men, which may simply 

be a reflection of the ‘feminization’ of mental health services (82.1 percent of 

therapists in the UK were women in 2010; LFS, 2010). 12  

 In addition, the Emerging and Senior participants’ answers in particular 

offer an interesting and insoluble paradox: despite my encouragement not to, 

these practitioners may be describing their practice in an idealized rather than 

realistic way, but I also cannot assume that what expert practitioners say they do 

is best practice per se. As a result of these considerations, the recommendations I 

                                            
11 Most (80 percent), but not all, school-based counsellors recently surveyed in Wales have 
had some training in therapeutic work with children and young people, although 
interestingly 70 percent have a Masters level qualification or above (Hill et al., 2011). 
12 Eighty-five percent of school-based counsellors in the same survey by Hill et al. are 
female (Hill et al., 2011). 
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offer at the end of the thesis are intended as guidelines rather than as directives.  

 Although by no means a limitation to the research, prescribed areas of 

interest, or sub-topics, were chosen for close attention at the start of the project. 

The emphasis here was on factual or descriptive data. This resulted in an 

operative, although time-consuming, approach to the data analysis. To 

counterbalance this, however, the emergent thematic approach taken to the 

analysis of the participants’ descriptions of their psychodynamic practice style 

gave an opportunity for a more nuanced treatment of the data. 

 Finally, my decision to exclude from the trainee interviews questions about 

their approach to developing a focus may have been mistaken. My knowledge 

of child and adolescent psychotherapy training meant that when I was creating 

the interview schedules I assumed student therapists would have little to 

contribute about the process of developing focus with a pupil. Psychodynamic 

psychotherapy training courses prepare students for practice that is open-ended, 

client-led and non-directive. However, in retrospect, I think it would have been 

interesting to know what these trainees’ views are about that aspect of their 

training and practice. 

 As far as my own role goes, as a sole researcher, it is important to note 

that the identification of framework themes within Chapter 10, and the rigour and 

validity they may have, are a result of my own experiential horizons. It is impossible 

as a ‘psycho-social’ being not to bring my own beliefs and values into the work 

but, just as I hope not to start work with a new client with too many pre-

conceptions but rather with an open mind, it is with this approach that I have 

tried to engage with the data. The themes I have chosen made themselves 

known quite explicitly to my mind as I reviewed the data. The themes quite clearly 

demonstrate aspects of the psychodynamic model that therapists struggle with 

initially in their school-based work and which alter as practice experience 

increases. 

 A small-scale study, run as an adjunct to the central focus of this research 

project, involved interviews with thirteen pupil-clients who had made use of 

school-based counselling. The material gathered offers another angle on the 

core study focus and enriched my own understanding of the research presented 

here. Because of space limitations that research has not been included within this 

thesis, but I hope that there will be opportunities in the future to present that data 

elsewhere. The final project is a study of practice from the therapist’s point of 

view, rather than a study of the way in which school-based counselling is 

perceived by pupils, service buyers and referrers to services. However, a similarly 
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in-depth study of school staff’s understanding of school-based therapy would 

have been an interesting extension to the current research. 

 Each school organization is completely unique, just as each client, each 

experience of training and each practitioner is unique. For this reason the current 

study does not seek to make generalizations about practice but rather to 

understand what a cohort of trainee psychodynamic therapists struggle with and 

what a sample of seasoned therapists think can be most effective with this client 

group in this setting. However, there is a strongly pragmatic element underlying 

this research and the findings are indicative. The research aims to be one 

contribution to a growing body of knowledge through which a distinct model of 

secondary school-based psychodynamic practice might develop.  
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Chapter 6 

Trainee Therapists’ Training and Practice Experiences 

 

 

Introduction 

As part of their training, student Child and Adolescent psychodynamic therapists 

are required to take a placement within an organization offering therapy 

services, so that alongside their theory seminars, clinical workshops and discussion 

groups, they practise as therapists with young people.  

 Selecting a therapy training will be the result of a mix of contributing 

factors. ‘Joining the club’ or choosing an orientation, means finding a 

perspective that fits with one’s personality and philosophical assumptions 

(Murdock et al., 1998). However, establishing a coherent theoretical orientation is 

a long and complex process with professional development strengthening the 

therapist’s theoretical understanding, and case practice providing feedback 

about its effectiveness. Clinical exposure early in training can be emotionally 

daunting (Fitzpatrick et al., 2010) but is an essential aspect of the learning 

experience and, together with supervision, helps to clarify the therapist’s 

interpretation of theory. In psychoanalytic terms, some well-regarded training 

institutions can be seen to represent the therapist’s super-ego, symbolic of the all-

knowing admonishing parental object, which represents social standards and the 

capacity for self-assessment. Deviation from the model advocated in training can 

cause anxiety and feelings of confusion in the student therapist, which may be 

resolved by practice experience and over time.  

 The practice ethos underpinning the psychodynamic psychotherapy 

model suggests that the therapist takes a non-directive, or client-led, stance 

within a clear frame (regularity of time and location, client confidentiality and 

therapist non-disclosure), and that, given these criteria, the approach can be 

applied equally effectively in private practice, schools, community and clinical 

settings. 

 Interviews with four postgraduate student therapists took place in January 

and February 2012. The students had taken up their placement position in a 

secondary school approximately three months earlier in the Autumn term of the 

previous year, in the second year of their Masters training. All four interviewees are 

women who have chosen to do a psychotherapy training after or alongside a first 

career. The interviewees’ responses are coded TT, representing the participants’ 

Trainee Therapist role, and numbered 1 to 4. 
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 The interview questions posed to Trainee Therapists broadly moved from 

how initiating and concluding therapy has been covered within their training to 

how they carry out these phases in their newly acquired placement practice. 

Because the interview was structured in this way, it was possible to explore the 

data across the two environments (academic training and placement practice), 

as well as across all four participants. Three main topics (shown in bold in Table 6.1 

below) were distinguishable across the two environments. These were The 

therapists’ psychodynamic approach, The initial phase of casework and The final 

phase of casework. Within these topics, further sub-topics were examined, some 

of which were relevant only to the therapists’ placement practice.   

 

Table 6.1  Index of Topics and Sub-Topics Examined within the Categories ‘In 

 Training’ and ‘In Practice’ in the Trainee Therapist Data Analysis 

In Training In Practice 

THE PSYCHODYNAMIC APPROACH 

 Placement Supervision 

  

THE INITIAL PHASE OF CASEWORK 

 Referral 

Assessment Assessment 

Client Self-Report Forms Client Self-Report Forms 

Identifying Risk Identifying Risk 

 Feedback and Respecting 

Confidentiality 

 Challenges of the Initial Phase 

  

THE FINAL PHASE OF CASEWORK 

Outcome Measures Outcome Measures 

 Experience of Loss 

 Challenges of the Final Phase 
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The Psychodynamic Approach in Training and in Practice 

The four participants, all attending the same training institution, agreed that the 

majority of placements in their cohort are being carried out in schools. All commented 

that their training does not formally identify how a therapist might work differently in 

different settings. TT2 notes that on the training course the theoretical material and 

readings discussed are all ‘psychotherapeutic/psychoanalytic and all long-term…not 

about school counselling…Cases we read about last for 1,2,3,4 years’ (TT2). Different 

settings are ‘touched on’ (TT3 and TT4), but incidental discussion around readings and 

points raised in seminars, as well as presentations given on the course by students in 

discussion groups largely determine which settings are covered.  (Practice Discussion 

Group meetings are an opportunity for placement practice to be reviewed at the 

training institute, following a group supervision model.) Discussion on the course about 

the context of therapy delivery is responsive rather than indicative; TT4 noted ‘we 

need to find out from our placement how work might be different in different settings’. 

One therapist (TT1) said that the question had made her realize that she would like to 

know more about working in other settings and another said that she felt ‘lucky’ that in 

her Practice Discussion Group there was a student on placement in a clinic, ‘which 

seems very different’ (TT2). Trainee Therapists’ formative placement experiences 

significantly influence their understanding of the way in which therapy is offered and, 

as TT1 said, ‘I don’t feel prepared for working, but I think you just have to start doing it.’ 

Two therapists used similar language when talking about their position in relation to the 

school in which they are on placement: ‘you have to fit with what you’ve got’ (TT1) 

and ‘you have to go along with how the organization works’ (TT3). 

 The trainees were asked to describe the way in which they have been trained 

to work with young people using key concepts. TT1 suggested that ‘thinking about the 

root of an action or thought …the unconscious’ is the essence of the training but then 

went on to describe how in her practice it has been the counter-transference 

experience that has made the most impact on her - ‘finding the response in yourself is 

incredibly powerful’ (TT1). The counter-transference was identified by two other 

trainees (TT2 and TT4) as notable and another (TT3) described ‘reading body 

language’ as an identifying feature of her practice. TT3 felt that the importance of 

‘really listening and thinking about how they say what they say, how they enter the 

room and sit down’ are all important features of the psychodynamic technique she is 

learning. TT2 also noted that establishing a therapeutic alliance strikes her as important 

and commented that a working alliance takes time to develop. She noted at this 

point too that working in a long-term way ‘doesn’t always happen in practice’ (TT2). 

 The term ‘non-directive’ was understood by all therapists in the sample to 

indicate that the direction of counselling is ‘client-led’ and that the therapist uses 
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questioning of the client only to a limited extent. All four therapists identified their 

training model as ‘non-directive’; for example ‘Definitely non-directive… right from the 

word go it’s been taken as read that it’s non-directive’ (TT2) and ‘Training is very non-

directive’ (TT4). However, each interviewee spoke of the challenges of this in practice. 

TT1 noted the tension between ‘her heart and her head’ describing how difficult it is to 

separate directive and non-directive ways of working, She noted that because of the 

relational nature of the work whatever she chooses to reflect back or pick up in what 

the client says will at some level determine the way in which the young person 

responds - an acknowledgement of the therapist’s unconscious direction of the client. 

TT3 noted that she had been informed in a case study review seminar that her 

practice method was at odds with her non-directive training. She remarks ‘it was 

pointed out that the client might have wanted to talk about something else but 

because my question was so directive I took her along a certain path.’ TT4 noted that 

psychodynamic training is a grounding, which needs to be established before she can 

be flexible ‘I suppose non-directive but that’s a starting point and we need to adjust 

it’. She went on to describe the conflict between non-directive and directive work as a 

‘constant struggle in my mind, how to be with a child, wanting to try different things 

out but not getting too carried away and missing something. I suppose I’m talking 

about those silences…’ (TT4).   

 The underlying concern for these therapists was how to fit the non-directive 

paradigm of psychodynamic technique into their practice, and each trainee 

identified a different aspect of the issue. TT1 described her need to understand the 

mundane realities of her client’s thinking: ‘In terms of practice, I’m not literally saying 

“Have you thought about this?” or “Do you think you should do this?” but I am basing 

it back to her reality or experience’. This therapist (TT1) also noted the difficulty of 

‘stepping back’ and being ‘free-floating’ in the face of powerful projections from the 

client. TT2 describes the dissonance between training, with its clinic and private 

practice-based psychoanalytic readings and view to long-term therapy, and 

practice, which for her is currently short-term work in schools. She was the trainee who 

most strikingly questioned the non-directive way of working. Expressing some concern 

that ‘people with an integrative training might have something up their sleeve’ (TT2). 

She described her own questioning of the place of psychodynamic counselling in 

education and wondered if ‘these more person-centred, directive therapists have 

more success at keeping clients than I do?’ (TT2). TT3 described how sometimes she 

feels with a young person that she needs to take the lead in a session, ‘I think when 

working with children it’s hard to find a balance when you want to get them to talk… 

it’s difficult to get the right balance in being non-directive’ (TT3).  TT4 said ‘Do I stay 

quiet like my own therapist would be…or just start and suggest something we could 
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do?’. Despite her struggle with this issue this therapist was able to make sense of the 

way in which being more active or directing in a session needs to be a thoughtful 

choice on the therapist’s part, saying that ‘…the way of working needs to be based 

on an informed decision rather than avoidance’ (TT4).  

 All the therapists had attended a training workshop exploring the use of toys, 

and all noted that within the training resources were expected to be used only with 

children in primary schools, for example, ‘in this environment, high school, it wasn’t 

expected at any level’ (TT1). In their practice with adolescents, however, three of the 

therapists (TT2, TT3 and TT4) had made use of art materials (including clay, Playdo and 

paint). TT3’s supervisor advised her on which materials would be suitable for an 

adolescent and clients had used these. TT2 had asked in her training about the use of 

‘interactive games’ in sessions but had been told that the use of such resources would 

be ‘for a different modality’. This trainee has made use of art materials in her school 

placement, however, and described how with one client, who she described as 

having found the silence ‘unbearable’, she had directed him to art materials 

successfully - ‘it was wonderful’ (TT2), but for another ‘who found silence difficult, in 

fact he found the whole thing difficult’, her invitation to use art materials had not been 

accepted, and he had felt unable to continue. This therapist (TT2) said that she has felt 

in her work that ‘silence could be replaced by something more directive, creative and 

constructive’. TT2 also noted that silences can have different qualities – with one ‘it 

doesn’t feel empty, it feels like we’re both doing a lot of thinking’, with another ‘he’s 

thinking “I haven’t got anything to say, why am I here?”’. She described how she feels 

it necessary to be active in engaging some pupils, for example with one client who 

‘should have been suitable but I think would have benefitted from me being more 

directive, he was very literal. He told me everything in the first session and after that he 

had nothing to say. He got quite angry about having to come’ (TT2). TT3 described 

work with a pupil who had ‘hit a point where she didn’t want to say any more and was 

going to leave’, this therapist asked the client how she would feel about using the art 

materials and she stayed. Use of the materials then became incorporated into their 

work on a regular basis. TT4 who is being encouraged in her work to ‘be flexible’ told 

me about using, on the advice of her supervisor, a goal-oriented workbook with a 

pupil diagnosed with an autism spectrum disorder because ‘doing the abstract 

thinking with him just seemed like miles away from where he was’. She described this 

succinctly as ‘CBT exercises approached in a psychodynamic way!’ (TT4). 

 

Placement Supervision 

All trainees described their supervisors as working to a psychodynamic model. For 

three of the trainees (TT1, TT2 and TT3), feedback from supervision in their placement 
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had discouraged them from taking a ‘directive’ stance with their clients. TT1 described 

a case in which she had felt she ‘need to go on a more normal journey, normalize 

some of this girl’s experiences’, she described how her supervisor was initially critical, 

wondering why she hadn’t interpreted more, but the counsellor explained that she felt 

she had ‘had to understand her reality, I talked to her about her morning routine and 

because of the slower pace I kind of ended up getting more information, talking 

about things she could sort of trust in as well’ (TT1). TT2 said ‘I felt partly I’d been doing 

it wrong’ and that her supervisor’s ‘big piece of advice is sit with the silence…she says 

everybody goes through this phase and it’s partly anxiety’, but ‘that’s the one thing 

I’ve found hard – sitting with the silence’. TT3 said ‘I’ve been told by my supervisor that 

I’m being quite directive and should wait to see what the client brings…to me it feels 

quite cold just sitting there’. TT4, on the other hand, said that her supervisor will discuss 

with her ‘what would be the strict psychoanalytic approach and then remind me that 

there is a young person in the room…it’s been left very much up to me how I 

work…we’ve been told we can combine lots of things’.  

 In some services, the choice of whether to collect a pupil from class for his 

session, to wait for him to come to the room, or to send someone to collect the pupil is 

left entirely up to the therapist and for TT2 this was a source of anxiety; ‘there’s no right 

or wrong - we don’t have any rules. As a beginner who isn’t very confident to start 

with, it didn’t feel very good’ (TT2). On this matter TT1 commented that in schools 

where pupils are collected ‘You could never interpret when they don’t come’. 

Supervision then may allow therapists to ‘all do our own thing’ (TT2) or may adhere to 

a standard psychotherapy position of allowing the client to choose whether or not to 

attend (TT1). More immediately, for these trainees there seems to be a struggle 

managing the balance between areas in which supervision allows them freedom to 

use their own judgement about how to work and areas in which supervision guides 

them to work in a particular way. Supervision is powerfully helping to establish the 

‘model in mind’ for these trainees, at the same time as showing them that the value of 

psychodynamic thinking lies in how it informs the mechanics of what psychotherapists 

do. Learning to trust in their developing psychodynamic thinking while not having 

clear protocols, however, seems to be very anxiety-provoking for these new therapists. 

 

The Initial Phase of Casework 

Referral 

The therapists’ experiences of having to fit with the school system were evident from 

the their experiences of the referral process. TT1, for example, described having 

received pupil referrals in three different ways. First, a written referral form completed 

by a member of staff, second, verbally, by attending an inclusion meeting which was 
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then supplemented with information from the client’s school file and, third, by email 

via a senior member of staff and then supplemented by a conversation with the 

pupil’s parent. Referral information supplied by school staff can be informative (TT2 

and TT3) but focused ‘in terms of problems’ (TT3) rather than offering historical or 

background information about the pupil (TT2). TT3’s supervisor is not based at her 

school, so she is responsible for liaison with the SENCo and for managing her own 

referral list. At referral, school staff’s expectations of what can be achieved though 

therapy may be daunting and unrealistic, ‘they’d like something to change that takes 

years and years and is part of growing up’ (TT4).  TT1 suggested that referral 

information could ‘get in the way of meeting the person’ but also found consulting the 

school file for supplementary information helpful.  

 A Head of Counselling or on-site supervisor who is well-established in the school 

service may be able to supplement information about referred pupils gleaned over 

time and will have links with staff which may ease information sharing – ‘she’s [Head of 

Counselling] in meetings all the time with staff’ (TT2). TT2 and TT4 described their on-site 

supervisor’s role as central to the referral process: ‘all of this falls back down to [Head 

of Counselling] to keep everything in mind’ (TT4). TT4 suggests too that without 

sustained effort on the part of full-time counselling service staff, when they exist, the 

school-based therapy service is in danger of being forgotten or overlooked by the 

school system ‘Unless everybody’s talking to eachother we’re not going to get the 

whole picture. I’m only there one day a week, so I rely on my supervisor to keep her 

ear open and she’s only there [part-time], so it’s not surprising things get missed’ (TT4). 

This feeling of marginalization was also evident in the student’s description of her 

frustration that there is ‘just nothing in the curriculum, no exploration of mind…We’re 

not using what we know. What I’m beginning to learn about could be used so much 

more generally in schools’ (TT4).  

 Even in schools that have well established counselling services referrals can still 

be ‘not very good’ (TT4). Expectations for change can be high and even 

inappropriate to the work. The supervisor may choose to reinterpret the stated aims of 

therapy on the referral in more appropriate terms for the new trainee (described by 

TT4). Relations with school staff can be complex. TT1 noted that taking pupils out of 

class and ‘keeping track of the system’ with regard to examinations, controlled 

assessments, trips out, etc is a challenge. She described how ‘not having a routine’ is 

an added difficulty to deal with, and being asked by a teacher not to take a pupil out 

of a lesson is ‘something I deal with every week’ (TT1). TT2 described how ‘keeping to 

the frame is very hard to do in school’. TT2 and TT4 vividly described how 

miscommunication between school staff and counsellors regarding clients has had a 

direct negative impact on their work with pupils. In psychoanalytic terms these 
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unconscious attacks may be seen as the school’s expression of resistance to the 

process of therapy and what it represents. Along these lines, TT1 remarked ‘the longer 

you’re in the place, the more present you are and the more people respect what 

you’re doing, and the power play comes out of it if you’re established.’ 

 

Assessment 

On training students described having had workshops on what the first session might 

be like and ‘things to bear in mind, but not really a sense of how much exploration to 

use’ (TT1). Client assessment as a discrete aspect of the initial phase of the therapy 

had not been addressed directly in training – ‘briefly but it doesn’t feel like enough’ 

(TT4), ‘the question asking aspect hasn’t been addressed and why and if you should 

and what sort…It’s not been addressed as a separate thing’ (TT2). Rather, emphasis 

had been given to outlining the offer of the therapy by describing the contract – ‘we 

looked at boundaries, how one would introduce yourself to a client, explain why 

they’ve come to you and how many sessions you’d be offering [6 in this case] in the 

initial stage’ (TT3) and ‘you have to adapt the information you get into some sort of 

contract’ (TT1). The trainees’ understanding of the first phase seemed to be a synthesis 

of discussion on the training course and placement supervision. For TT1 the process of 

assessment, explored through role play on the course, had the feeling of being ‘more 

sensual, what you’re going to pick up rather than a list of things that you need to know 

from this person’ discovered by ‘meet[ing] them with the same energy’. TT2 seemed 

uncomfortable with the uncertainty about the information-gathering aspect of 

assessment, saying ‘The asking-questions thing is not directly addressed. It’s all quite 

slippery really’. For TT4 the first couple of sessions with new clients on her placement 

had been carried out by her supervisor and ‘it has been mentioned that it is slightly 

different and you need to explain it a bit, that in this session I might ask more questions 

but down the road it will be different’ (TT4). This trainee noted that she doesn’t ‘have 

the speech saying what we’re doing down yet’ (TT4). TT3 seemed reassured that 

asking questions in the first meeting is considered acceptable practice - ’we’ve been 

told that in the very first session, it’s alright to ask a lot of questions, so that’s been 

helpful’ (TT3). This trainee described working with a client who had seen a counsellor 

before, and who ‘said she did a lot more talking with me because I asked her lots of 

questions’, however as the sessions became more non-directive, TT3 described how 

this pupil stopped coming to the meetings. There is an ambivalence too about where 

the impetus for asking background-eliciting questions comes from, TT2 noted that ‘I did 

ask a lot of questions in the first couple of months with new clients and couldn’t stop 

and that was partly out of anxiety … that was my default, it felt important to me to 
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know historical information. In the referral sheets we get we don’t have any of that’ 

(TT2).  

 The use of family maps or family trees to establish the client’s relationships had 

‘come up’ on the training course ‘because some of us are having to do them [on 

placement]’ (TT4). TT2 described using them as helpful ‘…he’d been quite enigmatic, 

shall we say, so it was a way in. With another it’s almost the core of what we’re going 

to be doing – the way she did it, the way she couldn’t do it, it’s what it’s all about. She 

found it very helpful to do that’ (TT2). This description of using the family map offers 

insight into the possibility of using such tools in a psychodynamically informed way. TT2 

is describing how the implicit psychodynamic thinking she is developing through 

training and supervision can support her use of an explicit information-gathering 

activity. 

 

Client Self-Report Forms 

Training had not covered the use of client self-report tools in relation to their own 

therapeutic work but during a recent discussion workshop, trainees heard that ‘other 

therapy is measured and then that’s evidence and means you can use it to get 

funding and that’s lacking in psychotherapy compared with others’ (TT4). This 

discussion had developed into how one might measure psychotherapy in a way that 

gives a true picture of the work, and TT4 described herself as having ‘no idea how you 

might do that’. Indeed her concurrent work in a primary healthcare role highlights the 

difficulties of measuring psychological functioning, ‘overall the scores are worse when 

they leave, not because they’re physically worse but because they are more 

insightful’ (TT4). TT1 expressed her concern that ‘tick boxes seem to cut things off’ and  

‘emotionally it sounds more like CBT, not wrong but I’m just not familiar with what the 

impact of that is’ (TT1), TT2 suggested that she might find SDQ and YP-CORE ‘a bit 

superficial’. One of the trainees is expected to complete Strengths and Difficulties 

Questionnaires with the client. The request had been made by the coordinating 

CAMHS team and she expressed her disappointment that using measures had not 

been covered on the training. She said when she ‘was presented with the …forms I 

didn’t know how to use them’. She currently administers the form in the first session with 

each client. TT3 said, ’Using the SDQ doesn’t feel as if it’s asking too much or that it 

takes away any time from the session. All the clients were accepting of it’. She 

described the SDQ as ‘pretty straightforward to fill in’ and had since researched other 

outcome measures herself, noting that in her opinion the CORE form also looks like a 

useful tool.  

 

Identifying Risk 
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Risk assessment is an ongoing consideration for therapists working with young people, 

but identifying risk is also an important element of the first phase of therapeutic work.  

The areas of risk relevant to the work are twofold. Risk covers disclosure by clients 

about harm that they may be subject to either from themselves or from another (i.e. 

safeguarding issues) and perceived physical threat towards the therapist by the young 

person in the counselling room. TT4 said she felt that ‘risk’ in terms of both safeguarding 

disclosures and boundary-keeping had been ‘focused on more than anything else’ in 

the training (TT4). However, TT3 noted ‘we don’t seem to have clear protocols in our 

setting or in our training – there isn’t a manual unfortunately!’, but she did describe 

‘feeling very protected by our supervisor’. Possible scenarios of client disclosure or 

physical threat to the therapist had been discussed on training (TT1, TT2) but there had 

been no discussion of actively assessing the client’s risk with regard to self-harm, 

suicide, neglect or various types of abuse during the initial phase.  

 

Feedback and Respecting Confidentiality 

The growing demand for service accountability together with the importance of 

counsellors working alongside, rather than from within the system, also has implications 

for the central therapeutic principle of confidentiality. TT4 identified the difficult 

balance that needs to be struck between the counsellor’s accessibility within the 

school and the need to respect confidentiality. She comments that her supervisor 

ensures that she is visible, ‘I get the impression she [Head of Counselling] sees the 

importance of it and makes a real effort to do it [be seen]’ but she also noted that 

‘obviously that’s made hard, there’s that conflict of if you make yourself too public 

they might think you’re going round telling everyone everything’ (TT4). None of the 

trainees provides written feedback to school staff regarding their work. In all four 

services relevant school staff are informed when work with a pupil has come to an end 

and at closure verbal feedback may be given by trainees or by their supervisors when 

attending inclusion meetings with school staff. Client confidentiality is considered 

central to the work. The referrer is told that the client is being seen but during ongoing 

work none of the trainees had directly fed information back to the school. TT3 attends 

a fortnightly inclusion meeting together with her supervisor and requests feedback 

about pupils she has worked with from school staff but does not offer any herself. 

Regarding the storage of information, TT1 is advised not to hold any information about 

pupils ‘on the [school data handling] system’ and no written records are kept other 

than her own process notes. She is asked to email her liaison member of staff at the 

start of each day to give a log of which pupils are expected to attend therapy but ‘no 

records are kept on the individual’.  TT2 notes that all information is held within her 

‘supervisor’s head’, and TT4 writes a short summary of the work done ‘without breaking 
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confidentiality’, which ‘stays in the [counselling office] filing cabinet’ and may be 

accessed, but only by counselling service staff, if re-referrals take place or ‘if there’s an 

issue at a later date’ (TT4). 

 

Challenges of the Initial Phase 

TT3 said ‘Psychodynamic psychotherapy for young people is difficult. I found it very 

difficult myself when I first started therapy’. Therapists described pupils arriving for 

therapy not knowing what is expected of them (TT2/TT3/TT4), not knowing why they 

have been referred when they arrive (TT2/TT3/TT4) and not being part of the decision 

to use therapy (TT1/TT4). Such situations present therapists with real challenges to 

engagement, described powerfully by TT4: ‘How do we get to have the conversations 

that they don’t think they need to have or don’t want to have. If someone doesn’t 

want to think about something, well, what do you do? ... I’m dealing with the fact that 

they can stop whenever they want, so getting the pace right – not just having a nice 

chat and they’re missing a lesson, but doing some work that is respectful to them and 

that they can bear, and that isn’t too slow.’ In addition to the intensity of client 

projections (TT1), ‘building the therapeutic alliance’ (TT1), ‘the silence’ (TT2/TT3), 

‘offering interpretations’ (TT2) and engaging the client (TT3/TT4) were identified as 

challenging aspects of the first phase of the work with each client for these trainees. 

TT4 commented ‘How do I get the balance of being available but taking the lead if 

they’re struggling or give them time to come out of their shell? How can I be 

challenging without being persecutory with someone who doesn’t necessarily want to 

be there, who’s been referred by someone else?’ and TT3 commented ‘It’s difficult to 

not say anything when you’re trying to establish a relationship’. TT3’s description of the 

client ‘They come in and sit down there, and don’t know what to say’, TT2’s concern 

about whether or not to offer interpretations and TT4’s struggle about whether or not 

to actively draw in her new client suggest that the new therapist’s anxiety may have 

an impact in the initial phase. TT4 described the challenge during the first phase as 

‘Just engaging them, while I’m trying to find my identity as a counsellor, just knowing 

where to pitch it with all these things in mind’ (TT4). 

 The difficulty of timing and the emotional impact of the first session were raised 

by one of the trainees as a challenge. She described having a first session with two 

clients just before a fortnight school holiday break, both of which she described as 

‘outpourings’. The need for the therapist to manage highly charged presentation, 

particularly before an enforced break can demand great technical skill. The way in 

which this trainee intuitively managed the experience is informative. She describes 

finding it necessary to ‘understand what the level of confusion really was, and what 

was real and what was the fantasy’ (TT1).  The therapist focused on the client’s lived 
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experience in order to manage her own anxiety and to contain the young person’s 

feelings. 

 

The Final Phase of Casework 

Outcome Measures 

Increasingly services are expected to provide tangible evidence of effectiveness. 

However, outcome measures were used by only one of the trainee therapists in their 

placement (TT3). The completed Strengths and Difficulties questionnaires were 

reviewed in supervision but not shared with the school referrer or liaison member of 

staff. (This may have been because of the interviewees trainee position and it was 

unclear from the interview if final SDQs were shared with the coordinating CAMHS or 

not.) Feedback to the school and /or referrer at the end of therapy for all therapists 

was simply to confirm that an ending had taken place. In the interview therapists were 

asked about their opinions of using forms or outcome questionnaires in sessions with 

clients. There was a range of responses to the idea. TT1 seemed reluctant about the 

idea of incorporating tick-box measures into her work, but commented ‘if it is 

something that helps a client focus, self-reflect and evaluate then that seems not to 

be a bad thing at all’ (TT1). Traditionally, monitoring and accounting for the quality of 

psychotherapy services in schools has relied on the strength of interpersonal 

professional relationships built over time. The emphasis on relationships as the basis for 

the accountability is particularly noteworthy during a time of upheaval in education. 

For services that have been built on the strength of professional relationships, a 

change of personnel means that the service has no tangible record of effectiveness to 

rely on.  One of the Trainee Therapist’s placement school’s is in the process of change 

as it takes on academy status. For this reason, TT2 is interested in evidence gathering 

as a way of making the ‘service feel on safer ground’ during the forthcoming period of 

transition when school budgets may be scrutinized more closely. This therapist also 

expressed her interest in ‘the idea of jointly being able to look at before and after [with 

the client]… makes it quite a nice complete experience’ (TT2). TT3 felt positive about 

using the SDQ and about her experience of reviewing it with her supervisor ‘there were 

some changes’ (TT3). TT4 felt more ambivalent about the use of forms in sessions with 

clients, expressing her concern about the possibility of missing something both with 

and without a form ‘You miss quite a lot and need to have a lot of experience to do 

both [fill in the form and relate to the client]. On the other hand there might be things 

you miss by not having a form’ (TT4). This trainee was concerned that use of a form 

might make the experience quite ‘official, like a test or something’ (TT4), but went on 

to say that ‘if if it helps prove what the work can do, then it might be that we have to 

give up something … it feels like it would be giving up something’ (TT4).  Three trainees 
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saw the value of outcome questionnaires in supporting evidence gathering (TT2/TT3/ 

TT4) but TT4 expressed her concern about how possible it is to measure emotional 

change in a way that will be understood by ‘someone who’s not in the field’ (TT4). 

 

Experience of Loss 

The timing of these interviews mean that for these trainees no formal discussion had 

been held on their training course about the process of ending therapy with clients. 

TT4 said that endings had been discussed ‘only in terms of ambivalence’ during case 

study readings in theory groups. All of the trainees, however, had had experience of 

ending with at least one client in practice. For this reason, in terms of placement 

supervision, the ending phase had already been given a quite a bit of thought: ‘I had 

two [supervision] sessions on why she didn’t show’ (TT1) and ‘we’ve talked about it 

[ending] a lot on placement’ (TT4). Three of the trainees described unplanned endings 

in their casework. TT1’s client had not turned up for the two final sessions offered. In this 

case the therapist felt that the client’s lack of involvement in the referral had been 

instrumental in her choice to end abruptly, and through supervision decided not to 

offer her another meeting; ‘I decided not – she didn’t really feel from the beginning 

that she fully participated in the decision to come’ (TT1). Because of a 

miscommunication with school staff TT2 had not realized a pupil was dropping out and 

so had a session with him that she did not know at the time would be last he would 

attend. TT3 described two pupils attending the fifth of six booked sessions but not 

coming for their final sessions. In each of these cases (TT1/TT2/TT3) pupils were not seen 

again by the therapist for a closing session. TT4 described her disappointment at not 

being able to engage pupils for longer than she has, which she also noted has 

impacted on her feelings of competence: ‘Is it a sign I’m just not very good? I’m very 

experienced with working with ambivalence [in her primary professional role], and I 

know you can do so much with that. But if you’ve got someone who isn’t motivated to 

come and no one outside encouraging them to come, it feels like a waste of an 

opportunity’ (TT4).  

 Two students explicitly described the way in which they imagined managed 

endings might be conducted: ‘we would look at how things had changed, draw 

things from what he’d done, things he’d said in early sessions and how things had 

changed’ (TT2) and TT4 described how, although ending is ‘not something that is set to 

do’ (a formalized process perhaps), in her work she has ‘taken in the family tree and 

[thought] about what’s going on now by looking at that. Used things they’ve 

produced and referred back to them’ (TT4). Reviewing the work as part of the ending 

phase is an expectation for these two therapists. In addition, TT4 considers a positive 

ending important for her client group: ‘I think it’s really important to think about what 
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we have achieved and I might step out of a psychodynamic approach – I think it’s 

really important to end in a good way, without glossing over’. In addition TT4 had ideas 

about de-idealizing the therapist’s position during the ending phase and situating 

herself as a collaborator/facilitator, suggesting that she would offer her client thoughts 

about ‘What I’ve valued, what I remember that’s come up a lot, what I’ve learned 

from them, what I’ve noticed that’s changed’ (TT4). Active participation in the ending 

phase seems to be explicitly sought by two trainees (TT2/TT4), but the uncertainty 

surrounding how to conduct endings persists, as TT2 remarks ‘The slight driftiness of 

endings can be challenging’. Some clarity for the therapist is addressed by TT3’s 

service protocol, which is to offer a client three more sessions after a non-attendance, 

and, if these are not taken up, the case is closed with no further contact. This system 

does indeed provide clarity for the therapist about ending but also suggests that the 

service does not address closure directly with the client. TT1 and TT4, as a result of 

supervision, had sent clients who had dropped out a letter welcoming them back at 

any time in the future. The work that has been done in therapy was not directly 

referred to in these ending letters, but in TT4’s service the pupil is asked to complete a 

counselling service evaluation form. 

 

Challenges of the Final Phase 

TT4 felt that having had ‘no long term’ clients was ‘frustrating’ because it felt like a 

‘wasted opportunity’ and made her question her competence as a therapist. TT1 and 

TT2 both described their abrupt endings with clients as professionally challenging to 

them. TT3 described her concern about whether or not the pupil’s aims for the therapy 

had been addressed at the time of ending. A pupil who had self-referred decided to 

stop because she found it ‘very difficult to talk’ (TT3). This pupil had attended her final 

session and completed the SDQ but the therapist didn’t feel that what the pupil had 

come to talk about had been addressed in any way: ‘I don’t feel that with the person 

who decided to stop anything had been … I felt she didn’t get what she was 

expecting but I don’t think she knew what she was expecting’ (TT3). The Trainee 

Therapists express a sense of anxiety about their professional competence, their 

positive contribution to the young person’s development, and uncertainty about 

offering what the client needed. 

 

This chapter has drawn together the observations and comments made by the four 

Trainee Therapists interviewed for my research. Their opinions about and experiences 

of taking up their first placement role as psychodynamic therapists offers a unique 

understanding of the complexities facing new therapists at the outset of their careers 

as counsellors working with adolescent clients in schools. 
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Chapter 7 

Emerging Therapists’ Practice Experiences 

 

 

Introduction 

In schools, as in any work organization, evolving one’s professional self-concept is a 

result of the personal experience of role, relationships and structures (Brott and Myers, 

1999). A study by Harris in 2009 suggested that school counsellors’ sense of professional 

identity is also affected by their position as ‘insider’ or ‘outsider’ within the school 

culture. Harris identified ‘insiders’ as counsellors who have a dual role within the school 

(as a member of the teaching staff, for example, as well as counsellor) and ‘outsiders’ 

as counsellors who work in a single capacity, providing therapeutic interventions to the 

school directly or through a service provider. The sample of interviewees considered in 

this chapter consists of a group of six ‘outsider’ therapists who, at the time of interview, 

had fewer than six years’ experience of working with young people (ranging from 1.5 

years to 5.5 years). This sample, identified by me as Emerging Therapists, is In the 

process of developing their professional identity as adolescent therapists and work 

part-time in secondary schools. Three are directly employed by their secondary 

schools and three work for external agencies providing therapy services in schools.  

The counsellors were interviewed over the period February 2011 to May 2012. They are 

coded ET (Emerging Therapist) and numbered from 1 to 6 for clarity. Five of the 

therapists are female and the interviewees work in a range of different secondary 

school settings (details of schools represented in all samples are given elsewhere - in 

Chapter 5 - to protect anonymity). In addition to their work as individual 

psychodynamic counsellors working with adolescents, some of these therapists are 

engaged in offering other counselling interventions either for their schools or in other 

settings. These include group work, family work, individual private practice and 

therapy in a further education setting. 

 In her small-scale study, Harris found that ‘outsider’ counsellors had little sense 

of a professional ‘secure base’ (both emotionally and literally) from which to practice, 

apart from ‘a self-sustaining capacity for reflection’ (Harris, 2009: 179). The interview 

process itself offered these therapists an opportunity to reflect on their practice: ‘It was 

good it helped me think about my practice ’ (ET1), ‘Really valuable because it made 

me think about the way I work’ (ET3) and ‘It’s so nice to be able to talk about work. 

There just isn’t time to think about the broader picture about what we’re doing in the 

course of a working day’ (ET4). My hope is that, as well as offering these therapists a 

chance for professional reflection, this study, by drawing together suggestions for 
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psychodynamic practice, will contribute to developing the professional ‘secure base’ 

school counsellors need in order to practice effectively. 

 In addition to the initial and final phases of these therapists’ casework, the 

application of the psychodynamic approach in practice was a distinct topic. An 

understanding of the psychodynamic practice approach used by these school-based 

therapists with young people provides important contextual material about the ways 

in which these therapists carry out their first and final phase practice. The other topics 

contain sub-topics that are indexed in Table 7.1. 

 

Table 7.1 Index of Topics and Sub-Topics Examined in the 

Emerging Therapist Data Analysis 

THE PSYCHODYNAMIC APPROACH IN PRACTICE 

 

THE INITIAL PHASE OF CASEWORK 

Referral 

Assessment 

Client Self-Report Forms 

Identifying Risk 

Feedback and Respecting Confidentiality 

Focus of the Work 

Challenges of the Initial Phase 

 

THE FINAL PHASE OF CASEWORK 

Reviewing the Work 

Outcome Measures 

Experience of Loss 

Challenges of the Final Phase 

 

 

The Psychodynamic Approach in Practice 

Four of the therapists interviewed differently expressed a disconnect between the 

school culture in which they are located and their own counselling work, ‘I’m a lone 

voice in a school which is just about academia’ (ET5), ‘There’s a clash in a way when I 

think about the school culture, it [counselling] doesn’t really fit in with the rest of the 

organization’ (ET4), ‘The school culture’s very different and you’re still “Miss”’ (ET1) and 

‘I’m really aware that there are a lot of things [addressed in counselling] the school 

would rather not think about’ (ET6).  
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 Three therapists described actively preserving the separation between school 

and counselling in order to offer pupils what they consider to be an authentic 

experience of therapeutic support, ‘I try to counteract the feeling in school that you 

should be able to look after yourself’ (ET2), ’I tell them, You’re allowed not to know 

here’(ET6), and ‘Most of the time I’m saying [to staff] just give them [the pupils] a 

break, just back off!’ (ET5). At the same time, however, three therapists acknowledged 

their ‘outsider’ position and the importance, described in different ways, of attending 

to the realities of school life, ‘The [counsellor’s staff contact] very much has [Head 

teacher]’s ear and so one has to be political when dealing…’(ET5), ‘I have my door 

open between sessions...it’s not an option not to have some sort of exchange [with a 

pupil or member of staff]’ (ET4) ‘… they [the client] might have another [school] 

commitment which has to take precedence’ (ET6).  

 The tension between maintaining a distinct therapeutic space for pupil-clients 

and abiding by the norms and priorities of the school was a theme alive in all the 

participant interviews. In addition to ‘networking round the school and promoting the 

service by developing [staff and pupil] relationships’ (ET2), and rotating session times 

through the timetable or seeing pupils during breaks (ET5, ET6), therapists had in some 

instances developed creative ways of integrating the counselling service within the 

school environment. For example by allowing informal teacher drop-in sessions ‘as 

tasters’ (ET5) so that staff get an idea of what counselling is about, and allowing pupils 

initially to see the therapist in a non-counselling role if that appeared to be helpful in 

engaging the client: ‘They [clients] have mentors and they sometimes see me like that 

… which in some ways can make it [counselling] more acceptable and comfortable’ 

(ET3). Two of the interviewees (ET5 and ET6) make presentations to the school 

community at the start of the year in assemblies or at more informal meetings, in order 

to put themselves ‘on the map’ (ET6). 

 The novelty to young people of the experience of counselling was commented 

on by all of the therapists. They described pupils as seeing counselling initially ‘as some 

sort of weird punishment’ (ET2), ‘they find it very odd to come to a counsellor…they 

are very uncomfortable about that’ (ET6), ‘they find it all very strange’ (ET1), 

‘…perhaps it’s a bit confusing for the students’ (ET4), ‘it [being listened to] is shocking 

to them in a nice way’ (ET5) and ET3 expressed her concern that for some pupils 

counselling itself ‘can be too much of an extreme compared to their life outside the 

space’ and that assessing this is part of the initial phase of the work. ET6 noted that 

locating himself for the pupil in the school context  ‘is quite difficult’ and ET4 said that it 

‘can take up to three sessions for the pupils to get a sense of who I am, that I’m not a 

teacher and, well, what I am’ (ET4). 
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 Holding a distinctive but flexible position in the school appeared by and large 

to translate through to the practice techniques used by these counsellors in the 

therapy room. All of the counsellors identified as having had a non-directive 

psychodynamic training and five of them (ET2, ET3, ET4, ET5, ET6) described themselves 

as modifying their style of practice to fit with their client group. ET1 was the only 

counsellor who nowhere in the interview indicated that she adapts her client-led 

approach in her individual secondary school work, she commented ‘Many of them 

expect some kind of direction and/or task. Being non-directive can make things feel a 

little uncomfortable at times!’ (ET1). The reason for this therapist’s decision not to adapt 

her practice in one-to-one work may in part be because of the range of other 

interventions offered in the school - ‘The school is willing to try lots of things out’ (ET1). 

When a client is considered unable to engage with the therapy, this counsellor will 

refer on to one of the more directive interventions that are available (to a learning 

mentor, to the school’s educational psychotherapist or to group work). This therapist 

(ET1) describes talking to the Deputy Head about pupils who do not engage: ‘It was 

very persecutory for him, we found another way, “Let’s put him in a group” (ET1) and 

‘She needs a different type of relationship, something that’s a little more directive’ 

(ET1). Interestingly, this counsellor, unlike the majority of others interviewed in this 

sample, has a well-established position in a school, working directly to and in close 

liaison with a member of the senior management team in a school that offers a wide 

range of supportive interventions. 

 All of these therapists consider themselves to be psychodynamic practitioners 

and to adhere to the principles of psychodynamic thinking, but there was a strong 

sense for 5 of the interviewees (ET2, ET3, ET4, ET5, ET6) that in secondary school work a 

counsellor should not be ‘too’ psychodynamic or analytical in their practice. ET6 

described his school counsellor predecessor as having had ‘a very analytical view’ 

and that in his opinion such an approach is ‘not appropriate here. It is in it’s own 

setting, but you have to be flexible here while observing very clear boundaries’ (ET6). 

Four therapists (ET1, ET4, ET3 and ET6) commented that analytic interpretation must be 

used sparingly and appropriately in their work with young people, expressed in this 

way by ET3: 

 

 If you’re too psychodynamic and rigid about things you would be too far 

 removed from the kids, being prepared to get your hands dirty and muck in, 

 being a bit more pro-active sometimes, not just sitting on a chair and 

 interpreting. (ET3)  

  

ET2 expressed a similar view about the wider psychodynamic approach like this: 
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 The very non-directive psychodynamic model works perhaps better with 

 adults who are self-referring and who are paying for their therapy than with 

 adolescents who are sent more often than not and who don’t know how the 

 whole thing works or how to do it. (ET2)  

 

ET5 described how she aims to support the client’s ability to ‘think about thinking’, for 

example, when client describes interactions that have puzzled or emotionally hurt 

them: 

 

 So, a lot of what I do is about perception. If they don’t touch base with the 

 reality [of a situation which the client has experienced as wounding], they are 

 left feeling hurt and confused. So a lot of it is about thinking about their 

 ‘concrete’ thinking and trying to soften that a little. Thinking about alternative 

 possibilities. (ET5) 

 

Only one therapist (ET6) commented with any disquiet on the use of silence in his work: 

‘…a certain anxiety about working with the age group and how much they can 

tolerate in terms of silence or thoughtfulness or something of that sort, so it’s judging 

that.’ (ET6). My sense is that these therapists are overall more comfortable than the 

Trainee Therapists I interviewed with being ‘active’ (’directive sounds a bit bossy!’ ET5) 

in their psychodynamic work, and at the same time feel able to allow space for silent 

client reflection when it is appropriate.  

 Efforts to engage the young people they work with mean that these 

counsellors adopt a practice style that reflects their client group. When asked to 

describe their views on what helps sustain young people’s engagement in the process, 

ET3, ET4 and ET6 referred to a sense of energy and its particular importance in their 

work:  

 

 I have to say I find that working with the adolescent age group, it goes 

 against the idea of the classical model, but to keep a sort of liveliness, and I 

 find it really important to make an extra effort to engage them. Trying to keep 

 humour in there sometimes. (ET4) 

 

 A certain aliveness and receptivity to what they’re saying. (ET6) 

 

 … bring something in or buying something that might be good in the sessions – 

 thinking outside of the box. (ET3) 
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Using their knowledge of adolescent developmental needs and explicitly supporting 

the developmental process are also considered important by these therapists. For 

example, ET2, ET5 and ET6 talked about actively facilitating the work by speaking to 

the clients’ academic or social concerns: 

 

 Quite often people come in and just don’t know what to talk about so I’ll 

 make sure we cover certain things and make suggestions…I’ll suggest we talk 

 about, say, exam stress, I’ll really try and drill down to find out when that might 

 have started. (ET2) 

 

 … If that’s your homework from Mrs Maths, your homework from me is to go 

 and have fun! That’s what I mean about being a bit directive! (ET5) 

 

 I might help the client make sense of the situation in a way that I wouldn’t  do 

 with an adult. (ET6) 

 

Taking account of the impact of offering open-ended work to adolescent clients was 

a consideration for four of the therapists (ET1, ET2, ET3, ET4). For example, ‘If I get a 

sense that an indefinite situation would be too anxiety-provoking, we’ll break it up into 

chunks’ (ET4). In addition, three therapists described seeing pupils more than once a 

week during periods of crisis (ET1, ET4 and ET6). 

 

The Initial Phase of Casework 

Referral 

Four of the therapists interviewed have a single point of contact for referral – the 

SENCo in two cases, the Head of the Counselling team, and a senior leadership team 

member. Referral information from members of staff is channelled through these points 

of contact, and the liaison staff also manage the waiting list for the counsellors. Two 

counsellors (ET5 and ET6) have a less formalized referral route, liaising with several 

senior members of staff (heads of house or heads of year).  

 Pupil self-referral without mediation through a member of staff or parent is less 

common in general, but does happen. ET1, ET5 and ET6 have high enough profiles in 

their schools for young people to feel comfortable approaching them directly, either 

through email, handwritten notes or verbally. 

 When adults refer pupils the use or not of a written form varies.  Only one of the 

therapists (ET4) interviewed always receives written information. She described the 

form as having the potential for providing a great deal of information but that in fact 

the amount she gets varies depending on who has completed it. ET1 and ET2 similarly 
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may be given a great deal of information about a new client but also said that 

sometimes information is minimal, ‘I’ll just be given a name and it seems like it’s just 

come out of the blue’ (ET2). ET2 commented that these types of referral are usually 

urgent and there is very little time to get any other information before meeting the 

young person for the first time. ET1’s contact staff member will occasionally ask her to 

see the client before offering any background information at all and this therapist will 

complete her own referral paperwork on the basis of knowledge she gathers through 

discussion in the first session.  

 The amount of information provided, including the client’s family 

circumstances and history, was described by all the therapists as inconsistent, for 

example, ‘It depends on the teacher, some are quite anti-therapy…some are 

supportive and get involved’ (ET3), ‘really patchy’ (ET2), ‘quite a variation down to the 

level of detail’ (ET4), ‘I can get a very full referral about how the pupil is experienced 

to a very cursory sort of email saying so and so’s a bit funny, playing up’ (ET6). One 

therapist’s example of a standard brief secondary school referral, ‘This child is 

unmanageable, can you make them manageable, please?’ (ET2), also tells us 

something of the high, and possibly unrealistic, expectations schools can have for the 

work of therapy. 

 The decision to follow up and gather more information from other sources was 

seen as case-specific. ET2, ET3 and ET4 see the referral process as an information-

gathering period and actively follow-up other sources of information, from members of 

staff, school files, parents and by contacting other involved professionals. ET4 aims to 

have a conversation with at least two members of staff before work begins, ‘I have to 

do quite a bit of active rooting around’ (ET4) and ET3 attends a weekly meeting in 

which pupils of concern and current clients are discussed. ET2, on the other hand, 

commented ‘I don’t always follow up that much in school, I suppose because I’m 

worried about confidentiality’ and ET1 said that she would only approach a teacher 

for more information in some instances, ‘being quite careful about which teachers do 

and don’t understand [the work of counselling]’. ET5 and ET6 declared that their 

preference ultimately is to gather information during the first phase of the work directly 

from the client, ‘a bit like I don’t like reading the back of a book’ (ET5) and ET6 

commented that an overview can be useful but emphasized his wish to form his own 

view of a client directly from a client: ‘parents can very much have their own agenda’ 

and ‘some of the teachers are very quick with their views’ (ET6).  

 Four therapists felt that most commonly pupils do not know what therapy is 

before they attend (ET1, ET2, ET4 and ET6). All of the therapists commented on the 

value of clear conversations about reasons for referral between a member of staff and 

the pupil before the client arrives in the therapy room, noting that this does not always 
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happen. ET5 expressed a wish that school staff would prepare young people for their 

first meeting with a counsellor appropriately: ‘I repeatedly say to them “Please could 

you say, Have you thought about seeing the counsellor rather than Go and see the 

counsellor!”’ (ET5), and ET4 commented that the pupils would benefit from ‘ a bit more 

preparation before arriving…this is where you’re going and this is what it is’ (ET4). ET3 

asks the SENCo to have a conversation before they arrive ‘a bit about what 

counselling is and why it might be helpful’ but, like ET6, commented that the pupils 

may not be in a position emotionally to take such information in. On this point ET6 said 

that he prefers to see himself as a ‘resource’ for the pupils and does not feel 

comfortable about the word ‘referral’, which can be perceived as too clinical or 

medical.  Only one of the therapists offers a drop-in service, which is oversubscribed 

and is one way in which pupils self-refer to ongoing work ‘by the back door’ (ET5). ET3 

stated that offering a drop-in service would be  ‘overwhelming and I might feel 

uncomfortable about not being able to meet the need’, similarly ET1 said that ‘there 

would be people at the door all the time’ (ET1). Pupils at only one of these schools 

contact the therapist (ET6) by email, ET1 said ‘…and you’re still ’Miss’ and I think they 

find it hard to imagine they could contact an adult by email’ (ET1). 

 Specific initial presentations mentioned during the interviews included 

struggling with sexual identification (ET1), anxiety (ET3, ET5, ET6), school non-

attendance (ET3), post-traumatic stress (ET1, ET3), bereavement (ET2, ET4, ET5) 

behavioural difficulties/conduct disorder (ET2, ET3, ET4, ET6), family and peer 

relationship difficulties (ET1, ET2, ET4, ET6), self-harm including eating disorders (ET1, ET3, 

ET5, ET6) and depression (ET4, ET5, ET6). 

 

Assessment 

All six therapists are the first point of contact with the counselling service for new clients 

and all the counsellors interviewed made clear to their new clients at the start of 

therapy that attendance is not compulsory. Three therapists were able to identify a 

discrete assessment phase in their work (ET1, ET2 and ET4). Two of these (ET1 and ET2) 

said the first meeting with a new client served as a distinct assessment session. ET1 said 

that she uses a single session in which she decides whether or not the pupil can make 

use of what she is offering, ‘ you have to get on with it… is this right? Do they need to 

be somewhere else? Are they ready for this?’ and ET2 completes an assessment form 

with the client in the first meeting ‘after that you’re off and the work starts’. ET4 said she 

considers the first three meetings as an assessment period in which she and the client 

‘get to know each other a bit’. ET4 states to the client that the first three sessions are 

for him to see if counselling experience suits him, also commenting that the assessment 

period offers her ‘a licence to be more active than I would normally and can ask lots 
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of questions, which once we’re up and running I don’t feel free to do’. ET3 and ET6 

noted the importance of building an alliance early on, saying that the assessment 

period ‘might carry on for quite a while as I’m building a relationship … some of them 

are very wary’ (ET6) and ‘it’s not as simple as asking questions … it’s building up a 

relationship until you can get to a point when you can ascertain what’s going on’ 

(ET3). ET5 said that the assessment phase was defined ‘not officially, but instinctively’.   

 ET1’s approach is to use assessment to discover if the client can use the 

therapy she is offering and she described the value of assessment in the following 

way:‘ if you don’t assess, it can be difficult to separate and the client might feel 

dropped’ (ET1). ET1 is the only therapist in the sample who described her referral 

information as ‘Good, thorough … very collaborative ... although the people I see 

may have behavioural problems that’s not the predominant reason for referral’ (ET1). It 

seems relevant that this therapist works in a secondary school that uses the services of 

an educational psychotherapist (who is not psychodynamically trained), who sees 

young people whose conduct is predominantly the school’s cause for concern.  

 Although in the case of three of the counsellors a specific period of assessment 

is not framed, all therapists said that they aim to cover certain aspects during the first 

few meetings. The named areas specifically addressed by these therapists during 

assessment include the therapist identifying what counselling can offer (ET1, ET2, ET3, 

ET4, ET6), establishing if the client has past experience of counselling (ET1, ET3), asking 

why the client thinks he has been referred or has chosen to come (ET1, ET2, ET4, ET5, 

ET6), exploring family background, including using family maps or genograms (ET2, ET3, 

ET4, ET5, ET6), asking how school is for the client (ET2, ET4, ET6), telling the client why he 

has been referred (if this is known by the counsellor) (ET1, ET2, ET3, ET4, ET6), asking 

what the client would like to get from the experience (ET1, ET2) and what it feels like 

being in the counselling room (ET2, ET3), determining whether or not counselling is the 

right intervention for this pupil (ET1, ET3), de-stigmatizing the experience of counselling 

(ET2), taking note of the transference and counter-transference (ET1, ET3, ET5, ET6), 

putting self into context within the school system (ET1, ET2, ET4, ET5, ET6) and 

introducing them to the kinds of topics that might be covered in therapy because 

‘they sometimes bring nothing’ (ET2).  

 ET4 commented that the assessment process ‘is really quite challenging’ and 

two therapists described experiences of beginning therapy not knowing why a pupil 

has been asked to attend, ‘It’s a matter of guesswork when referral information is not 

given’ (ET2) and ‘I was thinking, blimey, I don’t know enough about the client at the 

start’ (ET4). Some clients are unable to tell the therapist why they think they are there: 

‘…some of them don’t have the faintest idea why they’ve been referred’ (ET2), or 

might know and choose not to share the information at the start (ET4), or ‘might not 
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know or can’t hold on to the information’ (ET3). Clarifying the reason for referral and 

establishing the young person’s ideas about their referral are considered important 

aspects of the assessment period by these therapists.  

 ET2 and ET3 commented that their first few sessions with a young person might 

be shorter than the normal full lesson period of 50 minutes or an hour if that length of 

time seems unmanageable initially. (ET6, who sees pupils in breaks and after school, 

may offer half hour sessions for on-going work if this fits better with the pupil’s school 

day.) ET5’s long-term work with a client may start as the result of lunchtime drop-in 

sessions or attendance at friendship group meetings that she runs. She felt this was an 

opportunity for pupils to ‘check her out’ before committing to longer-term one-to-one 

work (ET5). 

 When referral information about a pupil is sparse, exploring family history can 

unlock areas that are cause for concern (ET2), using family maps (ET4) having a first 

meeting with a member of staff who the young person gets on with (ET3, ET4) or 

playing a game (ET3) are all ways, apart from ‘assessment questioning’, that can 

establish a starting point for the work. ET3 described her main motivation in the first 

session being to engage the young person and to contain disruptive pupils’ behaviour 

(assessing the likelihood of uncontained clients going to ‘punch me in the face!’ (ET3)). 

As part of her assessment, this therapist (ET3) also considers whether or not the 

intervention offers the young person an experience too different from his normal life, 

trying to establish if therapy is actually possible for them to engage with at this time.  

ET1 specifically assesses the client for suitability to individual psychodynamic 

counselling and may suggest an alternative intervention (such as group work) at the 

end of that first meeting. ET2 was representative of the other four therapists (ET3, ET4, 

ET5 and ET6) when she noted that for her it is really a matter of the pupil deciding 

whether or not to engage and that if he can engage the work continues. Five of the 

therapists clearly described how, in those first few meetings, they are willing to adapt 

their practice to fit with the client’s preferred style of engagement because: 

 

 … coming into a room with an adult and just expecting these young people to 

 lead things can be quite daunting for them. (ET3) 

 

Client Self-Report Forms 

Five of the six therapists used no written forms in their first sessions with clients. ET6 

commented that the use of forms would be an ‘inhibiting factor, it’s difficult enough to 

come here without filling in forms’.  Two of the therapists (ET1, ET6) commented that 

they have adopted the way of working from their predecessor, neither of whom used 

client-report forms in sessions. Interestingly one of the predecessors was a CBT therapist 
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and the other a psychoanalytic psychotherapist, but both psychodynamic therapists, 

although ambivalent, declared themselves open to new ways of working – ‘I’m open 

to being illuminated on that [using client self-report forms]’ (ET6), ‘I can see it would 

have it’s benefits’ (ET1). ET1 felt that forms used in sessions with pupils might have the 

advantage of ‘providing that tangible evidence that everyone seems to want’. ET1 

and ET3 had past experience of using SDQs. For ET1 there is a worry about the level of 

understanding young people have of these forms. ET3 had used SDQs in sessions in the 

past and found them too long and would prefer not to use such forms ‘unless I had to’ 

(ET3). This therapist also felt that in her current setting the young people might not be 

able to engage with form filling. ET5 described how her ‘active listening’ technique 

means that information sticks and commented that ‘it’s all about the relationship for 

me’ (ET5). Since our interview this therapist contacted me to say that she is now being 

asked to provide more formalized feedback to the school and to offer only short-term 

(3 session) contracts, indicating the increasing attention schools are giving to 

counsellors’ working practices. 

 ET2 completes an assessment questionnaire in her first meeting with a young 

person. This therapist described the client self-report form as a ‘joint’ assessment form, 

not in the public domain but devised by another local counselling service and 

adapted by her. She had criticisms of the form (see Identifying Risk section in this 

chapter) but described it as ‘a good way to start a conversation’ and as ‘a bit of an 

icebreaker’ before getting into the therapeutic relationship. This therapist commented 

too that the form serves several purposes for her, ‘it’s something to get me going….it 

sort of protects me, it’s the form that has been agreed by my organization as the right 

way to start a relationship… for my own safety almost’ (ET2). In ET4’s service an SDQ is 

completed by the young person prior to the first session but she does not have access 

to the form as a matter of course, and doesn’t always seek it out during the first phase 

of her work with a client. She completes a clinician-rated assessment form outside the 

room after the third session. The service she works for has just started using the Goal-

Based Outcome Measure (GBOM) with clients at some point in the first three sessions 

and she expressed her expectation that this measure would be ‘an enormously useful 

tool’ (ET4). 

 

Identifying Risk  

The five therapists who do not use forms with clients, identify potential risk to the client 

from himself and/or others through discussion in the first phase of the work. If discussion 

uncovers potential risk, ET1 ‘immediately’ refers young people on to clinical services 

but the reality of long waiting lists for Child and Adolescent Mental Health Services 

means that in fact she may continue to work with the client. Indeed she described 
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seeing one young person of concern twice weekly during a particularly difficult period 

in which NHS services were not available. Like all therapists who do not use self-report 

forms, this therapist makes detailed process notes regarding the particulars of risky 

disclosure and uses supervision to manage the information disclosed. ET3 described 

her school as ‘immersed in risk’ and as having risk information on each child. ET3 and 

ET5 described risk assessment as an ongoing process, ‘it fluctuates’ (ET5). ET3 and ET6 

described feeling supported by the school’s knowledge of risk areas among its pupils.  

 ET2 assesses risk on the form with the client and ‘things are always popping up 

that other people don’t know about’ (ET2). She described the question on her form 

asking the young person if they are on the Child Protection register as ‘always a bit of 

a jolt’ for the client. As a result, she finds it necessary to broaden out the question 

posed in the form and draw out information from the young person over the first one 

or two sessions. 

 ET4 states that she may be more ‘active in helping him organize himself’ if a 

young person discloses his own risky behaviour, but that in her work she says ‘I don’t 

get into CP issues’ (ET4). ET1, ET2, ET5 and ET6 noted that In the case of clients with self-

harming concerns or suicidal ideation they have experience of carrying out work in 

parallel with mental health services and medical practitioners. Where clients have 

been referred to or from medical staff, contact between professionals is ongoing and 

close. ET5 described how she will follow up onward referral with the young person in 

the next session – ‘I’ll say, Did you get in touch with the nurse, and what happened 

there?’ (ET5). ET2 and ET5 described relationships with external clinical services as 

variable – ‘they don’t like giving too much information out – well some do and some 

don’t’ (ET2) and ‘I’ve had a CAMHS person say they [the client] can’t continue with 

you’ (ET5).  ET5 described having attended a professionals Safeguarding meeting 

about a particular client and having regretted it, she felt it had ‘damaged’ her work 

with the young person and that in future she would prefer to submit a written report, 

approved by the client, rather than attending in person. Liaison with and/or 

notification to social services were described by four therapists (ET2, ET3, ET5, ET6). In 

each case the client is informed if there is ongoing communication. 

 

Feedback and Respecting Confidentiality 

All therapists interviewed inform clients at the start that the work is confidential unless 

serious risk concerns are raised that the therapist feels need to be shared with another 

adult – ‘that [confidentiality] has been very important for lots of young people’ (ET1).  

Counsellors all expressed their intention to inform the young person before information 

was passed on to school staff. Although one therapist commented that ‘with children 

you don’t always have to tell them that you’re going to tell someone else, but I always 
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have’ (ET5) and another ‘I’ve never had to share information without a pupil’s 

agreement, but I can well imagine that happening…for their own safety’ (ET6).   

 The area of confidentiality is described as particularly sensitive in these 

therapist interviews and developing and maintaining the therapeutic alliance is 

perceived to be a slow process that hinges on trust. ET4 described her discomfort at 

being blamed incorrectly by a client for breaching confidentiality. The experience as 

described had clearly been distressing for both the client and the therapist and ET4 

explained how the incident had derailed a very sensitive piece of work, ‘It had been 

going at a very slow pace and it had taken time to build trust’ (ET4).  

 Four therapists never supply written feedback to school regarding their work 

with pupils – ‘schools are very loose places and there’s a risk of things getting lost’ 

(ET1). This therapist felt that if she wrote reports on students for the school, she might 

consider having to get their permission to do so. Other therapists comments about 

confidentiality included: ‘I worry about writing things down and how it might be 

interpreted in school who don’t know much about therapy’ (ET3), ‘Pretty much as little 

[feedback] as I possibly can’ (ET5), ‘I might have a conversation with a [Senior 

member of Staff]’ (ET6).  

 Two interviewees provide regular annual (ET2) or termly (ET4) reports to schools. 

These were considered to be records monitoring the service as well as giving some 

idea of what types of issues are being addressed in counselling. ET2’s report submitted 

to the SENCo documents use of the service rather than individual pupils’ progress in 

the work, while ET4’s report is submitted to the Head of Inclusion and gives a full 

account of her workload and ‘a big chunk on [each client’s] progress’, she also 

attends an annual meeting about the service with the Head teacher. She said she felt 

‘comfortable about confidentiality’ and ‘trusts the system’ (ET4). ET3 submits written 

feedback about the service, her workload and information on types of referral to her 

external organization rather than to the school. 

 Giving feedback to the individual members of staff, usually referrers, appeared 

to be quite complex for the therapists and was dealt with in several different ways.  ET6 

suggests to students right at the start that a small amount of verbal feedback to adults 

can be helpful to the work and if this is acceptable to the client he will give this, 

although he described being alert to the fact that ‘it can be tempting to give more 

than is needed’ (ET6). ET1 has a close working relationship with a senior leadership 

team member of staff and explains that there is no need for formalized feedback 

because ‘she know … if there are things she needs to know, I’ll tell her’ (ET1). She 

described how she would share information if a teacher ‘happens to understand 

something about a therapeutic relationship’ but that she would really aim not to in 

case confidentiality is breached. ET2 offers broad verbal feedback to the SENCo in 
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‘quite a top-level way’ (ET2). ET3 attends regular cluster meetings and will gather 

information from staff and also feed back verbally in these. ET4 described having been 

asked for feedback by a member of staff in an informal conversation and ‘I was a little 

bit surprised, I found that a little bit intrusive – I gave a very general reply’ (ET4). This 

therapist went on to describe the counselling service’s circumspection as ‘wanting to 

protect our work from the school environment’ (ET4). ET5 provides no written and very 

little verbal feedback on her work to staff and offers minimal verbal feedback to the 

Head of Department ‘I do [gather information] but it doesn’t go the other way. I’m 

mean with them! ... I don’t think I do [feed back]. I don’t feel I have to’ (ET5). ET6 lets 

the referrer know that the person is attending and gives verbal feedback to senior 

members of staff ‘depending on the particular individual’ (ET6). 

 Four therapists (ET1, ET3, ET5, ET6) said they had met with parents of clients 

when it was appropriate to the work. ET1 has contacted a parent with the young 

person’s permission after the work had begun when the referral was via the parent. ET2 

doesn’t usually talk to parents but would consider it if she felt it would benefit the work. 

ET3 arranges to meet parents/carers with the young person’s knowledge at the start of 

her work to supplement referral information but notes that ‘they don’t always turn up’ 

(ET3). ET4 has never involved parents and comments that ‘probably half of the kids I 

see their parents don’t know they’re coming’ (ET4). Along these lines ET5 says that the 

school sends out a letter to parents in Year 7 notifying them that there is a service 

available for all pupils’ use but does not specifically inform parents when children are 

using the service. This therapist might attend a meeting if a parent has come in to see 

a member of staff and the therapist feels that the young person’s issues are systemic 

and that a meeting would benefit the work. ET6 has seen parents when they are 

referring their own child and tells parents that he will let the young person know if a 

parent contacts him. This therapist doesn’t ‘invite information from parents’ and he 

finds he has to be alert to parents ‘fishing for more [information]’ (ET6). 

 

Focus of the Work 

Five therapists (ET1, ET2, ET3, ET5, ET6) described working with clients whose 

preoccupations do not match the school’s central referral concern, which are usually 

conduct related. For ET4, however, the school tends to have accurate information 

about pupils who are ‘of concern’ and have a sense of what experiences might 

underlie difficult behaviour. The reciprocal nature of school and client’s concerns was 

described by five of the six therapists (ET1, ET2, ET3, ET4, ET6). These therapists to varying 

degrees express their role as being to hold in mind the school’s aims for the therapy 

and helping the client make connections between the school’s concerns and what 

he wishes to talk about. For example: 
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 I don’t always stay with the school’s reason for referral but that’s where it 

 begins …and it does come back round. (ET1) 

 

 The themes come up and you stick with it if you think it’s relevant (ET2) 

 

 I’ll follow the client but there might be times when it would be useful to bring it 

 back to what the school thinks. Make a link, for example, between anger and 

 sadness. (ET3) 

 

The process of connecting the school’s concerns with the client’s preoccupations was 

described as a complex task by all the therapists, for example: 

 

 Welding the two [school and client concerns] can work but sometimes there’s 

 bewilderment on the part of the pupil. (ET6) 

 

ET1 and ET3 said that it is their aim to explicitly identify a focus with the client at the 

start of counselling but both also commented that the initial focus would not 

necessarily remain the focus in subsequent sessions. All six therapists were keen to 

communicate the client-led quality of their work. ET2 described her work as without 

explicit focus in the initial phase: ‘Not often actually, no. The focus just develops and it 

also changes from week to week and that’s fine’ (ET2), but she also said that, although 

she doesn’t have ‘an agenda’, she would return to the referral information if she ‘was 

losing them or it’s really getting stuck’ (ET2). ET5 described her practice as completely 

client-led: ‘No, I can’t say, I can’t know where it’s going to go; I work in a more client-

led way. I’ll obviously have a hypothesis in my head, but I won’t explicitly identify that 

with the client’ (ET5).  ET6 described the explicit identification of a focus with the client 

as more variable: ‘Well, I might do, if it’s fairly clear to me but again, it’s variable, it just 

depends’ (ET6) 

 Two therapists described the possible value of returning to written client 

information when work gets stuck, ET2 (who also may go back to referral information, 

as described above) and ET4 whose service has recently begun using the goal-based 

measures: 

 

 I don’t tend to bring it back to the initial assessment really unless we’re not 

 getting anywhere. (ET2) 
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 … when you’re a bit stuck and don’t know where you’re going you can use it 

 [GBOM] to refine a bit. (ET4) 

 

Challenges of the Initial Phase 

Three therapists defined the initial challenge as being to engage their new clients: ‘I 

find getting the client to engage the most challenging aspect…particularly as many 

of them expect some kind of direction and/or task’ (ET1), ‘Getting them to stay in the 

room…building a relationship and engaging them is the most difficult thing’ (ET3), 

‘Engaging them if they’ve been told to come’ (ET5). Along the same lines, ET2 

described a real obstacle as working with young ‘people who are not very 

emotionally literate…You often don’t get beyond the first few weeks with them. It’s 

trying to get through to kids who find it really difficult to talk and communicate, in such 

a way that they will continue to come’ (ET2). This therapist also commented that ‘you 

have to provide a real hook and if you don’t manage to do that then they won’t 

come’ (ET2). ET4’s emphasis was more on the challenges of helping the young person 

understand the difference between counselling and the rest of his school experience, 

‘Orientating the child is tricky… to realize this is something quite different from what 

else goes on in the school’. ET6 defined his main challenge as ‘making sense of 

something that initially doesn’t make sense’. The complexities of teasing out what is 

behind what is being said, and what’s not being said, were described by this therapist 

as a challenge he enjoys. His final comment in answer to the question about what is 

challenging during the first few sessions was ‘I do quite a lot of listening but I don’t 

allow there to be too much silence’ (ET6). 

 

The Final Phase of Casework 

Reviewing the Work 

These school-based therapists tend to use the natural breaks within the school year as 

end-points for established therapy, for example, ‘always [ending] ideally against the 

end of term or end of year’ (ET3), ‘following the rhythm of the school’ (ET4) and, for 

ET5, finishing at the end of an academic year avoids pupils ‘holding their breath’ over 

the summer holiday (ET5). The therapists identified their work as open-ended, in so far 

as they would be willing to continue working with a client for as long as he is willing to 

engage, including over more than one academic year. Despite this, however, check-

in conversations in order to review the length of a contract tend to be encouraged by 

the therapists in sessions every 6 weeks or so, once again following the school 

calendar. These conversations help ensure that sudden disengagement on the part of 

the client is avoided as far as possible. For therapists who have a defined initial 

assessment period (ET4) or offer a certain number of sessions initially (ET2 and ET1), the 
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first discussion around whether to continue or not will take place during a specific 

session (session 3 (ET4), session 6 of 12 (ET2) and session 4 of 6 (ET1)). ET2 said she felt it 

was useful to have 12 sessions in mind as an end point ‘it gives you a negotiating point, 

and a focus upon which you can decide whether to carry on or not’ (ET2). This 

therapist commented that the majority of her school-based clients finish at seven 

sessions. 

 For these therapists, reviewing the work with a client will be done in 

conversation during the planned final phase of the work and the therapists portray 

themselves as active during this period. The processes of ‘lots of looking back and 

reflecting on what’s gone before’ (ET4) and ‘summing up, summarizing’ (ET5) were 

described by each of the interviewees. In addition, specific points covered by 

therapists in the final phase are to ask the client directly where they feel the 

differences in their lives are (ET1, ET2, ET4, ET5, ET6), how relationships have altered (ET2, 

ET4, ET6), where they feel they’ve moved on (ET1, ET2, ET5, ET6), what difficulties they 

think they might have in the future and how they would try to address them (ET1, ET5), 

what’s happening more easily for them (ET6), asking them what they’ve got from the 

experience (ET5) and sharing what the therapist herself has noticed (ET5). ET3 

explained that in some cases she has had a final session with a member of staff and 

the young person together, in which they will review progress that has been made by 

the client and noticed by the adults.  

 In parallel to the ending process with the client, all therapists review their own 

case notes (ET1, ET2, ET3, ET4, ET5, ET6), return to their initial written assessment (ET2) and 

use supervision (ET1, ET4) to reflect on what has changed for the client and what still 

needs to be worked on. 

 The therapists described themselves as being always alert to signs of ending. 

The decision to end was described as usually initiated by the young person, and in 

ongoing work signs of approaching disengagement were identified as patchy 

attendance (ET1) a feeling of independence, of distance (ET2, ET6), ‘a certain 

staleness’ (ET6), practical considerations, such as three bank holidays in a row, 

exclusion, leaving the school abruptly, engaging with interventions outside school (ET2, 

ET3, ET5) and when the client has achieved what he wanted to achieve (ET1, ET2). 

Three therapists described initiating endings themselves in cases where they felt that 

the client was no longer gaining therapeutically from the work: ‘If I don’t feel it’s 

working…when they need a different type of relationship’ (ET1), ‘when you’ve 

reached a point where they may not be getting something from it’ (ET6) and ‘when 

they’re coming because it’s a nice thing to do rather than because they’re struggling’ 

(ET5). 
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 Collecting pupils from class themselves is not the norm for these counsellors. 

When clients begin to display signs of withdrawal from the process of counselling, 

therapists described different ways of following up on non-attendance. Three 

therapists described offering further sessions after client non-attendance that cannot 

be explained by absence from school. ET2, ET4 and ET6 write to pupils to remind them 

of session times and to encourage them to attend, ‘two shots’ (ET2), ‘a few times’ (ET4) 

and ‘by email…depending on the pupil’ (ET6) 

 Three therapists expressed their opinion that it is their aim to help the young 

person experience the final phase of work in positive terms. ET1 commented that one 

of her hopes for the therapy would be to give the client a ‘different experience of 

saying goodbye’, ‘a sense they can go away feeling that something’s been 

achieved’ (ET6), and ‘I’ve actually said to people I think of it as a success when 

people stop coming, although I’ll miss them, and they think, “Woah, that’s interesting”’ 

(ET2).  

 

Outcome Measures 

At the time of interview, none of the Emerging Therapists were using client self-report 

outcome tools in the final phase of their work.  ET1, ET5 and ET6 provide no written 

feedback to the school of any kind. These therapists inform the referrer or liaison 

member of staff that the work has been completed. For example, ET5 commented 

‘there seems to be a culture of [the counsellor] seems to make a difference, and that 

seems to be enough’ and ‘I say the work is done and ask her [senior staff member] if 

she can check it out around the school with teaching staff, how the young person is 

managing’ (ET1). It may be relevant to note that these three therapists are directly 

employed by their secondary schools, unlike the other three therapists in the sample 

(ET2, ET3, ET4) who work for external service providers and who are all imminently being 

required to use outcome measurement. 

 Two therapists had used measurement tools in sessions with clients in the past. 

ET1 had used SDQs in a previous post but didn’t think it was a helpful tool – she had 

concerns about the young people’s understanding of the questions posed and  ‘also 

they [young people] change from day to day, minute to minute’ (ET1). ET2 had 

previously used a scaling questionnaire that she felt was too generic and didn’t relate 

to the work that had been done ‘it just didn’t feel right’ (ET2). Her sense was that a 

unique ending form would need to be designed for each pupil, depending on what 

their initial concerns had been ‘which if I had time, I would do’ (ET2). For this therapist, 

the value of an outcome tool is as a ‘way of demonstrating the effectiveness of what 

we’re doing to the school’ (ET2). The GBOM, discussed in ET4’s interview and currently 

being introduced by her service, does represent an individualized measuring tool and 
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perhaps addresses the concerns expressed by ET2. ET3’s service has recently devised a 

‘service evaluation form’, which the client will be asked to complete at the end of the 

work during the final session. The form will include opportunities for the client to 

describe their own progress and to offer criticism and praise of the service. ET2 

‘sometimes’ asks clients to complete a service evaluation form and each of ET4’s 

clients compete a form evaluating their experience of counselling (Chi-Esq). In ET4’s 

service the SDQ is administered before she sees the student but she isn’t involved in 

administering it at the end. ET3 and ET4 complete their own end of therapy form 

(HoNOSca13 and a service-devised End of Treatment form), which is used for 

monitoring purposes by their services but not given to their schools. 

 

Experience of Loss 

‘I tell them You can stop when you want to stop, it just helps if you tell me’ (ET2), but 

when the ending comes suddenly and is unplanned for, two possible responses by the 

young person are described, also by this therapist:’ I might get a message saying “I 

ain’t going no more” …or they might come and say “Actually I’m not really into this” 

and that’s the last session’ (ET2) and ‘others drift in and out and some will use you 

when they need to and then will just disappear from the scene’ (ET6). 

 Ensuring that the ending is planned is a concern for this sample of therapists in 

their work with this particular client group. ET6 expressed his concern that when pupils 

stop coming and decline his invitations to return ‘it doesn’t just disappear into the 

ether, I hope it doesn’t, I think I’m aware of who needs to be notified’ (ET6) The 

comment seems to point to his feeling that the end of a therapy needs to be 

acknowledged somehow, even if it is not possible to do so with the pupil himself.  

 Two therapists described how some young people find it hard to know how to 

initiate the end of therapy and have feelings of guilt or fear of hurting the therapist’s 

feelings, ‘they don’t want to upset you … and you have to get through that veneer’ 

(ET6) and ‘sometimes people feel guilty about stopping’ (ET2). In addition, the client 

response to the loss of therapy can be enacted; ET5 commented that ‘sometimes 

when I suggest ending they come back the next week terribly unwell emotionally to 

show me they’re not all better’ (ET5).  

 All of the therapists stressed the importance to them that the client should have 

internalized something good by the end of their counselling work: ‘Planned endings 

help the client have an experience of a “good enough” ending…it’s something I hope 

the client can take with them when they leave’ (ET1), ‘Have I allowed them to 

                                            
13 Health of the Nation Outcome Scale. 
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internalize that strength?’ (ET5), ‘I want them to leave with something’ (ET6) and 

‘…providing them with an internal sense of a good object’ (ET3). 

 ET5 suggests that some clients are reluctant to acknowledge changes that 

have happened because of their sadness at the loss of the therapy, and she feels it is 

important to tell pupils that ‘we’re all a work in progress, there’s never a point where 

we can say we’re done, we’re fixed’ (ET5). This therapist also commented ‘The 

problem is an ending isn’t a real ending because they still see me around [school]’ 

(ET5). 

 The therapists make a point of informing clients that they are welcome back at 

any time in the future and four (ET2, ET3, ET4, ET6) offer review sessions to clients after 

the end of the work on a case-by-case basis. Two noted that these appointments are 

not always taken up by pupils (ET2 and ET6). 

 

Challenges of the Final Phase 

Three therapists expressed their own experiences of loss keenly in the interviews when 

asked what they find challenging about the ending phase of their work, ‘Actually 

saying goodbye…’ (ET1), ‘Managing the sense of loss and my own feelings and issues 

around loss’ (ET3) and ‘I’m rubbish with endings … I don’t know when to end … 

knowing how much is enough … you could just continue and go on forever’ (ET5). 

Feelings of guilt and anxiety were expressed by three therapists about what the future 

holds for these young people: ‘… and not knowing how my clients get on with their 

lives’ (ET1), ‘… the sense of guilt, and not knowing where they’re going on to’ (ET3) ‘the 

anxiety I carry about what will happen to them next’ (ET4).  

 For some therapists, discomfort around the ending seemed to be related to not 

having a clear idea of what had been achieved in the work, of not knowing if more 

could have been done or if what had been done was enough: ‘working out how it 

helped, pinning down what it is because it’s relationship based’ (ET2), ‘knowing for 

myself that I’ve done enough’ (ET5) and ‘just knowing if I’ve got it right or not’ (ET6). For 

the therapists in this sample the ending of casework with pupil-clients is threaded 

through with a sense of sadness, uncertainty about their own professional 

competence, and how whatever has been achieved can be built upon in the future.  

 

The interview sample discussed in this chapter was comprised of six therapists each 

with fewer than six years’ experience of working with young people in schools. Their 

interview responses add to the small knowledge base that exists about the process of 

developing as a psychodynamic practitioner. The therapists are still strongly 

connected to their core training but describe areas of their practice that they are 

willing to adapt to better fit with their client group and areas that they find 
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challenging, including how to interpret their neutral professional role with regard to 

relationships and systems within the school context. 

  

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

126 

Chapter 8  

Senior Therapists’ Practice Experiences 

 

 
Introduction  

Melanie Klein extended Freud’s psychoanalytic concept of ‘splitting’ to describe the 

earliest defensive manoeuvres of the ego (Klein, 1946). Managing the tensions 

generated by holding opposing positions or views in mind is a feature of more mature 

thinking, where splitting, as described by Klein, is not resorted to. The position of the 

psychodynamic school counsellor, with one foot inside the maelstrom of school life 

and the other securely on her psychodynamic foundations, brings to mind this 

psychological task. In addition to finding her own appropriate position ‘in-between’, 

school counsellors are presented with other opportunities in the education context 

and by the adolescent client to manage ‘splitting’.  

 The school-based counsellor often has to work hard to overcome the pupil-

client’s view of her as an ‘undercover operative’. For many pupil-clients their 

perception of the counsellor, at least initially, is that she is aligned with the 

authoritarian values of the school system and/or the (frequently) anxiety-provoking 

networks of health and social services, whilst professing at the same time to have the 

young person’s welfare at heart. The therapist’s struggle to integrate these apparently 

contradictory positions in the pupil’s mind is also played out in the work. Within her role, 

the therapist is accountable to her employer - the school hopes for more settled pupils 

and may only continue to employ her if she is seen to achieve this aim. Simultaneously, 

however, as a psychodynamic counsellor she works to a client-centred model and her 

central purpose is to offer a space to her client for free exploration without agenda-

driven expectations. In cases where the school is anxious to improve the pupil’s 

relationships with authority or learning, the counsellor can choose to hold the school’s 

aims for the therapy In mind as well as the young person’s during the work, and she will 

think carefully about how clinically appropriate it is to be explicit with the client about 

doing this. In other words, she is aware of both her employer’s and her client’s needs, 

and how she works with these in the counselling room will be an individual practice 

choice. The young person’s transference to the therapy will be important information 

for the counsellor and, as part of the relationship-building process, the therapist may 

also consider how best to position herself in the young person’s mind. She can 

encourage the client’s perception of her as part of a wider school support network or 

she can allow him to see her as entirely independent of the school system.  
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 Whilst managing these potential splits, the therapist also needs to hold in mind 

the dangers of setting herself up against the other interested adults in the young 

person’s life. The central importance of the one-to-one working relationship in 

psychodynamic therapy means that parents/carers and school staff may imagine that 

the counsellor is ‘siding’ with the client against them. Within her client-centred model, 

the therapist calibrates her work with each individual client, thinking how best to 

position herself alongside his family and school rather than in opposition to them. 

 In addition, if the work is to be effective and meaningful, the minds of the 

counsellor and the client should meet on some common ground. The counsellor 

arrives in the room with her theoretical framework and her commitment to therapy 

whilst the client often comes with a deficit of emotional literacy and, often, with a 

strong ambivalence about the work. How the counsellor manages the integration of 

these two conflicting sets of experiences in a way that promotes a working alliance is 

an important part of the first phase of the therapy. The school-based therapist can 

choose either to stand by her model’s clinical practice traditions and draw the client 

to her, or she can take herself to where the client is psychically, trusting that her 

specialist psychoanalytic thinking will emerge in the process.  

 Five Senior Therapists, all women and each with more than six years’ 

counselling practice experience (ranging from seven to 23 years), were interviewed 

between March 2011 and November 2012. The interviewees are coded ST and 

numbered 1 to 5 for clarity. Two of the therapists were unable to attend face-to-face 

interviews so written answers were supplied. Written responses were considerably 

briefer than those in which interviewees had an opportunity to talk.  

 As with the Emerging Therapist sample in Chapter 7, an important topic in the 

interviews with school-based Senior Therapists was the application of the 

psychodynamic approach in the education setting.  The topics and sub-topics 

indexed in Table 8.1 coincide with those in the Emerging Therapist interviews.  

 

Table 8.1 Index of Topics and Sub-Topics Examined in the  

Senior Therapist Data Analysis 

THE PSYCHODYNAMIC APPROACH IN PRACTICE 

 

THE INITIAL PHASE OF CASEWORK 

Referral 

Assessment 

Client Self-Report Forms 

Identifying Risk 
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Feedback and Respecting Confidentiality 

Focus of the Work 

Challenges of the Initial Phase 

 

THE FINAL PHASE OF CASEWORK 

Reviewing the Work 

Outcome Measures 

Experience of Loss 

Challenges of the Final Phase 

 

 

The Psychodynamic Approach in Practice 

All of the Senior Therapists identified themselves as working within a psychodynamic 

model, for example; ‘A psychodynamic base’ (ST4), ‘I use a psychodynamic/ 

psychoanalytic way of thinking to inform the way I work’ (ST1), ‘A psychodynamic 

model, working with the transference relationships and relationships in terms of internal 

objects’ (ST3).  

 When asked if they adapt their practice to the context in which they work, 

therapists made the following comments, for example: ‘Yes, the setting is so hugely 

important’ (ST1), ‘Throughout the years I have modified and adjusted my work to the 

young person and especially to the setting’ (ST2), and ‘You’re more active in 

engaging your patients in non-clinic based work’ (ST3). In their school-based work, all 

the therapists aim to see clients once a week for 50 minutes or the length of a lesson, 

working around the school timetable and the pupil’s academic commitments. ST1, ST3 

and ST4 will see clients for half an hour or so initially if that is what the pupil is best able 

to manage. As well as adapting their practice frame to the client’s needs, adapting to 

the organizational system was seen as essential: ‘It’s important to work with the school 

system and not impose a structure other than the school’s’ (ST1), ‘…adjusting to the 

school timetable and the pressure of the waiting list means I have adapted my model’ 

(ST2) and ST3 who works in two secondary schools with contrasting organizational 

cultures (described by her as ‘rigid but thoughtful’ compared to ‘less well-organized 

but responsive’), commented, ‘They both work [in relation to the counselling service], 

one not better than the other, but different’ (ST3).  

 As well as modifying their practice frame to the setting in which they work, 

these therapists consider teenagers to be a distinct client group requiring a particular 

therapeutic stance. The practitioners stressed their flexibility and the active style of 

their current approach, developed over years of working with teenagers. The 

therapists commented: ‘It’s an engaged, interactive model. I believe very strongly in 
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working hard to engage the young person’ (ST1), ‘I’ve found a way of working that is 

much more active … conversational ... even educational’ (ST2), ‘I’m more engaging 

of the students in a more proactive way’ (ST3) and ‘I use creative strategies to 

connect and become more in-tune with my clients’ (ST5).  Although more than a 

decade ago, for ST1 memories of being a new therapist are still vivid and she 

described her transition into working as a school-based therapist as ‘very difficult … 

very anxious-making’ and that she had felt ‘quite out of her depth’ in her school 

placement during her psychodynamic psychotherapy training (ST1). This therapist 

described her relief at attending a lecture by an experienced specialist child and 

adolescent practitioner during her first year as a counsellor in which she ‘was freed up’ 

(ST1) by learning that: 

 

 You have to reach out to adolescents in a way that you don’t necessarily 

 need to do with adults – it’s a different approach, a more active way of 

 seeking them out. (ST1) 

 

This therapist works hard to develop a visible presence around the school. She makes 

presentations at parent evenings about the service, gives information about the 

service to Year 7 pupils and their parents at the start of their secondary school career 

and talks about counselling to pupils in assemblies and classes. She says ‘It’s important 

that the pupils have heard my voice before they come [to their first session]’ (ST1). ST3, 

who shares her office with a medical practitioner, says ‘the advantage of being onsite 

for a long stretch of time is that you have a lot of conversations [with staff]’ (ST3) and 

for ST5 information is given half-termly to staff about ‘pastoral protocols and what the 

[counselling] service is about’ (ST5). 

 ST4 said ‘…young people can be less forthcoming and sometimes I have to be 

creative, for example, using metaphor or art’ (ST4) and ST5 uses narrative writing, art, 

film as well as music to facilitate her work. The other Senior Therapists interviewed have 

a less extensive range of creative resources available: writing and art materials (ST1, 

ST2, ST3, ST4, ST5), and modeling materials and sometimes toys for use with the younger 

secondary school clients (ST1). Genograms and family maps are commonly used (ST1, 

ST2, ST3 and ST5) and, where they feel they are clinically relevant, three also use more 

structured exercises such as ‘CBT-type tools’ (ST1, ST2), picture prompts and past and 

future timelines (ST5), as well as the Six Part Story Method (ST2), a narrative-based 

assessment tool. These resources are worked with in a psychodynamically informed 

way, ‘anything I do is informed by psychodynamic ideas’ (ST2) and are considered 

useful for pupils who are ‘more concrete thinkers’ (ST2). ST1 describes how her style of 

practice may be modified even over the period of a session: ‘I may use CBT type tools 
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at the beginning of a session as a way in and then move to a more psychoanalytic 

way of thinking later in the session’ (ST1). 

 Overall, the therapists describe themselves as non-directive but as active and 

responsive to what they think the client can best make use of: ‘I try for it not to be 

directive. I would say by and large it’s non-directive but there are times when you 

need to be clear’ (ST1), ‘I would say non-directive although sometimes that’s difficult’ 

(ST3) and ‘Mainly non-directive, though that might not always fit with what the client 

needs’ (ST4). The importance of the therapist’s engaged curiosity and of the process 

as a shared pursuit was also evident in the responses: ‘I try to be an “enlivening 

object” but not in a kind of manic way’ (ST1) and ‘I ask the client if they want to work 

in a certain way or another… and also, for example, if they want to be picked up from 

class when they ‘forget’, I give them the choice and I do what we agree’ (ST2) and 

ST5 identified ‘reciprocity’ (suggesting cooperative exchange) as an important factor 

in sustaining young people’s engagement in the process.  

 Much like the Emerging Therapist sample, the Senior Therapists described their 

practice style as respecting and addressing their clients’ current developmental 

reality: ‘you mustn’t be rigid, you need to be free enough to ask questions, share a 

joke, be prepared to meet the young person where they are at’ (ST1), ‘sometimes I use 

humour…sometimes even educational resources because I believe that young 

people need information’ (ST2), ‘sometimes [being non-directive] becomes difficult if 

there are exams, deadlines or a student leaving school when you want to sort things 

out, and you might be a bit more focused in the work’ (ST3).  Respecting the need a 

young person has for thoughtful adult ‘guidance’ at the same time as they are 

exploring their own independence was highlighted in two comments made by ST4. 

This therapist, when asked what in her view helps sustain young people’s participation 

in therapy, answered: ‘That they believe I understand and can point them in a positive 

direction, even if I am non-directive!’, whilst also noting that: ‘Autonomy is important at 

this age…allowing them “control” in terms of attendance and direction’ (ST4). 

 Two of the six Senior Therapists referred to the use of silence in their work with 

young people and both expressed clear feelings about its usefulness, particularly at 

the start: ‘I believe strongly that just sitting silently with a young person isn’t going to get 

me anywhere’ (ST1) and ‘Gone are the days when I sit silently in the room, unless I 

have had a good chunk of work with a student and they know me and I know them, 

so the silence doesn’t become so persecuting…’ (ST3). 
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The Initial Phase of Casework 

Referral 

The therapists interviewed either receive written referral information from their school 

contact and/or attend a referral meeting at school. Student self-referral is possible in 

all of these service contexts but less commonly used than the staff-supported referral 

route. A drop-in service was offered by one of the therapists daily during break times 

(ST5) and ‘not officially’ by another – this therapist commented ‘if my door is open they 

can come and ask me to fit in a meeting or they bring a friend who they say wants 

counselling’ (ST2). A drop-in facility had been discontinued by another service (ST1). 

On this point, ST1 commented that her experience had been of negative 

consequences for clients when they had accessed therapy in crisis and without 

suitable preparation (see also comments by ST5 about boundaries between pupils 

and school staff in the section Feedback and Confidentiality). Being on-site for much 

of the week was seen as an advantage for four of the therapists (ST1, ST2, ST3, ST5): ‘on 

paper the information [provided by the school about the pupil] may seem sparse or 

minimal’ (ST3) or ‘patchy’ (ST5) but is supplemented by networking and conversations 

with other involved adults. ST3 commented that the ‘school might know a lot about 

the student within school but very little about their life outside’ (ST3). Again these 

therapists commented on the variable quality of referral information, depending on 

the student, the member of staff and the school organization itself. ST4 commented 

that the referral information is ‘appropriate though brief’ with the assumption being 

that more information will be gathered by the therapist in the first session. ST2 

commented that referrals to therapy are ‘not always suitable’, for example, because 

the school wishes to ‘justify an exclusion’ or the student has a severe learning disability 

and may not be able to access counselling. This therapist however sees her own role 

as a consultant to the school in these types of referrals – ‘In my view though they are 

appropriate because … they are asking my professional opinion to see what else can 

be done, what might be appropriate for that child’ (ST2).  Two therapists described 

having to work with ‘last minute’ (ST2) or ‘more reactive’ (ST3) referrals when 

background information about the student is incomplete and the client is unprepared 

for the work, when ‘you really have to think on your feet’ (ST3). Although ST3 also said 

that in one of the two schools she works in there is ‘lots of thinking around the referrals’. 

ST1 commented that although ‘behaviour’ is often a cause for referral to counselling, 

school staff are usually aware of the underlying emotional issues.  

 Reasons for referral mentioned by therapists during the course of the interviews 

included ‘the whole range’ (ST2), anxiety/stress (ST4), self-harm (ST1), behavioural 

difficulties/conduct disorder/anger (ST1, ST2, ST3, ST4, ST5), withdrawn behaviour (ST3), 
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family relationships (ST1, ST4, ST5), trauma (ST1, ST3), self-esteem (ST4) and 

bereavement (ST5). 

 

Assessment 

Four of the five Senior Therapists identified a distinct assessment period during the initial 

phase of their work. Four of the five therapists interviewed work for services that offer 

open-ended counselling, but choose to frame an initial assessment period of between 

one and four sessions. ST2 makes a point of outlining the structure of the first phase to 

her client, explaining in the first session that there will be two assessment sessions in 

which she will be more actively asking questions to gather information (ST2). ST5 

considers the first session an assessment and ST4 treats the first 1 to 3 sessions as a 

distinct assessment period. For ST3 the very first meeting may be a short three-way 

meeting with a trusted member of staff ‘like a handover and to explain what the 

referral is for’ (ST3). The assessment period following this comprises the first 3 or 4 

sessions because ‘adolescents find it less threatening when you frame the work’ (ST3). 

Although ST1 describes the first meeting as a ‘consultation session’, she prefers ‘not to 

feel confined to one or two sessions’ for assessment. ST1 stressed the importance of 

taking as much time as is needed, commenting on the ‘potent therapeutic 

experience that the assessment process’ can represent (ST1). 

 In addition to gathering information from external sources, these therapists 

actively elicit relevant information from the client in the first period of work. There are 

some areas that all of the therapists specify as important to consider during the first 

session - finding out why the young person thinks he is attending and/or sharing 

reasons for attending given by the referrer, gauging the client’s level of motivation, 

working to engage him, gathering information about relationships at home and at 

school, and establishing whether or not counselling is the right intervention for the pupil 

at this time. On this last point, ST3 highlighted the importance of her early assessment 

of how suitable counselling is for the pupil even within the parameters of her own 

responsive practice style: ‘sometimes you have a clear impression in the first session 

whether this person can make use of it, or whether a more practical approach, hands-

on approach might be more useful…it might not be the right time for this kind of work’ 

(ST3). 

 In addition to the areas of assessment common to all the Senior Therapist 

respondents, during the interview four of the therapists revealed to me a particular 

quality to their work in the first period. This seemed to be an expression of the 

therapist’s individual style, as well as representing some of the ways engagement with 

the counselling process is supported in their work with young people.  
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 ST1 emphasized the way in which she tries to encourage the young person to 

‘mentalize’, for example, asking him ‘what he thinks was in the mind of the person who 

referred him’ (ST1). In addition, this therapist also said she would gauge ‘capacity for 

insight’ by offering an interpretation or a transference comment during the first session 

to find out how this was received, ‘you need to show and encourage curiosity, show 

them that you really want to know about them’ (ST1). The therapist’s warm curiosity 

and active exploration and her role in presenting opportunities to pique the client’s 

interest in himself and in new ways of thinking are what underpin the first phase here. 

 ST2 considers it important to explain ‘how counselling works’ and to be clear 

about how this relationship differs from others that they will have had with adults. This 

quality of ‘openness’ was reflected in several aspects of the two assessment sessions 

as she described them, for example, ‘I actually often read to them the referral form’ 

(ST2), her clients sign a written contract agreeing terms of the work and the number of 

weeks they will work together, and at the end of the second session this therapist 

explicitly shares her formulation with the new client, ‘I think giving a clear picture helps 

them to engage’ (ST2). ST2 was the only therapist in the sample to describe doing 

these three things. With some clients, at the end of the assessment period this therapist 

also may make a ‘clear version’ (ST2) of the original genogram drawn by the young 

person for herself and the client to refer to in subsequent meetings. This therapist’s 

emphasis is on clarity of purpose with regard to the therapeutic task. 

 ST3 occasionally may have a short ‘handover’ meeting with a trusted member 

of staff and the young person - ‘I find this very important…the school staff member is 

sort of in loco parentis and is someone the student trusts’ (ST3). When describing the 

assessment phase, this therapist finds it helpful to ‘bring the outside in’ by explicitly 

referring to people she and the client both know in order to establish common ground 

and to generate material to explore. ST3 commented ‘it [the assessment period] starts 

off like an ordinary conversation and then gradually the work becomes something 

different’, elsewhere in the interview this therapist said in the first session ‘I tend not to 

use the word therapy, I call it individual support’ (ST3). This therapist’s emphasis initially 

is on her position as part of a network of support within the school, normalizing the 

encounter by positioning herself within a familiar system or frame in order to orientate 

the young person to the work.  

 ST5 uses a wide range of resources in her psychodynamic work, including 

during the assessment phase. For example, she finds picture resources ‘useful tools’ in 

order to ‘make connections’ with the young people during the assessment session. This 

therapist’s internalized routine for assessment includes a relationship triangle – home, 

school, friends - which she refers to as ‘the triangle of insight’ (ST5). ST5 focuses during 

the assessment session on the client’s attachment relationships ‘to get a sense of their 
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belonging and identity’ and uses ‘creative strategies to connect and become more 

in-tune with’ her clients (ST5). Art, film, time-lines (to create a personal history and to 

explore the client’s future), music and story making are all part of her psychodynamic 

‘tool-box’. She notes too that resources need to be used sensitively ‘I feel it’s important 

to be mindful of the maturity and self-image of the young person … in which they feel 

safe enough to share’. This therapist’s emphasis is on creative collaboration to explore 

significant relationships and the client’s own sense of self.  

 

Client Self-Report Forms 

Four of the therapists (ST2, ST3, ST4 and ST5) use client self-report forms in the first phase 

of the work in the room with the client. ST1 completes service-devised paperwork after 

the session based on what she has gathered from the client. 

 ST2’s service has chosen to use the 34-item CORE-OM form (adult version), 

having decided that the shorter 10-item version (CORE-10) and the young person 

version (CORE-YP) were not comprehensive enough. The therapist finds this form 

clinically ‘very useful and helpful’ but does ‘have to explain to them [the client] that 

the language may be a little difficult and strange, so let’s go through it together’ (ST2). 

ST3 uses the GBOM and SDQ forms when clinically appropriate - ‘you play it in the 

room as it happens’ (ST3). The SDQ can be helpful in her view in the first session with 

pupils who are more difficult to engage. The GBOM is more challenging and ‘might be 

a very long process…which I try to do in the first three sessions.’ In this therapist’s view 

‘the GBOM is a very useful tool, particularly if we lose track a bit a few months down 

the line’ (ST3). ST4’s service prescribes use of the Wellbeing Indicator (a tool developed 

by the University of the West of Scotland, which is subject to ongoing review and 

updated regularly), which allows her to get a ‘fuller picture’ of the client, which she 

comments is ‘useful for the client’ as well as for herself. However, she notes that ‘the WI 

could be shorter’ (ST4). ST5 uses the client-version of the Strengths and Difficulties 

Questionnaire, which she finds ’very useful’ and notes that ‘all students complete the 

SDQ and are comfortable completing it’ (ST5). For this therapist the value of the form is 

its role in ‘highlight[ing] emotional issues as the concern’ when students have been 

referred to counselling for behavioural difficulties.  

 None of the client self-report forms are shared by these counsellors with the 

school. 

 

Identifying Risk 

ST1 described herself as ‘more directive around CP issues’ and the need for clarity 

might mean she makes comments to the client ‘like that doesn’t sound very good for 

you’ or ‘that doesn’t seem like the best way to manage the situation’ (ST1). During the 
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period of assessment, forms concerning this therapist’s perception of the client’s risk 

factors are completed outside the room and ‘might need to be acted on or just need 

to be mindful of it’ (ST1). If, at the end of assessment it is felt that the school 

safeguarding officer needs to be informed of potential risk, the client may also at that 

stage be referred on to Social Services or external mental health services, but often 

counselling at school continues. ST1 expressed her concern that lone counsellors in 

schools should refer complex cases on to CAMHS because there are times when ‘a 

young person needs to enter the mental health system’ (ST1), but also that in her view 

in-school counseling ‘can be a good preparation for complex cases before they enter 

clinical services’ (ST1).  ST2 explores risk factors through conversation in the first two 

assessment sessions and by working through the CORE-OM form with the client. 

Depending on the child, the presentation and the unconscious communications, in 

her first session, she says: 

 

 I let them know that adolescents are at risk by definition because of the way 

 they need to experiment with things. I explain in detail that if they tell me they 

 are doing something risky I will try to work with them because there’s no point 

 in reporting it or raising the alarm if actually they may still do the things that 

 are risky. (ST2) 

 

ST3 explores risk factors with the client ‘here and now in the session... I ask directly at 

the right moment if I have a feeling that there may be some chance [of risky 

behaviour]’ (ST3). Like ST5, for whom risk is addressed ‘through discussion’, ST4 

comments that risk is addressed ‘through discussion and verbal negotiation’ and 

onward referral to clinical mental health services ‘will be made with the client’s full 

knowledge and permission’. 

 

Feedback and Respecting Confidentiality 

All of the therapists give generalized verbal feedback to the professionals in-school 

and externally who are involved with their clients when they consider it clinically 

appropriate. These therapists will pass on information about child protection concerns 

to the Safeguarding Officer when necessary and, if necessary, without the client’s 

explicit permission, for example ‘I am not able to discuss the case [with anyone] 

without the student’s consent, unless of course there are CP concerns’ (ST5). In 

agreement with the young person, ST4 will ‘not normally’ feed information about the 

client back to the referrer during the course of therapy ‘unless circumstances dictate’ 

that she should, and she submits a closing letter to the referrer ‘summarizing how many 
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sessions have been attended and, if agreed [with the client], the theme of the work’ 

(ST4).  

 ST3 considers herself an important member of the network around the young 

person and gives ‘a more digestible version’ (ST3) of her formulation verbally in the 

weekly Referrals Meeting at school. This therapist also keeps in contact with key school 

staff (the school nurse, the Head of Year, the referrer and the SENCo, for example) via 

Informal conversations and emails - ‘networking is very important, to keep people in 

the loop. Not just that they [clients] are referred and they [the school] don’t get any 

feedback’ (ST3). Confidentiality is promised to the pupil as part of the contract, and 

what ST3 shares with staff is generalized feedback - ‘I might email the Head of Year 

saying that this person is not in a good place or is fragile’ (ST3) and ‘when possible I ask 

the student’s permission but sometimes it doesn’t happen or it’s not that important, if 

it’s about coursework of something’ (ST3). Ongoing verbal feedback is given when 

requested by school staff and other professionals in the regular Referrals Meeting as 

the work continues. In this therapist’s view, her own judicious feedback to the referrer is 

an important part of the system of support around the young person because ‘it 

provides [the school with] a different way of thinking about the symptoms’ (ST3).  

 ST1 prefers to formally obtain parental consent for pupils in Year 7 and 8 who 

are accessing counselling. For this therapist one of the purposes of therapy for these 

younger secondary school pupils is ‘to try and help the child re-attach [to the 

parent/carer]’ (ST1) and her view is that ‘developmentally at that age they aren’t as 

worried about confidentiality and at that age we may need their parents to be 

engaged’ (ST1). ST5 says ‘At the beginning I inform parents/carers of the process and 

they are given information regarding the counselling service which addresses 

confidentiality’ (she does not specify if this applies only to younger students). Like ST1, 

ST2, ST3 and ST4, with the client’s consent, ST5 may choose to meet with parents/carers 

‘to gain an insight into home life and family dynamics’ (ST5). Like the other Senior 

Therapists no written feedback is given to the school by ST1’s service but ‘very general’ 

verbal feedback is given to the referrer. All paperwork is held by the counselling 

service and can be revisited in the case of re-referral. 

 The terms of privacy for ST2 are broadly the same for each client, 

‘fundamentally everything we talk about is confidential, content and so on, unless 

they tell me they are at risk’ (ST2) but she keeps detailed records for her own 

information of the way in which she has described confidentiality to each client, 

suggesting that she may alter it for individual pupils. ST2 comments ‘In terms of 

confidentiality, it has to be a little more flexible in school – I explain very clearly what 

they can expect’ (ST2). The terms of confidentiality offered by this therapist are only in 

relation to school staff and parents, however, because the service is allied to external 
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statutory mental health provision. The therapist expressed a great deal of discomfort 

about the way in which, because the service is also part of the NHS, ‘the client (and 

the parent if the client is under-age) has to sign a paper to give consent to put their 

records on [a central database]’ presenting ‘a big dilemma … because 

confidentiality can’t be kept’ (ST2). 

 ST5 expressed anxiety about the level of feedback expected from staff in her 

school, ‘I constantly find confidentiality a concern in as much as staff would like me to 

share with them more than I can’ (ST5) and described how an important aspect of her 

work is to regularly remind school staff of the privacy aspect of therapy. She 

expanded, describing her concerns about role boundaries and containment in the 

school more generally:  

 

 I do have concerns around boundaries and confidentiality. Some members of 

 staff will avail themselves as the counsellor to students, they’re happy to listen 

 to students, which is good in one sense, but concerning in another in as much 

 as disclosures and concerns are not being shared appropriately. (ST5) 

 

Focus of the Work 

All of the therapists responded that they have experience of the client’s concerns not 

matching with the school’s reasons for referral: ‘No, they often don’t match’ (ST2), ‘The 

mis-match occurs when the young person doesn’t feel “heard” in the system’ (ST1) 

and a mismatch occurs when clients are sent ‘for anger management’ (ST4). ST5 said 

that the client’s view on how he can use therapy ‘sometimes, although not often’ 

matches with the referrer’s (ST5). Like ST5, in instances when the young person is 

exploring underlying emotional issues around disruptive behaviour, ST3 describes how 

feedback to the school is ‘helpful’ because such a situation can cause ‘tension’ in the 

wider school context: ‘If they’re getting worse, for me it’s like “Ah, something’s 

happening”, but for the school it doesn’t feel like that’ (ST3). Through close 

communication with staff, ST3 works hard to make sure that ‘The school knows that if 

you address the underlying issues then the acting out or disengagement from learning 

will get better’ (ST3). 

 Three of the Senior Therapists aim to explicitly identify a focus to the work during 

the initial period (ST1, ST2, ST3). As part of the assessment, ST2 explains to the pupil that 

they will decide on a focus together at the end of the second meeting. If by then, the 

client is unable to identify any area on which he feels able to work, this therapist will 

explicitly share the school’s concerns. ST3 uses the client’s input on the Goal Based 

measure as a basis for the focus ‘if at all possible’ (ST3). And, when the intervention is 

expected to be short term: 
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 We might work in a more focused way and spell out the aims, for example, 

 with a young person in year 11. So, if other things some up they might not be 

 addressed as you would do in longer-term work. When the therapy is more 

 directive it will usually be about the school aims, which is always ‘better 

 learning’…let’s try and look at this together. (ST3) 

 

On the topic of focus, ST1 says: 

 

 Generally there will be a focus at the end of the consultation session or 

 sessions … This is what you want to think about … so maybe over the next few 

 weeks we can explore that a bit more. (ST1) 

 

For all the therapists a focus is eventually found, ‘I find it evolves’ (ST5) and ‘it takes 

some time for the client to work out why they’re here and what they might like the 

outcome to be’ (ST4). For each of these therapists the central focus is ideally identified 

by the client (with or without the therapist’s active help), but directly addressing the 

referrer’s aims is also seen as a key task for three of the interviewees (ST1, ST2, ST5). ST1’s 

view is that the school’s concern  ‘has to be acknowledged and worked with at some 

stage’, if this isn’t done, in her opinion: 

 

 … the danger is that you, as the therapist, collude with the split and do not 

 help your client move from more paranoid schizoid functioning to depressive 

 position thinking. (ST1) 

 

At the same time, however, ST1 commented that holding the ‘tension’ between the 

referrer’s aims for the therapy and the way the client is using the therapy can be hard 

for the counsellor to bear ‘and she has to work hard for this pressure not to intrude into 

the work’ (ST1). ST2 aims to bring together the hopes for the therapy of both parties 

‘Obviously my role is to bring the external and internal together, because the school is 

employing us’ (ST2), and ST5 said the focus in her work are both the referrer’s and 

client’s concerns ‘together and separately’. When the therapy is likely to be a short 

piece of work, ST3 describes herself as more likely to identify a focus to the work and to 

bring the client’s experience of school explicitly into the therapy: ‘I also bring the 

school into the transference sometimes rather than me, that can work better, 

especially if it’s going to be short-term work’ (ST3). 

 Once the client has committed to the work, the focus recedes but is held in the 

therapist’s mind: ‘I follow the client’s lead and keep the focus in the back of my mind’ 

(ST1) and ‘The goals are identified and put away. I guess they are always at the back 
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of my mind’ (ST3). ST2 who has a relatively formalized routine for the assessment period 

alludes to the non-directive quality that characterizes the ongoing sessions she offers: ‘I 

try to do that [concentrate on the initial focus] but I’m not that good at being so rigid. 

I will let other issues come in’ (ST2). Given that the length of therapy is fairly short 

‘usually a school year’, ST3 considers it ‘important to focus on what they came for’. 

 

Challenges of the Initial Phase  

Lack of preparation of the student for the first meeting was identified as a challenge 

affecting the first phase of the work by two therapists (ST3 and ST5). This ill-

preparedness may be through either a general lack of knowledge on the client’s part 

about what counselling entails or because there is a lack of thinking on the staff’s part 

around the individual client. ST3 said that connecting with ‘someone who doesn’t 

know about therapy or what therapy is…Initially I feel a lot of that pressure, in trying to 

convey that I have something valuable to offer’ (ST3) and ST5 said ‘the lack of 

information supplied and sometimes the student may be unaware of the referral. I’ve 

found that some staff refer as a “knee jerk” reaction to a dilemma’ (ST5). ST5 finds 

clients are willing to engage in the process because of her creative and active 

approach, but actually identifying a focus for the work can be a challenge: ‘the 

challenge can sometimes be empowering them [the client] to identify issues’ (ST5). On 

this point she says ‘a degree of creativity is needed within a proactive framework’ 

(ST5). In addition this therapists finds it very hard to develop a relationship with some 

pupils with insecure attachment patterns and this is shown by a lack of trust and 

dismissive behaviour in the transference. The points made by ST5 are described also by 

ST2 who identifies two types of non-engagement that present an initial challenge to 

her work. First the client who refuses to engage and denies that there are any issues to 

work on and, second, the client who cannot engage because he ‘has been let down 

and has trust issues’ (ST2) and who needs more time to open up to the therapist than 

the two session assessment period her service allows. 

 The route by which the client arrives in the room – by self-referral or a sense of 

having been sent – has an impact on engagement, and ST1 sees the latter group’s 

resistance as a real obstacle at the start. In these cases ‘trying to move students to 

thinking about the meaning of behaviour’ (ST1) is a huge challenge. Both ST1 and ST4 

cite the difficulties of establishing trust and the limits of confidentiality as the first 

obstacle: ‘within schools this is particularly difficult with young people who are 

suspicious about who’s talking to who’ (ST1). 
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The Final Phase of Casework 

Reviewing the Work 

Reviewing the contract regularly is felt to be an integral part of the work for three of 

the Senior Therapists (ST2, ST4 and ST5), with particular sessions identified as check-in 

and review meetings. For ST2 who sets initial contracts of either 6 or 12 sessions 

(depending on the client’s presentation and level of engagement), a conversation in 

session 4 or in session 6 will explore the possibility of extending or terminating the 

contract and ‘then every so often’ (ST2). No forms are used in these review meetings 

and then ‘three meetings from the end we will start working on the end, all 

achievements, all the little things we have learned are considered’ (ST2). ST4 and ST5 

review the contract and their client’s progress in discussion every 4 sessions. During the 

final phase ST4 will ‘often provide a verbal summary of how far they have come’.  

 ST1 works in an open-ended way and first revisits the contract and reviews the 

work in session 6. During this session this therapist will explore ‘the young person’s own 

perceptions of how they have changed or developed and what they feel is different 

for them’ (ST1). In ST1’s service the majority of contracts are 12 to 14 weeks if they go 

beyond the first consultation session and then beyond the first six meetings, but this 

therapist commented that ‘there is an ethics and a morality about extending beyond 

14 weeks and we will discuss it as a team’ (ST1). She explained that in her view, where 

clinically appropriate, extending the contract for as long as the client can make use of 

the therapy and allowing the client to return periodically during their time at the 

school are both principles of school-based best practice. Like the other Senior 

Therapist interviewees, for ST1 reviewing the work with the client is done ‘through 

discussion’ in the last phase of the work. 

 ST3 will conduct the first review at the end of session 3 or 4 and if work 

continues she then aims to review the contract termly (every 12 weeks or so), but she 

admits ‘I’m not very good at following that up. Sometimes you just get into it and … it 

just happens that you go on for more’ (ST3).  

 

Outcome Measures 

During the final period ST2, ST3, ST4 and ST5 all revisit the client self-report measures 

used during the first phase of work. ST2 aims to include the CORE form in the 

penultimate session ‘I don’t want it to interfere too much with the proper ending that’s 

why I do it a week or sometimes two weeks before’ (ST2). In most cases for ST2 the 

purpose of using the final form is to allow the client and therapist to reflect back to the 

first phase of the work, rather than being a comparator per se, but she says 

‘sometimes with very concrete thinkers the forms will actually be compared’ (ST2). 

Similarly ST5 and ST3 frame conversation during the final phase around the SDQ, and 
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ST3 will also refer to the GBOM form that was completed at the start. ST4 returns to the 

Wellbeing Indicator and other tools, such as the Short Warwick-Edinburgh Mental Well-

being Scale (developed by the Universities of Warwick and Edinburgh in 2006). 

 ST1’s service has tried asking clients to complete a service evaluation form 

during the final session but discontinued this practice because ‘it intrudes to much in 

the ending and influences [how the young person completes] the evaluation form’ 

(ST1). They have reverted to asking young people to complete and return the form 

after the end of counselling but this can mean that forms are not returned.  ST5’s 

service has devised its own service evaluation form, which is completed by the client 

after counselling has finished. 

 

Experience of Loss 

Endings are often client-led and may or may not be planned  (‘Sometimes they walk 

[vote] with their feet’ ST1,‘client-led and in negotiation’ ST4). ST2 has a signed contract 

for the length of work with a client and she collects pupils from class who don’t turn up 

to their booked appointments, ‘and the fact that they didn’t come will be a matter to 

be discussed’ (ST2). Some endings can be managed and match natural breaks in the 

school cycle but others are sudden and impossible to plan: ‘I’ve had quite a few 

experiences of abrupt endings because of exclusions…and transitions to new schools’ 

(ST3). ST1 and ST4 note that ‘an organized ending doesn’t always happen, even with 

those young people who have used the rest of therapy well’ (ST4) and ST1 points up 

what the impact of this can be on the therapist, ‘raising anxieties that the work has not 

been “successful”’ (ST1). 

 Endings provoke uncertainties and feelings of incomplete closure for therapists, 

described openly by one of these experienced school-based therapists: ‘It’s not easy’ 

(ST3), and she expands: 

 

 … you plan for an ending and you find the last two weeks of school there’s 

 this, that and the other happening and suddenly you can’t fit them anywhere 

 and things tend to fizzle out a lot. (ST3) 

  

This therapist, when she can, will have a final meeting with a member of staff and the 

young person together, commenting: ‘it’s not that different from the model you use in 

a clinic where you have the parents attending the final meeting’ (ST3). For this 

therapist the handover meeting offers a sense of containment and is an opportunity to 

acknowledge outside the counselling room the work that has been done in it. This 

might also be used as a strategy to pass a young person on to another school-based 

intervention: ‘You might want to hand them over to someone else in the school for 
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some practical support and so you might have a handover meeting to do that’ (ST3). 

When a managed ending is possible, a positive feel that acknowledges progress and 

the future is aimed for; ‘It has a different feel to the rest of the work and includes a 

recognition of what the young person has achieved’ (ST4) and ‘I think imagining the 

future is important and needs to be included, it’s often forgotten, that this is about 

health and the adolescent task’ (ST1).  

 Follow-up sessions, usually 4 to 6 weeks after the end of therapy, are offered 

routinely by four of the therapists  (ST1, ST2, ST3 and ST5). ST1 states that this system 

‘offers a bit of containment…but you also have to defer to the developmental self, so 

that they’re not hanging on to the apron strings as it were’ (ST1).  In addition, all 

interviewees ensure that the pupil knows he can make use of the service in the future. 

Accessing the service throughout his school career is considered a common way in 

which an individual client will make use of counselling, specifically mentioned by three 

of the therapists (ST1, ST2, ST4). The complexities of this are voiced by two of the 

therapists: ‘It’s very tempting to reassure them – “I’m in school and it’s not forever” … 

and always there’s this idea that they have access to me if they want to. But how 

does it sit and how does it work that this isn’t a “proper” ending?’ (ST2) and on this 

point ST2 comments that ‘it might be the third time I’ve seen that young person and 

somehow it suits to do short-term work and come back’ (ST2). These comments 

highlight the thinking that is needed around repeat use of the service with regard to 

both the process of therapy and the developmental tasks of adolescence. The 

realities of adolescent life and the priorities of school life also can be central to the 

work. ST1 expresses the way in which the therapist needs to calibrate her work to the 

young person’s needs at the time: 

 

 The reality of examinations, of needing to keep students focused on the 

 primary task of why they are in school i.e. to learn – means that sometimes it is 

 necessary to not address very painful aspects of a clients history as this would 

 be too unsettling for them at that point in time. (ST1) 

 

Challenges of the Final Phase 

‘Letting go’ (ST1) and saying goodbye to pupil-clients not knowing what will become 

of them poses a challenge and was commented on by ST1 and ST3: 

 

 It is hard having to trust that you have provided a good enough experience 

 which has helped develop some inner resilience so that they are better able 

 to manage their life and the challenges that come along. (ST1) 
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 You don’t know if they’re going to be picked up in a thoughtful way or left to 

 their own devices. At least if they’re in school you can keep an eye [on them]. 

 (ST3) 

 

Three therapists (ST2, ST4 and ST5) refer to the challenges of terminating with clients 

who avoid thinking about the end. Even though ST2 agrees a time-limited contract 

with her clients, some young people she works with are ‘adamant they don’t want to 

talk about the ending…they want it to be like any other session’ (ST2). ST5 comments: 

‘students find it difficult to consider ending’ and therefore their avoidance is acted out 

(ST5), but the importance of ‘supporting the client to have a good enough ending is 

vital in terms of development’ (ST4). 

 

Chapter 8 has provided a summary of views and experiences of five senior 

psychodynamic therapists. The therapists have accrued many years of practice with 

young people, and as a result have become confident about adapting their practice 

to different client presentations. In addition, these counsellors describe how they 

thoughtfully place themselves within the school organization in order to protect both 

the position of their work within the system and the interests of their adolescent clients. 

There is hard work being done by these Senior Therapists to advance the school and 

pupils’ perception of them as part of the contextual system, to bring together the 

school’s concerns and the client’s aims in the work, and to find a place from which 

collaborative therapeutic work with the client can start.  
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Chapter 9  

The Experiences of Practitioners Supervising School-Based 

Therapists 

 

 

Introduction 

Supervision is a formal arrangement in which therapists discuss their therapeutic 

casework with someone who is experienced in therapy and supervision. In the UK, 

supervision is strongly recommended by the main professional bodies regulating 

psychotherapy as an important aspect of effective and ethical therapy. BACP 

accredited counsellor training courses require that students have supervision of at 

least one hour for every 8 hours of client contact time, and requires accredited 

therapists to have regular supervision throughout their careers. Writers have defined 

supervision in a number of ways, but Houston’s (1995) definition, stressing the 

supportive and enlightening aspects of the relationship between therapist and 

supervisor, seems both clear and comprehensive. Houston states that the supervisor’s 

goal ‘is to do whatever seems most likely to send the other person away more aware, 

more informed, skilled and encouraged than she was when she came in’ (Houston, 

1995: 12).  

 Slavin Mulford et al.’s recent research explores expert cognitive-behavioural 

and psychodynamic supervisors’ professional experiences and their views about the 

importance of different psychotherapy techniques. The overall findings of the study 

were that greater experience within a given orientation is related to higher ratings of 

techniques within that orientation and lower ratings of techniques from a different 

orientation. However, Slavin-Mulford et al. point out that this finding was more robust 

for cognitive behavioural therapists, leading to speculation that supervisors who 

identify themselves as ‘psychodynamic’ appear more technically heterogeneous as 

they gain more experience (Slavin-Mulford et al., 2011:101). Such a result can be 

interpreted in at least two ways. We might conclude that psychodynamic supervisors 

become less assured about their treatment model as their experience grows. Or, on 

the other hand, we might interpret the results as showing that psychodynamic 

supervisors develop a more client-responsive approach to treatment as they develop 

their practice. The replies given in the supervisor interviews in this research project, 

though not aimed at examining the sample’s adherence or not to specific 

psychodynamic techniques, do suggest that supervision is a creative process and that 
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supervisors are sensitive to the flexible practice approach required by their school-

based supervisees. 

 This chapter focuses on interviews conducted with four practitioners who 

supervise school-based therapists and identify themselves as psychodyamically/ 

psychoanalytically trained. The supervisors were interviewed between April and 

August 2012. The supervisors have between five and 12 years’ experience of 

supervising school-based practitioners. Questions were asked about how these 

supervisors ‘encourage’ their supervisees to work, although all of the respondents at 

times during the interview replied to questions in terms of their own casework practice. 

At the time of interview, as well as supervising school-based therapists, three of the 

interviewees were also working as therapists themselves privately, in schools and/or in 

clinics with young people. One of the supervisors offers supervision privately, another 

as Head of Service within a secondary school, the third is consultant to a child and 

adolescent school-based service and the fourth offers supervision through a 

psychotherapy training institute.  

 The interviews with supervisors covered the same topics as the other 

practitioner samples. The primary topics covered were The Psychodynamic Approach 

in Practice, The Initial Phase of Casework and the Final Phase of Casework (Table 9.1). 

 

Table 9.1 Index of Topics and Sub-Topics Examined in the 

Supervisor Data Analysis 

THE PSYCHODYNAMIC APPROACH IN PRACTICE 

 

THE INITIAL PHASE OF CASEWORK 

Referral 

Assessment 

Client Self-Report Forms 

Identifying Risk 

Feedback and Respecting Confidentiality 

Focus of the Work 

Challenges of the Initial Phase 

 

THE FINAL PHASE OF CASEWORK 

Reviewing the Work 

Outcome Measures 

Experience of Loss 

Challenges of the Final Phase 
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The Psychodynamic Approach in Practice 

Working as part of the school system and the implications of this for therapeutic 

practice, were differently described by three of the supervisors (SV2, SV3, SV4). Their 

comments highlight different ways in which the school organizational context impacts 

on the process of therapeutic work: ‘You’re really part of the school, you can’t 

pretend you’re just a pure therapist… it just does influence it [the therapy] entirely in 

terms of how they [the clients] see you, in terms of the transference’ (SV3), ‘You really 

need to have a line-manager in the school…somebody from the higher echelons of 

the school…if you don’t there’s no power to hold the boundary’ (SV4) and ‘There’s the 

noise outside, you [the therapist] have to share a room, somebody’s ill, the room’s not 

available – you have to deal with it and you have to deal with it on your feet’ (SV2).  

 According to SV3, ‘We all know what schools are like, what a hullaballoo! 

Jumping in and out of rooms, interrupted by somebody looking for a textbook…’ 

(SV3), and for this reason managing the boundaries of time and place are thought by 

SV4 to be essential aspects of school-based therapy: ‘The problem of working in 

schools is that they are pretty unboundaried organizations that have tight structures in 

some ways but not in the ways counsellors like to have them...I like to get the structure 

established around the room first’ (SV4) and for SV2, ‘Having the boundaries set, that’s 

the really important aspect…whether it’s the time, the length [of the session] or the 

place’ (SV2). Managing these elements at the same time as working flexibly within the 

‘structured chaos’ of schools is thought by these supervisors to develop with 

experience. SV1 notes that difficulties in relating to the school system exist for school-

based student therapists and also, in her opinion, for non-school-based supervisors: 

  

 Student counsellors feel very removed from the school, because they don’t 

 feel part of the school and that can be problematic, and as a supervisor one 

 can be a bit removed too. (SV1) 

 

SV2 vividly describes her view of past new therapists’ lack of preparation for working 

within an educational institution: 

 

 At the start the trainings were so theoretical, so psychoanalytic, it was so rigid 

 and I felt that the therapists were totally unprepared for a life full of teenage 

 kids, full of hormones and attitude… and these people [the trainees] came in 

 totally unprepared and were trying to follow this highly theoretical model and 

 it’s not possible. You need the theory, I understand that… but you’ve got to 

 be flexible and they were just amazed when it didn’t work and the boundaries 

 were broken all over the place and they just didn’t get it ... (SV2) 



 

 

147 

 

Two of the supervisors interviewed (SV2 and SV3) commented on the challenges for 

trainees of taking up an authoritative professional role as a counsellor. Balancing an 

authoritative adult role with the collaborative ethos of therapy presents difficulties. First, 

for SV3, within the counseling space itself: 

 

 You are regarded as an adult and as part of the adult community, so you 

 carry the burden of being an authority figure, however much you are trying to 

 distance yourself from it in order to allow them [the clients] to express 

 themselves – that just colours it. (SV3) 

 

And, for SV2, within the school institution: 

 

 I think people who come from teaching, social work or nursing have some 

 idea what an institution is like, others have no idea … boys this size, noisy, 

 adolescent and you need to negotiate all this. Some [therapists] are quite 

 intimidated. It’s quite a learning curve. (SV2) 

 

Related to the therapist’s efforts to manage their natural adult authority is SV4 

comment that the elements that helps sustain young people’s engagement in the 

therapeutic process are the therapist’s integrity and ability to remain in role:  

 

 Don’t feel you have to agree with everything the client says, so that they 

 begin to trust your judgment … I always encourage counsellors to say what 

 they really think. To show that this room can hold two different points of view 

 without one person having to submit to the other, that there is space for 

 disagreement, and that’s the beginning of post-oedipal sharing. (SV4).  

 

SV4 is suggesting that in order to establish a working alliance which the young person 

can trust, the counsellor should remain authentic. Relating in this way not only allows 

the young person an opportunity to experience difference, but also to experience 

appropriate adult authority without it developing into domination or aggression.  

 This interviewee (SV4), SV1 and SV3 all described the ways in which they 

encourage supervisees to ‘be transparent’ in their work. The openness they advocate 

means the counsellor explaining clearly to the new client what therapy is, its difference 

to school and academic learning, sharing the information she has from other sources 

about the client and also, in the relationship, demonstrating her own ‘thinking mind’. 

SV4 explains: 
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 Allow them to see your thought processes very, very clearly and where you’ve 

 got dilemmas, “I’m not sure, oh it could be that”. Make things very, very 

 transparent. (SV4) 

 

 It’s a conversation, an exchange, no tricks (SV3) 

 

All of the therapists agreed that to some extent school-based counsellors adapt their 

psychodynamic therapeutic model when working with young people in schools. Two 

of the supervisors (SV1 and SV2, one working within a school herself and one 

supervising school counsellors in a private capacity) focused primarily on counsellors’ 

modifications of the clinical model within the school system but outside the therapy 

room, for example: 

  

 The adaptations [to practice] I’m not sure I would think are too drastically 

 different, perhaps a little more flexibility, moving something because of a test 

 or something. There might be more thought given to the child’s state on 

 leaving the therapy and returning to the classroom. Being aware that they’re 

 still in a school environment. (SV1) 

 

On the other hand, two supervisors (SV3 and SV4, again one not on-site and one 

based in a school) described how in their view adaptations to the practice model are 

necessary within the therapy room, for example. 

 

 Therapists do have to adapt for schools but not with every child…In school 

 particularly, kids haven’t always signed up for therapy, they’ve signed up for 

 support…I also say [to supervisees] that of course, this child hasn’t come for 

 analytical psychotherapy…so you have to be very careful about 

 interpretation. You can think the interpretation, and I say [to supervisees] then 

 try them out – I’d do that in a clinic too, but in a school I would be more 

 gentle, and you may find that in a school they [interpretations] are really not 

 wanted. (SV4) 

 

 Flexibility is most important. (SV3) 

 

SV3, like SV1 and SV4, places emphasis on the therapist’s use of the transference and 

counter-transference as resources, for example: ‘What’s it all doing to you, what’s this 

kid arousing in you, what’s he making of you’ (SV3). Staying quiet and offering the 
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client time for reflection are also central tenets of clinical psychodynamic 

psychotherapy, and ‘it can be defensive on the therapist’s part, not being able to 

handle a silence’ (SV1). Managing silence is considered a necessary counselling skill 

by all four of the supervisors: ‘They [new therapists] find it quite difficult to be ignored, 

sit in silence and wait…’ (SV2) and ‘You shouldn’t say too much, just let them [the 

client] speak and if there’s a lot of silence you might ask them how they want to 

manage the silence. It might be your anxiety not theirs. Some kids really like silence, it 

might be one of the few times in their whole life when they’ve had silence.’ (SV4). And 

SV3: 

 

 You are there to address and follow and be interested in what people have 

 on their minds and you need to give them space for that. If you over-ask 

 questions and say this, that and the other, you risk thwarting the process, 

 which for me is fundamental. (SV3) 

 

SV3 and SV4 both acknowledged the therapists’ need to be actively but subtly 

persuasive in the face of adolescent ambivalence, for example: 

 

 In some way or other they’ve got to get across [to the client] that they might 

 be worth talking to…the challenge is almost to ‘seduce’ the person to come, 

 help them see that this will be worthwhile, that’s a bit of a challenge, you can 

 easily lose kids. (SV3) 

 

and: 

 

 Our training is to help a child come on to the path and you might use little tit-

 bits to do that, but once you’ve done that the path is not directive… if you’re 

 directive you miss what’s happening. (SV4) 

 

However, SV4 also says: 

 

 I tend to use more behavioural techniques in schools as well as analytical ones 

 and encourage counsellors to do that because it fits with the school 

 system, which is generally very behavioural and very structured and that’s the 

 way children think and the way they function … so it [practice style] needs to 

 be a little more applied. (SV4) 
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SV3 encourages flexibility and curiosity, ‘I don’t think you can be rigid. In the 

psychoanalytic background there’s a sort of mantra; but you can’t be neutral, you 

have to be active and engaged’ (SV3). He goes on to say: 

 

 Because the kid doesn’t know what to say, doesn’t know what you are. 

 There’s an assumption that these kids know what the game is, you know what 

 the game is - I sit here quietly and you talk - but they don’t understand the 

 game: what’s this funny bloke doing sitting there saying nothing? You have to 

 say something… It’s no good being remote and all the rest of it, it just doesn’t 

 make sense. (SV3) 

 

 

The Initial Phase of Casework 

Referral 

SV4 describes clients in school-based therapy ‘as a very complex set of referrals’ (SV4). 

This supervisor describes two common referral routes in school-based counselling. The 

most common, the ‘formal’ route means the client coming to counselling through a 

member of staff and in which case the counsellor may or may not choose to seek 

additional information from the referrer about the pupil. Like SV1, SV2 notes that 

referral information from school staff varies in quality but can be minimal, and where 

there is no senior therapist or supervisor on hand to filter referrals, the counsellor often 

has to deal with behaviour management issues (SV1). The second route described by 

SV4 is the ‘crisis’ referral, which has to be responded to by the counsellor immediately 

(this supervisor’s example is of the young person ‘threatening to commit suicide’) and 

in which the therapist is conducting an assessment of the pupil’s emotional state 

‘…then the school takes over and the parents need to be involved and the counsellor 

is responsible for writing up that session…’ (SV4). In all the supervisors’ experience, self-

referral in school is described as less frequent than either of the other two routes.  

 Three supervisors identified behavioural issues as the most common reason for 

referral to school-based counsellors: ‘some sort of underachievement in some 

area…self-harm, obvious depression, and conduct disorder is the big one’ (SV4), 

‘many come for disruptive behaviour in school’ (SV3) ‘referrals tend to be about 

slacking off or behavioural difficulties, so there’s no picture of home life or the family 

situation’ (SV1).  

 All of the supervisors commented that pupils are frequently referred to 

counselling not of their own volition. SV2, who is a school-based supervisor, uses a 

referral form that includes a section for the referrer to complete about the pupil’s view 

of counseling. This question aims to encourage a pre-first session conversation 
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between the referrer, usually a member of staff, and the client about what counselling 

entails.  

 

Assessment 

All of the supervisors identified ‘best practice’ as ‘assessment embedded within the 

therapy, but nonetheless a distinct phase (of one to three sessions) of the work’. 

Although both SV1 and SV2 noted that in their experience the distinction between 

assessment and the main body of the work is rarely identified in practice, ‘It begins 

and seems to carry on…in school the assessment phase is just about initial 

engagement as there is often no clear psychological care pathway nor a multi-

disciplinary team available’ (SV1) and ‘The student wouldn’t know he was being 

assessed, work will just continue if the student engages’ (SV2).  

 SV2 and SV4 emphasize the importance of time spent by the counsellor at the 

outset describing the terms of the work: ‘A good first half hour needs to be spent on 

what I call establishing the ground, nothing about themselves [the client] at all’ (SV4) 

and ‘I don’t think you need to find out anything [in the assessment phase], but to 

engage some kind of trust and stability …it’s really establishing the contract’ (SV2). 

These two supervisors see time spent on the contract as a way of ‘establishing some 

kind of trust’ (SV4).  

 All four supervisors consider it essential, however, in the first session for the 

counsellor, through sensitive questioning, to elicit from the young person why he thinks 

he is attending or has been asked to attend counselling: 

 

 Do you know why Miss thought you could come to counselling and might get 

 something from it? (SV2) 

 

 You have to establish what the person thinks they’re coming for. It might be 

 quite different from what’s on the referral form. (SV4) 

 

 I don’t see anything wrong in asking directly…Do you know why you’re here? 

 In the initial phase I think it’s very helpful to be clear…(SV1) 

 

For SV2 questions put to the client are generally limited to the first session only ‘I 

encourage people just to ask questions in the first session…because they can say more 

in the first session’ (SV2). SV3 encourages a judicious use of questioning during the first 

few sessions, ‘It needs facilitating at times, an odd thought or a question or a 

comment or a moment of conversation in order to break what can very often 

become an almost persecutory impasse’ (SV3). SV1 describes her approach to 
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questioning during the first phase of the work, and acknowledges that it takes time to 

master:  

 

 Fundamentally the basic stance is of neutral but interested curiosity – not Why 

 did you …?, Why didn’t you …? But a real communication… So there’s a real 

 difference in one’s own approach of the questions, not thinking of the answer 

 and waiting to hear it. Real curiosity in a really neutral way. It takes a while to 

 learn. (SV1) 

 

The supervisors encourage their supervisees in the first phase to lay the foundations of 

a relationship that the client is likely to want to develop, for example: ‘I’m trying to 

establish a rapport….’(SV3), ‘They need to establish are you the kind of person they 

want to be in a room with’ (SV4) and ‘A good first engagement is crucial to get the 

therapy started’ (SV1).  

 SV4 views the initial assessment phase of three sessions as a period during 

which the client and the counsellor reach an understanding of each other that makes 

continuing the work together a real possibility: ‘So by the end of the assessment you 

get an idea of how they work and they get an idea of how you work’ (SV4). SV3 

describes how during assessment a space is created in which something ‘real’ might 

happen. Useful information is being gathered at the same time as a working 

relationship is being developed: 

 

 You must be clear about what the presenting problem is…what’s in the 

 history, what’s going on at school…I think the transference and counter-

 transference are really important…It’s an art, some questions yes, maybe an 

 idea, an idea that they might think, Woah, this guy’s really thinking  about me. 

 (SV3) 

 

Two of the supervisors (SV1 and SV3) consider it helpful during the first phase of the 

work for the therapist to share referral information with the client when he is unclear 

about why he is in counselling and to draw out from the client what he wishes to gain 

from the work. SV3 says ‘You’ve got to be straight from the start – this is what we’re 

here for’ (SV3) and ‘It’s important to establish with the young person in the initial few 

sessions what do they want? Do they want things to be different and that being here is 

not about being punished …I do let them [supervisees] ask questions at the start, I think 

it’s helpful at the start to have a basic shared starting point’ (SV1). SV4 notes the 

importance of empowering the young person during the assessment period: 
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 You need to establish that the assessment is three sessions, and what it’s for - a 

 chance for them to assess you and to empower them, that they’re not a 

 helpless victim. And then the third session is a review of what’s been helpful, 

 unhelpful and honesty is very important, and don’t be too clever in your 

 interpretations, especially at school, just very, very ordinary and matter of fact 

 - concrete - and don’t say too much just let them speak. (SV4) 

 

Client Self-Report Forms 

All of the supervisors were critical of standard client self-report measures (SDQs and YP-

Core were mentioned by name), and only one of the supervisors is working with 

therapists who currently use them: ‘It’s insensitive...It’s too regimental …I find them very 

irritating, but I don’t discourage them when supervisees are working with them’ (SV3), 

‘…I don’t know what they want to find out, often to measure something that’s 

immeasurable’ (SV2) and ‘I don’t like using them…I don’t find them helpful to the 

relationship, but they are helpful in showing the non-therapy world the value of 

therapy’ (SV4). 

 SV4 has had some experience of the Goal-based Outcome Measure being 

useful and, like SV1, voices her scepticism about the accuracy of the information tick-

box instruments give therapists: ’ I think a lot of teenagers would write whatever you 

want them to say, I don’t trust what they write on forms, they don’t know you and why 

would they [tell the truth]? It doesn’t make common sense to me‘ (SV4). SV1, who 

offered the most positive view of intake measures, thinks that many forms currently 

used are ‘not age appropriate’, but also says that evaluation routines in her own 

clinical practice have proved useful ‘because we’ve got measures that we’ve 

created ourselves or that are very specific and age-appropriate. I do think they’re 

important and that we need to use them’ (SV1). 

 

Identifying Risk 

The supervisors’ approach to the best way of assessing risk in the first period varied 

from issues by issue clarification with a new client about each area of risk in the first 

appointment – ‘You talk through the categories - sexual, emotional, and physical 

abuse and neglect – and explain each one and watch their body language and say 

“Well I’m not sure if any of these apply to you, do you think any of them might do?”’ 

(SV4) -  to using the counter-transference (SV1 and SV3), for example ‘’You just sort of 

sense it, you know’ (SV3).  

 SV2, who prefers supervisees in general not to ask many questions, feels that if 

the information is part of the referral, the therapist should address risky behaviour 

outright: ‘Just ask them, we know it’s going on, fairly directly, sometimes they’ll tell you 
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and sometimes they won’t’ (SV2). In cases where the young person is willing to talk 

about his risky behaviour, this supervisor suggests that therapists pass such clients on to 

specialist drug, alcohol or other health workers. SV4 and SV3 were both clear in their 

responses that it is not the illegality of substance abuse or consensual underage sexual 

activity that is of concern to the therapist, but the health and emotional welfare 

implications. These supervisors would expect experienced practitioners such as 

themselves to fully explore the details of, for example self-harm or drug abuse with the 

client, and ‘if it’s not life-threatening’ (SV4) continue to work with the young person in 

school. Both supervisors indicated, however, that less experienced counsellors should 

discuss in supervision whether the work is to be continued or handed over to a 

specialist practitioner, because ‘we all work to our own professional boundaries’ (SV4).  

 All of the supervisors interviewed described safeguarding concerns as being 

considered in supervision within the context of the individual young person’s age, his 

personal history, the extent of the threat to life, his personal support network and the 

practitioner’s own abilities to manage the anxiety of continuing work, for example, 

‘The limit is quite arbitrary and so I don’t think I have a strict rule, unless there’s risk of life 

or death, it’s case by case’ (SV4). 

 

Feedback and Respecting Confidentiality 

Three of the supervisors (SV1, SV2 and SV4) encourage their supervisees to describe 

the limits of confidentiality to the client at the start of the work. These supervisors 

believe that clients should be told that information is confidential in the counselling 

room but may be shared with another adult if the therapist believes it needs to be. In 

addition, the client should be told by the therapist that she will aim to discuss this with 

him before doing so. For SV1 and SV4 this area needs to be returned to numerous 

times in the sessions, ‘It requires a lot of discussion and needs to be revisited in the 

sessions’ (SV1) and ‘The confidentiality boundaries, which may not be understood, 

have to be re-gone over…ask them [the client] what they understand by confidential, 

it’s interesting what answers you get to that question’ (SV4). 

 The complexities of promising confidentiality in schools was commented on by 

all of the supervisors, for example, ‘Confidentiality plays a particular role in schools, 

boundaries seem more permeable’ (SV1) and ‘It’s a real risk both ways, the one time I 

had to talk to someone else the child didn’t come back, she felt 

betrayed…Sometimes things just have to be disclosed urgently’ (SV2).  

 SV4 describes how therapists can use the school system as a support in their 

handling of delicate material that needs to be shared, ‘Being a school can make 

confidentiality really difficult, but it can also be helpful because you have them [the 

client] in a very safe place…if you’ve discussed it with your supervisor and something 
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needs to be done before the next session, you can use the school referrer who you 

might have a good relationship with and get a letter to the client to tell him, “This is 

what I’m doing”.’ (SV4) This supervisor also clearly stated her view that the therapist 

doesn’t have to have the client’s permission to share information but does have to 

inform him when she plans to or has already shared information, ‘You don’t have to 

have their consent, but you do have to have their knowledge’ (SV4).  

 SV1 described the differences between offering feedback when working in a 

school and a clinic, ‘In a school you might even just say to a member of staff “He 

really didn’t want to come today”, which is different to a clinic setting…A member of 

staff might come to you and say “I think she’s looking a bit thin again”, and you might 

have a discussion, which could be helpful, but you’d encourage the therapist to 

suggest the child tell a teacher themselves…This is an area that isn’t always so clear.’ 

(SV1). This supervisor also said ‘Almost the act of referral is the important bit, and they 

made the referral and now you go and do the work and we’re not interested any 

more’ (SV1), suggesting that in her experience schools may not even ask for feedback 

about a client in counselling. For SV4 a link with the referrer is essential to maintain so 

that feedback can be given verbally, and the therapist can offer thoughts and advice 

to relevant staff about how the client can best be managed ‘It’ s important to keep a 

link with the referrer and to keep the client in the referrer’s mind all the time. And to 

find out if the referrer is managing the client in school in the way that you know as a 

counsellor is most helpful for that client’ (SV4).  

 For SV3, a promise of confidentiality should never be made to the adolescent 

pupil-client because it cannot be kept. This supervisor says ‘Maybe in private practice, 

but in schools it’s not possible [to promise confidentiality]… paradoxically I think kids 

want adults to talk to each other’ (SV3). SV3 clearly stated his view that a lack of 

feedback to the school by the counsellor is obstructive and, perhaps more 

importantly, unconvincing to the client. He comments: 

 

 I don’t think any kid believes it ... It’s better to say, I’ll try and respect the 

 privacy of your thoughts and I’m not going to go running around shouting my 

 mouth off about you to anybody for the fun of it, but there will be times when I 

 will share it … I think kids think, Thank God, here’s a bloke who’s being 

 straight with me! …Imagine I’m a teacher and I’d like to know what’s going 

 on with Johnny, he’s driving me up the wall, and the counsellor says, Oh I 

 can’t tell you because it’s confidential. What do you mean it’s confidential? 

 You’re here to help us, this kid is driving the teacher up the wall and you’re 

 saying it’s confidential? …You can be too precious about it, I think. It’s a 

 school, a public place … (SV3) 
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Focus of the Work 

All of the supervisors agreed that any focus that is decided upon between the 

therapist and client should be client- rather than referrer-identified. SV2 pointed out 

that some referrals (in the event of bereavement, for example) provide a central focus 

for the work that can be named by either the therapist or client at the outset. For the 

most part, however, with regard to ‘focus’, she describes her supervisees’ work as 

‘open and fluid’ (SV2) 

 SV4 considers focus to be a case-by-case decision but expressed a concern 

that identifying a focus early on in the sessions risks implying to the young person that 

the area of focus, and that topic alone, is what the therapist considers to be of 

interest: ‘They [clients] think that’s what you [the therapist] want them to talk about’ 

(SV4). Two of the supervisors (SV1 and SV3) consider work in schools to be short-term 

and for this reason encourage their supervisees to explicitly identify a focus in the first 

phase of the work with their pupil-clients. Both of these supervisors think it is part of the 

therapists role after an initial period to help the client identify an area of concern: 

‘”There are some things that really matter here, aren’t there? So maybe we can put 

our minds to thinking about….” whatever the focus might be…If you’ve got time 

constraints you’ve got to bear in mind what you’re after’ (SV3) and ‘It’s not a 

psychoanalytic setting and they don’t have the luxury of all that exploratory time and 

space, I think I do encourage them to [identify a focus]’ (SV1).  

 Cases in which the referrer explicitly identifies aims for the therapy - often a 

wish for more conforming behaviour or for better academic performance from the 

client – are thought to be complex by these supervisors: ‘There’s a tension between 

the child’s perspective and his focus as opposed to the parent or the teacher’s’ (SV1). 

Keeping the two areas of concern in mind, however, is considered part of the 

therapist’s role by all of the supervisors, for example ‘The therapist should pay respect 

to both’ (SV3) and ‘’I’d say bear that [referral information] in mind and have a think 

about why before you actually say anything’ (SV4). Actively making a link, however, 

between the referrer’s concerns and the client’s self-identified worries is not seen as an 

integral aspect of the therapist’s role for two of the supervisors: ‘It’s got to come from 

them [the client]’ (SV4) and ‘No, I think that’s difficult and I don’t encourage them 

[therapists] to do that [address the referrer’s aims]’ (SV1). This supervisor considers the 

therapist ‘ethically more bound to the child and the child’s needs’ but does 

acknowledge that not addressing the referrer’s aims explicitly in the sessions can 

present challenges to the school, the client and the therapist: ‘Schools find that really 

difficult and there is a tension…he’s angry and he needs to be angry, but there could 

be a conflict, you don’t want your child to get excluded through expressing his 

anger…One has to be sensitive and thoughtful about that’ (SV1).  
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 SV2 and SV3 have quite different views about the therapist’s role with regard to 

taking into account the referrer’s concerns. SV2 trusts the link to be made through the 

process of therapy: 

 

 I don’t pay any attention to what the teachers want really. I know that they 

 want the kids to get on with their work, be happier, be less confrontational, 

 but if the work goes well these concerns should be addressed and should be 

 the outcome. (SV2) 

 

SV3, on the other hand, sees school counselling as constrained by time and 

unavoidably affected by its setting, or ‘reality’. He says: 

 

 I think the therapist needs to draw the kid’s attention to the fact that this is 

 what people are worried about in reality, even though he [the client] thinks 

 something else. We can’t deny the reality and we can’t deny the referral. 

 We’re not just here because your mum’s dying, we’re here because the 

 school is going up the wall. (SV3) 

 

Challenges of the Initial Phase 

When asked their opinion on what their supervisees find most challenging in the first 

phase of their work with a client, all of the supervisors identified client engagement as 

the primary challenge: 

 

 Just engaging them (SV1) 

 

 Getting the kids to come (SV2) 

 

 Establishing the rapport – the reason to be here (SV3) 

 

 Will they come back?! (SV4) 

 

Both SV3 and SV4 talked about the atmosphere that therapists need to create in order 

to avoid disengagement, with clear acknowledgement of the young person’s 

situation: ‘You’ve come against the odds, you didn’t particularly want to come, it’s 

very difficult to come, to lay yourself into this extraordinary experience, and you’ve 

been ordered to come, but the important thing is that we can make something 

happen here’ (SV3) and for SV4, ‘It’s creating a neutral but comfortable space rather 

than having something between you in the room’ (SV4). For SV4 the ‘something 
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between you’ which may lead the client to disengage is usually either a persecuting 

silence or a safety disclosure; the supervisors says ‘With one you’re completely shut out 

and the other you’re completely drawn in’ (SV4).  

 Both SV1 and SV4 comment on the ‘loneliness’ of being a school counsellor. 

This isolation can present a real challenge to new counselling trainees especially, and 

SV1 underlines the importance of belonging to a team within the school network. SV4 

talks of the importance of ‘not getting stuck alone with something’, such as rejection 

or unmanageable anxiety about a client, by using regular supervision. 

 SV1 also comments that ‘Sex drugs, rock and roll, the whole adolescent acting 

out thing is very hard [for supervisees]’ and SV3 and SV4 describe developmental 

adolescent resistance to therapy as lying at the heart of the difficulties of 

engagement with this client group: ‘A lot of teenagers don’t want to look at the 

problem, it’s outside…I want to be in control of my own life, all kinds of resistance’ 

(SV3) and ‘They don’t really want a middle-aged woman or an older woman being 

helpful, because they are struggling with their own independence’ (SV4). 

 SV2 identified the protocols around non-attendance and disengagement as 

the main area of anxiety for trainee therapists: ‘Do they go and fetch them? Do they 

wait until next week? What do they do? Write a letter? ... There’s terrible anxiety, is this 

kid going to turn up?‘ (SV2). This supervisor opinion is that the therapist’s ‘direct, firm 

and boundaried’ stance is what helps young people commit to the work: ‘The 

confidence of the therapist in his or herself … If your expectations are that we are 

going to meet, it kind of holds the children and they will come’ (SV2). 

 

The Final Phase of Casework 

Reviewing the Work 

SV3 considers reviewing how the client is using the therapy to be an ongoing process 

throughout the work. The therapist should always be asking herself if what is being 

discussed is relevant to the focus of the counselling. The first review in this supervisor’s 

opinion should come at the end of the first six-week block of sessions. Similarly SV1 

encourages supervisees to review their work with a client in the sixth session and 

comments that natural termly and half-termly breaks can offer a chance for reviewing 

what has been achieved, what has changed and which areas still need to be worked 

on.  

 SV2 considers the review process to largely be conducted by the therapist in 

supervision where the counsellor will ‘…look back at the referral form, we’ll ask Why did 

he come and what’s going on in his life now? and Are you thinking of ending?’ (SV2). 

Depending on the age of the client and the client himself, a conversation with the 

young person might be had along the lines of ‘How do you think things are? Do you 
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remember why you came? Do you think you’ll need help next year?’ (SV2). SV4 says 

that she will only encourage therapists to discuss the client’s progress and evaluate 

what has changed when ‘clients are stuck and the counsellor has the feeling of not 

getting anywhere’ (SV4). In SV4’s opinion longer-term work rarely calls for a review 

session because ‘you’re talking about something more in-depth, you’ve gone beyond 

the parameters of a review’. For shorter-term work, which may be ‘more fragile or 

more stuck’ (SV4), a discussion about the value of continuing should be held before a 

school break. This supervisor may suggest that the therapist asks the client during 

review meetings if he’d like to hear her view about the work they have done together, 

‘never without asking, but they [clients] often do want to know’ (SV4). 

 Three of the supervisors (SV1, SV2 and SV4) work with therapists who offer open-

ended therapy in schools: ‘The assumption is that they’ll carry on’ (SV2), ‘They don’t 

have a contracted length’ (SV4) and ‘It’s flexible, all open-ended to start’ (SV1). SV1 

comments on the sporadic nature of adolescent attendance and the allowances that 

can be made for this in school-based work, ‘They dip in and out and you [the 

counsellor] can say “It’s ok if you want to stop now, if you want to come back the 

door is always open”’ (SV1).  

 Just one supervisor, SV3, says periods of therapy that are longer than a year are 

generally inappropriate for school-based counselling and for that reason six weekly 

reviews keep both therapist and client focused on the ending: ‘In the first instance I 

think it should be grounded with an end in sight, in a school there will be resource 

limitations, a waiting list and so on. It would be wrong not to be clear at the beginning 

that this is time-limited’ (SV3). This supervisor notes that the adolescent client group 

often need a bit of time to get going but, in this interviewee’s experience, frequently 

don’t stay for more than 6 or 7 sessions: ‘You know psychoanalysts - heavy breathing! 

Most of the kids come for about 6 sessions - nobody really likes publicizing that. They 

come, register something important and then move on…and I think that’s great’ (SV4). 

 SV1 encourages her supervisees to be ‘quite transparent about the process’ 

during the final phase of work, as does SV4, with the client’s permission:  

 

 This is something we’ve done together. I’ve noticed recently that … Do you 

 remember when …? Going through memories, objects that have been 

 created … Sharing the knowledge that the therapist has accumulated. (SV1) 

 

and: 

 

 Reminisce together, and because you’ve got a folder of work - most kids will 

 do something - you might invite them… “Would you like to look at that? Do 
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 you remember this? I wonder  if you remember when…?” You might talk about 

 factual things, how long we’ve been going …and it should be done in a gentle 

 way, not in an  analytical way. (SV4) 

 

Outcome Measures 

Three of the supervisors (SV1, SV2 and SV4) currently supervise therapists who use no 

outcome monitoring forms and supply no written feedback to the school. Verbal 

feedback to the school is given on a case-by-case basis as and when considered 

appropriate by the therapist and when it is asked for by the school. SV1 has supervised 

therapists who write a brief report which is submitted to the school and, in her opinion, 

sharing these written reports with the client before submitting them to the school is 

advisable: ‘I think it’s important that children have a different experience, it’s not like a 

school report, I’m not sure if trainees do that though [let the client see the report]. I 

think they are uncertain and nervous about doing that’ (SV1).  

 SV3 supervises therapists who use SDQ forms at the end of their work, but his 

view of these forms is ambivalent. In this supervisor’s view, forms detract from the 

relational experience of therapy, also acknowledging, however, that there is evidence 

to suggest outcome forms improve the experience for some clients and offer 

accountability to service commissioners. The most important measure of outcome to 

this Supervisor’s mind is the feeling one is left with as the final phase plays out, and this 

is impossible to record in a measurement tool. This practitioner’s stance is as the 

witness to part of the young person’s continuing developmental process:  

 

 You’re measuring in your mind…. Have the symptoms improved? Has the 

 behaviour improved? Has it lifted more than you thought, more than your 

 hopes? Why do you feel sad, relieved, happy, thank God it’s finished? What 

 does that say about what the two of you have done? In other words, what 

 are you left with at the end? (SV3). 

 

Experience of Loss 

Three supervisors (SV1, SV2, SV4) commented on the impact on the therapist of 

sudden disengagement by the client. SV1 noted that the decision to end is ‘never 

clinically based unfortunately’ (SV1). SV4 comments that planned endings can 

happen ‘when you’ve got as far as you can and what has been set up has been 

achieved and that’s all the client wants to do, and that’s a good ending’ (SV4). The 

most frequent reasons for ending cited by these supervisors are, first, because the 

young person drops out of the work and, second, for external reasons (such as when 

the therapist’s placement with the school finishes or the young person leaves school). 



 

 

161 

In cases where the young person would like to continue therapy but the counsellor 

cannot continue, SV2 suggests the client and therapist collaborate in writing a re-

referral back to the service. For SV3’s supervisees, clients do drop out and move on but 

the most usual reason for ending is the completion of the contract. Informing clients 

that re-referral to the service is possible was encouraged by all of the supervisors. 

 The counsellor and young person’s feelings of loss during the final phase of the 

work were commented on by all four of the supervisors, for example: ‘It’s an emotional 

business saying goodbye’ (SV3) and ‘There are no guarantees of Thank Yous in this 

work. It’s very individual with that therapist and that child. It’s a loss and loss is difficult’ 

(SV2). SV4 commented that the therapist needs to explicitly acknowledge with the 

young person the areas of difficulty that have not been resolved or addressed, as well 

as the loss of the working relationship, ‘What needs to be brought up as well is what 

hasn’t been achieved and the sense of loss or sadness, not just about not seeing the 

person again, but also about things we didn’t achieve, which we would like to have 

achieved, because we didn’t have time or it wasn’t the right time’ (SV4).  

 Both SV1 and SV4 mentioned that importance of ‘internalization’ of the 

experience of therapy and the therapist as a good object, as one of the important 

aspects of the final phase, for example: ‘The relationship is built on the therapist’s mind 

being shared with the child, and the child has a sense of being reflected upon by the 

therapist, so the child can internalize the therapist and later on think, “What would he 

or she say?”’ (SV1) and ‘Look at internalization with them [the client]; “I remember 

that”, which means I’ll be able to keep that, I can hold it in my mind’ (SV4). 

 Recognizing that adolescent counselling work is a contribution to a 

developmental continuum, is important for one of the supervisors and he advises his 

supervisees to remember this:  ‘I’ve always said, you’re never complete with an 

adolescent because there’s always something new happening. You’re trying to bring 

alive something!’ (SV3).  

 All supervisors consider that follow-up sessions after the end of the core period 

of work should be offered on a case-by-case basis, depending on the therapist’s view 

of the usefulness of such a meeting to the client. None of the supervisors specified the 

time period within such one-off meetings might occur. SV3 commented on the 

complexity of offering a single review meeting: ‘Follow up can be a bit of a tease and 

can start to arouse thoughts and expectations that might be difficult to fulfill and sort 

of muffs the end…On the other hand…it can feel inhuman to end abruptly and say 

“Well, that’s the end of that then”. I think it really has to be case by case.’ (SV3). 
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Challenges of the Final Phase 

All of the supervisors described the experience of saying goodbye as the most 

challenging aspect of the work in their view for their supervisees. The therapists own 

feelings of guilt at leaving the work when a placement ends or feelings of attachment 

to the young person about ending the work can mean that endings get fudged (SV1 

and SV2): ‘The breaks or the ending, oh next week, I forgot!’ (SV2) and ‘The ones 

[therapists] who are leaving, they delay discussion of the ending because they feel 

guilty’ (SV1). Similarly, SV3 notes that the pressure of time-limited work impacts on 

therapists, ‘knowing that more could have been accomplished if they had time’ (SV3). 

Getting stuck with rejection when a young person leaves abruptly is also a real 

challenge for inexperienced therapists according to SV4 and may be defended 

against by ‘leaving it open – “You can come back” – which may or may not be 

helpful’ (SV1).  

 

Chapter 9 has focused on responses from the sample of four supervisors interviewed 

for this research. The decision to interview supervisors of psychodynamic school-based 

counsellors was made in order to complete the circle of therapy practice 

development in this research project. These supervisors individually have accrued a 

great deal of experience of offering therapy to young people, and, in their role as 

supervisors, are also in a position to influence the work of new and emerging 

psychodynamic counsellors. The next chapter, Chapter 10, is an analysis of the four 

practitioner samples and offers an overview of the research findings. 
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Chapter 10 

Analysis and Discussion of the Research Findings:  

Implications for Training and Practice 

 

 

This final chapter brings together the material gathered in the practitioner interviews 

(Chapters 6, 7, 8 and 9) and is structured according to the topics, sub-topics and 

themes identified across the four samples (see Table 10.1). The data in the preceding 

chapters show that as therapists’ build their experience of working with young people 

in schools, they adapt their psychodynamic practice model, including how they 

manage the initial and final phases of therapy to reflect their pupil-client group and to 

better fit with the school setting.  

 Through in-depth analysis of the ways in which identified practices take place 

in school therapy and the ways in which therapists manage these as their careers 

progress, I am able to present detailed findings about existing casework strategies and 

operational factors, and make recommendations for secondary school-based best 

practice. 

 

Table 10.1 Index of Topics, Sub-Topics and Themes Identified for  

Analysis across the Four Data-Sets 

Topic The Psychodynamic Approach in School-Based 

Practice 

 

Theme 

The Model in Mind 

Managing Anxiety 

A Sense of Authority 

Appropriate Transparency 

Working with the System 

Topic The Initial Phase of Casework 

 

Sub-Topic 

Referral 

Assessment 

Client Self-Report Forms 

Identifying Risk 

Feedback and Respecting Confidentiality 

Focus of the Work 

Challenges of the Initial Phase 

Topic The Final Phase of Casework 
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Sub-Topic 

Reviewing the Work 

Outcome Measures 

Experience of Loss 

Challenges of the Final Phase 

 

 

The Psychodynamic Approach in School-Based Practice 

Secondary school-based therapy requires a particular set of skills. In addition to 

managing individual therapeutic work with a complex client population, the therapist 

must negotiate professional relationships in the wider context of the school setting.  The 

themes discussed below illustrate the key areas of the therapists’ approach that are 

modified over time to align better with adolescent pupil-clients and to the practice 

context. 

 

The Model in Mind 

As they begin their careers in school-based practice, these Trainee Therapists imagine 

that they will be working to a traditional psychotherapy model, observing the standard 

clinical protocols of therapist non-disclosure, client confidentiality, firm boundaries of 

time and place, open-ended working, allowing for and managing silences and 

following a client-led paradigm. What they discover is that in school-based practice 

the psychodynamic model is a place from which to start rather than a model to apply 

in its traditional form. Student therapists quickly realize that the school environment 

impacts on the client’s pathway to counselling, and alters the way in which therapy 

can be offered on arrival.  

 It could be said that traditional psychoanalytic psychotherapy relies on a more 

sophisticated intellectual style of thinking, making use of metaphor, interpretation, 

night and day dreams, free association and philosophical reflection. Those who train in 

psychodynamic therapies may be drawn to this kind of creative thinking and may 

have a strong attachment to the ideal of what psychotherapy can be. For these 

Trainee Therapists, however, the reality of working with adolescents in their placement 

practice poses a challenge to the model they are learning. The trainees struggle to 

know if and when to adapt their practice style to better attune to the client they are 

working with and when to adhere to the training model they are in the process of 

internalizing. At this stage, for each new therapist the training institute could be 

understood to represent their professional family culture and their individual 

attachment schema may determine the position they take up in relation to it. For 

example, some new therapists might rebel against what they perceive to be an 

inhibiting model, and others may idealize the approach and become overly 
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dependent on it, resisting any adaptation. The new therapists interviewed for this 

research all express reservations about applying aspects of the training model to their 

practice, leading them to question their competence and the effectiveness of their 

work.  

 The data show that psychodynamic supervision experiences on placement are 

greatly valued by the trainees, and that the trainees’ individual supervision is hugely 

influential on their developing clinical strategies. It is also evident that supervision 

guidance about adhering to the training model varies greatly across placements. 

Technical approaches (for example, taking a more active stance, perhaps at times 

leading the direction of therapy, making use of resources, and allowing for long 

silences) vary according to the supervisor’s own ‘model in mind’. Psychodynamic 

thinking strongly underpins the supervision described by these trainees, although 

encouragement to deviate from the classical practice model varies. One supervisor 

may question a trainee’s departure from classical ways of working, while another may 

encourage the trainee to actively guide sessions. 

 As therapists progress in their careers they begin to manage the tension 

between guiding the therapy and working in a purely client-led way. They develop 

the skills required to move up and down the register marked by directive approaches 

at one end and non-directive at the other. The Emerging Therapists explain that the 

young people they see in schools are often bewildered by the experience of therapy 

and that the process of orientation to the work at the start can take some time. Five of 

the six Emerging Therapists have modified their psychodynamic approach, and the 

therapist who continues to closely adhere to her psychodynamic training model 

acknowledges the difficulty that doing so can present.  

 The majority of Emerging and Senior Therapists practice what may be called 

an ‘applied model of psychotherapy’, characterized by activity and flexibility. The 

model they describe emphasizes the value of attuning to the client and starting from a 

place or position that the client can relate to and manage. The findings indicate that 

the experienced therapists and supervisors carry ‘a model in mind’ to inform their 

thinking, but that this model usually needs to be adapted so that the therapists can 

begin the work from where the client is in his own development of psychological-

mindedness. If a client has little or no reflective capacities and no real sense of 'having 

a mind' this has to be developed before the client can gradually take more of a lead 

in the sessions. The Senior Therapists make the most of what interests the client, 

following and building on their lead, whilst also actively opening up conversation 

around what the client brings to the session, moving in and out of more directive 

techniques. 
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 The core skill of the experienced therapists14, as described in these interviews, is 

to manage complex psychodynamic thinking whilst relating in the moment to the 

young person’s lived experience. Rather than simply transferring the classical clinical 

model directly into the school counselling room, the experienced therapists respond to 

the individual client but also, more broadly in their practice, reflect the developmental 

stage of their client group as well as the environment in which they work.  

 As experience increases, the school-based therapists describe a flexibility in 

their psychodynamic practice style, with each counsellor finding a level of adaptation 

that suits her individual school setting and the client’s style of relating. The Senior 

Therapists in this research continue to hold their psychodynamic model in mind, but 

apply it lightly with their pupil-clients. Interpretation is used sparingly and only when a 

therapeutic alliance has been established. The Senior Therapists use the transference 

and counter-transference to manage powerful projections and to enhance their own 

thinking, and have confidence in the process as a foundation upon which to build a 

practice style appropriate to their client group. With experience, the therapists feel 

more comfortable drawing from other approaches and adapting the boundary 

where appropriate (adjusting the length of sessions, acknowledging clients outside the 

room, offering review sessions, for example). Some experienced therapists also offer 

psycho-educational input, which supports adolescent development and addresses 

their clients’ day-to-day concerns and confusions, and reflects the context in which 

they are working. Some of the therapists make use of CBT-type tools and thinking when 

they consider it would be useful, and others incorporate art materials and other 

creative resources in order to engage young people. 

 In common with all of the therapists interviewed, the Supervisors emphasize 

that the type of relationship the therapist is offering their secondary school age clients 

is often unfamiliar to them. Although all of the Supervisors stated that using the 

psychodynamic model flexibly is required in school-based therapy, two of the four 

interviewees focus on the kinds of adaptations they might make, and may encourage 

their supervisees to consider making. First, a restraint in interpretation and, second, 

working actively in a way that opens up conversation. Whilst all of the practitioners 

consider it important that attendance by pupil-clients is voluntary, two Supervisors 

made reference to the therapists’ need to make use of subtle skills of persuasion in the 

face of adolescent ambivalence. The new client is unfamiliar with the therapy process 

and these Supervisors see it as the therapists’ role to thoughtfully but quite actively 

encourage attendance by working in a way that piques the client’s curiosity. 

                                            
14 In this chapter the term ‘experienced therapists’ is used where appropriate as an inclusive 
term to refer to Emerging, Senior Therapists and Supervisors interviewed for the research. 
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Managing Anxiety 

The natural anxiety that a client experiences at the start of psychotherapy is 

traditionally considered to have an important role in the work. The apprehension alive 

in the room shared by client and therapist is a potential source of empathy. It also 

gives the therapist important counter-transference information, offering an insight into 

the client’s attachment style and transference processes, as well as his individual way 

of relating to new experiences and to support when it is offered.  

 The Trainee Therapists describe their own high levels of anxiety. They are 

unclear about the way in which the ‘non-directive’ psychodynamic model translates 

into school-based work and there is a strong sense in the interviews that the trainees 

long to be told the ‘right’ ways to relate to their adolescent clients. On placement, 

they are beginning to internalize the idea that clinical strategies require a degree of 

flexibility, and that these are most effective when considered in light of what they 

communicate to each client. The anxiety they feel in their new placement practice 

leads them to question the value of the work they are doing. The trainees’ concerns 

are particularly located around the difficulties they experience in engaging young 

people in therapy.  

 The new therapist’s anxiety at the beginning of her career and the client’s at 

the start of his first episode of therapy can be seen as parallel experiences, but the 

research shows that part of the therapist’s anxiety may be related to the difficulty she 

experiences in translating the classical clinical psychodynamic model into her work 

with young people. This finding raises the possibility that such concerns present an 

obstacle, or may even be detrimental, to the new counsellor’s effective therapeutic 

work. 

 The experienced therapists interviewed do not describe using the client’s 

anxiety as a means of communication in their school-based practice. Many of the 

young people they see already have complex relationships with adults (and often with 

authority), and the counsellors are aware that if a new ambivalent or reluctant client’s 

anxiety level is too high he will not engage with the work. The client may choose to 

leave the session and he may not return. Unlike in traditional psychoanalytic practice, 

the Senior school-based Therapists actively create an environment that aims to 

minimize the first-time client’s anxiety whilst at the same time helping him understand 

that the counselling relationship is different to any other he has previously had. One of 

the Senior Therapists recalls her own anxiety as a new school-based counsellor and 

explains that learning from a more senior therapist that working with adolescents 

required a different approach to the classical model, was a tremendous relief and, in 

her opinion, improved her practice. 
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 Psychodynamic supervision encourages therapists to explore the use of silence 

with clients, including during the initial phase of therapy, for several reasons. Silence 

offers time for private reflection, it elevates speech when it comes, it forefronts the 

client’s role in leading the direction of therapy, it allows space for emotional expression 

and it reduces opportunities for the use of avoidance strategies by both practitioner 

and client. (Of course, silence itself may be used as a defence if it is felt to be empty.) 

The Trainee Therapists in this research, who are learning the value of silence in their 

practice, use it but describe such periods as being powerfully laced with their own 

anxiety. The trainees’ express their discomfort in using silence during the first phase and 

suggest that it does not always feel helpful to the work. One of the Trainee Therapists 

describes her uncertainty about whether or not the anxiety around using silence is her 

own or the young person’s, and, while this is an important area for reflection in the 

moment, it is helpful to consider more broadly what these therapists’ discomfort about 

the use of a particular clinical strategy communicates to ambivalent or resistant pupil-

clients.  

 The more experienced therapists interviewed tend to reserve the use of silence 

for later in the work. They use abstinence only once a therapeutic alliance has been 

established and only when the client is fully committed to the therapy. The 

experienced therapists value silence and are at ease using it, but know that silence 

can be intensely difficult for their adolescent clients. Because of this they use it 

sparingly and make use of counter-transference feelings in order to assess its 

usefulness. Suggesting a moderate use of silence during the first phase is not a 

proposal to eradicate periods of quiet reflection, but it is an acknowledgment of the 

need for practitioner sensitivity around the young person’s levels of anxiety. As one of 

the Supervisors vividly describes, the stance of the ‘remote’ therapist can be 

experienced as persecutory by adolescent clients and is generally inappropriate in 

school-based counselling. Indeed, the data in this research show that managing the 

pupil-client’s anxiety whilst simultaneously creating an atmosphere in which he can 

express his own and tolerate the therapist’s curiosity, is a higher level technical skill that 

needs experience to apply effectively. 

   

A Sense of Authority 

In any therapeutic encounter a hierarchical relationship exists as, for the majority of 

new clients, the therapist holds the position of ‘expert’. Classical psychotherapy 

practice has until fairly recently been surrounded by an opaqueness that feeds the 

perception that it is the therapist who owns the knowledge, and therefore holds the 

power in the relationship. The psychoanalytic rule of therapist non-disclosure adds to 

her inscrutability and, for this reason too, the client’s transference to the therapist is 
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often charged with a sense of apprehension. In school-based counselling, the pupil-

client’s transference to authority can be a particularly powerful aspect of the work.  

 New school-based therapists’ high levels of anxiety (part of which may be a 

transference to the school itself) mean they are frequently uncomfortable about their 

natural adult authority and find it hard to own when they begin work. The novice 

therapist’s sense of dependence and emerging separation in the professional sphere 

parallels the adolescent’s developing sense of self. At the same time as they are 

struggling to establish a professional identity in an environment that is new and 

challenging, many of these therapists describe working with young people whose 

relationships with adults are fraught. The task of simultaneously supporting the young 

person’s developing sense of autonomy, managing her own anxiety and establishing 

her position as a professional, all in a way that engages a young person for long 

enough to develop a working relationship, is a complex undertaking for the new 

therapist. Adults who are competent in other areas of their lives can find it difficult to 

hold on to their more mature functioning selves when faced with the powerful 

projections of adolescents in schools. 

 The Emerging Therapists describe the way in which they are starting to assert 

their own sense of authority and rightful place within the school setting. They are 

becoming more confident about articulating the distinction between themselves and 

the school to both staff and pupils, whilst still aware of a balance that needs to be 

struck. In the counselling room, the Senior Therapists describe themselves as supporting 

the young person’s developing autonomy at the same time as they project a sense of 

their own authority. While questions about the suitability of counselling, the 

appropriateness of alternative interventions and the contract length can usefully be 

discussed with an adolescent client in therapy, the therapist’s role as ‘professional 

advocate’ for her young client will ultimately give her more responsibility for guiding 

decisions reached on these and other aspect of their encounter. In addition, in 

sessions the experienced therapists describe how they may sensitively challenge 

young people’s misjudgements and misunderstandings about the wider world. 

Paradoxically, the experienced therapists use a sense of their own natural benign 

authority (rather than dominance or control) to engage young people. The Senior 

Therapists are listening carefully and seeking to understand the deeper meanings of 

their clients’ feelings and behaviours, but in addition the findings suggest that many of 

them also find it necessary to align themselves with the culture of the setting. 

 Managing the young person’s transference to authority whilst sensitively 

conveying to him a sense of her own professional capacity, is shown to be a skill that 

takes time for some new practitioners to develop. The Senior Therapists work in a way 

that subtly acknowledges the position of adult authority that other staff in school use 
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to relate to the young people. The experienced therapists work with a sense of 

authority in order to avoid further alienating and confusing the pupils about their role. 

Whilst offering the young person a reliable, thinking and attentive mind, the Senior 

Therapists are always mindful of their role as adults and in addition model that 

relationships are able to survive disagreement and that ruptures are tolerable.   

  

Appropriate Transparency 

The Trainee Therapists adhere closely to the rule of practitioner non-disclosure that is 

central to classical psychodynamic therapy. At the same time, however, the student 

therapists describe the conflict they experience in applying this way of working whilst 

trying at the same time to make authentic connections with their adolescent clients. 

In their interviews, on the other hand, the Senior Therapists describe how they try to 

develop working relationships with new clients based on ‘transparency’, in order to 

minimize their client’s initial unease.  

 The Senior Therapists aim to be appropriately transparent. This means, for 

example, that when faced with a dilemma the therapist may share her own thought 

processes openly with the client, may bring in to the session new information about the 

client that has been passed on to her by the school, and at the start may explain 

explicitly to the client how therapy differs from classroom learning, and her place in 

the network around him. The therapist may also choose to invite the client’s view on 

techniques and protocols, such as thinking about how silence is managed in the 

sessions or whether or not the therapist will pick up the client from class when he has 

not arrived for an appointment.  This approach models an authentic way of relating 

and shows that trust is possible, while also introducing these young people gently to a 

style of thinking that is unfamiliar to them. By being appropriately transparent about 

her own thinking, the therapist is modelling a way of relating collaboratively, and 

emphasizes to the young person the shared task of the therapy. Moreover, the Senior 

Therapists are communicating a ‘thinking’ stance, conveying the therapist’s willingness 

to be flexible in response to her client’s needs. 

 The Senior Therapists recognize the importance of co-creating a relationship 

with the client that feels ‘alive’ and authentic. They bring more of their own personality 

into the work, whilst still considering their practice to be psychodynamic. The therapists 

see their practice as broadly non-directive but they acknowledge that this principle is 

not always possible to adhere to. They may encourage and support the client when 

necessary, share practical information and respond to the young person’s need for 

thoughtful adult guidance when appropriate.  

 The Senior Therapists’ principle of appropriate transparency aims to empower 

the young person to speak openly and honestly, while communicating a sense of their 
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own authenticity. Senior Therapists show that they aim to be unambiguous and 

appropriately reciprocal in their relationships. The therapists adjust their protocols to fit 

with the client in front of them, rather than sticking rigidly to a single way of working. 

Underlying the experienced therapists’ practice style is a sense of developing the 

young person’s ability to mentalize, that is enabling the client to conceptualize that 

others have minds that inform their behaviour and that they may have different 

perspectives to one’s own of the same experiences. 

 The Emerging and Senior Therapists describe a style of relating in the 

counselling room that reflects their client base. Reciprocity and spontaneity, qualities 

not usually associated with traditional psychotherapy, are highly valued by some 

young people and, particularly during those tentative first few meetings, may need to 

be acknowledged at some level by the therapist. The Therapists describe how they 

may include humour in their relationship with the client, that there is often a willingness 

to address the realities of adolescent experience and that some direction in the 

therapy may be offered. The experienced therapists keep the sessions lively and show 

genuine interest. They aim to balance neutrality with an encouraging warmth. 

Counsellors may find that they make better connections with some young people by 

drawing on the more interactive techniques of supportive therapy, through humour 

and improvisation. 

 The developmental changes that are integral to adolescence together with 

the therapist’s physical location in an education setting mean that incorporating 

psycho-educational aspects into our psychodynamic model of working can make 

sense, and often becomes part of the work with teenage clients in practice. Young 

people are in a transitional learning space (psychically, cognitively and physically), 

and being willing to think together in psycho-social terms in the therapy room, may be 

helpful. As the work progresses and the alliance is strengthened, there may be a useful 

role for therapists in responding directly to, or even opening up, exploration that has a 

psycho-educational or psycho-social dimension.  

   

Working with the System 

The Trainee Therapists’ relationship with the school organization is predominantly 

filtered through their relationship with their supervisor. Their supervisors manage their 

referral list, as well as feeding back information to the school about their clients in 

meetings and the trainees have little direct contact with school staff. The trainees offer 

no written feedback to the school about any of their clients. However, their answers 

also indicate that they feel unprepared for the particularities of the school 

environment and they explain that maintaining the clear frame and boundaries of 

classical psychotherapy is difficult within school. The trainees are sensitive to what they 
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perceive as their marginal role and describe a need for an improved ‘fit’ between 

school priorities and those of therapy. 

 The choice of whether or not to include a counselling service as part of 

secondary school provision is at the head teacher and governing body’s discretion 

and we know that there can be skepticism at a managerial level about the place of 

counselling within education. This has an impact on the expectations that exist for 

positive outcomes and can put pressure on school-based therapists to work to protect 

the position of their services within the secondary school sector. There is a strong sense 

in the interviews that experienced therapists know their positions in schools cannot be 

taken for granted and they are working hard to safeguard their services in order to 

survive the on-going upheavals in education and to manage the expectations and 

perceptions of the school community around them.  

 The majority of Emerging Therapists describe a difficulty integrating their work 

within the school culture. Some of the therapists actively work to preserve the 

differences between the experience they are offering the pupils in their meetings and 

the experience of school. However, at the same time they all also find it necessary to 

attend to the realities of school life and work around school priorities. As a way of 

managing the tension between the priorities of their own work and respecting the 

school’s interests, they may spend time raising their profile within the school 

organization. In contrast with the classical model in which the therapist aims to avoid 

projecting an image of herself, some of the more experienced school-based therapists 

consider it beneficial to the pupils, their own work and the counselling service to be 

visible and embedded within the wider culture. The Emerging and Senior Therapists 

spend time attending to the school community’s perceptions of their services in a 

number of ways. They talk in classes, at assemblies and to parents about counselling 

and the services they offer, they may also see members of staff for consultation 

meetings on an informal basis, they fit meeting times around school activities, may 

even offer shorter sessions if this is all the client can manage, and may allow new 

clients to think of them initially as a member of school staff when it might be helpful to 

the work.  

 The Senior Therapists recognize school priorities as paramount and describe 

negotiating their own role within the school as requiring a great deal of thought and 

management. The school system has other agendas running alongside counselling 

and these need to be taken into account. The Senior Therapists are unequivocal 

about the need to work within the existing school organization. These therapists aim to 

strike a balance between being seen as approachable and flexible by school staff, 

whilst also ensuring that they are seen as discrete and reliable by their clients. The 

experienced therapists work closely with other professionals in the school and present 
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themselves to clients as part of a ‘thinking network’ when they consider this approach 

to be in the interests of the young person. The Supervisor sample describes the 

challenges of establishing the boundaries of time and place and of managing school 

perceptions strategically in colourful terms. For the Supervisors, the importance of 

establishing a secure and consistent location from which to offer therapy is the single 

most important feature of the school-based frame. The other aspects of the frame, 

such as the timing of sessions and the confidentiality contract, need to be held to, but 

may vary depending on the school organization and the system around the individual 

pupil. 

 The more experienced therapists interviewed work hard to engage young 

people in counselling but offer feedback to the school when young people cannot 

make use of what they are offering. They suggest positioning themselves as a 

‘resource’ to young people and as a ‘consultant’ to school staff, offering a service 

that can also suggest suitable alternative interventions for young people where 

counselling does not seem to be appropriate. These ways of working suggest that 

experienced therapists find it helpful to minimize the medicalized perceptions of 

therapy that can exist. It is important to note here that other clinical protocols may 

need to be rethought in the interests of working within a host organization that has 

non-clinical priorities. For example, in the school context if a therapist chooses to ‘hold 

the client’ in mind when he does not attend a session, she risks appearing as if she is 

not using her time effectively and this may stir up negative feelings in school service-

commissioners and non-counselling school colleagues. In such circumstances, it may 

be recommended to use ‘vacant’ sessions (when a regular client is absent, for 

example, or unavailable because of a school commitment), to see other pupils. For 

instance, a ‘free’ slot might be used by the counsellor for a review session with a client 

who has ended therapy or to check in with a pupil new to the school. 

 

The therapists interviewed show that the psychodynamically informed approach they 

take with young people in school counselling is modified over time. Their practice 

increasingly reflects the setting in which they work and adjusts to accommodate the 

particular needs of their client base. Over the course of their careers, therapists 

develop skills that allow them to preserve the distinctiveness of their role and position in 

school in the pupils’ and member of staffs’ minds at the same time as they are 

integrating themselves into the culture of the school system. These skills demand 

professional confidence and expertise, and are seen to develop with experience.  
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The Initial Phase of Casework 

Referral  

The types of referrals described by the practitioners interviewed cover the full range of 

those presented in clinical settings, although referrals around behaviour difficulties are 

particularly well represented. All of the practitioner interviewees describe the 

information they receive about new clients from school staff as patchy. Forms are 

completed by some referrers, while some referrals are verbal and the level of detail 

given varies even within the same school.  

 For the Trainee Therapists, an on-site supervisor has a crucial role, managing 

their new referrals, the information flow from and to school staff, and supervisors may 

even re-frame hoped-for outcomes in terms of what is possible in therapy. The 

Emerging and Senior Therapists all take referrals from points of contact among staff, 

but several are known among pupils in their schools and may be approached directly. 

 Unlike in a clinical psychotherapy setting, the Emerging and Senior Therapists 

also routinely take ‘crisis’ referrals, when they are given no information about the pupil 

before the first meeting. Such a meeting may develop into ongoing regular work or 

may constitute an assessment session in which relevant feedback is given to the 

school. One-off meetings clearly require considerable expertise on the therapist’s part. 

The client’s distressing emotions need to be sensitively thought about and managed, 

and any unanticipated disclosures will mean involving other adults in the client’s 

network. In addition, the timing of a ‘crisis’ session can have implications for the way in 

which it is conducted by the therapist. Any one-off meeting before a scheduled 

school break, such as a half-term or end of term holiday, for example, needs skilled 

therapeutic work, in which the therapist uses the session to assess how best to contain 

the young person’s distress, so that it can be managed until further support can be 

accessed.  

 Across the Emerging and Senior Therapist samples, the practitioners vary in how 

and when they approach the school and parents for supplementary information 

about a new client. The decision to do so depends on the age of the pupil, the reason 

for referral and the therapist’s individual relationships with school staff. The 

Experienced Therapists’ comments taken together indicate the value to them of 

having as much detailed information about the client’s history as possible from 

whatever sources are available (school files, parents, staff and, of course, the client 

himself). The way the client tells his story, what he emphasizes and what he omits, are 

important material for the therapist, but assessing this while also gathering a 

comprehensive account of the young person’s life, starting from a position of little or 

no information, requires great technical expertise.  



 

 

176 

 Across all samples, the area of the referral process that most concerns the 

therapists is the lack of preparation of new clients before the first therapy session.  

There is a perception among therapists across all samples that many young people in 

schools are ‘sent’ for counselling without prior adequate discussion with the referrer.15 

To open up some thinking in this area, one of the senior practitioners asks referrers to 

talk to a potential client and ascertain their views on being referred for therapy before 

attending for the first time. A conversations like this between the client and referrer 

before the client arrives for his first session is thought by interviewees to be potentially 

very helpful in beginning to orientate young people to counselling. However, the 

usefulness of this may depend on the referrer’s role in the school and their relationship 

with the pupil. 

 The therapists describe how, among some members of staff and pupils, 

perceptions persist that counselling is the last port of call, a punishment, compulsory, 

and for the ‘unmanageable’, which means that stigma often surrounds attendance. 

The Senior Therapists, who are more embedded in the school organization, describe 

the ways in which they make use of the organization around the young person to 

tackle this. They have the opportunity to attend referral meetings and use this to 

communicate information to school staff about what therapy can offer. Also, in the 

same way that a clinician might have a meeting with a parent or carer, Senior 

Therapists may conduct a three-way ‘handover’ meeting at the start of the work with 

a new client and his parent, carer or teacher in order to manage his initial anxiety and 

to communicate the purpose of counselling. Such a meeting can convey to new 

clients that the therapist is part of a wider network and that the young person’s best 

interests are being held in mind by all of the adults around him. This helps the young 

person develop the idea that adults have the capacity to think together about him, 

and reduces the possibility that the positions and interests of counsellor, young person 

and school become or remain ‘split’ rather than complementary.  Relationships are 

the key to therapy and modeling ‘integrated’ thinking with parents, staff and pupils is 

an important aspect of the Senior Therapists’ practice. With regard to this point, it is 

possible that the use of the standard clinical term ‘referral’ has medical and clinical 

connotations that may be considered inappropriate in school. The sense school 

therapists are aiming to communicate might be better described as a 

‘recommendation’ for counselling. Using this terminology may serve to empower the 

young person in their role within the relationship, emphasizing the positive and 

collaborative qualities of therapy. 

                                            
15 Parental consent for their child to attend counselling will be sought or not, depending on the 
individual school’s policy arrangement with the counselling service, the age of the particular 
pupil and the referrer’s assessment of the pupil’s wishes, maturity and understanding. 
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Assessment 

The Trainee Therapists’ understanding of the client assessment at the start of therapy is 

vague. Their descriptions of the assessment period emphasize the importance of 

observing the client’s presentation, making use of their counter-transference, and 

establishing the counselling contract. The new therapists express uncertainty about 

how and whether they should actively seek to establish background information, the 

client’s reasons for attendance and his motivation to make use of the therapy. 

 The Emerging Therapists have different approaches to formally framing the 

assessment period, half doing so and the others not. These therapists are clearer about 

the elements they consider essential to cover during the first few sessions. Their 

internalized framework of assessment entail the process of developing a therapeutic 

alliance, gathering information about the young person’s life and experiences, taking 

note of the transference and counter-transference, clarifying what is being offered in 

therapy, establishing the client’s reasons for being in the room and exploring with him 

how counselling might help his situation.  

 Most of the experienced therapists recognize that offering open-ended 

therapy can initially be off-putting to young people, stimulating unconscious anxieties 

about both dependence and separation. For this reason, the experienced therapists 

often frame the length of the work at the outset (offering regular opportunities to 

extend the work as the client becomes more engaged). The Senior Therapists tend to 

define an assessment period fairly firmly and treat this period, of between one and 

four sessions, as one during which the client and the therapist have a chance to assess 

their capacity to work together. By and large the experienced therapists will work with 

all clients who are willing to make use of therapy, and although it is not always 

possible, the therapists describe themselves as working hard to encourage 

engagement. These therapists cover the same elements in the assessment phase as 

those identified by the Emerging Therapists, but in addition describe four additional 

and complementary areas of their assessment practice. They describe carrying out 

sensitive but active exploration of the young person’s thinking style, working to 

develop a personal connection based on appropriate transparency, identifying to the 

young person where they are positioned in his network of relationships and 

encouraging creative collaboration in the task of therapy.  

 This suggests there may be some value in assessing early on in the work how a 

young person would like to engage with therapy, checking in with them, in the spirit of 

transparency, to find out if the way the therapist proposes to work will suit them. As my 

research shows, the school-based psychodynamic counsellor’s practice style tends to 

reflect the adolescent client-base and develops in flexibility as experience increases. 

This suggests that therapists could usefully be encouraged to listen more closely to the 
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pupil’s wishes early on, checking in with the client more directly during the first few 

sessions.  

 The Senior Therapists actively gather life history information during the initial 

period, and use resources that suit their individual practice approach, such as art 

materials, timelines, family maps and genograms as well as narrative-based 

assessment tools. The therapists use their understanding of young people and 

adolescent development to gauge the types of resources suitable for different clients. 

Using an internalized framework of assessment thinking, which applies to every new 

client, their assessment practice is then subtly tailored to each individual young person 

in the counselling room.  Their practice style during this period is flexible. It shifts and 

responds to the client’s presentation, to the transference information and to what their 

expertise tells them might be therapeutically appropriate to enable engagement with 

this new client. They are acutely aware that there is often a limited period of time in 

which they may be able to engage an ambivalent adolescent client in therapy and 

they want to use that time as effectively as possible. 

 An important aspect of clinical work is the principle of therapist non-disclosure. 

The therapist has traditionally offered the client a ‘blank screen’ onto which he 

unconsciously transfers information about his past and current relationships and 

emotions. This information is then used in the service of the therapy, and can be 

explored by the client and therapist as the work progresses. The experienced 

therapists in this research appear to be describing themselves as willing to expose 

some areas of their own individuality without compromising their neutrality. They guide, 

and may even actively direct, the first phase of the work and use materials and 

resources when they consider it necessary if the work is to progress. Taking a more 

active role in this way means that the therapist is bound to expose aspects of her 

personality while building the working relationship, such as showing a lively curiosity or 

using humour while creating a family map or completing an assessment form with the 

client and so on. 

 This finding raises the question of whether or not the psychodynamic approach 

as practised in this way loses something of its central defining quality. Where is the 

opportunity for the young person to use the transference in therapy that is offered in 

this way? What the therapists are describing is a process in which during assessment 

she is getting to know the client and thinking about how counselling can work best for 

him. The client, rather than getting to know the therapist in a similar way, is finding out 

what a therapeutic relationship can be like and how the counselling process works. A 

first encounter with a more impassive psychotherapist could be a bewildering 

experience for a new and ambivalent client, and moreover very rarely possible in a 

school setting as the therapist is part of the school community. These experienced 
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therapists are making use of the transference and counter-transference but are quite 

aware that the work can only proceed if the young person is able to trust the 

counsellor. Their experience shows that trust can only be built on an authentic 

relationship that makes sense to a young person. In essence what the experienced 

therapists are using is a relational approach, underpinned by psychodynamic thinking. 

The therapists’ sensitive and thoughtful questions about, for example, the client’s use 

of counselling in the past, about his family and peer relationships, about how the 

transfer to secondary school unfolded for them, about how school is for him now, all 

give both therapist and client valuable information about the client’s responses to 

offers of support, to his significant attachments, to new experiences and to authority. 

The transference will come alive in this process and the therapist may need to interpret 

it to herself at the same time as she is actively reaching out to the client. 

 When young people arrive in therapy, particularly in schools where there is a 

broad demographic, there are several areas that may immediately alienate new 

pupil-clients from the work - cultural, social, ethnic, power and age differences, for 

example, will play their part, Although such differences between the therapist and 

client are rarely mentioned in the practitioner interviews (only one Senior Therapist 

referred to ‘difference’), an important task for the therapist is to initiate a culture of 

exploration in the sessions. An environment in which warm curiosity is encouraged 

helps the client get beyond the ‘person’ of the therapist so that he can experience 

the process. The Senior Therapists’ descriptions of their practice style, suggest that in 

the face of evident cultural, age and power differences, points of connection with the 

young person may need to be actively sought out. Building on this finding, and the 

transparency that experienced therapists consider helpful to their practice, it is 

possible that areas of social and interpersonal difference might usefully be named by 

the counsellor and talked about openly with the young person at the start of the work.  

 

Client Self-Report Forms 

The Trainee Therapists in the sample have had little contact with client self-reporting 

questionnaires on their training course. They all attend the same course, so this may 

not be new therapists’ experience on all psychodynamic training programmes. These 

therapists recognize that psychotherapy has comparatively little history of using 

evidence-based measures and the three trainees who have not used forms in sessions 

find it hard to imagine how the relational aspects of the work can be measured 

effectively. One of the trainees is using the SDQ self-report form during the first phase of 

therapy on placement, and she describes her experience of using the form with clients 

in positive terms.  
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 Five of the six Emerging Therapists do not use forms in sessions with clients and, 

although three thought there could be benefits to using them, they all expressed 

concerns about using written forms as part of psychodynamic therapy. The concerns 

raised focus on the length of client self-report forms, worries about their complexity for 

the young client and the way in which they may inhibit the development of the 

relationship. One of the Emerging Therapists uses a ‘joint assessment form’ and in 

principle has positive views about using such a tool. The primary one being that it can 

be a bridge into starting a working relationship with the new client – a collaborative 

place to begin. However, her view is also that the particular form used by her 

organization, but originally devised for a community-based service, uses rather 

insensitive clinical language particularly around risk, that she considers inappropriate 

for her school-based setting, This therapist continues to use the form in her work, 

however, because in her view the benefits of it outweigh the disadvantages.  She uses 

the form as a route by which to gather essential life history information, and by 

expanding on and modifying the questions posed in it she also uses it as a framework 

on which to start building the relationship. 

 Four of the six Senior Therapists interviewed use client-report forms of different 

kinds, and all of these are in the pubic domain. The therapists all expressed positive 

opinions about the forms they use. Specifically, they commented on the form’s role in 

helping to get a fuller picture of the client’s situation, in identifying a focus and in 

engaging a new ambivalent client. Their negative opinions were around the length of 

client-report forms (one too short and one too long) and the unfamiliar (to the client) 

language used in the form. The Senior Therapists only use the forms when they think 

their use will support the client’s engagement, and none of these practitioners share 

the information gathered in the forms with their schools. 

 Overall, the interview data show that the position and perception of the 

counselling service within the school system currently rely on the personal relationships 

established by these therapists within their professional contexts (rather than on routine 

evidence). However, self-reporting measures are increasingly becoming part of 

clinical practice and, in this research, the school-based therapists who use forms have 

some positive experiences to relate. Written forms may have a role in engaging young 

people in therapy, identifying a focus for the therapy and in gathering information that 

is not provided at the referral stage. By and large, except for the notable exception of 

YP-CORE (considered not comprehensive enough by one interviewee), self-report 

forms for young people have been developed for use in clinical or research settings. 

The goal-based outcome measure, used when appropriate to the presenting client’s 

concerns by one of the Senior Therapists, can offer a measurable and collaborative 

starting point for conversation establishing a focus for the work that can be returned 
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to. Although it has benefits the GBOM does not provide opportunities for the therapist 

to systematically gather information missing at the referral stage.  The current 

challenge, therefore, is to develop a client self-report questionnaire that provides a 

collaborative framework for the first meeting, allows life history material to be 

gathered, gives an opportunity to identify a focus for the work and relates directly to 

pupil-clients’ experiences, all in language that is appropriate for the client’s 

developmental age and school setting, whilst not obscuring the counsellor’s 

psychodynamic understanding of the encounter.  

 

Identifying Risk 

In the context of psychotherapy, ‘risk’ is defined as harm that a client may be subject 

to from others, from himself, or that the client may inflict on others. With adolescent 

clients, risk ranges from the serious safeguarding concerns of emotional, physical and 

sexual abuse and neglect, through suicidal ideation, self-harming and eating 

difficulties, substance misuse, involvement with gangs, involvement in criminal 

behaviour and physical violence, to health and emotional welfare issues (which may 

or may not be legal), such as engaging in unprotected but consensual sex, drinking 

alcohol and smoking cigarettes, and inappropriate and/or addictive internet use. The 

therapist’s decision to maintain client confidentiality about risk disclosures, inform the 

school and/or refer her client on to clinical services will depend on the level of 

immediate danger posed, the age, cognitive abilities and presentation of the client, 

the client’s wider issues, his protective factors, his unconscious communications and 

the network around him, as well as the therapist’s own competencies and her 

assessment of the quality of the relationship she has with the client.  

 A new client’s risk factors may or may not be known to the therapist at the start 

of the work. A young person may choose to speak about the risk he is subject to 

through his own actions or from others from the outset, or these areas may emerge as 

the sessions progress and trust develops. Thinking about risk is an ongoing concern for 

the therapist, but she will be particularly alert to indications of risk as she gets to know 

her new client. Classically trained psychotherapists and psychoanalysts use counter-

transference feelings to pick up on areas of concern and then, following the client-led 

ethos, wait for the client or patient to make a disclosure when he feels ready. In 

clinical settings, however, where short-term psychotherapy contracts are becoming 

the norm and accountability is a growing concern, the assessment of patient risk is 

increasingly an area covered by forms, routines and questionnaires. 

 The school-based Trainee Therapists participating in this research had discussed 

risk on their course in terms of how to manage Child Protection disclosures and in terms 

of keeping themselves and the client safe in the counselling room. Actively assessing 
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the client’s level of risk to himself or others, or the potential harm to him from others, 

had not been addressed directly on their training course by the time of the interview. 

When on-site supervisors are managing new therapists’ case lists, clients who are 

considered to be at high risk are not referred to trainees. If an area of concern is 

disclosed to a trainee therapist in a session immediate discussion in supervision is 

essential and onward referral may be the most helpful option. Even experienced 

school-based therapists using regular supervision may find that complex cases 

involving risk factors benefit from the network of professionals around the young 

person that clinical services can offer. 

 The Emerging Therapists In this study describe assessing the client’s level of risk 

by monitoring their counter-transference and through exploratory conversation during 

the first few sessions, followed by verbatim note-taking and using supervision to 

manage disclosures and concerns. The single Emerging Therapist who uses a form 

during assessment always covers serious risk in the first meeting because the form 

directly addresses safeguarding issues. This therapist finds the language used in the 

form around this area clumsy and finds it helpful to reframe the questions for her 

clients. The therapist states that addressing risk factors sensitively but openly in the 

session with the client can quickly reveal information that is not known by the referrer.  

 The Senior Therapists describe themselves as directly addressing safeguarding 

concerns during the initial phase.  These therapists use their counter-transference 

feelings and observations initially to guide them, but they also use self-report forms and 

explicit questioning to open up conversations about areas of risk in the first few 

sessions. One of the Senior Therapists describes they way in which she may talk to the 

client about the developmental significance of risky behaviour in adolescence, in 

order to bring discussion about the area to the forefront and to communicate her non-

judgmental stance. The Supervisors’ opinions on establishing levels of risk for new 

clients were less uniform. They ranged from explicit approaches, for example, the 

therapist initiating direct but sensitive questioning about specific categories of risk or 

expressly naming information regarding serious concern that has been given in the 

referral form, through to the therapist being guided by the counter-transference alone.    

 The experienced therapists interviewed tend to treat risk as a specific area to 

be addressed during the first phase of their work with a new client. Time-conscious 

adolescent therapy requires the counsellor to facilitate the development of trust in the 

relationship, and the experienced therapists describe doing this through their emphasis 

on transparency. By directly and sensitively addressing risk issues, they indicate to the 

client that conversations about these areas are possible in therapy. Creating a safe 

and non-judgmental environment for disclosure about areas of risk is considered to be 

key by the Senior Therapists. If a client denies risky activity that is known to the 



 

 

183 

therapist, the therapist uses her counter-transference and assessment skills to help her 

think about this. The therapist may then choose to ask the client directly about areas 

of concern at what she assesses to be the right moment. The therapist has a 

responsibility when working therapeutically with young people in a time-conscious 

environment, to offer the optimum conditions in which the young person will feel able 

to disclose their concerns, including areas that endanger him. This research indicates 

that sensitive but direct questioning, perhaps using a form as a normalizing structure, 

may open up helpful discussion around risk issues.  

 The experienced therapists describe how they may refer clients to other 

services, including mental health, drug and alcohol or medical services, if they believe 

that the young person would make use of these.  However, the aim for these therapists 

is to continue working with clients wherever possible, even when other services are 

involved. The experienced therapists describe exploring the client’s unhelpful and/or 

dangerous behaviour through psychodynamic thinking, but they also indicate that 

they may also offer client’s practical guidance about the consequences of their 

involvement in risky behaviour. 

 The recommendation that emerges from the interviewee responses is that, 

whilst directly exploring the area of risk, the therapist might ask sensitive exploratory 

questions during the first phase that allow for client risk disclosures.  

 

Feedback and Respecting Confidentiality 

Protocols of client confidentiality are particularly difficult to adhere to in schools. 

School staff are often unaware of the central importance of client privacy in therapy 

and can be confused by the one-way flow of information that is relied on by 

counsellors.  When staff do not understand or have unconscious aggressive feelings 

about the confidentiality rule of counselling, they may put the therapist in a difficult 

position by requesting inappropriate feedback and by asking compromising questions 

at unsuitable times. 

 In reality, the majority of experienced counsellors consider it their role to 

support their clients within the wider school system and will share information about 

them with other professionals when they think it helpful and relevant to their client’s 

needs.  

 Three of the four Trainee Therapists in this study rely on their supervisors to feed 

back information about their clients to the school. Although one trainee does attend 

referral meetings, she says she gives no feedback about her ongoing work with clients 

at these meetings. The Emerging Therapists describe the area as sensitive – 

confidentiality is important to young people, yet the therapists are aware that 

feedback about clients can be helpful to the school and therefore ultimately in their 
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clients’ interests. The therapists manage the issue of feedback on a case-by-case 

basis, depending on the individual client and their working relationships with members 

of the staff team. The Emerging Therapists give generalized verbal feedback when it is 

requested by parents or by school staff, but their interview responses communicate 

the tension they experience in managing this. One of the Emerging Therapists gives 

broad written individualized feedback to a senior member of staff about her clients, 

and feels that this system for reporting is reliably discreet. 

 The Senior Therapists and Supervisors also respect client confidentiality but in 

general take a more adaptive approach to the issue. They are very clear about their 

need to develop and maintain professional relationships within the school network. 

They engage with the professionals around them, give broad verbal feedback 

regularly at referral and liaison meetings and may give what they consider to be 

relevant feedback about individual clients in discussions with other involved 

professionals. The experienced therapists’ interview responses suggest that they are 

aware that the information flow in schools needs to be more flexible than in a clinical 

settings, and that their commitment to the welfare of their clients may in reality mean 

a more nuanced definition of privacy. 

 My understanding is that the sense of unease therapists in all the data-sets 

express about the process of feeding back to the school relates directly to the way in 

which the terms of confidentiality are described to the pupil-client in the first session.  

 The majority of therapists interviewed explain to the new young client that 

everything discussed in the meetings will remain private, and that only serious 

concerns will need to be shared with a named member of staff (usually the 

Safeguarding Officer). The therapist then goes on to say that her aim will be to discuss 

with the client her intention to share information before doing so. However, two of the 

experienced interviewees commented that from the outset they might choose to 

adapt the standard terms of confidentiality, because the work is taking place in 

schools. One of the Emerging Therapist’s seeks the pupil’s agreement to offer a small 

amount of feedback to the referrer as the work progresses, explaining to the young 

person that judicious feedback may be in the client’s interests. One of the Supervisors 

strongly suggests in the interview that offering a confidential therapy service in schools 

is unrealistic and in effect obstructive to school staff and that, moreover, young 

people mistrust counsellors who claim not to share information about them with other 

adults. The thinking underlying both these practitioners’ comments is that offering 

complete confidentiality to pupil-clients alienates school staff, and that being clear 

about the real terms of privacy in the first counselling meeting supports the 

development of the client’s trust in the therapist, locates the counsellor within a 

network of professionals and better serves the young person’s interests in school. 
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 The pupil-client is part of the school community, and the counsellor’s first 

priority is the pupil’s welfare in all areas, at school as well as elsewhere. Perhaps rather 

than offering the standard terms of complete confidentiality, we might draw together 

the suggestions made in the data and develop a new confidentiality contract for 

schools. The therapist might instead choose to really explore the boundaries of 

counselling privacy with the client in the first session. To begin, the therapist might tell 

the client that as their meetings progress, the school may pass on information to the 

therapist about the client that is helpful to their work. Knowing this positions the 

therapist within the school network in the client’s mind and informs the client from the 

outset that there will be communication from the school to the counsellor. This 

information also helps the young person understand conversations he may witness in 

passing between a member of staff and the therapist. In addition, the therapist can 

tell the client that she may be asked to give feedback to the school (naming the 

referrer or the therapist’s staff contact) and will do so when it is in the client’s interests. 

The therapist may elaborate on this: the therapist will let the school know if the client is 

making use of the sessions, may feed back her own impressions of how things are for 

him, and will let the school know when their work together is coming to an end. These 

statements describe the reality of the counsellor’s role in school and inform the client 

that the counsellor is part of a ‘containing’ network. The counsellor models that 

information can be shared between adults without inducing panic. But, and this is 

most important, the therapist also tells the client that any feedback she gives will 

respect the privacy of the client’s thoughts and feelings.  The therapist can explain 

that the sessions offer a private talking space. The client can feel free to say what he 

wants and to try out different ways of thinking, safe in the knowledge that this 

information will not be shared with anyone else.  

 Adhering to this protocol of confidentiality means that candid discussion with 

the client about information flow between the therapist and the school becomes part 

of the first phase of the work.  The therapist ensures that the client understands exactly 

what is being said about feedback and privacy. The reasoning behind this 

recommendation is that it is how school-based counsellors tend to work in reality and 

fits well with the message of thoughtful transparency that underlies the experienced 

therapists’ practice style. 

 The therapist also tells the client that serious concerns may need to be shared 

with the Safeguarding Officer and that, if the need arises, she will aim to discuss this 

with the client before doing so, and will continue working with the client if at all 

possible. The information given to the client about confidentiality offers an opportunity 

for the young person to explore and understand the important difference between 

considered feedback carried out in the client’s interests and indiscriminate gossip, 
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which is often a wider concern among young people in school communities. The 

conversation also allows the client to see both the school and the therapist as working 

together and avoids cultivating an unhelpful division in the client’s mind between the 

counsellor and the school. School counsellors are not entirely separate to the school 

system. They offer pupils something very different to what is offered by the rest of the 

staff, but they are a part of the school community.  

 In addition, submitting a short confidential written report to the contact 

member of staff at the end of the assessment period, might forestall ad hoc requests 

for feedback from members of staff. The report might consist of the referral 

information, a brief summary of the client’s initial presentation and circumstances, the 

therapist’s assessment of the client’s ability to engage with therapy, and what the 

focus or main themes of the work might become. This report does not compromise the 

confidentiality of the client’s thoughts and feeling, but does reinforce the counsellor’s 

position as part of a team and could help to educate schools about what therapy 

can offer and the kind of work that is done. 

 

Focus of the Work 

Open-ended long-term psychodynamic psychotherapy is client-led. The client 

chooses what will be discussed in each meeting and makes links in his thinking as the 

sessions progress, while the therapist shares her observations and interpretations as 

appropriate. The new therapist interviewees, training in an open-ended long-term 

model, were not asked about their approach to developing a focus in their casework. 

Instead the interviews with trainees concentrated on the protocols being learned in 

their training and applied on placement.  

 The experienced therapists all describe their work as client-led, although part 

of the initial phase for most of the Emerging Therapists is to identify a focus either in 

their own mind or explicitly with the client. Sometimes at referral stage there will be a 

clear focus evident to both the school and the young person, for example, in the case 

of bereavement, family change or self-harming. When the client is unable to identify 

an area to focus on, the school’s concerns might be suggested by the therapist as a 

point from which to begin. The Senior Therapists describe themselves as more inclined 

than the Emerging Therapists to identify and hold a focus throughout the work. The 

sessions are client-led but because the therapy is time conscious there is a need also 

to address presenting issues. The experienced therapists explain that the focus is held 

in mind by the counsellor at all times and explicitly returned to if the work becomes 

stuck. 

 Many young people who are referred for school counselling are asked to 

attend by the school in order to learn to improve their behaviour and attitudes to 
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learning. These young people are often resistant to change and have little 

understanding of the links between their behaviour and their underlying experiences 

and emotions. The Emerging Therapists describe the complexity of helping the client 

link these areas during the therapy. In their responses, the Senior Therapists’ also 

express the challenges of helping the young person understand a connection 

between behaviour and emotions. The process entails the therapist holding in mind 

and helping the young person make links to the school’s aims for the therapy, whilst 

always ensuring that the sessions focus on what the young person wants to think 

about. Just as the therapists are helping the young person to see connections 

between their emotions, experiences and behaviours, the therapists also comment 

that it is important through feedback to the school to help staff make these 

connections.  

 The Supervisors’ responses indicate the tension in working to a focus in school-

based psychodynamic practice. There are equally strong feelings expressed about 

the dangers of restricting the client’s use of the therapy by explicitly identifying a focus 

that includes the school’s aims for the therapy and the risks of avoiding the reality of 

the client’s experiences and relationships when the focus does not include the 

school’s concerns. Experienced therapists who advocate more open and fluid use of 

the sessions are trusting in the process of therapy to address contingent issues, such as 

non-conforming behaviour. These therapists view therapy as most effective when the 

client makes the links himself. On the other hand, the practitioners who believe that 

school concerns must be openly acknowledged by the therapist and worked with see 

the pressures of time and the possible wider consequences for the young person, such 

as exclusion, as reasons for actively helping the client make these connections.  

 Since most pupils are referred to see the counsellor rather than being self-

referrals, the interviewees consider it important to start the work thinking with the client 

about what he wishes to get from the experience. Taking this approach makes it much 

more likely that the young person will continue to attend. In addition to this, however, 

counsellors working in schools are aware of several elements that affect the way in 

which they can carry out their practice, including the role the school has in buying the 

service, the modest timescale of the intervention (although open-ended, it is time-

conscious) and the impact a young person’s experience of school has on his life 

chances and future well being. To be most effective, therapists may find it appropriate 

to help pupil-clients address the issues that are preoccupying and disturbing them 

whilst also actively helping them make connections from these to the realities of how 

their behaviours are perceived by others.  
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Challenges of the Initial Phase 

When asked which aspect they consider the most challenging in the first phase of the 

work, the most prevalent response given across all samples was the process of 

engaging adolescent clients.  

 The trainees particularly stressed the difficulties of translating into practice the 

features distinctive to the psychodynamic approach, for example using silence, not 

directing the session, thinking about and managing client projections, and offering 

interpretations. The school-based trainees are aware of the importance of building the 

therapeutic alliance but find it difficult to do this without bringing something of their 

personality into the room. The trainees comment on the challenge of trying to engage 

resistant clients who are unprepared for therapy whilst trying at the same time to apply 

the technical skills that they are learning. The Supervisor interviewees suggest that 

offering the client a neutral but comfortable space and being clear about what is 

being offered are the most important factors that support client engagement. They 

also suggest that for the therapist clear practice protocols and being supported by 

solid professional relationships, at school and through supervision, help address their 

anxieties.  

 In the experienced therapist interviews, two conditions are identified that 

initially may hinder the client’s engagement with therapy, First, the resistance present 

when the client is in a state of denial about the issues that are concerning the adults 

around him and, second, when there are deeply held issues for him around trusting 

others. The Emerging and Senior Therapists’ responses suggest that they think there is a 

need to be active in orientating such young people to therapy, whilst still holding to 

their broadly non-directive stance.  

 As well as assessing the young person and outlining the contract, the 

therapist’s task in the first phase is to help dismissive and reluctant clients see the value 

of what is being offered. At the same time as helping the client understand the 

uniqueness of the counselling relationship, the therapist needs to create an 

atmosphere that normalizes for the young person an entirely unfamiliar kind of 

communication with an adult. For some young people, particularly those who have 

self-referred and those who arrive ready for a therapeutic relationship, the offer being 

made by the counsellor can come as a huge relief. However, it is important to 

remember that clients using school therapy are often culturally and socially 

unprepared for therapy and come from an environment in which they are used to 

being instructed and directed by members of staff. Even though some young people 

resent and rebel against the boundaries imposed by school, without adequate 

preparation and orientation the freedom given to them in the counselling room can 

be experienced as alarming and, at least initially, to some, may be off-putting.  
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 The young people who attend counselling are often those who have been let 

down in the past by significant adults in their lives, and in addition, there are 

developmental resistances during the adolescent period to seeking and committing 

to dependent relationships. These circumstances add a further layer of complexity to 

the work and mean that the offer of beginning a new working relationship with an 

unfamiliar adult needs to be particularly well framed.  

 Levels of anxiety among new clients and new therapists are high, and the 

window of opportunity in which to engage a new adolescent client is narrow. The 

findings here suggest that the most containing experience for a young person 

presenting in this way is to be offered a fairly structured first engagement phase that 

supports both the new therapist and new client, so that they are able to work together 

for long enough to allow for the possibility of a different type of relationship. 

 

The Final Phase of Casework 

Reviewing the Work 

The Trainee Therapists consider their work to be open-ended from the outset. They do 

not set a contract length with the client at the start and none described the 

experience of reviewing on-going work with a client. The majority of experienced 

therapists interviewed consider their school-based work to be open-ended only once 

a therapeutic alliance has been well established. They describe themselves as always 

alert to young people’s developmental anxieties about engaging in long-term 

therapy and their tendency to drop out suddenly. Every six weeks or so, usually around 

the time of a school holiday when meetings are suspended, the experienced therapist 

tend to initiate a review conversation with the client about what has changed during 

the period of work to date, and share thoughts with the client about drawing the work 

to a close or continuing their meetings. The interviewees also consider this type of 

discussion to be helpful when the therapist has a feeling that the work has become 

stuck or lost focus.  

 Encouraging regular reviews with the client, according to a timeframe, as 

some of these experienced therapists do, can help avoid unplanned endings on the 

client’s part, ensure that the young person doesn’t feel dropped if the therapy has to 

come to a close for organizational reasons (the pressure of waiting lists, the therapist 

leaving, for example), and also keeps the reality of the end of the work in mind. In 

practice time-conscious, rather than time-limited, therapy may translate into multiples 

of the standard state-sector 6-week half-term (6, 12, 24 weeks perhaps) or the natural, 

although arbitrary, length of an academic year – usually 36 weeks of school 

attendance. 
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 Although the client usually leads the decision to end therapy, the experienced 

therapists also comment that they may initiate an ending when they feel it is 

appropriate. They say this may be when the pace has slackened, the client does not 

seem to be gaining therapeutically from the work and the sessions are being used by 

the young person to avoid school commitments.  

 The experienced therapists and supervisors suggest that the ending phase 

should have a distinct quality to it. These practitioners encourage the client’s 

reminiscences about the relational and creative aspects of the work that has been 

done and the client’s thoughts about progress and changes in all areas of his life.  In 

addition, the therapist may offer her own observations and thoughts about changes 

that she has observed. This phase of the work, as described by the experienced 

therapists, has the quality of a guided discussion, a shared exchange of thoughts, an 

active review by both parties. There is a sense too from the interviews that these 

practitioners work with a lightness of touch that acknowledges real difficulties but also 

keeps the dynamic and progressive character of the adolescent period in mind. 

Working in such a way acknowledges both the therapist’s role in supporting the 

adolescent developmental tasks of individuation and separation, as well as the 

understanding that a ‘good enough’ experience of school-based therapy can lay 

helpful ground for therapy accessed later in life. 

 Time-conscious therapy is not offered as a discrete model of therapy but rather 

an adaptation of practice. Such practice addresses the young person’s problems in 

context, takes account of the parameters of education timeframes, and puts 

emphasis on the future. The intervention may be seen as one contribution to a longer-

term process and for this reason correlates well with the adolescent developmental 

task. In addition, this type of therapy seeks to affirm the client’s capacity to cope and 

the autonomy that can emerge as a result of such therapy. Moreover, the therapist’s 

understanding of unconscious functioning, defences, the transference and resistances 

enrich the experience – the therapy may not be long-term psychoanalysis, but it is 

psychoanalytic. In schools where young people’s referral pathway to therapy is 

complex, where developmental drives militate against engagement, where 

motivation to change may be minimal, and where the setting can be less than 

accommodating, time-conscious psychodynamic therapy may be the most suitable 

way of working. 

 

Outcome Measures 

The Trainee Therapists interviewed have little experience of using outcome forms but 

are aware of their increasing prevalence. The trainees expressed concerns about the 

formality and lack of emotional depth of outcome forms, as well as fears that using 
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forms may inhibit the therapeutic relationship. It was also suggested in the interviews 

that using a form with a client whilst working psychodynamically would require 

technical skills that trainees have yet to develop.  

 The Emerging Therapists are not using self-report measuring tools currently and 

were critical of the ones that they had made use of in the past. Such forms are felt not 

to reflect the changing nature of adolescent development, to be too demanding for 

the pupils, and to be inappropriately generic.  

 Across all the interviewees the Senior Therapists were most positive about using 

outcome measures. Four of the five Senior Therapists interviewed use some type of self-

report form with the client in the final phase. None of the therapists using outcome 

measures share them with the school in which they are working. When they are used, 

they are used for monitoring and evidence purposes by their services. The 

experienced therapists describe how they use the form as a tool to guide 

conversations around change and progress and as a way to reflect back on the 

beginning of the work. The form is treated as just one aspect of the ending phase 

rather than the apex of it. The measures are used to frame the ending period as the 

last session approaches, whilst the therapist applies her psychodynamic thinking 

alongside the shared experience of saying goodbye.  

 Only one of the four Supervisors is currently working with therapists who use 

outcome measures and this Supervisor is ambivalent about the use of forms. This 

therapist is aware of their value in accounting for therapist’s work and that there is 

research to suggest that they can improve the experience for clients, but also 

observes that they can bring a formality to the experience that detracts from the 

relational and emotional elements of therapy. Another of the Supervisors suggests that 

a short report about the gains made in counselling written by the therapist, shared with 

the client before being given to the school contact, could be a useful way of 

concluding the work.  

 Across all the samples, several advantages were cited for using written self-

report forms during the final phase of therapy. The benefits noted were that during the 

final phase they may help the client focus, self-reflect and evaluate, outcome forms 

can gather evidence which may protect services, they offer a final collaborative task 

for the client and therapist, and they can be used creatively to frame the final phase 

of the work. Outcome measures are quite welcomed by some of the more 

experienced therapists interviewed for these reasons, but with the caveat that the 

form is tailored to the needs and experiences of the young person in front of them. 

 The interviews suggest that outcome forms as they currently exist require a high 

degree of skill to incorporate into psychodynamic sessions. Without the benefits of the 

therapist’s technical aptitude and confidence, the forms are seen to have the 
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potential to disregard the emotional depth of the counselling experience, and gather 

information in a way that diminishes both the client and the therapeutic encounter. 

The goal-based measure, which offers a starting point for wider conversation, and 

during the first phase of therapy has been tailored to the individual client’s focus, is 

seen in a positive light by the therapists who use it during the final phase.  

 The interviews suggest that the forms currently in use in school-based therapy 

are either too individualized to share with the school or do not reflect the priorities 

valued by psychodynamic practitioners. The conclusion reached through the 

interview data is that if therapy services in schools are to be protected and 

developed, rather than simply incorporating forms that are used in clinical settings, 

school-based psychodynamic therapists may need to create new ways of informing 

schools about the work that is being done.  

 

Experience of Loss 

The majority of endings discussed by counsellors in the interviews are those that are 

outside the therapist’s control, determined either by the client or organizationally. The 

client drops out, is excluded, or moves away, the school schedule impacts 

unexpectedly on the last session or sessions, the waiting list brings pressure to bear on 

the therapist, or the placement ends.  

 The trainees interviewed have worked with endings from the start of their 

practice, and there is a strong sense in their responses of their disappointment about 

not having sustained their work with clients for longer. They express uncertainty about 

how to manage endings and give examples of endings with clients that drifted, were 

confused or abrupt. The students have relied on supervision to explore their own and 

the client’s possible feelings about ending, and in the interviews they offer 

explanations for the unplanned endings they have experienced. The new therapists 

question their own skills, cite the client’s lack of agency in the referral process as well 

as miscommunications with school staff and a lack of encouraging support in the 

school for the intervention.  

 The experienced therapist interviews remind us how complex finishing therapy 

is for young people. Even pupil-clients who have used the counselling well may not 

manage an organized or planned ending. In addition, feelings of guilt, omnipotence 

and anxiety, relating to the developmental task of separation, may be stirred up in the 

young person when the end of the work is in view. The loss of the therapy relationship is 

central to the ending in the school-based counselling, just as it is in psychodynamic 

therapy in other contexts and with other client groups. However, the realities of the 

school setting and features of the adolescent process are apparent in the 

experienced therapists’ approach to ending therapy as they describe it.  
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 The experienced practitioners understand that the process of adolescence will 

be reflected in the work. During adolescence the young person’s relationship with 

significant adults at home is changing, but not necessarily ending, and school-based 

therapy offers a possible parallel process for working through this negotiated 

separation. For example, the counsellor and client may see one another around 

school after the end of therapy and this affects how the experience of loss is worked 

with. Moreover, schools are the ideal place for young people to make repeat use of 

therapy, in a way that reflects the gradual and negotiated separation of 

adolescence. The experienced therapists know that counselling may be dropped 

suddenly by pupil-clients and returned to at a later date. For this reason, they consider 

it important that what has been achieved and the future are given emphasis in the 

ending. They recognize that the young person may use the therapy to focus on a 

particular reality, such as taking exams, rather than on broader deeper issues, and the 

counselling may be used by the young person to register a concern and then move 

on. The experienced practitioners offer review meetings when appropriate and may 

involve other adults, a parent or a trusted teacher, in the final phase. Working in this 

way communicates to the young person the therapist’s understanding that this work 

has been one aspect of an ongoing process.  

 Protocols around the ending of therapy vary for these practitioners. A further 

two or three sessions may be offered to clients who begin to disengage, a letter or 

email may be written to a client who does not attend the final meeting, the client may 

be asked to complete an evaluation form, and a three-way meeting with a trusted 

member of staff may be held. Deciding on the number of sessions to offer a client who 

begins to disengage will depend on the quality of the relationship and the length of 

the work to date, but these therapists think it is also important to acknowledge the 

ambivalence about attending these final few sessions that may exists in the young 

person’s mind.  

 Although the negative transference is worked with throughout in the 

psychodynamic tradition, at the end of the period of counselling, the Senior Therapists 

aim for the young person to Internalize as much ‘good’ from the working relationship 

as possible. In work with young people endings may need to be guided more closely 

than with adults. To address any unresolved omnipotent, angry or guilty feelings the 

client has towards the therapist, the counsellor might actively manage the ending. This 

may be done by going and collecting the young person for a final session if he drops 

out suddenly, or alternatively writing a letter to a client who has withdrawn, 

acknowledging the number of sessions attended, noting in broad terms the work that 

has been achieved, as well as welcoming the client’s return to the service at any time 

in the future.  
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Challenges of the Final Phase 

The trainees describe how abrupt endings, clients attending for fewer sessions than the 

therapist had hoped for, and difficulty assessing what has been gained by the client 

lead them to question their professional competence. The Supervisors comment on 

the difficulty experienced by new therapists of being left with a sense of rejection 

when clients disengage abruptly and endings cannot be managed therapeutically. 

The Emerging, Senior and Supervising Therapists describe powerful feelings around the 

of loss of the relationship with the client, guilt about not having been able to do more 

for the client and anxiety about what the client’s future might hold. Like the trainees, 

the Emerging Therapists express their uncertainty about being able to assess what has 

been achieved in the work. The Senior Therapists’ responses convey their 

understanding that their intervention is part of the client’s developmental continuum. 

 It is evident from the interviews that the therapists who have less structured 

endings and use no outcome measures are less clear about what has been achieved 

in the work. It is possible that the therapist’s feelings of loss, anxiety about the client’s 

future and opportunity to assess what has been achieved might be addressed 

through the process of writing a short confidential report to the school. One of the 

Supervisors advocates this practice and considers it appropriate to share the report 

with the client before submitting it to the school. This practice might represent a useful 

activity for both therapist and client. For an adolescent client a written summary may 

be felt to be a welcome piece of personal material, although its perception by the 

client as a ‘defining fixed point’ during a phase of great personal change could be 

uncomfortable. As well it may echo a school report and muddy the boundary 

between therapy and academic learning. Individual sessions looked at in isolation can 

often feel hard to understand, whilst looking at the whole shape of the work, as well as 

thinking about the detail of changes that have been observed in the client, can be a 

helpful process. The therapist’s report to the school contact could help process the 

sense of loss by reflecting on the work that has been done and by making 

recommendations for possible interventions and observations for the client’s future, 

Writing the report can serve as closure for the therapist and gives a sense that the 

counsellor is handing on the care of this young person, together with the notion that 

he can be thought about, to the next person who comes into contact with him. 

 

Final Thoughts  

The findings of this research reveal the features of the classical psychodynamic 

approach that are modified as school-based practitioner experience increases in 

order to engage, sustain and complete work with adolescent clients and to 

accommodate the school organization. Indeed, this study has shown that it is the 
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particular challenges of working with adolescent clients within the school setting that 

make such modifications necessary.  

 It is true, that the small sample contributing to this study cannot be seen to 

represent all practitioners working in schools but the evidence shows that, among a 

group of fifteen experienced therapists, the majority find it necessary to adjust 

elements of the psychodynamic training model to accommodate the school setting 

and to engage the adolescent pupils they work with. 

 Both the practice approach and the operational factors relevant to 

psychodynamic school-based therapy are currently under-researched and this project 

has addressed that research gap. The practical information presented in this study will 

advance the intervention skills of practitioners working in what can be a challenging 

and isolated professional role. The recommendations that emerge regarding the 

practice approach appropriate in school-based work are not advocating a short 

circuit to good psychodynamic practice. Indeed, this research has established that 

psychodynamic thinking always informs the psychodynamic therapist’s reflection on 

her work, enriches her understanding in the school counselling room, supports her 

engagement with the school system and young people and may be used in sessions 

with pupil-clients when it is clinically appropriate. However, the realities of school life as 

well as the developmental features of young people must be reflected in what 

psychodynamic practitioners say and do in their professional role if they are to offer 

school-based therapy that is valued, appropriate and accessible.  

 The adaptations to the psychodynamic model that are suggested as a result of 

this research do not propose what is commonly know as an ‘integrative model’ of 

therapy. Unlike integrative models, which draw from all approaches, psychodynamic 

thinking is the base from which psychodynamic practitioners start when they are 

working in schools with adolescent clients and psychoanalytic theory continues to 

underpin their thinking. The Senior Therapists incorporate other trainings and models 

into their practice when they are clinically indicated, but their psychodynamic training 

is central and they continue to identify themselves as psychodynamic counsellors and 

psychotherapists. The therapists make use of the counter-transference, the positive 

and negative transferences, are mindful of unconscious processes, projection and 

psychoanalytic developmental theory, but are pragmatic in their understanding that 

there is a need for flexibility in their practice approach with young people who need 

orientation to the work of counselling and in their dealings with school staff and the 

school system. 

 Retaining the sense of anticipation and feelings of heightened awareness new 

therapists experience in their casework is important if practitioners are to remain 

responsive in their work. However, the anxieties described by the Trainee Therapists 
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and within the Emerging Therapist data-set in this research suggest that detailed 

guidance about the realities of working within schools with pupil-clients and, 

importantly, the implications this has for psychodynamic practice, are needed. Rather 

than relying solely on a gradual accumulation of clinical knowledge over years, it may 

be helpful for psychodynamic counsellors and psychotherapists to be made explicitly 

aware that adaptations to the practice approach and to standard clinical protocols 

are required in schools. Indeed, this research may contribute to the development of a 

specialist psychodynamic school-based therapy training model, which reflects the 

realities of the professional environment. 

 It may be then that the psychodynamic therapists’ practice in schools needs to 

be a flexible ‘applied’ model. Therapists might choose to feedback and share 

information with school staff and make links to the referrer’s concerns to a greater 

extent than a clinic-based therapist. Psychodynamic therapists might make use of 

resources more freely in sessions, respond more readily to clients with appropriate 

adult guidance, spontaneity and reciprocity. Such approaches can feel counter-

intuitive given the theoretical orientation of our training, but they may be necessary to 

encourage our clients, and indeed school organizations themselves, to engage with us 

in a collaborative way that does not alienate them or expect too much from those 

who have yet to learn to reflect and to think for themselves.  Our primary purpose is to 

offer a useful intervention to young people and we need to be able to work in a range 

of ways to meet their needs. Our psychodynamic thinking remains our model in mind 

but our practice must always be grounded in reality.  

 

 

A Summary of the key recommendations for practice that have emerged from the 

research is presented below: 

 

Working with the Adolescent Pupil-Client:  

Recommendations for Practice 

 

THE PSYCHODYNAMIC APPROACH IN SCHOOL-BASED PRACTICE 

 

• Psychodynamic thinking underpins the therapist’s approach, and is a ‘model in 

mind’ helpful to the therapist in sessions and in supervision. 

• Clarity of purpose, activity and appropriate transparency are key qualities in 

therapeutic work with adolescent pupil-clients. 
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• Psycho-education, guidance, using creative resources and drawing on other 

models may be required in response to the pupil-client’s individual needs 

• Silence is used moderately and interpretation is used minimally until a firm 

alliance has been developed. 

• A sense of professional and benign authority can be used effectively by the 

therapist and avoids confusion for the pupil-client.  

• Flexibility within a clear frame is helpful in school-based work. Filling ‘vacant’ 

sessions, fitting with the school timetable, offering short sessions, describing the 

counselling service in school assemblies, acknowledging clients outside the room 

may all be appropriate.  

• Networking is important. As well as maintaining a discrete therapeutic stance, 

the therapist needs to be seen as part of the school system in order to avoid 

‘splitting’.  

 

THE INITIAL PHASE OF CASEWORK 

 

Referral 

• Consider use of the term ‘Recommendation’ rather than ‘Referral’. 

• Consider conducting a three-way meeting with the referrer/parent/a trusted 

member of staff. 

 

Assessment 

• Define an assessment period with the client of between 1 and 4 sessions. 

• The therapist may need to guide and actively direct the first phase in order to 

orientate the client to the work of therapy. 

• This period includes the process of developing a therapeutic alliance, actively 

gathering information about the client’s history and experiences, taking note of 

transference and counter-transference, clarifying what is being offered in 

therapy, establishing the client’s reasons for being in the room and exploring 

how counselling might help his situation. 

• The therapist works to develop a connection based on appropriate 

transparency, explores the client’s thinking style, identifies where the therapist is 

positioned in the client’s network, encourages creative collaboration. 

• At the end of the assessment period check in with client about how the therapy 

is going, asking what the client thinks works well or could be a more helpful way 

to work. 
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Client Self-Report Forms 

• Consider using a form in the first phase that gathers information about the 

client’s history as well as client-generated aims for therapy. This can provide a 

structure for the first few sessions alongside your psychodynamic/psychoanalytic 

thinking. 

 

Identifying Risk 

• ‘Time-conscious’ therapy means that risk may be addressed directly but 

sensitively during the assessment phase. 

 

Feedback and Respecting Confidentiality 

• Judicious feedback to the school can be helpful to both client and school, 

especially in linking feelings and behaviour. 

• Describe confidentiality to the client in clear and realistic terms: The school 

passes information to the counsellor, the counsellor may feeds back her own 

impressions of how the work is going to a named member of staff, the cllent’s 

thoughts and feelings expressed in the sessions are confidential, but serious 

concerns may need to be shared with safeguarding officer. 

• A short confidential report to the school contact may be appropriate. This can 

include the referral information supplied by the school, a brief summary of the 

client’s initial presentation and life circumstances, the therapist’s assessment of 

the client’s ability to engage in the sessions and what the focus of the work 

might become. 

 

Focus of the Work 

• It is important to start with the client’s focus – the client may need help in 

identifying this. 

• The school’s aims can be held in mind and links between these and the clients 

own concerns made explicit if appropriate (for example, links between 

behaviour and feelings). 

• The focus or goal is something to come back to and can revitalize work when 

stuck. 

 

THE FINAL PHASE OF CASEWORK 

 

Reviewing the Work 

• Reviewing the work regularly may avoid sudden drop-out and keeps the end in 

mind.  
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• Each review is a guided discussion, with therapist offering own observations 

when appropriate. 

• As well as acknowledging what has still to be done and what has not been 

achieved, it is important to explore positive aspects of the work and the client’s 

future because doing this acknowledges the transitional quality of the 

adolescent process.  

 

Outcome Measures 

• These can guide conversation and contain the ending, allowing the therapist 

and client to refer back to the beginning. 

• Use an ending form, or refer back to the initial CSR form, one or two meeting 

before the end, in order not to obstruct the relational aspects of saying 

goodbye. 

 

Experience of Loss 

• Keep a lightness of touch around endings in order to reflect the liminality of the 

adolescent phase. 

• If the client suddenly drops out, the therapist may choose to write a letter to the 

young person noting the number of meetings attended, acknowledging the 

broad themes of the work and welcoming the client back at any time in their 

school career. 

• A short confidential report written to school contact identifying broad themes, 

number of sessions offered and recommendations for further interventions can 

address the therapist’s feelings of loss, hold the client in mind within the school 

and give evidence of counsellor activity to the school. 

• Review sessions can be offered a short period after the ending. 
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Appendix: Participant Questionnaire Schedules 

 
 
Trainee Therapists working in the secondary school setting 
INTERVIEW QUESTIONS  
 

1. Which therapeutic model are you being trained in? 

 

2. So far has your training identified how you might work differently in different settings (for 

example in private practice, clinic [e.g. NHS/CAMHS], school, and community services)? 

 

3. Would you describe the therapeutic technique you are being trained in as directive, non-

directive or a combination of the two? 

 

4. How would you describe the way you have been trained to work with young people? (using 

3 key words or concepts) 

 

5. Has your training covered the use of resources with adolescent clients in therapy? If so, 

please describe. 

 

6. Can you describe how the ʻinitial phaseʼ of work, when you might be asking more questions 

and eliciting background information from a new client, has been covered so far in your 

training?  

 

7. How has risk assessment during the initial phase been covered in your training so far? 

 

8. Can you describe how the ʻfinal phaseʼ of work, when you might be exploring with the client 

what has been achieved, changed or still needs to be worked on, has been covered in your 

training so far? 

 

9. Have you discussed the use of assessment forms and monitoring and outcome tools in your 

training so far? If so, please describe. 

 

10. How would you describe the quality of the referral information you are provided with by the 

school/schools you are working in? 

 

11. On your placement, which written intake protocols and/or measures are you required to 

use? 
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12. Do you feed information gathered in the initial phase, including your own formulation or 

analysis of your clientʼs situation, back to the referrer? If so, how? 

 

13. Which aspect(s) of the initial phase of the work are you finding most challenging? 

 

14. On your placement, which written protocols and/or measures are you required to use 

during the final phase of the work? 

 

15. Do you use a written client self-report evaluation routine or measure? 

 

16. Do you feed evaluation information back to the referrer? If so, how? 

 

17. Which aspect(s) of the final phase of the work are you finding most challenging? 

 

18. Is there anything youʼd like to say about the experience of being interviewed for this 

research? 

 

19. Are you willing to be contacted again for further discussion about the research project? 

 

Thank you for participating in this research 

___________________________________________________________________________ 

 

 

Emerging Therapists working in the secondary school setting 
INTERVIEW QUESTIONS  
 

Training and context 

 

1. Which therapeutic model(s) are you trained in? 

 

2. Would you describe the therapeutic technique you were trained in as directive, non-directive 

or in some other way? 

 

3. Did your training identify how you might work differently in different settings (for example in 

private practice, clinic, school, and community services)? 

 

4. How long have you been working as a therapist with young people? (Including placement) 
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5. Can you describe the setting(s) in which you provide therapy for young people? 

 

6. What is the age-range of the young people you have worked with? 

 

Practice model (5) 

 

7. How would you describe the way you work with young people? (using 3 key words or 

concepts) 

 

8. How frequently do you meet with clients and how long is each session? 

 

9. Would you describe your therapeutic practice as directive, non-directive or in some other 

way? 

 

10. Have you made changes to the way you work with clients now that you have finished your 

training? 

 

*11. Can you describe the ways in which your practice has changed? 

 

12. Do you use resources in your work with young people? *What are they? 

 

Initial phase  

 

Referral (10) 

 

13. Please describe the referral route most commonly used. 

 

14. Can clients contact your service by email? Does your service offer a drop-in facility? 

 

15. What are the predominant reasons for referral to your service?(eg 

conduct/relationships/depression) 

 

16. How would you describe the quality of the referral information you are provided with? 

 

Assessment (15) 

 

17. In your work, is there a defined, initial period with a new client when you may be asking 

more questions and eliciting background information (i.e. an assessment phase)?   
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*18. Is it carried out by you or by someone else?  

 

19. Please describe how the assessment phase is conducted in your work. 

 

20. How is risk assessment addressed in your work with a client in the initial phase? (Is it 

something thatʼs done by someone else before you see the client? By the client on a form 

before the session? On a form with the client in the session? Through discussion in the first 

phase?) 

 

21. Which written assessment forms do you use and when? (for example, public domain (YP-

Core therapy assessment form)/your own service devised forms/clinician-rating forms (eg C-

Gas)) 

 

23. Which client self-report routines or measures do you use, if any? And when are they 

conducted? 

 

24. Do you gather information about your client from other sources or in other ways? 

(Parents/teachers/GPs) 

 

25. Is your own professional formulation/analysis of your clientʼs difficulties recorded 

somewhere as part of the assessment phase? 

 

26. Do you feed information gathered in the assessment phase about the clientʼs situation 

(including your formulation) back to the referrer/commissioner? If so, how? 

 

27. When a young person first attends do they have an understanding of what therapy is? 

 

28. How do you describe the therapeutic intervention you are offering to the client in the first 

session? 

 

29. What information or material do you aim to gather from the client in the first session? 

 

30. Do you set a contract length for the therapy at the start? 

 

31. Does the young person usually know why they have been referred before they come to see 

you? 

 

32. How do you elicit the young personʼs ideas about his/her reason(s) for participating in 

therapy?  
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33. If they are referred, does their view on how they can use therapy usually match the 

referrerʼs? (eg school - disruptive/confrontational; client experience – family 

change/bereavement) 

 

34. In the beginning phase of therapy, do you explicitly identify with the client what the focus of 

the work might be? 

 

*35. If yes, as identified by the client? Or as identified by the referrer? Or both? 

 

36. Which aspect(s) of the initial phase of the work do you find most challenging? 

 

Middle phase (45) 

 

*37. Do you aim to concentrate on the initial focus throughout the work? 

 

38. How do you evaluate/monitor your clientʼs progress during the course of therapy?  

 

39. How often do you review the contracted length of the therapy? 

 

40. In your opinion, what helps sustain young peopleʼs engagement in the therapeutic 

process? 

 

Ending phase (50) 

 

41. What factors usually lead your decision to end the therapy? 

 

42. How and with who do you identify what has been achieved at the end of your work with a 

young person? 

 

43. How do you review what has been achieved (changed/still needs to be worked on) with the 

young person in the last session or last phase? 

 

44. Do you use a written client self-report evaluation routine or measure at the end of therapy? 

 

45. Do you feed evaluation information back to the referrer? How? 

 

46. As a matter of course, does your service arrange review (follow-up) appointments with 

clients following completion of the work? 
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47. Which aspect(s) of the ending phase of the work do you find most challenging? 

 

48. Is there anything youʼd like to say about the experience of being interviewed for the 

research? 

 

49. Are you willing to be contacted again for further discussion about the research project? 

 

Thank you for participating in this research 

 

 

 

Senior Therapists working in the secondary school setting 

INTERVIEW QUESTIONS  
 

Background and context 

 

1. Which therapeutic model(s) are you trained in? 

 

2. How long have you worked as a therapist with young people? 

 

3. Can you describe the setting(s) in which you provide services for young people? 

 

4. What is the age-range of the young people you work with? 

 

Practice model  (5) 

 

5. How would you describe the way you work with young people? (using 3 key word or 

concepts) 

 

6. How frequently do you meet with clients and how long is each session? 

 

7. Would you describe your therapeutic practice as directive, non-directive or in some other 

way? 

 

8. Do you use resources in your work with young people?  *What are they? 
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9. In your experience, have you found that you need to adapt your practice when working in 

different contexts (school /community/clinic-based work)? If so, can you say how? 

 

10. In your view, what are the advantages of working with young people in the setting(s) you 

currently work in? 

 

11. In your view, what are the limitations of working with young people in the setting(s) you 

work in? 

 

Initial phase 

 

Referral (10) 

 

12. Please describe the referral route most commonly used. 

 

13. Can clients contact your service by email?  Does your service offer a drop-in facility? 

 

14. What are the predominant reasons for referral to your service? (eg  

Externalising/Internalising) 

 

15. How would you describe the quality of the referral information you are provided with? 

 

Assessment (15) 

 

16. In your work, is there a defined, initial period with a new client when you may be asking 

more questions and eliciting background information (i.e. an assessment phase)? 

 

*17. Is it carried out by you or by someone else?  

 

18. Please describe how the assessment phase is conducted in your work. 

 

19. How is risk assessment addressed in your work with a client in the initial phase? 

 

20. Which written assessment forms do you use, and when? (for example, public domain (YP-

Core therapy assessment form)/your own service devised forms/clinician-rating forms (eg C-

Gas)) 

 

21. Which written client self-report routines or measures do you use, if any? 
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22. Do you gather information about your client from any other sources or in other ways? (e.g. 

Parents/teachers/GPs) 

 

23. Is your own professional formulation/analysis of your clientʼs difficulties recorded 

somewhere as part of the assessment phase? 

 

24. Do you feed information gathered in the assessment phase about the clientʼs situation 

(including your formulation) back to the referrer/commissioner? If so, how? 

 

25. What are the elements that arise in the assessment phase that lead you to decide NOT to 

proceed with a new client? 

 

26. When a young person first attends do they have an understanding of what therapy is? 

 

27. How do you describe the therapeutic intervention you are offering to the client in the first 

session? 

 

28. Do you have an ʻinternalized routineʼ for gathering information or material from the client in 

the first session(s)? Please describe it. 

 

29. Do you set a contract length for the therapy at the start? 

 

30. Does the young person usually know why they have been referred before they come to see 

you? 

 

31. How do you elicit the young personʼs ideas about his/her reason(s) for participating in 

therapy?  

 

32. If they are referred, does their view on how they can use therapy usually match the 

referrerʼs? (eg at school - disruptive/confrontational; client experience – family 

change/bereavement) 

 

33. If there are differences, can you say what kinds of referrals usually donʼt match? (Other 

than the above) 

 

34. Do you address this mis-match in the work? 

 

35. In the beginning phase of therapy, do you explicitly identify with the client what the focus of 

the work might be? 
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*36. As identified by the client? Or as identified by the referrer? Or both? 

 

Middle phase (45) 

 

*37. Do you aim to concentrate on the initial focus throughout the work? 

 

38. How do you evaluate/monitor your clientʼs progress during the course of therapy? 

 

39. How often do you review the contracted length of the therapy? 

 

40. In your opinion, what helps sustain young peopleʼs engagement in the therapeutic 

process? 

 

Ending phase (50) 

 

41. In your opinion, what are the most important factors that help young people who access 

therapy get the most out of the experience? 

 

42. What factors usually lead your decision to end the therapy? 

 

43. How and with whom do you identify what has been achieved at the end of your work with a 

young person?  

 

44. How do you review what has been achieved (changed/still needs to be worked on) with the 

young person in the last session or last phase? 

 

45. Do you use a written client self-report evaluation routine or measure at the end of therapy? 

 

46. Do you feed evaluation information back to the referrer or anyone else? How? 

 

47. As a matter of course, do you arrange review (follow-up) appointments with clients 

following completion of the work? 

 

48. Is there anything youʼd like to say about the experience of being interviewed for the 

research? 

 

49. Are you willing to be contacted again for further discussion about the research project? 
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Thank you for participating in this research 

___________________________________________________________________________ 

 

 

Supervisors working with therapists in secondary school settings 
INTERVIEW QUESTIONS  
 

Background and context 

 

1. Which therapeutic model(s) are you trained in? 

 

2. How long have you worked as a supervisor of therapists working with young people? 

 

3. Please describe the setting(s) in which you provide supervision? 

 

4. What is the age-range of the young people your supervisees work with? 

 

Practice model (5) 

 

5. What aspects of the therapy do you consider most important to encourage in your 

superviseesʼ work with young people? (using 3 key word or concepts) 

 

6. In your experience, have you found that therapists need to adapt their practice when 

working in different contexts (school /community/clinic-based work)? If so, can you say how? 

 

Initial phase 

 

Referral (10) 

 

7. What kind of referral information are your supervisees provided with? 

 

8. Does the young person usually know why they have been referred before they come to see 

the therapist? 

 

9. Are young people generally referred for short-term (3-12 sessions), medium-term (12-24 

sessions) or long-term (24+ sessions) therapy? 

 

10. Roughly what percentage of young people self-refer? How is this done? 
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Assessment (15) 

 

11. Do you consider ʻassessmentʼ to be a distinct phase within therapy with young people? 

 

*If yes, what do you consider ʻbest practiceʼ? Assessment as: 

 

a) a stand-alone intervention that is provided by the same therapist who then might then carry 

on with the young person  or may refer them elsewhere or put them on a waiting list 

b) 1 to 3 sessions undertaken by another, perhaps more senior, therapist 

c) embedded within therapy but nonetheless a distinct phase of work (e.g. first 1 to 3 

sessions) 

 

What do you think it is essential to cover during the assessment phase? 

 

*If not, can you describe how your supervisees begin their work with a client? 

 

**Are there any areas that you think it is essential for the therapist to cover with the client at the 

beginning? 

 

12. How do you suggest your supervisees assess risk with the young person in the initial 

phase? 

 

13. How do you suggest your supervisees address the issue of confidentiality with the young 

person in the initial phase? 

 

14. Are there instances in which you think it may be necessary for the therapist to breach 

confidentiality without the young personʼs consent?  Do your supervisees tell their clients this 

at the start? How? 

 

15.  Do you think your supervisees should be more directive, asking questions and taking the 

lead in the first few sessions?  

 

*If yes, how do you suggest they do that? 

 

*If no, please tell me more about your views? 
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16. Which written intake measures or protocols (including client self-report forms) do your 

supervisees use, and when? (for example, YP-Core/SDQ)/your own service devised forms/ C-

Gas/HoNOSCA) 

 

17. Can you tell me about your opinions of these measures and protocols? 

 

18. In the beginning phase of therapy, do you think it is helpful or not to explicitly identify with 

the client what the focus of the work might be? 

 

19. Do you suggest your supervisees address the referrerʼs aims for the work if they differ from 

the clientʼs? If so, how? 

 

20. In your opinion, which aspect(s) of the initial phase of the work do your supervisees find 

most challenging? 

 

21. Do you have any ideas about what might better support the therapist and young person in 

the initial stages of their work together? 

 

Middle phase (35) 

 

22. Do you encourage your supervisees to evaluate/monitor their clientʼs progress during the 

course of therapy? If so, how? 

 

23. How often do your supervisees review the contracted length of the therapy? 

 

24. In your opinion, what helps sustain young peopleʼs engagement in the therapeutic 

process? 

 

Ending phase (40) 

 

25. What factors usually lead to the decision to end the therapy? 

 

26. In your opinion, what are the most important factors that help young people who access 

therapy get the most out of the experience? 

 

27. How do your supervisees review what has been achieved (changed/still needs to be 

worked on) with the young person in the last session or last phase? 

 

28. At the end of therapy do your supervisees: 
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a) *use a written client self-report evaluation routine or measure in the session with the 

client?  

b) use a less formal structure, such as a brief report written by the therapist on the work 

which is shared with the young person in the last phase,  

c) discuss areas of change with the client, with nothing written or recorded 

 

*Can you tell me about your opinions of the routines and measures that are used? 

 

29. How and with whom (other than the client) do your supervisees identify what has been 

achieved at the end of the work with a young person?  

 

30. Are the referrerʼs aims for the therapy directly addressed in any evaluation feedback your 

supervisees give to the school? 

 

31. In your opinion, which aspect(s) of the final phase of the work do your supervisees find 

most challenging? 

 

32. Do you have any ideas about what might better support the therapist and young person in 

the final stages of their work together? 

 

33. As a matter of course, do you encourage therapists to arrange review (follow-up) 

appointments with clients following completion of the work? 

 

34. What are the advantages of the procedures your supervisees follow at the beginning and 

end of therapy? 

 

35. Could they be improved? How? 

 

36. Is there anything youʼd like to say about the experience of being interviewed for the 

research? 

 

37. Are you willing to be contacted again for further discussion about the research project? 

 

Thank you for participating in this research 

 

*Questions preceded by an asterisk are contingent on previous answers. 


