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Abstract 

In recent years, increasing responsibility has been placed on schools to 

promote and support the mental health of children. However, research indicates 

that school staff hold different perceptions of this role, and their practice may be 

impacted by factors including stigma, confidence, training and capacity. 

Increasingly, school staff have reported the pressures that they are 

experiencing and the impact that this is having on their role and practice. 

Existing research in this area predominantly explores the role, views and 

experiences of teachers; however, research suggests that teaching assistants 

have an important, and often distinctive, role in supporting children’s mental 

health. Therefore, the overall aims of this research were to explore teaching 

assistant attitudes, views and experiences, and the factors that impact on their 

practice in supporting children’s mental health. 

Within Phase One, a quantitative survey was used to explore the attitudes of 

teaching assistants to mental health, their role in supporting children’s mental 

health and their perceived self-efficacy within this role. 62 teaching assistants 

who worked in mainstream primary schools in the South West of England 

completed this survey. Data were analysed using descriptive and inferential 

statistics. Key findings indicated that teaching assistants saw themselves as 

having a key role in supporting children’s mental health, although also 

demonstrated a lack of clarity around the relationship between mental health 

and mental illness. Self-efficacy measures also indicated that teaching 

assistants had higher perceived self-efficacy for tasks related to mental health 

promotion than direct mental health support. Furthermore, factors such as time, 

access to mental health-related training and experience all impacted upon 

teaching assistant self-efficacy. 

In Phase Two, key findings from Phase One were explored further through 

semi-structured interviews with seven teaching assistants who worked in 

mainstream primary schools in England, and analysed through reflexive 

thematic analysis. Findings highlighted the perceived causes and impacts of 

poor mental health in children, and the way in which teaching assistants saw 

children’s mental health as different to adults. Key themes related to the 

teaching assistant role included relationships, practical support, a distinctive 
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role, and aspects of support that were beyond the teaching assistant role. A 

variety of individual, school and educational factors that impact on teaching 

assistant practice were also highlighted. These included teaching assistant 

status, systemic factors such as the external pressures on schools, and 

discrepancies between the sources of knowledge and skills for teaching 

assistants. 

Overall, this research highlights the key and distinctive contribution of teaching 

assistants in supporting children’s mental health, and the factors that impact 

upon this. It also highlights the way in which many of the factors that impact on 

the pedagogical practice of teaching assistants also impact on their role in 

supporting children’s mental health. This has important implications for 

Educational Psychologists, schools and policymakers as to how TAs can be 

best supported and empowered within their role in supporting children’s mental 

health. 
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Chapter One: Introduction 

1.1. Chapter Overview 

This chapter will set out the background to my research by introducing the national 

context of children’s mental health (MH), government policy and guidance related to 

this, and the responsibilities placed on schools and teaching assistants (TAs). I will 

then outline my own interest in this topic. 

1.2. Children’s Mental Health 

1.2.1. The National Picture 

According to recent figures, one in six children aged seven to 16 in England has a 

probable MH problem (NHS Digital, 2022). Although this number has remained 

stable since 2020, this is a significant increase on the one in nine children in 2017 

(NHS Digital, 2018). Increases in poor MH in children and young people is true 

across the world, with what some are referring to as a “global public health crisis in 

youth mental health” (Benton et al., 2021, p. 1110). 

1.2.2. Contributing Factors 

There are many factors that may contribute to the increase in need within the 

population of children and young people in the United Kingdom (UK). It is known that 

some children are more vulnerable to experiencing poor MH due to factors including 

social and economic disadvantage, adverse experiences and poor parental MH 

(Mental Health Foundation, 2021; Frith, 2016). These factors, among others, have 

been impacted by austerity within the UK, and have led to a perceived increase in 

extent and severity of MH need in children (Hanley et al., 2020). Furthermore, MH 

services have seen increases in demand, leading to higher referral thresholds and 

increasing numbers of children on waiting lists or being turned away (Crenna-

Jennings & Hutchinson, 2018). Within the context of education, many argue that 

factors such as exam pressures and focus on academic targets have had a negative 

impact on children’s MH, including “increased levels of anxiety, disaffection and 

mental health problems” (Hutchings, 2015, p. 55). Furthermore, there is a 

relationship between Special Educational Needs and Disabilities (SEND) and poor 

MH, with over half of six- to 16-year-olds with SEND reported to have a probable MH 

problem (NHS Digital, 2021). 
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The COVID-19 pandemic has also had an impact on children's MH. Although the 

long-term effects of this are not yet known, 81% of young people in one survey felt 

that the pandemic had made their MH worse to some extent (YoungMinds, 2020). 

However, this survey was conducted in summer 2020 during the phased reopening 

of schools, and therefore only captures views from one point in time. Ford et al. 

(2021) suggest that the impact of the pandemic should be understood as being “set 

against longstanding concerns about deteriorating MH among children and young 

people” (p. 1). They discuss how many known determinants of poor MH, such as 

social isolation and financial strain, were also consequences of the pandemic. There 

is evidence that the pandemic impacted vulnerable groups disproportionately, 

including children with SEND, those living in deprived areas and those from lower 

income households (Office for Health Improvement & Disparities, OHID, 2022). 

Young people with pre-existing MH needs also experienced barriers to accessing 

support during the pandemic (OHID, 2022). 

1.2.3. Mental Health Policy and Initiatives 

This national context is reflected in advice and policy for over 10 years which 

addresses the MH needs of children and young people. The government have 

outlined their view that “by promoting good mental health and intervening early, 

particularly in the crucial childhood and teenage years, we can help to prevent 

mental illness from developing and mitigate its effects when it does” (HM 

Government, 2011, p. 2). This priority was evident within further initiatives that 

followed (i.e., Department of Health & NHS England, 2015; Mental Health Taskforce, 

2016; NHS, 2019), which outlined specific objectives related to children’s MH. These 

objectives stemmed from recommendations made by a taskforce which explored 

how care for children and young people’s MH could be improved; they included 

making MH support more accessible to children and young people, improving 

attitudes to MH, and developing more integrated pathways of support for children 

and young people. Following the COVID-19 pandemic, a priority on children’s MH 

was also evident within the recovery plan published by the government, 

acknowledging the impact of the pandemic on children’s MH (HM Government, 

2021). Most recently, the government launched a call for evidence to inform a new 

plan to improve MH within England. Whilst this has not yet been published, within the 

discussion paper they outline six key areas of focus which include MH promotion, 
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prevention, early intervention, quality of treatment, support for those with MH 

conditions and crisis support (Department of Health & Social Care, 2023). 

However, the Health and Social Care Committee (HSCC) have criticised government 

action. They indicated that further responsibility needed to be taken by the 

government, expressing that children’s MH services had been "disappointingly 

overlooked in the recent Spending Review” (HSCC, 2021, p. 9). They also state that 

economic, social and environmental determinants of poor MH need to be 

meaningfully addressed within government policy and action. 

1.3. Children’s Mental Health and Education 

1.3.1. Policy and Guidance 

The national context of children’s MH is also reflected within educational policy and 

guidance, which have placed an increasing emphasis on the role of schools in 

supporting children’s MH over the last 25 years. In 1997, the government announced 

changes to policy which would focus on inclusion for children with SEN within 

mainstream schools, highlighting support for children with emotional and behavioural 

difficulties, who they described as a group which “presents schools with special 

challenges” (Department for Education and Employment, 1997, p. 77). Children’s 

MH was also highlighted within the subsequent Every Child Matters document 

(Department for Education and Skills, 2003), which described a presenting concern 

that frontline staff often lacked understanding of issues such as MH. In 2005, the 

Social and Emotional Aspects of Learning (SEAL) approach was introduced, where 

schools were given a direct role in teaching social, emotional and behaviour skills to 

their students. 

More recently, further emphasis has been placed on the role of schools in supporting 

children’s MH. Within several Department of Health (DoH) documents, schools were 

outlined as having a key role in MH promotion, prevention and early intervention 

(Department of Health and Social Care, 2011; DoH & NHS England, 2015). This was 

built upon within the MH Green Paper (DoH & Department for Education, 2017), 

where the government highlighted the goal to “put schools and colleges at the heart 

of our efforts to intervene early and prevent problems escalating” (p. 3). Alongside 

plans to identify and train a Designated Senior Lead for MH within each school, key 

goals set out within the paper included developing the early identification and 
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response to need within schools, making changes to teacher training to place more 

emphasis on emotional development, and improving the quality of teaching about 

MH in schools. In addition, plans were announced to establish MH Support Teams 

(MHST), to support schools with training, identification and intervention. Following 

the COVID-19 pandemic, the government also announced an action plan which 

included funding to improve children’s access to MH support, including additional 

funding for MHSTs (HM Government, 2021). Further guidance has also been given 

to schools related to specific issues impacting on schools such as behaviour (DfE, 

2018) and attendance (DfE, 2023). 

However, government action has been criticised. In their joint report, the Education 

and Health and Social Care Committees suggested that the strategy outlined in the 

2017 Green Paper “lacks ambition and will provide no help to the majority of those 

children who desperately need it” (2018, p. 3). They also expressed concerns that 

the plans would “put significant pressure on the teaching workforce without 

guaranteeing sufficient resources” (Education and HSCC, 2018, p. 3). In a later 

report, the HSCC (2021) also suggested that both the roll out of MHSTs and training 

of Designated MH Leads in schools had not been timely enough, and that this left 

many children unable to access support when they needed it. They suggested that 

the DfE and DoH needed to “work closely together with all schools to ensure that 

they have the support they need in order to offer a whole school approach”, which 

included providing school staff with guidance on best practice for supporting 

children’s MH in schools (HSCC, 2021, p. 30). Mental health initiatives have also 

been criticised by Glazzard and Stones (2021) who suggest that rather than focusing 

on within-child interventions, the systems around children and young people need to 

be addressed. 

1.3.2. Challenges for Schools 

Critique of government policy and action also extends further than critique of funding 

and timeliness, to questioning of the ideologies upon which these policies and 

initiatives are based and the way in which these impact schools. Some authors 

argue that educational policy related to MH is focussed on a child’s “readiness-to-

learn”, and therefore school intervention for children’s MH needs is aimed at 

reducing the impact of their needs on the child’s, and others’, learning (Brown & 
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Carr, 2019, p.249). Some link this to neo-liberal ideologies, where teachers and 

children are “driven to improve against state determined performance targets” 

(Launder, 2009, p. 200). However, factors related to this ideology such as high 

stakes testing and league tables have all been cited as having a detrimental impact 

on children’s MH, and on the ability of schools to support children’s MH (Hutchings, 

2015). In this way, some describe schools as being in a paradoxical situation, where 

they are expected to support children’s MH whilst implementing school practices 

which have adverse effects (Glazzard and Stones, 2021). 

Furthermore, school staff suggest that although supporting children’s MH seems to 

be a key priority for schools within government policy and guidance, this is not 

necessarily reflected within the criteria on which schools are assessed (Hanley et al., 

2020). For example, despite increasing government guidance and policy on the role 

and responsibilities of schools in supporting children’s MH, the criteria for assessing 

schools were only amended in 2019 to reflect this role (Ofsted, 2019). Furthermore, 

this update to the Ofsted inspection framework was criticised by some as it “does not 

go far in enough in recognising or assessing the role of schools and colleges in 

promoting or supporting mental health” (Young Minds, 2019). This can leave schools 

in a “zero-sum game” trying to balance academic demands with children’s MH 

(Bonell et al. 2014, p.1). This links back to the argument made by Brown and Carr 

(2019) who suggest that educational MH policies are driven by academic 

performance, which draws into question how the government, and related regulatory 

bodies within education, view the purpose and priorities for schools.  

Research also indicates that school staff do not always feel that they have the 

training, resources or confidence to support children’s MH within their roles (i.e. 

Mazzer & Rickwood, 2015; Patalay et al., 2016). This will be explored further within 

the literature review in Chapter 2. Despite their key role in supporting children’s MH, 

school staff are facing significant challenges in doing this. 

1.3.3. The Role of Teaching Assistants 

Whilst school staff have a responsibility to support children’s MH, there is limited 

advice or publication from the DfE which outlines the role of TAs within this support. 

Furthermore, within key government publications which outline the responsibility of 

schools in supporting children’s MH, TAs or support staff are rarely mentioned. For 
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example, within the changes outlined in the 2017 Green Paper (DoH & DfE, 2017), 

support for teachers included additional input on MH within initial teacher training 

and access to MH awareness courses; however, it is unclear whether additional 

support for TAs would also be available. Although it would perhaps be fair to assume 

that TAs are included within the whole-school approaches and references to 

‘schools’ and ‘school staff’ within such documents, this lack of clarity makes it difficult 

to distinguish the role, expectations and responsibility of TAs in supporting children’s 

MH. This may lead to subsequent disparity in roles and responsibilities, and access 

to training and support to fulfil these. Nonetheless, it appears that the role of TAs in 

supporting children’s MH has been recognised to some extent by the DfE, as within 

recent government-commissioned research into the deployment of TAs, supporting 

social, emotional and MH (SEMH) needs and providing targeted interventions were 

listed (Skipp & Hopwood, 2019). However, there is limited detail as to how this 

support is provided. 

1.4. Personal Interest 

Prior to starting my educational psychology (EP) training, I worked for several years 

in a primary school as a TA. At the time, I was surprised that my role extended so far 

beyond support with teaching and learning. During the latter two years of my TA role, 

I developed my interest in MH within the school and worked as an Emotional Literacy 

Support Assistant (ELSA), led a social and emotional skill development club, and 

was part of a team who facilitated MH initiatives across the school. I experienced 

challenges first-hand including lack of time for planning, lack of access to training 

and increasing levels of focus on attainment and behaviour within the school that 

became the priority for time, staffing and funding. Amongst this, I always felt unclear 

as to what the role of the school was in supporting children’s MH, and what my role 

as a TA was or should be. 

These previous experiences have undoubtedly sparked my interest in this research 

topic, which has been furthered by my experiences within my current role as a 

trainee educational psychologist (TEP). I have seen the way in which schools 

support children’s MH from a different viewpoint, and recognised the significant role 

that TAs play in this. Therefore, I was surprised to find limited literature that explored 

the role, perspectives and experiences of TAs, or government guidance or legislation 
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which encapsulated this. Therefore, I felt it was important to explore this topic further, 

not only to add the experiences of TAs to the research on this topic, but also to gain 

better insight into how TAs can be best supported and empowered within their role in 

supporting children’s MH. 
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Chapter Two: Literature Review 

2.1. Chapter Overview 

Within this chapter, I will provide an overview of the literature relevant to my research 

topic. First, I will explore key terms that I will use in my research. I will consider 

evidence around the role of schools and of TAs in supporting children’s MH, the 

existing research base which explores the views and experiences of school staff in 

supporting children’s MH, and the available research that considers the experiences 

of TAs more specifically. Finally, I will consider the existing research on the general 

role and experiences of TAs. 

2.2. Definitions 

Before introducing the research on this topic, it is important to clearly define the 

terminology that will be used within this research.  

2.2.1. Mental Health 

There is no universally agreed definition of MH, and the topic is considered by many 

as controversial (Humphrey, 2018). Within the topic of MH, a variety of terms are 

used alongside, and interchangeably with, the term MH. This includes terms such as 

emotional wellbeing, mental wellbeing, mental health and wellbeing and SEMH. This 

is prevalent within the academic literature, government policy and guidance, and 

messaging from MH charities and support services. Some suggest that this is 

because MH as a concept is socially constructed; in this way, the range of 

terminology within the topic of MH could be seen as representative of different sets 

of beliefs about MH and associated connotations (Zafeirou, 2017). Similarly, 

Galderisi et al. (2015) suggest that MH is “influenced by the culture that defines it" 

(p. 231). For example, within education, staff have shared a preference for language 

that avoids the use of medical terms (Rothi et al., 2008), and writers within the 

research area express concerns about the stigma attached to the term MH when 

used within education (Weare and Nind, 2011). This suggests that the language we 

use, and the way we conceptualise MH, may have important implications. This is 

particularly relevant as the term MH is increasingly used within government guidance 

and policy in education, notably with the introduction of the term social, emotional 

and mental health (SEMH) within the SEND Code of Practice in 2014. 
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In a similar way, the range of definitions used within the topic could be seen as 

reflective of changing views and attitudes towards MH, a topic which has historically 

been dominated by the medical model, whereby the term is often associated with a 

narrative of disease and disorder (Humphrey, 2018). This narrative has contributed 

to a stigma surrounding MH, with the construct often being mistaken as being the 

opposite of, or interchangeable with, mental illness (Mazzer & Rickwood, 2015). 

However, there has been a recent shift in this narrative towards a recognition that 

MH is more than the absence of mental illness, and a related increase in the use of 

the term MH; this increase could be seen as a means of promoting the way MH is 

more than the absence of mental illness and reduce the stigma associated with the 

term (Wren-Lewis & Alexandrova, 2021). This is reflected in definitions given by 

organisations such as the World Health Organisation (WHO). They define MH as “a 

state of well-being in which an individual realises his or her own abilities, can cope 

with the normal stresses of life, can work productively and is able to make a 

contribution to his or her community” (WHO, 2018). Although some argue that this 

definition provides an unhelpful focus on productivity, others argue that this change 

in definition marked an important shift towards a different, more positive, view of MH 

(Galderisi et al., 2015). Furthermore, this is a widely recognised definition that is 

often cited within educational policy and guidance (i.e., DfE, 2018) thus providing 

important context to the way in which the term MH is conceptualised within 

education. 

Models of Mental Health 

In considering the terminology around MH, it is important to consider how MH relates 

to terms often used alongside or interchangeability with it. Two such terms are 

mental illness and wellbeing. Therefore, in exploring the topic area various theories, 

models and definitions were consulted, including models of wellbeing such as the 

PERMA model (Seligman, 2011). However, many models focus specifically on the 

concepts of wellbeing or mental illness. In contrast, these relationships, and 

distinctions, have been conceptualised by Keyes (2002), who proposed a two-

continuum model of MH.  

In this model, MH and mental illness are correlated but distinct dimensions, with one 

continuum indicating a presence or absence of MH, and the other a presence or 
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absence of mental illness. A key aspect of this model is that an individual could have 

a high level of mental health whilst also experiencing high levels of mental illness, or 

a low level of mental health alongside low levels of mental illness. This is 

summarised within Figure 1 below.  

Figure 1 

The dual continua model of mental health and mental illness (Keyes, 2014). 

  

Furthermore, these authors discuss the relationship between MH and wellbeing. 

Westerhof and Keyes (2010) describe the traditional conceptualisation of wellbeing 

into the distinct transitions of the hedonic and eudaimonic approach. The hedonic 

approach, often linked to emotional wellbeing, relates to factors such as feelings of 

happiness, the presence of positive affect and the absence of negative affect. The 

eudaimonic approach relates most closely to psychological and social wellbeing, and 

concerns factors such as meaningful relationships and self-acceptance. Westerhof 

and Keyes (2010) outline three different components of well-being: emotional well-

being, psychological well-being and social well-being. These are outlined in Figure 2 

[This image has been removed by the author of this thesis for copyright reasons] 
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below. Westerhof and Keyes (2010) describe a combination of these components 

(and therefore a combination of both hedonic and eudemonic approaches) as 

leading to positive MH, stating that “it takes a combination of emotional, 

psychological, and social well-being to be considered mentally healthy” (p. 111).  

Figure 2 

A Visual Representation of the Three Types of Wellbeing and Their Components, as 

Outlined by Westerhof and Keyes (2010) 

 

Wang et al. (2011) suggest that the dual-continuum model is a positive alternative to 

traditional models of MH. Traditionally, approaches to MH have been one-

dimensional conceptualisations of MH that focus solely on the absence of mental 

illness (referred to as the pathogenic approach), or the presence of positive states of 

wellbeing (referred to as the salutogenic approach) (Keyes & Michalec, 2010). 

Instead, this model highlights that MH is a complete state, which combines both the 

pathogenic and salutogenic approaches. Keyes (2014) argues that this 

conceptualisation of MH as a complete state highlights the way that movement 

towards a complete state of MH within the population includes both the treatment for 

symptoms of mental illness and the promotion and protection of positive MH. 

Defining Mental Health: the Dual-Continuum Model  

In this research, I am using the term mental health. This is justified by the use of the 

dual-continuum model of MH as previously described, as this conceptualisation of 



 

24 
 

MH provides an important clarification about the way that MH as a complete state 

relates to, and is distinct from, wellbeing and mental illness. By using the term MH as 

defined within the dual-continuum model, I can cover the topic with more breadth in 

considering the complete state of MH, rather than only the pathogenic or salutogenic 

approaches. This maps onto the way in which the school role in supporting children’s 

MH is defined, related to factors such as promotion, prevention, targeted support and 

referral (PHE & HM Government, 2021). MH is also a term increasingly used within 

schools (for example with the inclusion of the term within the area of need ‘SEMH’, 

as previously described). I will also be using the phrase supporting children’s MH. It 

is important to note here that I am using the terminology of supporting to cover the 

variety of different ways that children’s MH is supported in practice, and as reported 

in the existing literature; this covers MH promotion as well as targeted support. 

2.2.2. Teaching Assistant 

In this research the term teaching assistant (TA) will be used, as this is the term 

used by the Department for Education (DfE). However, it is important to recognise 

that this term covers a role referred to by other titles, such as learning support 

assistant and classroom assistant. TAs are described as members of the school 

workforce who are “deployed for a wide range of complex and interconnected 

functions to support teaching and learning” (Skipp & Hopwood, 2019, p. 8). Most 

recent research into the deployment of TAs in schools found that TAs were being 

deployed in three broad ways: whole-class support; targeted in-class learning 

support, and targeted intervention delivery (Skipp & Hopwood, 2019). The 

researchers also found that TAs were also deployed for tasks including additional 

support for pupils with SEND, wider roles in the school (such as lunch cover or 

breakfast clubs) and supporting classroom administration. However, TA deployment 

varied between schools. 

The Deployment and Impact of Support Staff Project 
 
The Deployment and Impact of Support Staff (DISS) Project (Blatchford et al., 2009) 

is an important study to consider within this research, as it also concerned the role 

and practice of TAs. It was a research project commissioned by the Department for 

Children, Schools and Families (DCSF) and the Welsh Assembly Government 

(WAG), and was conducted through several waves completed over a 5-year period. 
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The aim of the project was to gain more information about the deployment and 

characteristics of support staff in primary, secondary and special schools within 

England and Wales, and the impact of these support staff on teacher workloads and 

pupil outcomes. This project was initiated following significant increases in the 

numbers of support staff employed in schools, which led to a need for more 

information about how these staff were being deployed and the impact of their 

practice. 

Blatchford et al. (2009) found that the number of support staff employed in schools 

increased over the five years of the project, with schools citing increases in number 

of pupils with SEN, changes in school budgets and the need for cover for teacher 

planning, preparation and assessment (PPA) time as reasons for this increase. They 

noted that classroom-based support staff tended to have a pedagogical role, with 

primary school TAs spending most time supporting children individually or in small 

groups. It was also found that TAs spent more time interacting with individual 

children than they did directly assisting the teacher or school. Blatchford et al. (2009) 

also found that the majority of TA support was provided for children who had SEN or 

were low attaining. This provided important insight into the ways in which TAs were 

being deployed in schools. 

One of the key findings from this report was that children who received the most 

support from TAs made the least academic progress. This contrasted to commonly 

held views that if a child had support from a TA they would make more progress, and 

challenged many widespread practices on TA deployment. Blatchford et al. (2009) 

related this partly to the interactions that TAs had with children, which were much 

more focussed on the completion of tasks than teacher-child interactions. 

Importantly, they also highlighted the impact of decisions being made about TAs, 

rather than by TAs, on TA practice. This later formed the key components of the 

Wider Pedagogical Role Model (Webster et al., 2011). This model highlights the way 

in which TA practice is often impacted by decisions made about them, within the key 

areas of characteristics, conditions of employment, preparedness and deployment. 

The DISS project has been deemed as a landmark study by British Educational 

Research Association (BERA) due to the significant impact it has had within 

education (BERA, 2013). It has led to further research into the deployment, practice 
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and impact of TAs in schools including the Effective Deployment of Teaching 

Assistants project (Blatchford et al., 2012) and the Making a Statement project 

(Webster & Blatchford, 2013). Crucially, this project initiated a call to schools to 

“fundamentally rethink the common approaches to the ways TAs are deployed and 

prepared, if they are to get the best use from this valuable resource (Blatchford et al., 

2013, p.2). 

2.2.3. Self-Efficacy 

Bandura introduced the concept of self-efficacy within his social learning theory 

(Bandura, 1977) and subsequent social cognitive theory (Bandura, 1986). Self-

efficacy describes an individual’s beliefs about their ability to complete a certain task 

or behaviour, and within a particular context. This impacts on their motivation, goals 

and behaviour. Pajares (1997) describes a cyclical process in which self-efficacy 

beliefs occur. An individual engages in a certain behaviour, this is interpreted, and 

this information is used by the individual to develop a set of beliefs about their 

capability to succeed in related behaviours. This impacts on subsequent behaviour, 

related to these beliefs. 

Bandura (1977; 1997) highlights four sources of self-efficacy beliefs. Mastery 

experiences, which relate to an individual’s experiences of success at a given task or 

behaviour, are the most powerful source of self-efficacy. Vicarious experiences 

relate to the observed success of other, similar individuals. Social or verbal 

persuasion relates to the ways in which others may persuade an individual of their 

capabilities. Finally, physiological factors relate to our emotional arousal within 

certain situations; a negative emotional response may be related to lower feelings of 

self-efficacy. 

Self-efficacy can be understood within Bandura’s social cognitive theory (Bandura, 

1986). Within this theory, there are other factors that are impacted by, and impact, 

self-efficacy beliefs, as well as goals and behaviour (Figure 3). Outcome 

expectancies refer to an individual’s perception of the consequences of their 

behaviour (i.e., whether this behaviour will accomplish their goal). These can be 

physical, social or self-evaluative, positive or negative, and short or long term. 

Outcome expectancy is important, because if a behaviour is not considered to lead 

to accomplishment of a goal, self-efficacy is unlikely to lead to that behaviour 
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(French, 2015). Furthermore, socio-structural factors are impediments and 

facilitators related to environmental, political and economic systems. This highlights 

the way in which systemic factors impact our beliefs, goals and behaviours. Finally, it 

is also important to recognise that if goal is not seen as important by an individual, 

their self-efficacy beliefs will not impact upon behaviour (French, 2015).    

Figure 3 

A Model of Social Cognitive Theory, Adapted from French (2015). 

 

Within this research, I explore the perceived self-efficacy of primary school TAs in 

supporting children’s MH. This is defined as TAs’ perceptions of their capability of 

supporting children’s MH within their role, through completing associated tasks 

related to MH promotion and direct support for MH needs. 

2.3. Literature Search Strategy 

Due to the variation in terminology used for key components of this research topic, 

the search strategy used combinations of key terms. Examples of these are 

presented in Table 1. 

This literature search was completed using the electronic databases EBSCO, 

PsychInfo and ScienceDirect. Further searches were completed using Google 

Scholar, and searching articles cited within key texts. The Google search engine was 
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also used to explore the topic within the media and to find key government 

publications. I also searched unpublished doctoral theses, using university 

databases including Exeter ORE and EThOS. Initial searches were completed from 

September 2021 to March 2022 upon completion of the initial literature review, with 

further searches conducted between then and thesis submission to capture research 

published within this time. 

Table 1 

Examples of Search Terms Used Within the Literature Search Process. 

Key Term Search Terms 

Mental health Mental health/wellbeing/well being/well-being/emotional 

wellbeing/social emotional MH/SEMH/SEBD/BESD 

Schools Schools/school/classroom/education/primary school 

Teaching 

assistants 

Teaching assistants/TAs/learning support 

assistant/LSA/classroom assistant/teacher’s assistant/support 

staff 

School staff School staff/teachers/school leadership/educators 

Attitudes Views/perceptions/beliefs/perspectives 

Role Perceptions Responsibility/job/role/position 

Self-efficacy Perceived self-efficacy/efficacy/perceived capability/capability/ 

confidence 

 

The first phase of the literature review aimed to explore any existing research related 

to the key components of the research topic: TA attitudes to mental health, TA 

perceptions of their role in supporting children’s MH and TA self-efficacy in 

supporting children’s MH. This was searched for using the key terms related to 

“Teaching Assistants” and “Mental Health” (as identified in Table 1), alongside a 

search for each of the key terms related to “attitudes”, “role perceptions” and “self-

efficacy” (as identified in Table 1). At this time, no research that specifically 

addressed all these key terms was found, however research was found that explored 

the experiences of TAs in supporting children’s MH, which covered many aspects of 

these topics within it. 
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Therefore, the search was broadened to find any research which explored TAs who 

supported children’s MH in schools. This was done to identify any further research 

relevant to the topic which may provide insight into the specific components of the 

research topic. The search, using the key terms related to “Teaching Assistants”, 

“Mental Health” and “Schools” (as identified in Table 1), returned literature mostly 

related to the ELSA programme, and several other key papers which highlighted 

some key aspects of the role of TAs. However, it was noted that this research 

focussed on TAs with specific roles in supporting children’s MH (such as ELSA or 

other pastoral roles within schools). It was also identified that some papers gained 

the views and experiences of other staff members such as headteachers, rather than 

including TAs within the sample. Whilst useful to include, it was also deemed 

important to gain more information about the direct views and experiences of those 

supporting children’s MH in schools which may be relevant to TAs. 

A second phase of the literature search was completed to gain insight into the views 

and experiences of school staff in general in supporting children’s MH, using terms 

related to “School Staff” and “Mental Health”. A wealth of research related to the MH 

of school staff was identified, however this was excluded from this review as the 

focus on the topic was on children’s MH. This search also yielded research more 

directly related to the topic, which mainly focussed on the views of teachers. As 

teachers and TAs work within the same environment, this was considered relevant to 

understanding what TAs may experience within their role in supporting children’s 

MH. This search also identified further research where the views of support staff, 

including TAs, were included alongside other staff members. However, it was noted 

that this research may not highlight experiences that may be more specific to TAs 

due to their position in schools which is different to teachers, and therefore further 

literature related to the general experiences of TAs would be beneficial to explore.  

Therefore, a third phase of the literature search was completed to explore the 

attitudes and role perceptions of TAs in general, using search terms related to 

“Teaching Assistant” (see Table 1). The research papers yielded largely focussed on 

the role of TAs in supporting teaching and learning, which often related to the 

academic achievement of children or to exploration of specific areas (such as literacy 

development). As this was not closely related to the topic, this research was 
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excluded from the literature review. However. several papers identified within the 

literature search explored the TA role more generally; it was deemed useful to gain 

further insight into the experiences of TAs in schools, and factors that may impact 

their practice, as this may relate more directly to the research topic. 

For this review, I am focusing on the research that is conducted within the UK, as the 

national context and school systems will vary in different countries and make it 

harder to draw conclusions for my own research. Therefore, research from outside 

the UK was excluded from this literature review. I am also focusing on the research 

related to TAs within schools, rather than higher education, as this relates most 

closely to the topic. 

2.4. Supporting Children’s Mental Health: The Role of Schools 

The school role in supporting children’s MH has been summarised as: 

1. Prevention: creating a safe and calm environment where mental health 

problems are less likely, improving the mental health and wellbeing of the 

whole school population, and equipping pupils to be resilient so that they can 

manage the normal stress of life effectively. This will include teaching pupils 

about mental wellbeing through the curriculum and reinforcing this teaching 

through school activities and ethos. 

2. Identification: recognising emerging issues as early and accurately as 

possible. 

3. Early support: helping pupils to access evidence informed early support and 

interventions. 

4. Access to specialist support: working effectively with external agencies to 

provide swift access or referrals to specialist support and treatment. (PHE & 

HM Government, 2021, p. 7) 

This definition was first introduced in 2018 within government guidance around MH 

and behaviour in schools (DfE, 2018) but has subsequently been published within 

further guidance.  
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Linked closely to this is the whole-school approach to supporting children’s MH, 

which is key within current government advice (PHE & HM Government, 2021). 

There are 8 key aspects of this approach as outlined within government guidance, 

presented in Figure 4 below (PHE & HM Government, 2021). 

Figure 4 

Promoting Children and Young People’s Mental Health and Wellbeing: A Whole-

School or College Approach (PHE & HM Government, 2021, p. 9). 

 

A key aspect of this approach is that it focuses on the role of the whole school 

population to support mental health, with a focus on making MH “everyone’s 

business” (Weare, 2015, p. 5). Johnson et al. (2011) propose that school staff are in 

a good position to be able to support their students through their day-to-day practice, 

by creating positive connection, giving quality educational experiences and creating 

an environment where self-efficacy of students is developed. The Centre for Mental 

Health (2019) highlight the importance of relationships, environment and time to 

develop non-academic skills in promoting MH of children in schools. Furthermore, 

children within Hall’s (2010) research described the factors that influence their MH in 

school. Children described actions from staff that they saw as positive, including 

[This image has been removed by the author of this thesis for copyright reasons] 
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school staff acknowledging when they had done well, using humour, and talking to 

them about their problems. Factors such as environmental quality (aspects of the 

school environment such as outside areas and access to a worry box) and social 

participation (such as after-school clubs) were also seen as important by children. 

This highlights the way in which supporting children’s MH in schools extends beyond 

providing targeted support, and that school ethos, environment and the day-to-day 

aspects of school are also an important aspect. 

2.5. Supporting Children’s Mental Health: The Teaching Assistant Role 

There is limited research that explores the role of TAs in supporting children’s MH, 

and much of this research explores their role in relation to a specific type of need or 

intervention, or does not differentiate TAs from other members of staff. Key aspects 

of this research base are explored below. 

2.5.1. Supporting Mental Health Needs 

Research has considered the role of TAs in supporting children with identified MH 

needs. Burton and Goodman (2011) identified that although support staff had low 

status in schools, they were skilled at supporting the inclusion of children with mental 

health needs. Furthermore, Groom and Rose (2005) found that for these children, 

head teachers saw TAs as having a role in pastoral support, enhancing social skills, 

lunchtime groups, emotional literacy support and promoting classroom rules and 

expectations. Syrnyk (2018) explored the role of TAs within a nurture school. 

Interestingly, these TAs felt that their role differed from mainstream TAs largely due 

to having a greater sense of status within the schools. They also commented on the 

higher quality of relationship they felt that had with children, related to the smaller 

class sizes and time for one-to-one interactions. 

2.5.2. Relationships 

Research indicates that TA-child relationships are a key aspect of their role in 

supporting children’s MH. In a survey conducted on behalf of the DfE (NatCen, 

2017), staff identified that the relationship developed between children and support 

staff was pivotal to effective support for children’s MH. Furthermore, Groom and 

Rose (2005) identified the TA role as “providing essential pastoral and mentoring 

support for pupils – modelling ‘significant adult’ attributes in the classroom” (p. 25). 

Support staff within research by Moran and Abbott (2002) saw themselves as having 
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greater capacity to develop relationships with students, due to being more accessible 

and approachable to children than class teachers. Furthermore, Littlecott et al. 

(2018) interviewed staff from four secondary schools and identified that support staff 

were seen as having a unique role in supporting the MH of their students. This was 

due to their status as being different to the class teacher, having more knowledge of 

children’s backgrounds and home circumstances, and having more capacity to 

spend time with children one-to-one. They saw this as key to providing MH support 

to children. This suggests that TAs may, by the nature of their role in schools, be in a 

unique position to support children’s MH than other members of staff such as 

teachers. 

2.5.3. ELSA 

TAs often hold a key role in supporting the MH of children through delivering 

targeted interventions to develop the social and emotional skills of children. A key 

example of this is ELSA, an initiative designed to support schools in meeting the 

emotional needs of their pupils, by training TAs to deliver support programmes 

(ELSA Network, 2017). Research evaluating the ELSA intervention indicates that 

ELSAs may have an important role in supporting children’s MH, as children within 

research have identified positive impacts on their MH (Wong et al., 2020; Hills, 2016; 

Krause et al., 2019). This was also recognised by parents of children who had 

received ELSA support (Wilding & Claridge, 2016) and by head teachers, who 

recognised that the impact on children’s MH at an individual level also had an impact 

on a whole-school level (Bravery & Harris, 2009). Research indicates that 

relationships are key within the support that ELSAs provide, and ELSAs are often 

seen by children as having a distinct supportive role (McEwen, 2019; Wong et al., 

2020; Krause et al. 2019). Krause et al. (2019) suggest that ELSAs provide a ‘key 

adult’ relationship in school. Furthermore, parents within Wilding and Claridge’s 

(2016) research also referred to the distinct role of the ELSA, which was different 

from the relationships that children held with any other adult in school or at home. 
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2.6. Supporting Children’s Mental Health: The Views and Experiences of 

School Staff 

2.6.1. Overview 

The following section explores key themes arising from research on the views and 

experiences of school staff in supporting children’s MH. Most research in this area 

focuses on the views and experiences of teachers rather than support staff or does 

not differentiate the views of TAs from other staff. Nonetheless, TAs and teachers 

work within the same environment, and work closely together, so this may give some 

indication around TA experiences in supporting children’s MH. 

2.6.2. Role Perception 

Within the literature, school staff express differing perceptions of the role they play in 

supporting children’s MH. Whilst Rothì et al. (2008) found that all 40 teachers in their 

research felt they had a duty of care to support the MH of the children they worked 

with, Kidger et al. (2010) found that teachers reported mixed perceptions about the 

role of school staff in supporting children’s MH. Whilst teachers described how pupil 

wellbeing linked with teaching, behaviour and learning, and recognised the 

importance of day-to-day interactions and relationships within this, they described 

some staff as reluctant to take on a role in supporting children’s MH (Kidger et al., 

2010). This related to concerns that this obstructed the academic focus of teaching 

and school. It is interesting that within this research, teachers described these 

opinions as being held by other staff; this may indicate that those who take part in 

research within this topic are more likely to have a more positive view of their role in 

supporting MH, which is important to consider when drawing conclusions about the 

views of all school staff. However, other staff have expressed the view that their role 

should be purely academic, and that future training should focus on education and 

prevention rather than therapeutic support, which they saw as beyond their role remit 

(Shelemy et al., 2019). 

Furthermore, Patalay et al. (2016) studied the perceptions of school staff from 10 

European countries through a survey which explored their views on MH support in 

schools. Within the UK, 59.9% of staff rated MH support as being high priority or 

essential within schools. Only 43.6% of UK school staff surveyed said that their 

school implemented a MH policy, and 55.3% felt that they were doing enough to 
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support child MH. This indicates differing perceptions, between individual staff and 

possibly schools, of the level of support and priority placed on child MH in schools. 

However, as these responses were not followed-up with further information, it is 

difficult to know what may have impacted these differences. 

A lack of clarity about the role of school staff in supporting MH is emphasised by 

Finney (2006), who argues that MH support seems to be discretionary and related to 

individual perceptions, competence and capacity. Although Finney (2006) wrote this 

article nearly 20 years ago, before legislation outlined more specific responsibility to 

schools, this still seems relevant today. Hattersley (2023) suggested that teachers 

experience pressure to support children’s MH in their role but are unsure of the 

boundaries of this. Stoll and McLeod (2020) explored the perceptions of school staff 

who had a more specialist or direct role in supporting children’s MH within schools. 

These staff members saw value in a whole-school approach, and discussed a hope 

that all school staff took on more responsibility in supporting children’s MH. However, 

some reported that they had encountered resistance from other staff members who 

felt it was not their role to do this, leaving them feeling isolated and unsupported by 

the wider school community. 

2.6.3. Capacity and Resources 

Responsibility for supporting children’s MH can also add increased pressure on 

schools who are in a “zero-sum game” trying to balance academic learning and MH 

(Bonell et al. 2014, p.1). Hanley et al. (2020) explored how changes within 

educational and political contexts impacted on the ability of school staff to support 

the MH of their students. School staff noted that funding reductions, perceived 

increases in level of need and performance measures focussed on attainment all 

had an impact on their role and practice. They also reported that reduced funding to 

external agencies had a significant impact on their practice, due to reduced access 

to services, a loss of MH and community-based support, and resources and services 

that were once free becoming traded. This led to staff taking on additional roles to fill 

these gaps. Capacity and resources are also cited as a key barrier to MH support 

within research by Patalay et al. (2016). School staff rated staff capacity as being the 

biggest barrier to supporting children’s MH, followed by school funding and 

availability of specialists within the local area. Furthermore, less than a third of 
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schools within this research reported at least good links with their local MH services. 

This system has been described as contradictory, with expectations for school staff 

to take on supportive, pastoral roles without providing additional support or 

resources to do this, or addressing the wider systemic issues (Hanley et al., 2020). 

2.6.4. Accountability Measures 

Glazzard and Stones (2021) suggest that schools are in a “paradoxical situation” (p. 

3), with an expectation to support children’s MH while being required to implement 

practices which have an adverse effect. They describe the emphasis on inspections, 

league tables and behaviourist approaches in schools which promote an 

environment which is not conducive to supporting children’s MH. Teachers have 

expressed views that this current system can be detrimental to the MH of children, 

particularly those who do not experience academic success (Hattersley, 2023). 

Teachers have also reported increased anxiety and stress in students related to the 

pressure placed on academic performance, particularly related to exams (Hutchings, 

2015). Hutchings (2015) also highlighted the impact of accountability measures on 

the ways in which schools can support children’s MH. Teachers felt that such 

measures had a negative impact on their relationships with their students, due to 

their own stress levels, pressure to maintain focus on the syllabus in lessons, and a 

lack of time due to their increased workload.  

Consultation regarding recent changes to the Ofsted inspection framework 

suggested that school staff “overwhelming supported” the decision to broaden their 

framework to include a separate area considering how schools support personal 

development of their students, which links to the pastoral support provided by 

schools (Ofsted, 2019). This may indicate that school staff are keen to see changes 

to the contradictory system described by school staff within Hanley et al. (2020) 

research. However, Gedikoglu (2021) argues that if schools are not provided with 

additional resource with which to address this new category of accountability, it may 

add additional pressures on schools and lead to superficial, box-ticking approaches. 

2.6.5. Teaching about Mental Health 

Davies and Matley (2020) explored teachers’ views on delivering Personal, Social, 

Health and Economic education (PSHE) within their role. Teachers’ self-ratings of 

their confidence in talking about MH was overall the lowest of the topics within this 
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curriculum. A key factor that may be contributing to lack of confidence in supporting 

MH is fear. In their research, Cooke et al. (2016) found that teachers expressed fear 

about what would happen if they talked to children about MH, including fear of 

complaints from parents, upsetting children, and giving the wrong information. 

Teachers also expressed a fear that speaking about MH difficulties to children may 

encourage undesirable behaviours or emotions. These fears seemed to lead 

teachers to low confidence in their own skills and knowledge, and the belief that 

discussions about MH should be led by experts.  

Furthermore, teachers have expressed views that MH is more difficult for children to 

understand than physical health (Cooke et al., 2016). Content within the curriculum 

also seemed to mediate teachers’ perception of their role, with teachers feeling more 

comfortable teaching emotive topics such as death because it was part of the 

curriculum; some felt that because MH difficulties were not covered in the curriculum, 

they should not teach this. Some teachers also expressed views that it was not their 

responsibility to teach children about MH and felt that experts should do this. On the 

other hand, some teachers have expressed views that children’s difficulty 

understanding MH makes it important to teach them about this, highlighting the 

importance of adult scaffolding and support (Hattersley, 2023). 

2.6.6. Attitude to Mental Health 

Various terms are used to describe MH, and this variety in terminology also seems to 

be reflected within schools. Within research by Rothì et al. (2008), teachers 

discussed a preference for the use of education-based language such as BESD 

which they felt provided a clear boundary that teachers were not MH experts. 

Teachers also expressed concerns about the stigma attached to the term MH. With 

the revision of the SEND Code of Practice (DfE & DoH, 2014), BSED was changed 

to SEMH, and it is interesting to consider whether the introduction of MH to this 

education-based language may have impacted on its connotations since this 

research was published. In a more recent study by Danby and Hamilton (2016), one 

member of school staff described MH as “the elephant in the room”, which reflected 

the view that although MH was a pressing and important topic to staff, they felt that 

some children needed to be protected from the topic (p. 95). However, more recently 

teachers have expressed views that using MH language within schools reduced MH 
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stigma, although some saw diagnostic labels as unhelpful (Hattersley, 2023). This 

research only gained the views of four teachers, however, and therefore this may not 

be reflective of the current views of all teachers. 

Although school staff discuss concerns about stigma, and challenging this, it is likely 

that the attitude of school staff towards MH has an impact on their practice. Within 

research by Cooke et al. (2016), some teachers expressed fear of people who 

experience MH difficulties and related this to problems in wider society such as 

violence. They also related MH difficulties to stigma and felt that disclosure of poor 

MH resulted in negative consequences. Teachers within this study also expressed 

beliefs that MH difficulties primarily affect adults, and that children within primary 

school were too young to learn about the topic. Teachers’ own attitude to MH may 

impact on their practice, as teachers within this study also said that there were 

certain topics they avoided when talking to children, such as discussing difficulties in 

a child’s home life, and certain subjects such as schizophrenia and suicide, 

experienced by children and their parents. This raises some questions around 

whether discomfort talking about MH may impact on whether children receive 

support when faced with such difficulties. 

Furthermore, Monkman (2017) interviewed six teachers about their role in supporting 

children’s MH. In this study, teachers felt much more capable and positive about 

their role when MH was framed as well-being, whereas when MH was framed as 

illness, they positioned themselves as disempowered and lacking confidence in their 

role. Although only six teachers were interviewed, this study suggests that their 

narratives around MH influenced how they perceived their role, their practice and 

how confident they felt about this. This suggests that attitude to MH may be a key 

mediating factor for staff confidence and practice. 

2.6.7. Training, Knowledge and Skills 

School staff cite further training as a being important for their capability in supporting 

children’s MH. As previously discussed, teachers felt that further training would help 

them to teach MH as part of the curriculum (Davies & Matley, 2020). Furthermore, 

Stoll and McLeod (2020) interviewed school staff who had a direct role in supporting 

children with MH needs. Despite having what could be considered a more specialist 

role, half of these staff did not feel confident in their ability to provide support to the 
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children they worked with or felt that they did not have the level of training required to 

do this. Cooke et al. (2016) report that primary school teachers within their research 

did not feel that they should try to talk to students about MH difficulties, because they 

did not have the knowledge, experience or training to do so; they felt that further 

training about different types of MH difficulties and their causes would be useful. 

Moreover, teachers felt that they needed support in what was appropriate to discuss 

with the children they support. Shelemy et al. (2019) explored what teachers wanted 

from MH training, provision and advice. Teachers expressed a preference for training 

that was led by ‘experts’ with a clinical or professional qualification, that had a clear 

evidence-base and focused on practical, educational and preventative strategies. 

This may indicate that teachers see MH as a subject that requires a certain level of 

expertise. Furthermore, teachers may feel that their priority is to be provided with 

practical supportive strategies, which may further highlight the lack of skills 

expressed within other research. 

Rothì et al. (2008) interviewed 40 teachers from primary, secondary and special 

schools, and found that although they all felt they had a duty of care to support the 

MH of their pupils, this was not always possible due to a perceived lack of skills to do 

this. Furthermore, these teachers felt that they required more MH training; however, 

they were unsure as to how this could be accessed due to the PGCE teaching 

already covering topics to capacity, and MH training courses being unavailable to 

them once qualified. It is important to note that this research was published 15 years 

ago in possibly a different context to teaching and education today. However, when 

read alongside more recent research, it highlights that these perceived barriers to 

supporting children’s MH may have persisted over the last 15 years, despite 

increased policy and training related to teachers providing MH support in schools. 

For example, Rice O’Toole and Sloan (2022) found that 74% of teachers in their 

study did not feel their teacher training prepared them for the pastoral aspects of 

their role. 

2.6.8. Emotional Experiences 

Teaching has been described as a “profoundly emotional activity” (Kinman et al., 

2011, p.1), and previous literature suggests that this is a key theme for school staff 

when exploring their role in supporting children’s MH. Within their research, Kidger et 
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al. (2010) found that teachers’ felt their own MH needs were often neglected; this 

was due to the emotionally draining nature of teaching, and additional pressures 

such as paperwork, targets, inspections and lack of time. They proposed that when 

teachers’ MH is not supported, this has a detrimental impact on their ability to 

support the MH of the children they work with. This was also highlighted by 

Hattersley (2023) who found that teachers found their role “unmanageable” (p. 241). 

Furthermore, Stoll and McLeod (2020) interviewed guidance teachers and support 

staff who had a direct role in supporting children with MH needs. These staff 

reported a significant emotional impact of this work, often feeling anxiety and fear 

related to the MH of their pupils. Concerns around their skills and ability to provide 

support was a source of stress for these staff. 

2.7. Supporting Children’s Mental Health: The Views and Experiences of 

Teaching Assistants 

Only one piece of research was identified in my literature search that specifically 

focused on the role and experiences of TAs in supporting children’s MH. Within this 

research, Conboy (2021) interviewed 7 primary school TAs about their experiences 

of supporting the MH of the children they worked with. Conboy’s research was 

initially conducted as part of a doctoral thesis (Conboy, 2020), and therefore this 

publication has also been explored for the purpose of this literature review as many 

themes are outlined in more detail within this document. This will be explored 

alongside other research where the views and experiences of TAs has been 

included. 

2.7.1. Understanding of Mental Health 

A key theme identified by Conboy (2021) related to TAs’ perception and knowledge 

of MH. TAs discussed MH in relation to terms such as anxiety and anger. This 

suggests that MH may have been seen by these staff as a more medical term, 

relating to symptoms of poor MH or mental illness, which is similar to the narratives 

of MH held by teachers within previous research. Furthermore, Conboy (2021) 

indicated that some TAs were not comfortable with using the term MH, and others 

used the term interchangeably with mental illness. Although Weare and Markham 

(2005) suggest that avoiding the term mental health avoids stigma and 

discrimination, this suggests that avoidance of the term may have led to negative 
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connotations to be perpetuated. Conboy (2021) also highlighted the sources of 

knowledge that TAs use to aid them in their role. TAs seemed to draw upon their 

own past experiences of supporting MH within their role, as a parent and within their 

family. They also identified a need for more knowledge and training about supporting 

children’s MH and identifying MH needs. 

2.7.2. Role Perceptions 

Furthermore, Conboy (2021) found building relationships with children to be a key 

aspect of the TA role in supporting children’s MH; they identified that TAs have a 

special relationship with children they work with that is different to that of teachers. 

This is aligned with previous research which highlights that relationships with 

children is a key aspect of how TAs support children’s MH (Groom & Rose, 2005; 

Burton & Goodman, 2011). TAs within Conboy’s (2021) research discussed a variety 

of practical ways in which they support children’s MH through their role, including 

talking with children, normalising worries and being silent and available support. 

Burton and Goodman (2011) also highlight the way in which TAs build relationships 

with parents, due to their accessibility and links to the local community. This 

highlights how relationships are a key aspect of the TA role in supporting children’s 

MH.  

2.7.3. School Hierarchy 

Another key theme related to TA status, and Conboy (2021) noted that TAs 

encountered difficulties due to their lower hierarchal position within the school 

system, which for some resulted in key information about children not being passed 

on. ELSAs have also reported a lack of systemic support, often feeling isolated and 

misunderstood by other members of school staff including senior leaders (France 

and Billington, 2020). This was also highlighted by support staff in secondary 

schools, who felt that their role was undervalued (Burton & Goodman, 2011). Whilst 

TAs may see their hierarchal position within the school as a barrier to supporting 

children’s MH, it may also have an impact on their perception of their role and 

responsibilities. TAs within Conboy’s (2021) research often referenced safeguarding 

as a solution, whereby concerns were passed onto safeguarding officers or referred 

externally to be resolved. It is possible that TAs may feel that, due to their lower 
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hierarchal position in schools, the responsibility is on teachers or more senior 

members of staff. 

2.7.4. Emotional Experiences 

The emotional experience of this role was also highlighted by Conboy (2021), and 

although TAs within this study found their role rewarding, they also experienced fear 

that they would do something wrong. Conboy suggests that this is related to 

perceived lack of knowledge, understanding and confidence in their ability to support 

children’s MH. The emotional impact of the role was also noted by TAs working in a 

nurture school (Syrnyk, 2018) and in secondary schools (Burton & Goodman, 2011). 

This links to the emotional experience described by other members of school staff, 

which often appeared to stem from perceived lack of confidence in their skills and 

knowledge. 

2.7.5. Summary 

Overall, existing research provides some insight into TAs’ experiences of supporting 

children’s MH within their role, and a platform from which to conduct further 

research. This is particularly prominent for Conboy’s (2021) research, which is the 

first piece of research exclusively exploring the experiences of TAs in supporting 

MH. It is important to recognise, however, that this research only gathered the 

perceptions of seven participants from within one borough in London, and therefore it 

is difficult to generalise this to all TAs, and to other areas of the UK with different 

demographics. Furthermore, participants were self-selecting and therefore may have 

had a particular interest or knowledge of MH. Despite these limitations, many of the 

themes within Conboy’s (2021) research map onto the previously explored research 

related to the role of TAs, and experiences of teachers and other school staff. This 

suggests that the previously explored research which studies the views of other 

members of school staff may be considered useful in providing some indication to 

the experiences of TAs, and thus inform the current research. 

2.8. General Experiences of Teaching Assistants  

As there is limited research exploring TA experiences of supporting children’s MH, I 

have also reviewed the literature around the general views and experiences of TAs 

in schools. This may be beneficial in understanding the factors that impact on TA 
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practice and may support in illuminating potential influences on the ways that TAs 

support children’s MH. Whilst most research focuses on the TA role in teaching and 

learning, the following sections will focus more generally on the experiences of TAs 

in schools, and the factors that impact upon their practice, as this fits more closely 

with my own research. However, the DISS Project (Blatchford et al., 2009), as 

described previously, will be included below; although the DISS project focuses 

largely on the pedagogical role of TAs, it highlights broader issues related to TA 

deployment and practice, which is relevant to the current research. Key findings 

have already been discussed, however findings relevant to this topic are included 

within discussion in the following sections.  

2.8.1. Role and Responsibilities 

Within the literature, lack of clarity around the role and responsibilities of TAs is 

highlighted. Cockroft and Atkinson (2015) found that the TA role was not as TAs had 

perceived it to be prior to employment, and that the day-to-day role and expectations 

were different to that within their job description. However, Roffey-Barentsen and 

Watt (2014) noted that even though TAs in their research had a broad variety of job 

titles, their roles and responsibilities did not vary considerably. 

Tucker (2009) discussed the change in attitudes over time towards the role and 

value of TAs, reflective of the shift away from “non-pedagogical tasks” (such as 

photocopying and tidying up) to a more direct role in supporting teaching and 

learning (p.295). This is also highlighted by Hammersley-Fletcher and Lowe (2011), 

as many TAs reported that their role included working with, planning for and teaching 

individual students, groups and whole classes. Cockroft and Atkinson (2015) found 

that TAs saw positives to the role changing, as this was more appealing than 

previous views of a TA being someone who “staples something to a board for eight 

hours a day” (p.97). However, they also acknowledged that these role changes came 

with increased responsibilities and felt that the accountability placed on them should 

lie on teachers instead. 

The potential implications of this lack of role clarity are also discussed. Clarke (2021) 

highlights that it can be difficult to quantify the contribution of TAs due to the wide 

range of roles that they perform, especially within the wider systems that focus on 

financial value. Furthermore, Graves (2014) describes the focus on “performativity” 
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within the current education system, which takes focus away from the caring value 

provided by TAs which is much harder to measure (p. 261). 

2.8.2. Qualifications, Training and Experience 

The qualifications of TAs entering the profession is a key topic within the literature. 

Graves (2014) noted that many TAs came into the role through volunteering, or by 

their association to the school as a parent. Furthermore, Bradwell and Bending 

(2021) found that the TAs within their sample entered their role through volunteering 

or mealtime assistant roles. Despite this, many of these participants felt that TA roles 

should have essential criteria and levels of qualification and had all sought out 

additional qualifications once in the role; this may indicate that TAs did not feel their 

level of qualification or experience on entering the profession had fully equipped 

them. This is echoed within Cockroft and Atkinson’s (2015) research, where TAs felt 

entry requirements (more specifically a minimum of a Level Two qualification) were 

important. However, both these pieces of research used small samples of TAs and 

therefore this may not be reflective of the views overall within the profession.  

Research also highlights that life experiences may be an important factor. Alongside 

entry requirements as described above, TAs in Cockroft and Atkinson’s (2015) 

research felt that previous experience, including experience of having children, 

supported their practice. Graves (2014) noted that TAs’ dual position as staff and 

parent within the school had positive implications for their role; by having a more 

personal connection to the school and community, TAs felt that they could support 

children and parents in a unique way. However, TAs in other research felt that this 

could also create tensions within their role (Roffey-Barentsen & Watt, 2014). TAs 

also saw life experience as being important, however Roffey-Barentsen and Watt 

(2014) noted that for these TAs, their schools did not seem to use their prior 

experiences within their new roles, potentially indicating that schools place less value 

on life experiences than TAs do. 

TAs have also described the sources of their skill development, which included 

support from teachers, between colleagues and from external professionals 

(Cockroft & Atkinson, 2015). Training is highlighted as an important contributor to 

effective TA practice, however TAs identified practical barriers that meant they were 

unable to access training, including the cost of training and that schools were 
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unwilling to release TAs to attend (Cockroft & Atkinson, 2015). However, this 

research used a case study design and therefore all TAs worked at the same school, 

therefore it is difficult to ascertain whether their experiences may be related to one 

particular school context. Nonetheless, in wider-scale studies involving a range of 

TAs from different settings, TAs have previously reported lower levels of satisfaction 

with the training and development opportunities available to them (Blatchford et al., 

2009). 

2.8.3. Teaching Assistant Status 

TA status in schools was also a prominent theme within the literature. Clarke and 

Visser (2017) discussed ‘knowing your place’ within their research on the TA role in 

managing behaviour; TAs discussed not wanting to undermine teachers, and the 

conflict between providing support to teachers whilst not “crossing a line” (p. 73). 

This was also key within Bradwell and Bending’s (2021) research, where although 

TAs felt needed by teachers, they discussed their lack of voice. 

The implications of TA status in schools are also highlighted. TAs reported not being 

invited to meetings about the children they supported, which overlooked the potential 

contributions that they could make due to their in-depth knowledge of children 

(Roffey-Barentsen & Watt, 2014). They highlighted the dichotomy between the 

responsibility they were given day-to-day and how others perceived the value of their 

contributions in more formal settings (such as meetings). Furthermore, Graves 

(2014) describes the “weak position” within which TAs in her research felt they were 

placed, which the author places down to professional status within schools being 

based upon a neo-liberal and managerial culture. Nonetheless, TAs in some 

research have generally reported feeling appreciated within their role (Blatchford et 

al., 2009). However, this group of TAs also reported satisfaction with their working 

conditions and conditions of employment, and it may therefore be that these factors 

impacted on this.  

2.8.4. Teacher-Teaching Assistant Relationships 

Furthermore, relationships with teachers are highlighted as having a key impact on 

TA practice. TAs have highlighted the importance of communication with class 

teachers on their practice, and when this communication was positive TAs felt that 

this increased their sense of agency within their role (Docherty, 2014). However, TAs 
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also noted that this communication was often ad hoc, and lack of communication 

could lead to inefficient use of time and wasted opportunities to feed back to the 

teacher. The importance of communication with teachers was also reported by 

Cockroft and Atkinson (2015), who highlighted differences between teachers in the 

effectiveness of their communication with TAs. This may relate to differences 

between teachers in level of skill in working with TAs, as Blatchford et al. (2009) 

found that most teachers who took part in the DISS project had not had training to 

support them in working effectively with TAs. Furthermore, they found that the 

majority of teachers did not have allocated time to support in planning and feedback 

with TAs. In a follow-up to this project, Webster et al. (2011) commented on the way 

in which teacher-TA communication has a direct impact on the day-to-day 

preparedness of TAs. 

TAs also discussed the hierarchal relationship they have with teachers, and the way 

that this can impact upon roles, expectations and their comfort in passing on 

information (Docherty, 2014). This was echoed by TAs within research by Cockroft 

and Atkinson (2015), who also noted that the approachability of the teacher was 

important; they felt that having a supportive teacher was important for effective TA 

practice. Similarly, Clarke and Visser (2017) found that relationships with teachers 

varied dependent on the specific teacher, which meant different teachers held 

different expectations for TAs. These varying expectations were also noted within 

Hammersley-Fletcher and Lowe’s (2011) research, with one TA describing that they 

had been asked by one teacher to plan and teach a class for a week, whilst another 

gave them a sticker for sustaining their attention during a whole-class input. 

2.8.5. Relationships with Children 

The relationships that TAs have with children is also prominent within the literature 

on the role and experiences of TAs. Bradwell and Bending (2021) noted that TAs 

within their research “lit up” when discussing how children perceive TAs, 

commenting on how loved they were by the children they worked with (p. 3). This 

was seen as an enjoyable aspect of the role, with TAs describing the rewarding 

nature of the relationships they build with children. Furthermore, TAs noted that 

knowing children well meant that they were able to better support them, due to 

having a deeper understanding of their needs (Cockroft & Atkinson, 2015). The 
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nature of the TA-child relationship was also discussed, with the notion that this 

relationship was different or distinctive in some way. Some TAs felt that children 

differentiated TAs from teachers, with TAs being seen as more approachable and 

less authoritative (Bradwell & Bending, 2021; Roffey-Barentsen & Watt’s, 2014). 

2.9. Summary and Rationale for Research  

There is an expectation that schools should play a key role in supporting the MH of 

their students, however, the onus remains on schools to interpret and implement 

this. Although critics have suggested that more needs to be done to support schools 

in their role, it is clear that schools play an important role in supporting the MH of 

their students through MH promotion, identification, targeted support and referrals to 

external agencies (PHE & HM Government, 2021). However, school staff experience 

barriers to supporting children’s MH related to factors such as stigma, lack of training 

and staff capacity.  

Furthermore, research indicates that TAs may have an important role in supporting 

children’s MH in schools, although there is a lack of government guidance or 

recognition of this. TAs are often overlooked within research on the experiences of 

school staff in supporting children’s MH, and therefore there is a lack of knowledge 

and understanding about how TAs see their role in supporting children’s MH, their 

experiences of this role, and what factors impact upon their practice. 
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Chapter Three: Methodology 

3.1. Chapter Overview 

Within this chapter, I will explain the methodology used within this research. This will 

include an outline of the research aims and questions, the theoretical assumptions 

upon which this research is built, and a rationale for the research design. I will also 

discuss ethics and reflexivity. 

3.2. Research Aims   

The overall aim of this research is to explore the perceptions and experiences of TAs 

in supporting children’s MH in schools, and to consider the factors that may impact 

upon TA practice. In Phase One, the aim was to explore TA attitude to MH, 

perceptions of their role and their perceived self-efficacy in supporting children’s MH, 

and the factors which impact upon their perceived self-efficacy. Within Phase Two, 

the key findings from the first phase are explored in more detail. The aim of this 

phase was to gain more insight into how TAs understand children’s MH and their role 

in supporting this, as well as to gain a deeper understanding about the different 

factors that may impact on TA self-efficacy and practice. 

Findings will contribute to increased understanding of the factors that impact upon 

TA practice in supporting children’s MH and highlight how TAs can be best 

supported and empowered within this role. This will be beneficial for professionals 

such as EPs, as it will inform their knowledge of how to provide the best support to 

schools and school staff who are supporting children’s MH in schools. This 

contributes to national aims to provide effective MH support within schools, as 

described earlier. 

3.3. Research Questions  

The following research questions were developed from the aims outlined above, as 

well as from a review of the literature. 

3.3.1. Phase One Research Questions 

1. What are the attitudes of primary school teaching assistants to mental health?  

2. What do primary school teaching assistants see as their role in supporting 

children’s mental health? 
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3. What is the perceived self-efficacy of primary school teaching assistants in 

supporting children’s mental health? 

4. What factors (if any) relate to the perceived self-efficacy of primary school 

teaching assistants in supporting children’s mental health? 

3.3.2. Phase Two Research Questions 

1. How do primary school teaching assistants understand the concept of 

children’s mental health? 

2. How do primary school teaching assistants perceive their role in supporting 

children’s mental health? 

3. What do primary school teaching assistants feel impacts on their perceived 

capabilities in supporting children’s mental health? 

3.4. Theoretical Assumptions  

Before outlining the methods used within my research, I will discuss the 

philosophical and methodological assumptions that underly it.  

Traditionally, research has been conceptualised using paradigms, however Morgan 

(2007) argues for a move away from this. He discusses the concept of 

incommensurability, and the problematic view that to accept one paradigm means to 

reject another, which places limitations on the sharing of knowledge between 

paradigms and thus researchers and research topics. Morgan (2007; 2014) 

advocates for movement away from the division of social research into ontology, 

epistemology and methodology, but to instead consider methodology as a tool which 

connects our beliefs about the nature of knowledge with our methods used to 

produce it. 

Morgan (2007) suggests a future direction towards a pragmatic approach. Although 

pragmatism is often summarised as an approach that is concerned purely with ‘what 

works’, Morgan (2014) argues that this focus on practicality only captures one aspect 

of pragmatism and highlights the importance of recognising the philosophical 

underpinnings of this approach. Pragmatism is rooted in the works of philosophers 

such as Pierce, James and Dewey (Rorty, 1998). It is based on a philosophical view 

that emphasises utility over truth and rejects the notion that knowledge is a direct 

representation of reality (Burnham, 2013). Pragmatism is an approach that focuses 
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less on how we understand knowledge or truth, but “what difference it makes” to 

think or act one way or another (Morgan, 2007, p.67). Research within a pragmatic 

paradigm often uses multiple methods which enable researchers to explore the 

behaviour of participants, the beliefs that influence those behaviours and the 

consequences of these (Kivunja & Kuyini, 2017). 

I am taking a pragmatic stance within this research. This not only aligns with my own 

worldview, but has been linked to educational psychology as a profession due to the 

focus on not only asking questions such as “what is happening” but also “what shall 

we do?” (Burnham, 2013, p.31). This can be linked to the wider purpose and 

application of psychology to promote social change (Miller, 1969; MacKay, 2008). In 

this research I adopt an intersubjective viewpoint, whereby the knowledge gained will 

provide an insight into reality through the shared knowledge and experiences of my 

participants and myself as a researcher. Ultimately, my concern is that the 

knowledge obtained from my research can result in useful implications for practice, 

with the possibility of creating some meaningful change or action. 

3.5. Research Design  

Morgan (2007) emphasises the principles of abduction, intersubjectivity and 

transferability within a pragmatic approach to research, whereby principles 

traditionally associated with either quantitative or qualitative research can be applied 

effectively by “working back and forth” between them (p. 73). This is congruent with 

the idea that both quantitative and qualitative methods, although traditionally different 

in their methodological underpinnings, can be beneficial tools in collecting data, and 

the most appropriate methods are those that best fit the research aims and 

questions (Teddlie & Tashakkori, 2010). Creswell (2013) believes that mixed 

methods research is an effective way to explore and understand real-life situations. 

Furthermore, it has been argued that mixed methods research is an approach that 

allows for a deeper, wider understanding of a topic area (Hurmerinta-Peltomaki & 

Nummela, 2006). Within my research, I will be using a sequential mixed-methods 

design; this means that the quantitative and qualitative strands of my research will 

occur chronologically, and the findings from one will inform and develop the other 

(Teddlie & Tashakkori, 2008). 
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One of the key components of conducting research using a pragmatic stance is 

being able to choose appropriate research methods by both knowing what options 

are available and being able to evaluate the use of these (Morgan, 2013). For Phase 

One, my aim was to explore attitudes and beliefs that may impact on TA practice in 

supporting children’s MH. Therefore, I wanted to gather a larger quantity of data to 

gain more information about these factors and what would be useful to explore 

further. A survey is a useful tool to collect data about people’s attitudes, beliefs and 

behaviour on a broader scale (Sapsford, 2006). Furthermore, online survey methods 

seemed most appropriate as these could be completed anonymously; anonymity is 

an important factor to consider when completing research on sensitive topics or 

where participants may have attitudes that go against social norms (McNeeley, 

2012). For Phase Two, my aim was to gain further insight into the key results from 

the first phase and gaining a richer picture of the factors that influence TA practice. It 

was therefore important to elicit participants’ own views and experiences in an 

interactive way, with the flexibility to both explore researcher-led areas and the topics 

raised from TAs themselves. Therefore, in-depth interviews were chosen, as these 

provided the opportunity to explore issues in the level of depth and detail required, 

related to individuals’ own views, contexts and experiences (Lewis et al., 2014). 

3.6. Ethical Considerations  

Ethical approval for this research was granted by the University of Exeter Graduate 

School of Education’s Ethics Committee (confirmation of ethical approval for both 

phases can be found in Appendix A). I followed relevant ethical standards and 

codes, including British Educational Research Association (2018) and the British 

Psychological Society’s (BPS) Code of Human Research Ethics (2014). This meant 

that underpinning this research are the four principles of respect, scientific integrity, 

social responsibility and maximising benefit and minimising harm. I also ensured that 

I worked within the standards for professionals within educational psychology, such 

as the standards of conduct, performance and ethics (Health and Care Professions 

Council, HCPC, 2016) and the BPS Code of Ethics and Conduct (2018). 

Gaining informed consent and ensuring confidentiality were key considerations 

within both phases of this research. In Phase One, participants were given detailed 

information related to the aims of the project, contents of the survey and how data 
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would be used; this was on the landing page of the survey and participants could 

only move on once this had been read and they ticked a box to give consent (see 

Appendix B). The online survey was anonymous and therefore IP address tracking 

and progress saving was turned off within the survey software, to ensure that it could 

not be tracked back to any person. Because of this, within the consent form 

participants were explicitly told that once their data was submitted, they would not be 

able to withdraw it, but could exit the survey before this point and no data would be 

saved. Within Phase Two, participants read a detailed information and consent sheet 

prior to completing interviews (see Appendix C). They were verbally reminded of this 

information at the start of the interview, with a chance to ask any questions. They 

therefore provided consent both through a consent form, and verbally at the start of 

the interview. 

Participants were pseudonymised prior to data analysis, and the link document 

stored separately on a password-protected and secure OneDrive account. No 

identifying information was shared in any report. All data was managed in line with 

data protection protocols, and the way that data would be managed was made clear 

to participants within the information and consent stage for both phases. Data was 

stored on a password-protected OneDrive account that only my research supervisors 

and I had access to. Raw data for this project will be deleted on successful 

completion of the doctorate course, or by 31st July 2024.  

During both phases, there was potential for content to be emotive or challenging for 

participants. At the end of the survey in Phase One, information was provided in the 

debrief form about where further support could be sought if needed (see Appendix 

D). For Phase Two, participants were informed of their right to stop the interview at 

any point and signposted to sources for further support within the debrief form (see 

Appendix E). As these interviews were individual and interactive, I was also able to 

respond in-the-moment to participants when discussing sensitive issues, providing 

reassurance when needed. 

3.7. Reflexivity   

It is also important to acknowledge that my prior knowledge and experiences will 

have influenced the way in which I approached this research, including my 

interpretation of the data. This transparency is key, to recognise the way in which my 
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assumptions and experiences may impact upon the credibility, transferability, 

dependability and confirmability of research as outlined by Lincoln and Guba (1985), 

which will ultimately increase the authenticity of my research. Morgan (2007) also 

emphasises the importance of reflexivity within research in line with a pragmatic 

approach, as “it is we ourselves who make the choices about what is important and 

what is appropriate, and those choices inevitably involve aspects of our personal 

history, social background, and cultural assumptions” (p. 69). 

I have practiced reflexivity throughout my research, for example by engaging in 

regular discussions about my research with research supervisors and peers, which 

created a space to think more deeply about the decisions I made and the way in 

which I impacted upon the research. I also kept a reflective journal; an important 

aspect of this was completing a reflective exercise which resulted in a document 

(see Appendix F) which I returned to frequently throughout the research process. 

This not only acted as a prompt to support deeper reflection, but also encouraged 

me to reconsider my positioning and how it may have changed and evolved 

throughout the duration of the project. Within this exercise, I considered my social, 

political and ideological positions, my view of what research was and how I fit into 

this, and my personal connection to the topic. This supported me to practice 

reflexivity and remain critical of my impact on the research at each stage. I have also 

provided an initial statement within the introduction chapter of this paper to be 

transparent about my connection with the topic to the reader. 

  



 

54 
 

Chapter Four: Phase One Methods 

4.1. Participants and Recruitment 

Participants were 62 TAs who were employed within mainstream primary school 

settings within the South West of England. For this project, I decided to focus on TAs 

within primary school settings: the role that TAs play in supporting children’s MH is 

likely to differ between primary and secondary settings due to the differences in staff 

deployment, curriculum and environment. For example, primary school TAs are 

commonly deployed to support a whole class of students, whilst secondary TAs most 

commonly support specific students for targeted support (Skipp & Hopwood, 2019). 

Furthermore, there are differences between the ways in which MH is taught and 

supported within each setting evident of the differences in development, 

understanding and context between primary and secondary school children (DfE, 

2021). This phase of the research focused on TAs within the South West of England, 

rather than all regions. As I am based within this region, and sampling methods 

included utilising links within my placement local authority and neighbouring 

authorities, it was likely that research participants would predominantly be based in 

this area. Practically, it was also felt that this would be beneficial for both recruitment 

and the subsequent completion of interviews in Phase Two. Therefore, a decision 

was made to focus on this specific group. 

Research was shared to potential participants through EPs based within services in 

the South West of England, as well as through social media platforms such as 

Twitter. The research was also shared in digital newsletters and on social media by 

TA networks and groups such as ‘Twinkl TA Digest’. 

4.2. Developing the Survey 

When developing the survey, several methods were employed. Please note that 

these will be discussed in more detail throughout this section, however an overview 

will be provided here initially for clarity. 

Firstly, a literature review was conducted which explored research related to MH in 

schools, and the views, perceptions and experiences of school staff in supporting 

children’s MH in schools (see Chapter 2). Bryman (2008) highlights the way in which 

this can improve the validity of the survey, by providing knowledge and 
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understanding of the literature related to the research topic and questions. This was 

an important step, as it was used to inform the development of the survey 

statements for each section of the survey. Reviewing the literature also gave insight 

into previous approaches used to explore this research topic, and scales and 

surveys that had been previously used. The way in which these factors informed the 

development of each section of the survey is discussed in more detail below. 

Following this, the survey was discussed by the research team and piloted with three 

TAs. At this time, feedback was gained on the way in which the statements were 

interpreted, the clarity of the wording and the accessibly of the survey, resulting in 

changes being made (please see Section 4.3 for more information). The survey was 

then distributed. As the SE-SMH scale was developed for the purposes of this 

research, rather than for the purpose of developing and validating a new scale, the 

Cronbach’s alpha analysis was run on the SE-SMH scale (and SE-SMH-P and SE-

SMH-S subscales) after it was distributed. This was done to assess internal 

reliability, so that items could be removed prior to analysis if necessary. This will be 

discussed in more detail below. 

4.2.1. Demographics 

The first section of the survey aimed to gather demographic information about the 

participants. This began with an information and consent form, and participants 

ticked a box to agree that they had read and understood this and gave their consent. 

Participants were then asked to confirm that they were a TA currently working in a 

mainstream primary school within the South West of England; from a practical point 

of view, this was in place to ensure that TAs met the eligibility criteria before 

completing the survey. TAs were then asked relevant demographic information, 

including the county within which they worked, their job title and how long they had 

been working as a TA. TAs were also asked to give details of any further training 

they had completed as part of their role, and any qualifications they held that were 

relevant to their role. 

4.2.2. Attitude to Mental Health 

When considering tools to explore TA attitudes to MH, I first completed a literature 

search of pre-existing and validated scales, such as the Beliefs Towards Mental 

Illness Scale (Hirai & Clum, 2000) and the Opinions About Mental Illness Scale 
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(Cohen & Struening, 1962). Each of these was reviewed to consider the construct it 

aimed to measure, validity and use within research. However, all pre-existing 

measures found during this stage had a focus on mental illness, and terminology that 

did not fit the underlying assumptions and definitions within the current research, 

perhaps due to the age of such scales. Furthermore, I wanted to explore different 

aspects related to how TAs may view MH, including definitions of MH, and beliefs 

about children's MH more specifically. Therefore, it was decided that a set of 

statements would be developed for the purpose of this research, which would better 

address the participant population, research aims and questions. Furthermore, due 

to the broad scope of this topic area it would be difficult to create a multi-item scale 

to measure an overall construct; therefore, statements were developed and analysed 

individually. Statements were developed by creating thematic maps related to the 

topic area, based on the literature search (see Appendix G). This determined the key 

areas which the statements would cover. A full set of statements and the sources 

used to develop these is included in Appendix H. 

A Likert scale was used to gain participant responses to each statement. Likert 

scales are typically used to measure attitudes to individual statements or overall 

constructs, which is done by participants rating the extent to which they agree or 

disagree (Likert, 1932). Although typically presented on a five-point scale, it has 

been identified that a seven-point scale can be effective in allowing for greater 

differentiation in responses, whilst remaining clear for participants to understand and 

complete (Willits et al., 2016). Furthermore, Chyung et al. (2017) suggest that where 

researchers may be concerned that participants will make a response based on 

social desirability rather than their actual views, it is important to consider ways to 

reduce the likelihood that participants will choose a midpoint on a scale. As higher 

numbers of points on a Likert scale has been linked to lower levels of responses on 

the midpoint of the scale (Matell & Jacoby, 1972), I felt that using a higher number of 

points would reduce the likelihood of “neither agree nor disagree” responses, which 

may have been selected based on social desirability rather than because they 

reflected the participants views. Therefore, responses to these statements were 

presented on seven-point scale which was comprised of “strongly agree”, “agree”, 

“somewhat agree”, “neither agree nor disagree”, “somewhat disagree”, “disagree and 

“strongly disagree”. 
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There were 17 statements altogether; 8 statements asked participants to rate their 

level of agreement with different definitions of MH, and 9 statements asked 

participants to rate their agreement with different beliefs people may hold about MH. 

To reduce response bias, 8 statements were negatively worded. The full set of 

statements is presented in Appendix I. 

4.2.3. Role Perception in Supporting Children’s Mental Health 

To explore TAs’ perceptions of their role in supporting children’s MH, I first 

completed a search of the literature for pre-existing scales or sets of survey 

questions. As I did not find a pre-existing measure, I developed a set of statements 

for the purpose of this research. This was done through developing thematic maps 

(see Appendix G) based on previous research exploring school staff perceptions of 

their role in supporting children’s MH, from which a set of statements could be 

developed. This indicated that statements should explore the role of schools as a 

whole and the role of TAs more specifically, and cover topics such as duty of care 

and the links between MH and education. A full set of statements, and the literature 

from which this statement was sourced, is included in Appendix H. 

To gain participant responses, a Likert scale was used, which was consistent with 

the seven-point scale as described in the section above. There were 14 statements 

altogether; seven of these statements related to the role of schools in supporting 

children’s MH, and eight related to the role of the TA in supporting children’s MH. To 

reduce response bias, seven statements were negatively worded. The full set of 

statements can be found in Appendix I. 

As part of this section of the survey, five additional questions were asked related to 

additional factors that may impact on TAs in supporting children’s MH. These factors 

were identified as important within the literature search, however did not fit into the 

statements related to role perception. Therefore, it felt appropriate to include these 

statements at the end of this section whilst TAs were thinking about their role and 

experiences. These are presented in Appendix I. 

4.2.4. Perceived Self-Efficacy in Supporting Children’s Mental Health  

Whilst there are scales that have been developed to measure general teacher self-

efficacy, specific measures of self-efficacy in supporting MH are far less common. 
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Brann et al. (2021) recently developed and evaluated a psychometric measure of 

teacher school MH self-efficacy, which the authors concluded showed promise. 

However, on further exploration of the scale, it was felt that it was not suitable for use 

within the current research as it was developed within the United States (US) and 

focussed on the role of teachers. Therefore, a new scale was developed for the 

purpose of this research, to ensure that it would be relevant to the current sample, 

due to the differences between UK and US school systems, and teachers and TAs. 

This was done through creating thematic maps based on previous literature, 

guidance and policy about the role of school staff in supporting children’s MH, to 

cover a range of tasks that TAs may complete within their role. This process was 

completed to maximise content validity, and the wording and topics of the questions 

were also developed considering pre-existing and validated measures such as Brann 

et al. (2021). 

Guidance from Bandura (2006) on the development of self-efficacy measures was 

used to develop this scale, including using language which is framed in terms of 

perceived capability such as ‘I can’ and emphasises that self-efficacy measures 

should be based upon perception of current capabilities. Therefore, the following 

statement was presented before the set of tasks: “Below are a series of roles or 

tasks that school staff may perform as part of their role. Thinking about your current 

role, please rate how confident you feel that you can do the following”. Participants 

responded on a 100-point scale ranging from 0 (cannot do at all) to 100 (highly 

certain I can do), in line with Bandura’s (2006) guidance. 

For this report, I will refer to this scale as the Self-Efficacy for Supporting Children’s 

Mental Health Scale (SE-SMH). 10 items on this scale were related to promoting 

children’s MH (SE-SMH-P), and 10 items were tasks related to targeted or specific 

support for children’s MH (SE-SMH-S), creating two subscales within the overall 

scale. The statements, related to their subscale, are presented in Appendix J. 

Following distribution of the survey, internal reliability checks were completed using 

Cronbach’s Alpha (α), which is a widely used measure based upon the principal that 

there will be correlations between items measuring the same construct. Hinton et al. 

(2004) note that a Cronbach’s α value above .7 is considered high, with value over .9 

being excellent. The Cronbach’s α for the SE-SMH-P subscale (α = .904), SE-SMH-
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S subscale (α = .902) and SE-SMH scale (α = .94) all met these criteria, indicating a 

statistically high level of internal consistency. Therefore, all items were kept on this 

scale for data analysis. 

4.3. Piloting  

Once the draft survey had been completed this was reviewed and piloted to increase 

reliability and validity. It was first reviewed by research supervisors to gain feedback, 

which resulted in some tweaks to wording. It was then piloted with three TAs, who 

completed the survey and were asked to provide feedback about clarity of the 

statements, their interpretation of their meaning and on practical aspects of 

completing the survey (such as the time it took them). Feedback from the pilot 

indicated that the survey took between 15-20 minutes and was clear and easy to 

access. TAs fed back on the clarity of the statements and their interpretation of 

these, which resulted in tweaks to the wording of some questions. Please see 

Appendix K for full information about feedback from piloting and how this impacted 

on the survey. 

For clarity, it is important to note here that the SE-SMH scale was piloted within the 

above methods to check clarity and interpretation, however no internal reliability 

checks were completed at this time. This was completed through Cronbach’s alpha 

checks after the survey had been distributed (please see 4.2.4. for full information on 

this). 

 4.4. Data Collection  

The survey was published online using the online software Qualtrics. It was open for 

responses for a total of twelve weeks. During this point, advertisement and 

recruitment was ongoing. 

4.5. Data Analysis 

The data from the survey were imported into Statistical Package for Social Science 

(SPSS) software for analysis. Prior to analysis, checks for missing data were 

completed, and demographic responses were also checked against the participant 

eligibility criteria. This resulted in some data being removed from the set, as two 

respondents indicated that they were from counties outside of the South West of 

England and one participant’s written response was unable to be sorted due to a 
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typing error. All other responses fit the participant criteria and therefore a total of 62 

participants remained within the sample.  

Other data sorting was also completed prior to analysis. Firstly, qualitative 

demographic information was sorted into numerical data for the purposes of data 

analysis. This included sorting some data into new variables on SPSS, to reflect 

whether participants had completed further training as part of their role, and whether 

they had completed MH-related training. Likert-scale responses were labelled and 

given values that related to the response categories on the survey. 

For the SE-SMH scale scores, Cronbach’s alpha calculations were completed (as 

described previously). Once it was determined that all items on the scale could 

remain, each participant’s overall score, and overall score for each subscale, was 

calculated and input as a new variable. To ensure that these were easily 

comparable, scores were converted to ensure that they were out of 100, which 

involved dividing the overall score by the number of items on the scale or subscale 

and rounding to two decimal places for accuracy. 

Descriptive and inferential data analysis were completed. The descriptive statistics 

analysis included medians, percentages, frequency counts and interquartile ranges. 

Inferential statistics included Spearman’s Rho correlational analysis to consider 

relationships within the data, as well as Mann-Whitney and Kruskal-Wallis tests to 

analyse any differences between groups. Inferential statistical analysis completed 

was non-parametric due to the non-parametric nature of the data. This was because 

data violated parametric assumptions: Likert scale data was treated as ordinal, and 

remaining data did not pass checks of skew and kurtosis or homogeneity of 

variance.  
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Chapter Five: Phase One Findings and Discussion 

5.1. Chapter Overview 

In this chapter, I present the findings from the survey distributed in Phase One of my 

research. After presenting the demographic and background information, findings will 

be split into four sections to address each of my research questions. The key 

findings will also be briefly discussed in relation to the broader literature. 

5.2. Demographic Information 

Participants were TAs who worked in a mainstream primary school within the South 

West of England (N= 62). SPSS software was used to obtain descriptive statistics for 

the demographic data gathered, which will be described below. Full frequency 

information can be found in Appendix L. 

5.2.1. County 

Of the 62 participants within the sample, 59 indicated their county from the options 

available. Three participants selected ‘Other’ and gave a written response which was 

able to be later translated into the correct county option during the data sorting 

stage. Table 2 shows the frequencies and percentages of participants from within 

each county. This indicated that a disproportionate number of participants were from 

Devon, most likely due to the recruitment and sampling method which including 

utilising links within local areas. 

Table 2  

Frequency and Percentage of Participants from Each County.  

County Frequency Percentage (%) 

Cornwall 2 3.2%  

Devon 33 53.2% 

Dorset 4 6.5% 

Somerset 9 14.5% 

Wiltshire 6 9.7% 

Bristol 3 4.8% 

Gloucestershire 5 8.1% 

Total 62 100% 
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5.2.2. Experience 

All participants gave information regarding the length of time they had been working 

as a TA. Experience ranged from 5 months to 37 years, with a mean experience of 

9.2 years (SD = 6.93). The distribution of participants was skewed towards TAs who 

were earlier in their careers, with a skewness of 1.52 (SE = .304). 

5.2.3. Qualifications and Training 

Participants were asked to give information about whether they had any formal 

qualifications related to their role. These were categorised based upon level and type 

of qualification, and the frequencies and percentages are presented in Table 3 

below. 

Table 3 

Frequency and Percentage of Participant Qualifications 

Qualification type Frequency Percentage (%) 

Level 2 Qualification  3 4.8% 

Level 3 Qualification 13 21.0% 

Level 4 Qualification 3 4.8% 

Currently completing teacher training 2 3.2% 

Honours Degree (not teaching 

qualification) 

3 4.8% 

Teaching Qualification 5 8.1% 

Unspecified Qualification 11 17.7% 

None 22 35.5% 

Total 62 100% 

 

Participants were also asked whether they had completed any further training related 

to their role. 64.5% indicated that they had completed some form of training, 

including Autism Awareness and Prevent training. 38.7% of participants had 

completed training that related to children’s MH, including ELSA, MH First Aid and 

self-harm training.  
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5.3. RQ1: What are the Attitudes of Primary School Teaching Assistants to 

Mental Health? 

TAs were asked to rate their agreement with a set of statements related to definitions 

of, and beliefs about, MH. All participants answered all questions. As my data is 

ordinal, I will report the median, interquartile ranges (IQRs) and range as measures 

of central tendency and distribution. These will be presented as summary tables at 

the end of each section, with key findings presented alongside interpretation of their 

meaning within the main body of text. Tables presenting frequencies for each 

question are presented in full in Appendix L, and the key findings have been sorted 

into themes below. 

5.3.1. Understanding and Defining Mental Health 

Overall, responses indicated that TAs saw MH as different to mental illness and 

agreed with statements that suggested that MH was on a continuum. For example, 

96.8% of TAs agreed to some extent that you can have poor mental health without 

having a mental illness, and 96.8% agreed to some extent that mental health is on a 

continuum. This indicates that TA views aligned with models of mental health that 

emphasise these factors, such as the two-continuum model of MH (Keyes, 2002; 

Westerhof & Keyes, 2010). In contrast, there were mixed responses when 

statements related more specifically to the relationship between MH and mental 

illness. For example, 64.5% of TAs agreed to some extent that the term MH relates 

to diagnoses such as anxiety and depression. This suggests that despite agreement 

that MH was different from mental illness, some TAs may associate MH with mental 

ill health and specific diagnoses. This is congruent with Conboy’s (2021) research, 

where TAs associated MH with poor mental health and diagnoses such as anxiety 

and depression. This may reflect the complexity of the construct, and the ways in 

which the terms MH and mental illness are often used interchangeably (Mazzer & 

Rickwood, 2015). Please see Table 4 for the median, equivalent label, IQR and 

range for all statements related to this. 
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Table 4 

Medians, Interquartile Ranges and Ranges for Agreement with Statements Related 

to Definitions of Mental Health. 

Statement Median Equivalent 

Label 

IQR Range 

Mental health is on a continuum; we 

sometimes experience good mental 

health, and other times we experience 

poor mental health. 

6 Agree 1 3 

You can have poor mental health 

without having mental illness. 

6 Agree 1 3 

If someone is mentally healthy they can 

cope with, and adjust to, life’s 

stressors. 

6 Agree 2 6 

Mental health is the opposite of mental 

illness. 

3 Somewhat 

disagree 

3 6 

Mental health relates to diagnoses 

such as anxiety and depression. 

5 Somewhat 

agree 

3 6 

Mental health relates to mental illness, 

whereas wellbeing relates to mental 

wellness. 

4 Neither 

agree nor 

disagree 

3 6 

 

Overall, responses indicated that TAs did not have views that could be associated 

with MH stigma. For example, all participants agreed to some extent that anyone can 

experience poor mental health, and 82.3% of participants strongly agreed with this 

statement. TAs responses also suggested that they may recognise the 

environmental factors that impact upon MH, as 62.9% of TAs disagreed to some 

extent that MH is mainly influenced by biological factors. This is congruent with 

Conboy’s (2021) research, where TAs cited a variety of environmental factors that 

could impact upon children’s MH including their home life, technology and school. 
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Please see Table 5 for the median, equivalent label, IQR and range for all 

statements related to this. 

Table 5 

Medians, Interquartile Ranges and Ranges for Agreement with Statements Related 

to Mental Health Stigma. 

Statement Median Equivalent 

Label 

IQR Range 

We all have mental health. 7 Strongly 

agree 

0 3 

Anyone can experience poor mental 

health. 

7 Strongly 

agree 

0 1 

Society today places too much focus 

on mental health. 

2 Disagree 2 5 

As a society, we do not talk about 

mental health enough. 

6 Agree 2 5 

We are all in control of our own mental 

health. 

3 Somewhat 

disagree 

2 6 

Mental health is mainly influenced by 

biological factors. 

3 Somewhat 

disagree 

2 5 

Those who experience poor mental 

health require expert support. 

6 Agree 2 5 

 

5.3.2. Children’s Mental Health 

Overall, TA responses indicated a recognition that poor MH can be experienced by 

both children and adults. For example, 98.9% of TAs disagreed somewhat that MH 

difficulties tend to only affect adults. Furthermore, 91.3% of TAs agreed to some 

extent that children need to be taught about MH from an early age, which indicates 

that TAs felt it was important to teach children about MH. This is distinct from the 

views of some teachers in previous research, who felt that primary-aged children 
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were too young to learn about MH (Cooke et al., 2016). It may be that perspectives 

on this have changed over time, as Hattersley (2023) found that teachers recognised 

the importance of this. In her research, TAs expressed views that children had a 

different level of understanding of MH which meant it was important that school staff 

supported children with this (Hattersley, 2023). Please see Table 6 for the median, 

equivalent label, IQR and range for all statements related to this. 

Table 6 

Medians, Interquartile Ranges and Ranges for Agreement with Statements Related 

to Children’s Mental Health. 

Statement Median Equivalent 

Label 

IQR Range 

Children need to be taught about 

mental health from an early age. 

6 Agree 2 5 

It is unusual for primary-aged children 

to experience poor mental health. 

2 Disagree 2 4 

Early intervention for poor mental 

health can prevent problems becoming 

more severe. 

7 Strongly 

agree 

2 3 

Mental health difficulties tend to only 

affect adults. 

2 Disagree 1 3 

 

5.4. RQ2: How do Primary School Teaching Assistants Perceive Their Role in 

Supporting Children’s Mental Health? 

TAs were asked to rate their agreement with a set of statements about the role of 

schools, and the role of TAs, in supporting children’s MH. All participants answered 

all questions. Tables and charts presenting frequencies for each question are 

presented in full in Appendix L, and the key findings have been sorted into themes 

below. As with the above section, the data is ordinal and therefore the median, IQR 

and range is reported. This is presented within summary tables at the end of each 

section. 
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5.4.1. Schools, Mental Health and Learning 

Overall, TA responses indicated an agreement that schools had a role in supporting 

children’s MH, and this was seen as a responsibility for all school staff. Interestingly, 

however, the importance of supporting children’s MH may have been linked in some 

way to children’s learning, and the academic priorities in school. For example, 98.4% 

of TAs agreed to some extent that supporting children’s MH has a positive impact on 

their academic achievement, with 59.7% of TAs strongly agreeing with this. This is 

congruent with previous research and indicates that TAs may recognise the benefits 

of supporting children’s MH on other aspects of school (Kidger et al., 2010). 

However, it could be that TAs may only see supporting children’s MH as important 

because it impacts on their learning and academic achievement, reflecting what 

some authors suggest is an underlying purpose of school mental health initiatives 

(Brown & Carr, 2019).  

TA responses indicate mixed views on the role and purpose of schools, and of TAs 

themselves, as TAs gave a greater range of responses when statements related to 

this. Interestingly, whilst 64.5% of TAs disagreed to some extent that the primary role 

of schools is to support children to make academic progress, 25.9% of TAs agreed 

to some extent. It may be that those taking part in this research were more likely to 

have certain views, as Kidger et al. (2010) noted that teachers in their study spoke 

about other staff who felt supporting MH presented as an obstruction to the 

academic purpose of their role. Furthermore, 37.1% of TAs agreed to some extent 

that the TA role was primarily to support teaching and learning. This may indicate 

that some TAs may be less willing to take on roles outside of supporting with 

teaching and learning, which could impact on the way in which children’s MH is 

supported by TAs in schools. This may relate to the increasing role and responsibility 

that TAs are being given within schools, and the way in which some TAs feel that 

accountability should ultimately lie on teachers (Cockroft & Atkinson, 2015). This 

may be even more prominent when considering supporting children’s MH, a role 

which school staff have identified as associated with fear and lack of confidence 

(Cooke et al., 2016; Rothì et al., 2008). School staff with more direct pastoral roles 

have previously reported resistance from other staff members to taking on a role in 

supporting children’s MH (Stoll & McLeod, 2020). If some TAs see their role, and the  

role of schools, as being primarily related to academic attainment, then this may 
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impact on the way they view their role in supporting children’s MH. Please see Table 

7 for the median, equivalent label, IQR and range for all statements related to this 

theme. 

Table 7 

Medians, Interquartile Ranges and Ranges for Agreement with Statements Related 

to the Mental Health and Learning. 

Statement Median Equivalent 

Label 

IQR Range 

Mental health should be a core part of 

the curriculum. 

6 Agree 1 3 

Supporting children’s mental health has 

a positive impact on their academic 

achievement. 

7 Strongly 

agree 

1 3 

The role of schools should primarily be 

to help children make academic 

progress. 

3 Somewhat 

disagree 

3 5 

Schools have a duty to support the 

mental health of their students. 

7 Strongly 

agree 

1 4 

Supporting children’s mental health is 

everyone’s responsibility. 

7 Strongly 

agree 

2 5 

A Teaching Assistant’s role in school 

should primarily be to support with 

teaching and learning. 

3 Somewhat 

disagree 

3 5 

 

5.4.2. Mental Health and Teaching Assistants 

Overall, TA responses indicated that they felt they had a role in supporting children’s 

MH. TAs overall disagreed that it was the responsibility of the class teacher, not TAs, 

to support children’s MH, indicating that they also felt that they had a responsibility to 

enact this role. This is congruent with Conboy’s (2021) research, where TAs 
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identified themselves as having a role in supporting children’s MH. However, there 

were multiple individuals whose responses indicated that they did not feel it was their 

role or responsibility to support children’s MH. This corresponds with previous 

research which suggests that school staff have mixed views about whether 

supporting children’s MH is part of their role (Shelemy et al., 2019; Kidger et al., 

2010; Stoll & McLeod, 2020). Kidger et al. (2010) identified that whilst staff who took 

part in their research felt they had a role in supporting children’s MH, they reported 

that other staff members held different views. It is possible that the TAs who 

completed this survey were more likely to see themselves as having a role, which 

may not be representative of the general population of TAs. 

Nonetheless, responses also indicated that TAs may see their role in supporting 

children’s MH as being key or distinctive in some way, as 98.4% of TAs felt they had 

a key role and 72.5% of TAs felt they were better placed than other members of staff 

to support the MH of children. This may relate to the distinctive role of TAs identified 

within previous research, often cited as being related to their approachability in 

comparison to teachers (Moran & Abbott, 2002; Roffey-Barentsen & Watt, 2014; 

Littlecott et al., 2018). Conboy (2021) related these factors to the relationships that 

TAs build with children; these relationships were seen as a key aspect of their role in 

supporting children’s MH by TAs within this study. This may also relate to their 

accessibility in schools, linked to the ways in which they are deployed (Groom & 

Rose, 2005). Please see Table 8 for the median, equivalent label, IQR and range for 

all statements related to this. 
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Table 8 

Medians, Interquartile Ranges and Ranges for Agreement with Statements Related 

to the Teaching Assistant Role in Supporting Children’s Mental Health. 

Statement Median Equivalent 

Label 

IQR Range 

Teaching Assistants have a key role in 

supporting children’s mental health. 

 

6 Agree 1 3 

Teaching Assistants should not be 

expected to deliver mental health-

related interventions. 

 

3 Somewhat 

disagree 

3 5 

Teaching Assistants are better placed 

than other staff members to support the 

mental health of children. 

4 Somewhat 

agree 

2 6 

It is the responsibility of the class 

teacher, not the Teaching Assistant, to 

support children’s mental health. 

2 Disagree 2 6 

     

Teaching Assistants have a duty of 

care to support the mental health of the 

children they work with. 

6 Agree 1 3 

It is the role of expert professionals, not 

school staff, to support children’s 

mental health. 

2 Disagree 2 3 

 

5.4.3. Expertise 

TAs were also asked questions related to the knowledge, training and skills needed 

to support children’s MH in schools. Overall, TAs responses indicated that 

supporting children’s MH was seen as within the knowledge, training and skills of 

school staff including TAs. However, supporting children’s MH may be associated 
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with some level of expertise as whilst 79% of TAs disagreed to some extent that it 

should be the role of expert professionals to support children’s MH, this reduced 

when TAs were asked whether this role should only be for staff members with more 

specialist knowledge. This further reduced when TAs were asked whether this role 

required knowledge, training and skills beyond a TA’s role. It may be that whilst TAs 

see themselves as being able to take on this role, perceptions of their knowledge 

and skills may impact upon this. Davies and Matley (2020) found that whilst teachers 

in their research agreed that they should have a role in teaching about MH, they felt 

they needed further training to do this. Similarly, TAs within previous research 

indicated that they felt training would support them in supporting children’s MH, and 

lack of training was associated with feelings of helplessness or fear when 

considering this role (Conboy, 2020). If supporting MH is related to expertise, 

qualification or training in some way, this may impact most upon TAs who have lower 

levels of qualification and encounter additional barriers to accessing training than 

teachers (Cockroft & Atkinson, 2015). Please see Table 9 for the median, equivalent 

label, IQR and range for all statements related to this. 

Table 9 

Medians, Interquartile Ranges and Ranges for Agreement with Statements Related 

to Expertise and Perceptions of Role in Supporting Children’s Mental Health. 

Statement Median Equivalent 

Label 

IQR Range 

It is the role of expert professionals, not 

school staff, to support children’s MH. 

 

2 Disagree 2 5 

Children's MH should be supported by 

members of staff with more specialist 

knowledge, not Teaching Assistants. 

 

3 Somewhat 

disagree 

2.25 5 

Supporting children's MH requires 

specific knowledge, training and skills, 

beyond a Teaching Assistant's role. 

3 Somewhat 

disagree 

3 6 
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5.4.5. Other Factors 

TAs were asked several questions related to their perception of their current role and 

factors which may impact on this. All participants answered all questions. Median, 

IQR and range are presented in Table 10 below (full frequency information can be 

found in Appendix L).  

Table 10 

Median, Equivalent Label, Interquartile Range and Range for Statements Related to 

Factors Which May Impact on TAs’ Role Perception and Experience. 

Statement Median Equivalent 

Label 

IQR Range 

I have received adequate training 

about how to support children’s 

mental health. 

 

4 Neither Agree 

nor Disagree 

4 6 

I have enough time to support 

children’s mental health. 

 

3 Somewhat 

Disagree 

3 6 

I draw upon my own life experiences 

to support children’s mental health 

6 Agree 1 4 

 

I have the knowledge I need to 

support children’s mental health. 

 

 

5 

 

Somewhat 

Agree 

 

3 

 

6 

I am aware of the services and 

support available for children with 

mental health needs. 

5 Somewhat 

Agree 

3 6 

 

TAs somewhat disagreed that they had enough time to support children’s MH, with 

62.9% of TAs disagreeing to some extent. This may indicate that some TAs 

experience barriers to supporting MH related to time. This is conducive with previous 

research, where school staff highlighted lack of capacity as a barrier to supporting 
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MH in schools (Patalay et al., 2016; Hanley et al., 2020). Lack of time has been 

related by TAs to the demands of the school day and the TA role (Conboy, 2021). 

Furthermore, TAs overall neither agreed nor disagreed that they had received 

adequate training related to children’s MH, with answers ranging from strongly agree 

to strongly disagree. This may indicate that TAs have had different experiences of 

training, perhaps due to differences in the training offered to TAs across different 

schools. This may relate to identified barriers to TAs attending training including 

being unable to be released from class during school hours and the cost of training 

(Cockroft & Atkinson, 2015). Similar issues were identified by Conboy (2020) who 

noted that of the TAs that took part in her research, only those with specific 

responsibilities for MH in the school had been able to access MH-related training. 

In contrast, TAs somewhat agreed that they had the knowledge needed to support 

children’s MH and had an awareness of the support available for children 

experiencing poor MH. This may indicate that TAs gain this knowledge and 

awareness from sources other than training. 90.3% of TAs indicated that they drew 

upon their life experiences to support children’s MH, which suggests that this may be 

a key source of knowledge and experience for TAs. For TAs within Conboy’s (2021) 

research, experience was seen as a key source of knowledge in supporting 

children’s MH. This included their personal experiences, experiences of being a 

mother, and experience within the TA role. Life experience, including experience of 

being a parent, is also reported to be a key source of knowledge and skills for TAs in 

their general role (Roffey-Barentsen & Watt, 2014; Cockroft & Atkinson, 2016). 

5.5. RQ3: What is the Perceived Self-Efficacy of Primary School Teaching 

Assistants in Supporting Children’s Mental Health?  

TAs were asked to rate their perceived capability in completing certain tasks 

associated with supporting children’s MH in schools. All participants answered all 

questions. These responses will be considered as an overall self-efficacy score (SE-

SMH), two subtest scores (SE-SMH-P and SE-SMH-S), and as individual items.  

5.5.1. Overall Self-Efficacy Scores (SE-SMH) 

Overall, the mean score on the SE-SMH scale was 79.60 (SD = 14.86). The 

minimum score for the scale was 46.75 and the maximum was 100. 
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5.5.2. Subtest Scores for the Promotion (SE-SMH-P) and Support (SE-SMH-S) 

Subscales 

The mean score for the SE-SMH-P subscale was 85.75 (SD=12.60), whilst the mean 

score for the SE-SMH-S subscale was 73.44 (SD=18.79). On both scales the 

maximum score was 100, with a minimum score of 40.90 on the SE-SMH-P and 

24.20 on the SE-SMH-S. A Wilcoxon Signed Ranks test indicated that participants 

scored significantly higher on the SE-SMH-P scale than the SE-SMH-S scale (z = -

6.171, p < .001). This suggests that the perceived self-efficacy of TAs was higher for 

tasks associated with promotion than for tasks associated with support for MH need. 

It is possible that this difference can be explained by TAs’ perceptions of level of 

need, as Monkman (2017) found that teachers positioned themselves as being more 

capable when children’s need was framed as wellbeing, but positioned themselves 

as being disempowered when this was framed as MH. It may be that tasks involving 

direct support for children with MH needs may be associated with fear or stigma, as 

school staff within previous research have expressed fear of supporting children with 

MH needs (Cooke et al., 2016). This may also relate to perceptions of the expertise 

needed to support the MH of these children, as teachers within previous research 

have shared a preference for education-based language which sets a clear 

demarcation between teacher and MH professional (Rothì et al., 2008). This will be 

explored further below by considering ratings for individual items. 

5.5.3. Self-Efficacy Ratings for Individual Items 

Overall, the highest perceived self-efficacy rating was in response to “build positive 

relationships with the children I work with”, with a mean score of 94.37 (SD=9.313). 

The lowest was for “refer a child to appropriate providers of MH support”, with a 

mean score of 56.66 (SD=31.703). The statements and their average self-efficacy 

ratings, presented from highest to lowest, are presented in Table 11 below.  
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Table 11 

Mean and Standard Deviation for Individual Items on the SS-SMH Scale. 

Statement M SD 

Build positive relationships with the children I work with. 

 

94.27 9.313 

Discuss concerns about a child’s mental health with other 

members of staff. 

 

91.48 16.974  

Ensure that children feel safe and happy at school. 

 

89.34 13.458 

Find ways to connect with the children I work with. 

 

89.27 13.321 

Create an environment where children feel listened to. 

 

88.50 15.901 

Talk to a child about their concerns and worries. 

 

87.16 17.855 

Understand the individual needs and experiences of the 

children I work with. 

 

85.94 17.895 

Promote the social skills of the children I work with. 

 

84.94 16.760 

Respond appropriately to a child whose behaviour is 

challenging. 

 

83.82 18.561 

Respond when a child is in crisis. 

 

82.08 21.537 

Promote the emotional skills of the children I work with. 

 

81.44 17.822 

Deliver individual or small group support to develop social 

and emotional skills. 

 

78.90 26.968 

Develop children’s resilience. 77.76 20.18 
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Statement M SD 

Draw upon knowledge or training to help me meet the 

mental health needs of children. 

 

72.98 27.095 

Recognise signs of a mental health need. 

 

72.92 24.135 

Provide support to a child with identified mental health 

needs. 

 

72.26 31.703 

Teach children strategies to support their mental health. 

 

70.39 26.928 

Provide support to a child who has experienced traumatic 

childhood experiences. 

 

68.66 27.529 

Discuss concerns about a child’s mental health with their 

parents/carers.  

  

62.45 32.191 

Refer a child to appropriate providers of mental health 

support. 

56.66 31.703 

 

When considering the individual scale items that were rated highest overall, many of 

these are relationship-based. This is perhaps unsurprising, considering previous 

research around the relationships that TAs build with the children they work with 

(Bradwell & Bending, 2021). Furthermore, the relationships that TAs have with 

children are often perceived as being distinctive to teachers (Cockroft & Atkinson, 

2015; Bradwell & Bending, 2021), and therefore TAs may see this as a key aspect of 

their support which may impact on their perceptions of their capability in doing this. 

Conboy (2020) suggests that TAs in her research may have seen nurturing 

relationships with children as their primary role in supporting children’s MH. 

In contrast, many of the items rated lowest may have been perceived as being 

related to children with higher levels of MH need. As previously discussed, this 

perception of need may have impacted on TAs’ sense of perceived capability due to 

the stigma and fear that can be associated with this (Monkman, 2017; Cooke et al., 
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2016). This may also have related to the perceived levels of expertise needed to 

support these children, as school staff within previous research have expressed 

views that they lack the expertise to support children with MH needs (Cooke at al., 

2016; Shelemy et al., 2019; Stoll & McLeod, 2020). 

5.6. RQ4: What factors (if any) relate to the perceived self-efficacy of primary 

school teaching assistants in supporting children’s mental health? 

5.6.1. Attitude to Mental Health and Perceived Self-Efficacy 

To consider any associations between ratings on attitude to MH items and perceived 

self-efficacy, correlational data analysis was conducted. Correlational analysis was 

run on the individual items in the attitude to MH section and overall scores on the 

SE-SMH, SE-SMH-P and SE-SMH-S scales. For clarity of reporting, only key 

findings are reported and discussed below (please see Appendix M for correlational 

data for all items). Significant correlations are presented in Table 12. 

There were only a small number of strong and significant correlations between 

ratings on attitude items and perceived self-efficacy scores, and it is therefore 

difficult to draw conclusions about a potential relationship between overall attitude to 

MH and self-efficacy in supporting MH. However, there were more significant 

correlations for the SE-SMH-S subscale than the SE-SMH-P subscale, which may 

indicate that participants with a more negative attitude to MH may have lower self-

efficacy for tasks related to direct MH support. However, as this did not occur for all 

items, and as there is not an overall score for attitude to MH, it is difficult to draw 

direct comparisons. Nonetheless, this may be congruent with findings from previous 

research which indicate that attitudes to mental health, stigma and fear impact on 

staff confidence and practice (Cooke et al., 2016; Monkman, 2017). 
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Table 12 

Spearman’s Rho Correlation Between TA Self-Efficacy on the SE-SMH, SE-SMH-P 

and SE-SMH-S Scales and Individual Survey Items Related to Attitude to Mental 

Health 

 Spearman’s Rho 

Statement SE-SMH SE-SMH-P SE-SMH-S 

You can have poor mental health without 

having mental illness.  

 

.261* (ns) .280*  

Anyone can experience poor mental health.  

  

.270* (ns) .288*  

Children need to be taught about mental 

health from an early age.  

  

(ns) (ns) .292*  

It is unusual for primary-aged children to 

experience poor mental health.  

  

(ns) (ns) -.263*  

As a society, we do not talk about mental 

health enough.  

  

.292* (ns) .357**  

Mental health is mainly influenced by 

biological factors.  

  

-.257* (ns) -.287*  

Society today places too much focus on 

mental health.  

  

(ns) (ns) -.252*  

It is unusual for primary-aged children to 

experience poor mental health.  

  

(ns) (ns) -.263*  

Mental health difficulties tend to only affect 

adults.  

 

-.312* -.250* -.332**  
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NB: Positive correlations indicate that as perceptions of self-efficacy increase, level 

of agreement with the statement also increases. Negative correlations indicate that 

as perceptions of self-efficacy increase, level of agreement with the statement 

decreases. 

NB: Only items with significant correlations are listed here. The notation (ns) signifies 

that a correlation was not significant (p > .05). 

* Correlation is significant at the .05 level. 

** Correlation is significant at the .01 level. 

5.6.2. Role Perception and Perceived Self-Efficacy 

Correlational data analysis was conducted to consider any relationships between 

ratings on items related to role perception and perceived self-efficacy. Correlational 

analysis was run on the individual items related to role perceptions and overall 

scores on the SE-SMH, SE-SMH-P and SE-SMH-S scales. For clarity of reporting, 

only key findings are reported below (please see Appendix M for correlational data 

for all items).  

When considering significant correlations between ratings on role perception items 

and perceived self-efficacy scores, there are no notable differences between the 

number of significant correlations between subscales. Therefore, I will explore key 

individual items that had correlations to the <.01 level. Statements with correlations 

significant to this level are presented in Table 13.  
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Table 13 

Spearman’s Rho Correlation Between TA Self-Efficacy on the SE-SMH, SE-SMH-P 

and SE-SMH-S Scales and Individual Survey Items Related to Role Perception 

 Spearman’s Rho 

Statement SE-SMH SE-SMH-P SE-SMH-S 

Teaching Assistants have a key role in 

supporting children’s mental health. 

 

.330** .294* .318* 

The role of schools should primarily be to 

help children make academic progress. 

 

-.335** -.297* -.363** 

Teaching Assistants should not be expected 

to deliver mental health-related 

interventions. 

 

-.390** -.328** -.404** 

NB: Positive correlations indicate that as perceptions of self-efficacy increase, level 

of agreement with the statement also increases. Negative correlations indicate that 

as perceptions of self-efficacy increase, level of agreement with the statement 

decreases. 

NB: Only items with significant correlations are listed here. The notation (ns) signifies 

that a correlation was not significant. 

* Correlation is significant at the 0.05 level. 

** Correlation is significant at the 0.01 level. 

Findings indicated that TAs who agreed more strongly with the statement ‘the role of 

schools should primarily be to help children make academic progress’ had lower self-

efficacy scores than TAs who disagreed with this statement. This may relate to the 

broader discussion around the purpose of education, and the view expressed within 

previous research that some teachers see MH support as interfering with their 

primary, academic role (Shelemy et al., 2019; Kidger et al., 2010). If TAs view the 

core purpose of schools as being academic, they may be less likely to engage with 

behaviours related to MH support. 
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Furthermore, TAs who agreed that they had a key role in supporting children’s MH, 

and saw it as their role to deliver mental health-related interventions, had higher 

overall perceived self-efficacy. Finney (2006) suggests that lack of clarity about 

school staff roles in supporting children’s MH has led to discrepancies in how MH is 

supported in schools, which highlights the link between role perception, capability 

and practice. However, staff with designated roles related to supporting children’s 

MH have also expressed lack of confidence in their abilities to support children’s MH 

(Stoll & McLeod, 2020).  

5.6.3. Other Factors and Perceived Self-Efficacy 

Correlational data analysis was run between the individual items related to TA 

experiences and the SE-SMH scale, SE-SMH-P and SE-SMH-S subscales. Results 

are reported in Table 14 at the end of this section. For clarity of reporting, only 

significant correlations are reported below (please see Appendix M for correlational 

data for all items). Other inferential statistics were run to identify patterns related to 

demographic information (experience, training and qualifications) and scores on the 

SE-SMH, SE-SMH-P and SE-SMH-S scales, which will also be reported below. 

Findings have been sorted into key themes. 

 Training and Knowledge 

TAs who agreed that they had received adequate training to support children’s MH 

had higher perceived self-efficacy on all scales. This was also true of TAs who 

agreed that they had the knowledge they needed to support children’s MH, and TAs 

who agreed that they were aware of support available for children with MH needs. 

This indicates that there is a relationship between perceptions of levels of training 

and knowledge and self-efficacy in supporting children’s MH. This is congruent with 

the views of staff within previous research who relate lack of training and knowledge 

to their low confidence in supporting children’s MH (Cooke et al., 2016; Rothì et al., 

2008; Shelemy et al., 2019).  

Furthermore, Mann-Whitney tests were run to identify any differences in SE-SMH, 

SE-SMH-P or SE-SMH-S scores between TAs who had completed further MH-

related training and those who had not. There was a significant difference between 

the SE-SMH scores of TAs who had completed further training related to MH (Mdn = 

88.87) and TAs who had not (Mdn = 75.48), U = 283, z = -2.5, p <0.05, r = -0.32, 
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indicating that TAs who had completed MH-related training had higher overall 

perceived self-efficacy ratings. There was also a significant difference between the 

SE-SMH-S scores of TAs who had completed MH training (Mdn = 82.05) and TAs 

who had not (Mdn = 67.10), U = 252.2, z = -2.942, p <0.05, r = -0.37, indicating that 

TAs who had completed further training related to MH had higher perceived self-

efficacy ratings for tasks associated with directly supporting MH.  However, there 

was no significant difference between SE-SMH-P scores of TAs who had completed 

MH-related training (Mdn = 90.7) and TAs who had not (Mdn = 83.45), U = 333, z = -

1.779, ns, r = -0.23. This may indicate that training is less related to self-efficacy for 

tasks associated with MH promotion. This may be because these tasks are more 

likely to be part of everyday practice in supporting children’s MH, and so training may 

be less important as TAs can gain mastery experiences through other sources such 

as work and life experiences (Conboy, 2021). These findings highlight the 

importance of access to training to develop the self-efficacy of TAs in supporting 

children’s MH, particularly when directly supporting children with MH needs. 

Level of Qualification 

A Kruskal-Wallis test was run to identify whether there were any differences in SE-

SMH, SE-SMH-P or SE-SMH-S scores related to TA level of qualification. There 

were no significant differences between groups for SE-SMH scores (H(7) = 10.96, 

ns), SE-SMH-P scores (H(7) = 11.12, ns) or SE-SMH-P scores (H(7) = 10.80, ns).  

This indicates that there were no significant differences in self-efficacy ratings 

between TAs who had different levels of qualification. This is surprising, as TAs 

within previous research have highlighted that qualifications are important criterion 

for the TA role in general (Bradwell & Bending, 2021; Cockroft & Atkinson, 2016). It 

may be, therefore, that additional qualifications do not necessarily mean that school 

staff feel equipped to support children’s MH in schools. This is supported by teachers 

in previous research who felt that they needed further training to support children’s 

MH in schools (Davies & Matley, 2020; Cooke et al., 2016).  

 Time 

Findings also indicate a relationship between having time to support children’s MH 

and self-efficacy for supporting children with MH needs. This is congruent with 
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previous research, where staff cite lack of time as a key barrier to supporting 

children’s MH in schools (Conboy, 2021; Hanley et al., 2020; Patalay et al., 2016).  

 Experience 

Interestingly, there was a positive correlation between years of experience as a TA 

and overall score on the SE-SMH-P subscale (Spearman’s Rho = .301, p <0.05). 

However, there was no significant correlation between experience as a TA and 

overall score on the SE-SMH-S subscale or SE-SMH scale (Spearman’s Rho = .154 

and .220 respectively). As years of experience only correlated positively with scores 

on the SE-SMH-P subscale, this may indicate that those with more experience in the 

role have higher perceived-self efficacy for promoting children’s MH than those with 

less experience. As this relationship only occurred for this subscale, it is possible 

that tasks associated with directly supporting MH needs are newer aspects of the TA 

role, related to the recent increases in role and responsibility of TAs (Tucker, 2009; 

Cockroft & Atkinson, 2015).  

Findings also suggested an association between drawing upon life experiences 

when supporting children’s MH and self-efficacy scores on the SE-SMH-S subscale. 

This indicates that this may be an important factor when supporting children with MH 

needs. TAs have previously reported drawing on life experiences when supporting 

children’s MH (Conboy, 2021) and within their general role (Roffey-Barentsen & 

Watt, 2014; Cockroft & Atkinson, 2016). This suggests that this may be a key source 

of self-efficacy for TAs when supporting children with MH needs, which will be 

discussed later in this paper. 

 

 

 

 

 

 

 



 

84 
 

Table 14 

Spearman’s Rho Correlation Between Ratings on the TA Experiences Items and the 

SE-SMH, SE-SMH-P and SE-SMH-S Scales. 

 Spearman’s Rho 

Statement 

 

SE-SMH SE-SMH-P SE-SMH-S 

I have received adequate training about 

how to support children's mental health.    

 

.533** .467** .552** 

I have enough time to support children's 

mental health. 

 

.268* 

 

(ns) .278* 

I draw upon my own life experiences to 

support children's mental health. 

 

.299* (ns) .307* 

I have the knowledge I need to support 

children's mental health. 

 

.677** .575** .679** 

I am aware of the services and support 

available for children with mental health 

needs. 

 

.515** .396** .560** 

NB: Only items with significant correlations are listed here. The notation (ns) signifies 

that a correlation was not significant. 

* Correlation is significant at the 0.05 level. 

** Correlation is significant at the 0.01 level. 
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5.7. Summary of Key Findings 

The results from this phase indicated that: 

• TAs within this research did not seem to have a negative attitude to MH, and 

their views were not associated with within-person or stigmatised views of 

MH.  

• TAs felt that children can experience poor MH, and that this is important to 

address. TAs seemed to view children’s MH as different from adult MH. 

• TAs saw school staff as having a role in supporting children’s MH. TAs had 

mixed views about whether the role of schools, and TAs, was to primarily 

support with academic learning, although they generally disagreed somewhat. 

• TAs overall indicated that they had a key role in supporting children’s mental 

health, and overall agreed that TAs were better placed than other members of 

staff to support children’s MH. 

• TAs had mixed perceptions about whether they had received enough training 

to support children’s MH. TAs seemed to draw on their life experiences when 

supporting children’s MH. 

• TAs did not have a low level of self-efficacy. TA perceived self-efficacy was 

higher for tasks associated with MH promotion than it was for tasks 

associated with direct MH support. 

• TA self-efficacy related most highly to factors including training, time and 

drawing upon life experiences.  
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Chapter 6: Bridging Chapter 

Within Chapter 5, the key findings from Phase One were presented and discussed 

briefly in relation to existing literature on the topic. These findings have provided an 

insight into TA attitudes to MH, whether they perceive themselves to have a role in 

supporting children’s MH, and their perceived self-efficacy in enacting this role. It 

also highlights some of the factors that may impact on the perceived self-efficacy of 

TAs in supporting children’s MH. This fits with the aims of this phase as described 

within Chapter 3, as the purpose of Phase One was to explore what TA attitudes, 

role perceptions and perceived self-efficacy may be, and the factors which impacted 

upon their self-efficacy. As this had not been explored in this way in previous 

research and on as broad as scale, this was important in providing insight into what 

would be beneficial to explore within the next phase. In line with the sequential 

mixed-methods design used within this research, this was an important step in 

developing research questions for Phase Two, where key findings would be explored 

qualitatively to gather more in-depth data and illuminate the key findings. Below, I will 

briefly explain how the key findings from Phase One influenced the development of 

research questions for Phase Two.  

Phase One identified that TAs did not seem to hold stigmatised or negative attitudes 

towards MH. They recognised the importance of supporting children’s MH, however 

may have seen children’s MH as different to adult MH in some way. It therefore felt 

important to explore how TAs see children’s MH more specifically, and led to the 

development of RQ1: How do primary school teaching assistants understand the 

concept of children’s mental health? 

Furthermore, TAs seemed to have mixed views around the primary role of schools 

and TAs, linked to the relationship between children’s MH and learning. Furthermore, 

TAs seemed to see themselves as having a key and possibly distinctive role in 

supporting children’s MH. Therefore, it felt important to broadly explore TA 

perceptions of their role further in a qualitative way to provide further insight into 

these views, which led to the development of RQ2: How do primary school teaching 

assistants perceive their role in supporting children’s mental health? 
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Finally, the findings indicated that although TAs did not seem to have low perceived 

self-efficacy, their perceived self-efficacy differed significantly between different tasks 

associated with supporting children’s MH. There were also a variety of factors that 

seemed to impact upon TA self-efficacy including access to MH-related training. 

Therefore, it was important to explore these impacting factors further, to identify what 

TAs themselves may perceive to be barriers to feeling capable in supporting 

children’s MH within their role. This led to the development of RQ3: What do primary 

school TAs feel impacts on their perceived capabilities in supporting children’s 

mental health? 

Within the following chapters, I will present the research methods for Phase Two of 

this project, before moving on to consider key findings and a brief discussion of 

these linked to existing literature. Within Chapter Nine (Overall Discussion) I will 

integrate the key findings from both phases to explore the significance of this 

research project to the research base on TA attitudes to MH, their perceptions of 

their role, and the factors that impact upon their perceived self-efficacy in supporting 

children’s MH. In doing so, I will also explore the wider significance of these findings 

to research into the deployment and practice of TAs. 
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Chapter Seven: Phase Two Methods 

7.1. Participants and Sampling 

Participants were seven TAs who worked in mainstream primary schools within the 

UK. Their experience working as a TA ranged from six months to sixteen years, and 

TAs worked in classes ranging from Foundation to Year 6. Two TAs had additional 

responsibilities related to MH: one TA was an ELSA and another was a nurture lead. 

All TAs were female. 

Initial recruitment was done by contacting participants who had given their details at 

the end of the Phase One survey, to be contacted with information about taking part 

in the next phase. Furthermore, an advert was created and circulated through social 

media platforms such as Twitter, through EP services and through TA networks and 

the ELSA network. 

Initially, I wanted to recruit participants who were within the same demographic as 

the first phase: TAs who worked in a mainstream primary school within the South 

West of England. However, due to difficulties with recruitment, the criteria were 

widened to include all areas of the UK in the hope of recruiting more participants.  

7.2. Designing the Interview Schedule  

The interview schedule was informed by the results of Phase One, with the intention 

of gathering further depth and understanding around key findings of the survey. 

Once research questions had been formulated (see Chapter 6 for discussion around 

this), a semi-structured schedule was devised where broad questions and prompts 

related to these research questions were prepared in advance of the interview. This 

meant that key topics would be covered whilst allowing for flexibility within the 

interview to explore different areas as raised by the interviewee. The schedule was 

developed using guidance from Arthur et al. (2014) and Braun and Clarke (2013), 

which supported thinking around structure, question wording and prompts. This can 

be found in Appendix N.  

7.2.1. Use of Enabling Techniques 

In designing the interview schedule, a key consideration was how to cover the 

breadth of the topic whilst ensuring the discussion stayed grounded in the 

perspectives of the participants. Due to the sensitive nature of the topic, and the 
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recurring theme within existing literature that school staff can lack confidence in 

talking about MH, it felt important to ensure that participants felt comfortable during 

the interview, and the interview schedule was structured in a way that allowed for 

both open and more structured discussion dependent on the participant’s response. 

Arthur et al. (2014) outline the use of 'enabling techniques’ as a useful tool in 

facilitating participant reflection and deeper discussion of a research topic. They 

describe that this can support discussion when views may be harder to articulate, 

perhaps due to a topic being sensitive or abstract, or because issues are “so 

embedded in day-to-day life that it is hard for people to articulate their experiences or 

beliefs” (Arthur et al., 2014, p. 160). Therefore, I decided to provide information at 

three points during the interview, which was presented verbally and visually to 

participants. Further information about this is included below, and the information as 

shown to participants can be found in Appendix O. 

The first piece of information provided was the WHO (2018) definition of MH. 

Although it could be considered leading, I decided that asking participants to 

articulate a definition of MH would be difficult and possibly confronting for them, 

which may have impacted on rapport. Braun and Clarke (2013) describe the 

importance of building rapport and trust in the interview process, to gather rich and 

detailed information. Therefore, I chose a well-known and well-accepted definition as 

a starting point for discussion, which I could ask participants to reflect on in relation 

to their experiences of working with children. This meant that we were able to 

explore their understanding and experiences more deeply, particularly when relating 

this definition to children. This had been done successfully in previous research on 

this topic (Conboy, 2021), and was also successful during the pilot stage. I also 

provided participants with the DfE (2018) definition of the role of schools in 

supporting children’s MH. This was included to cover more breadth of the topic, and 

to explore how TAs saw the school role and how they fit within this. This definition 

was only provided once TAs had been asked more broad, exploratory questions 

about their experiences of supporting children’s MH in their role, which ensured that 

this definition did not impact upon this. In the latter part of the interview, I also 

showed participants some results from Phase One of the research for discussion. I 

presented participants with the four items from the SE-SMH scale that had the 

overall highest self-efficacy ratings, and the four items with the overall lowest self-
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efficacy ratings. Again, participants’ perceptions of their role and capabilities in 

supporting children’s MH had already been discussed, however this added further 

breadth and depth, and allowed for further illumination of findings from the Phase 

One survey. 

7.3. Piloting 

The draft interview schedule was piloted with another TEP, who has previous 

experience as a TA. This decision was made because this person would be able to 

answer the questions from the perspective of a TA, whilst also having insight as a 

researcher which aided further discussion about the schedule itself from someone 

outside the research team. Within the scope of this research, it was also important 

not to pilot the interview with a potential participant, thus reducing data collection 

opportunities. Piloting was a valuable process, with a key conclusion being that the 

interview schedule needed as much flexibility as possible to ensure more abstract 

questions and concepts could be made more specific and structured dependent on 

participant response. As a result, further prompts were added to the interview 

schedule, and the inclusion of information as enabling tools was cemented. These 

changes are outlined in Appendix P. 

7.4. Data Collection 

Interviews were conducted via Microsoft Teams. Whilst face-to-face interviews used 

to be considered a ‘gold standard’ within qualitative research, virtual interview 

methods are no longer considered to be a poor substitute and instead a different 

type of method with different aspects to consider (Braun & Clarke, 2013). 

Furthermore, remote video methods have seen an increase in use over the past 20 

years (Opara et al., 2021). This method has many benefits including participants 

being able to be interviewed in their own, safe environment, and the reduction of 

geographical barriers increasing the potential pool of participants (Lo Iacono et al., 

2016). Within my research, I noted many benefits of completing my interviews 

virtually, including the practical benefits of being able to schedule interviews more 

easily, and the ability to interview participants who were geographically further away. 

Being able to take audio and video recordings was also of great benefit during 

transcription, as I was able to gain non-verbal information which further added to my 

understanding. However, it is also important to acknowledge the identified 
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disadvantages of completing research in this way, and in planning interviews I 

ensured to take steps to mitigate these the potential impacts. For example, to reduce 

the potential impact on rapport building with participants, I allowed for time before the 

interview started to informally talk with participants, in addition to asking simple 

questions at the start of the interview (such as how they became a TA). 

Before taking part in the interview, an information and consent form was 

disseminated to participants, to ensure that they had enough time to read it, ask 

questions and record their consent before the interview stage. At the start of the 

interview, and before recording started, the content of the information and consent 

form was re-iterated, and participants given the chance to ask any questions. I made 

clear that there were no right or wrong answers, that participants did not have to 

answer anything they did not wish to, and that they could stop the interview and 

withdraw at any point. When participants were ready, I checked that they were happy 

to continue and started recording. 

During the interview, the flexibility of the semi-structured interview schedule meant 

that I could start with broad questions and use prompts to follow-up dependent on 

the participant’s response. Prompts included asking for examples (e.g., can you give 

me an example of that?) or asking for further information (e.g., that’s interesting, can 

you tell me a bit more about that?). I also used silence, “non-evaluative guggles” 

(e.g., mm-hm) and non-judgmental responses (e.g., that’s interesting) to 

demonstrate interest in what the participant was saying whilst encouraging them to 

continue talking (Braun & Clarke, 2013, p. 96). I also noted that at points I needed to 

go beyond demonstration of interest to also offer empathy to participants when they 

shared emotive experiences. At times I also needed to reassure some participants of 

the value and validity of the experiences they were sharing, for example using 

evaluative comments and personal disclosure (e.g., I know what you mean), to keep 

trust and rapport and ensure they felt comfortable to answer follow-up questions 

(Oakley, 1981). Rubin and Rubin (1995) note that empathy can be problematic when 

you identify too closely with participants, as it can lead to skewed questioning. They 

also describe the emotional impact that empathising with participants can have on 

the researcher. During interviews, I tried to be conscious of the empathy I was 

demonstrating to participants and do this in a measured way, and considered any 

emotional impact of the interview when using my reflective journal afterwards. 
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7.5. Data Analysis 

To analyse my data, I used a reflexive thematic analysis approach (Braun & Clarke, 

2019). This approach is not only “accessible and robust”, making it a good method 

for less-experienced researchers, but it also emphasises the importance of reflexivity 

(Braun & Clarke, 2022, p.4). Due to my interest and positioning in relation to the 

research topic, it was important to me that my subjectivity did not necessarily equate 

to research that was seen as biased or flawed, but instead could be embraced as an 

integral aspect of it. Braun and Clarke (2022) describe subjectivity as “the fuel that 

drives the engine” of reflexive thematic analysis, and when combined with reflexivity, 

is the key to successful analysis (p.12). They highlight the importance of not only 

having an awareness of but also interrogating our views, responses and ideas to 

consider why we are responding in a certain way and the impact it might have on the 

research. Therefore, although I kept a reflexive journal throughout the whole 

research process, it was particularly important that I used this regularly throughout 

analysis.  

Braun and Clarke (2022) outline six phases of reflective thematic analysis, presented 

in Figure 5. The first part of the analysis process was transcription. Although the 

Microsoft Teams transcription function provided me with an initial transcript of each 

interview, these varied in accuracy. Therefore, I played back each video several 

times to make changes to the transcript to ensure anonymity, record non-verbal 

information (e.g., pauses) and so that the transcription accurately reflected the 

interview, using Braun and Clarke’s (2013) guidance on orthographic transcription to 

inform my method. The first part of familiarisation with the data set therefore 

occurred through this process. To continue the familiarisation process, I re-read each 

transcript, and developed a visual representation of the data through a familiarisation 

‘doodle’ for each participant (see Appendix Q for an example). Braun and Clarke 

(2022) emphasise the importance of the familiarisation phase being completed using 

methods which best support the researcher in “getting a grasp on the data” (p.46), 

even though these may often not make sense to others. Completing familiarisation 

‘doodles’ supported me to start encapsulating the ways in which I was making sense 

of the data, and to explore each transcript both more deeply and more critically. 

Finally, I made written notes related to the entire dataset, to record my overall 

thoughts, feelings and ideas prior to analysis. 
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Figure 5 

The Six Phases of Reflexive Thematic Analysis, as Outlined by Braun and Clarke 

(2022). 

 

 

Next, I imported each transcript into NVivo, which I used to begin creating my initial 

codes. This process involves starting to explore patterns of meaning within a 

dataset, and applying code labels to segments of data which summarise this 

meaning. Braun and Clarke (2022) highlight the importance of doing this in a 

systematic way, and I therefore started this process by reading through each 

transcript in detail, applying code labels as I went along (see Appendix R for an 

example of this). This was done in a mostly inductive way (where meaning was 

taken from the data itself) however my own understanding of the topic through my 

work experiences and knowledge of previous research will have influenced this. In 

the first round of coding, I tended to create codes that stayed close to the language 

and meaning clearly stated by participants; Braun and Clarke (2022) describe these 

codes as “semantic”, as they stick more closely to the surface-level meaning (p. 35). 

However, in the second and third rounds of coding this became more focused on the 

implicit meaning within what participants had said, which Braun and Clarke (2022) 
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describe as coding that is “latent” (p.35). My coding evolved throughout the process, 

and with each round of coding I started to recognise codes which were either too 

specific or too broad and amended these as necessary. When I was no longer able 

to add any more codes, I finished this phase by reviewing all the data within each 

code to ensure this matched the code label I had attached. 

The next phase of reflexive thematic analysis involves generating initial codes. Braun 

and Clarke (2022) describe this as the process of shifting attention from smaller units 

of meaning (codes) to larger patterns of meaning (themes). To begin, I printed off my 

electronic codes into paper versions which could be sorted manually and visually. I 

then began to sort these into clusters of codes that shared some sort of meaning or 

conceptual idea. As these developed, I also created visual maps using these initial 

themes to consider the connections between them and this led to further theme 

development. As I moved into phase four of analysis, I reviewed my themes against 

the data that corresponded to the codes within these, before moving back to my 

themes and considering the interconnectivity between these. I then moved onto the 

next phase where I gave my themes names, and considered factors such as whether 

my themes had a central concept, clear boundaries, had enough meaningful data 

attached to them and whether they conveyed something important to my research. 

This led to further refinement and synthesis into a research narrative, before I wrote 

this up (the results section of this thesis). 

Although Braun and Clarke’s process is presented as linear, and I have described it 

in this way here for clarity, my analysis was constantly evolving throughout the 

process. This meant that I often moved back and forth between the phases as 

needed, and that my themes continued evolving until the project was submitted, 

including during the writing up stage. For example, ‘relationships with parents’ was 

initially a subtheme within the ‘relationships’ theme, but this was subsumed into the 

subtheme ‘supporting families’. This change was made during the writing-up stage, 

when the narrative of the ‘relationships’ theme made it clearer that the central idea of 

this theme was related to TA relationships with children. My final set of themes, in 

relation to codes, is presented in Appendix S. 
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Chapter Eight: Phase Two Findings and Discussion 

8.1. Chapter Overview 

In this chapter, I will present my findings from Phase Two, and provide a brief 

discussion of these findings in relation to existing literature. This will be presented in 

three sections, each considering the themes related to a different research question. 

Before exploring the findings, relevant contextual information for each 

pseudonymised participant is presented in Table 15. 

Table 15 

Contextual Information for Participants 

Participant  Contextual Information 

Sally Sally had been a TA for 12 years. She was based in a Year 5 

and Year 6 class but was often deployed across the school.  

Sadie Sadie had been a TA for seven years. She was deployed across 

the school. Sadie also held the role of Nurture Lead. 

Alex Alex had been a TA for ten years. She was deployed across 

Reception, Year 1 and Year 2. 

Janet Janet had been a TA for 16 years. She was based Reception. 

Janet was a 1:1 TA for a child with SEMH needs. 

Cherie Cherie had been a TA for six months. She was based between 

two Reception classes. 

Riya Riya had been a TA for 13 years. She was based in a Year 2 

class. Riya also held the role of ELSA. 

Emma Emma had been a TA for 4 years. She was deployed across the 

school, including in an on-site base for students with diagnoses 

of Autism. 
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8.2. RQ1: How do Primary School Teaching Assistants Understand the 

Concept of Children’s Mental Health? 

Themes related to RQ1 are presented in Figure 6 below. 

Figure 6  

Themes and Subthemes Related to RQ1. 

 

8.2.1. Impacting factors. 

TAs highlighted the potential factors that might impact on a child’s MH or make them 

more vulnerable to experiencing poor MH. The three key subthemes, Home life, SEN 

and School will be discussed below. 

Home Life 

Children’s home lives were emphasised as one of the key factors that impacts on 

their MH. TAs spoke about a variety of issues including parental MH, bereavement, 

parental divorce, traumatic childhood experiences and drug use. Home life was also 

seen as a factor that was out of the control of TAs and school staff. 

“And however much work you do in prevention there's always gonna be some 

children, because of what's happened or happening to them, who will be 

vulnerable […] youngsters who've lost their parent either they have died or 

they just don't live with them, and the impact that has on them” (Emma) 

This subtheme is perhaps unsurprising, considering the known vulnerability of 

children who experience social and economic disadvantage, adverse childhood 

experiences and whose parents experience poor MH (Mental Health Foundation, 

2021; Frith, 2016). This is also consistent with TAs in Conboy’s research (2021), who 
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discussed the impact of children's home lives on their MH, behaviour and 

presentation. The impact of home factors on children’s MH were also cited by school 

staff in other research (Groom & Rose, 2005; Burton & Goodman, 2011).  

Special Educational Needs 

The impact of Special Educational Needs (SEN) on children’s MH was also 

identified. Children with specific diagnoses such as autism were discussed, largely 

related to the emotional and behavioural impact of these needs on children which 

often related to the school environment. TAs also spoke more broadly about 

educational abilities, relating poor MH to children seen to have lower academic 

abilities. Poor self-esteem was seen to be a particularly common experience for 

these children, with their educational abilities linked to fewer experiences of success 

in school. 

“I think in general kids get quite low self-esteem don't they? So you're always 

trying to pick them back up off the floor when they're getting something wrong. 

I think that's just general life in school, especially the lower ability children that 

don't succeed very often” (Alex) 

This fits with evidence that over half of children and young people with SEND 

experience poor MH (NHS Digital, 2021). Furthermore, TAs may be more aware of 

the MH of children with SEN as they are often deployed to support these children 

(Skipp & Hopwood, 2019). However, TAs within Conboy’s (2021) research did not 

identify this as a factor which could lead to poor MH. One explanation for this 

discrepancy could be the effects of the pandemic which had a disproportionate 

impact on children with SEN, with many children returning to school after lockdowns 

with declines in MH including higher levels of anxiety (OHID, 2022). It is possible that 

these effects have been experienced by TAs within current research, which has 

resulted in increased recognition of the links between MH and SEN. Furthermore, 

this may relate to the focus on academic attainment within schools, as TAs 

described children with lower abilities as more likely to experience poor MH. School 

staff relate a focus on achievement within schools to experiences of low self-esteem, 

poor MH and low motivation in lower achievers (Hutchings, 2015). 
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School Environment 

The impact of the school environment on children’s MH was also identified. There 

was acknowledgement that school ethos had an impact on children’s MH, including 

the use of whole-school initiatives. However, it was highlighted that the school 

environment does not suit all children due to factors such as noise, busyness and 

the physical environment. It was noted that this was recognised on returning to 

schools after lockdowns and restrictions associated with the coronavirus pandemic, 

where many children had learned at home. This is echoed in research into the 

experiences of parents who home-schooled children with SEND during the 

pandemic; many parents described the benefits of this which included a slower pace, 

and reduced academic and social pressures (Ludgate et al., 2022). 

“I think the combination of them being at home for years […] and getting used 

to that in a different way. And let's be honest, probably being for a lot of them, 

being more comfortable at home.” (Alex) 

Furthermore, TAs described the way in which school practices negatively impacted 

children’s MH. This mostly related to the external pressures placed on schools, a 

focus on academic attainment, and the impact of capacity issues in schools. This 

included unease about delivering academic interventions during time which should 

have been for play. 

“Because we don't have much time, so usually I will do that while they have 

their busy learning time, like their own exploration time. So I sometimes feel 

like I am depriving the time that they have for their own exploration.” (Cherie) 

This links to concerns about the impact of the school environment on children’s MH, 

related to academic pressures and exam stress (Hutchings, 2015). This was also 

identified by TAs in Conboy’s (2021) research, and by school staff (Hanley et al., 

2020). 

8.2.2. Different to Adults 

A key conceptualisation identified through analysis was that children’s MH was 

perceived to be different to adult MH. TAs described the developmental differences 

between children and adults, and how this impacts children’s understanding of their 

own MH. MH was viewed as an abstract concept, and TAs questioned children’s 
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ability to recognise and understand their emotions. TAs highlighted that adults have 

a role in helping children to make sense of their feelings and understand their own 

MH. Sally spoke about how children needed to be taught to ask for help to support 

their MH. 

“Often children have got big feelings that they have not yet learned to 

recognise, and they're gonna need help with that. So asking for help I think is 

an important thing because they might have feelings that they just don't know 

what they are.”  (Sally) 

This is congruent with previous research, where staff felt that teaching MH to 

children is difficult due to the abstract nature of the concept (Cooke et al., 2016). 

This was also highlighted by teachers in previous research who lacked confidence in 

teaching about MH, with some citing needing more training to understand how to 

teach the topic to younger children (Davies & Matley, 2020). 

TAs also saw children as less in control of their MH than adults. This related to the 

factors that impact on children’s MH and the way in which adults are largely in 

control of these. 

“It’s going to be enormously dependent on whether their other kind of needs 

are being met […] so many factors involved, that they're not going to be in 

control of either” (Sadie) 

This relates to the factors given by participants that contribute to poor MH, which 

children could be considered not in control of. This suggests that TAs recognise the 

importance of recognising the factors that are underlying a child’s MH, as Conboy 

(2020) noted that TAs within her research expressed views that they wanted to know 

the underlying reasons when a child presented with poor MH. This is congruent with 

findings from Burton and Goodman (2011) where support staff felt they were more 

likely to understand the underlying needs of children more than teachers were. 

These authors relate these to the increasing academic pressures on teachers, who 

may see children’s needs in relation to the impact they have on curriculum targets 

rather than the underlying causes. 
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8.2.3. Impact of Mental Health 

The impact of MH on children was highlighted through analysis as a key theme. The 

subthemes, behaviour and impact on learning, are discussed below.  

Behaviour 

There was a consistent view that behaviour was an observable sign of poor MH, 

which was commonly linked to behaviour that was disruptive or challenging to 

manage in school such as running away, throwing items and physically hurting 

others.  

“He would hurt people, he would wreck the classroom. He just wasn't safe. It 

was like a time bomb.” (Janet) 

Other identified behaviours included withdrawal, self-harm and talking about suicide. 

The key component of behaviour when working with children who may be 

experiencing poor MH was highlighted by Sadie, who mentioned the change of 

terminology from SEBD to SEMH. 

“I've basically been one-to-one with children with various SEMH- well, it used 

to be SEBD, didn't it? Like social emotional behaviour difficulties. That's kind 

of the children that I've been with within mainstream.” (Sadie) 

This theme is perhaps unsurprising, given the identified links between MH and 

behaviour (DfE, 2018). However, TAs in this study most described disruptive 

behaviour, including physical behaviours, as an observable sign of poor MH, which 

contrasts to previous research where TAs saw children’s MH as related to 

internalising behaviours (Conboy, 2020). This may indicate that TAs now have more 

recognition of the links between externalising behaviours and MH. This may be a 

result of the changing narratives around behaviour, illustrated by the change from 

BESD to SEMH in the SEND Code of Practice (DfE, 2014) and the guidance that 

highlights the link between MH and behaviour in schools (DfE, 2018). Furthermore, 

increases in disruptive behaviours in schools since the pandemic have been 

reported, making this a key current issue within schools (NASUWT, 2022). As this is 

a key issue facing school staff, it is possible that this is an issue that TAs have 

greater awareness of since previous research was conducted. 
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Impact on Learning 

TAs also highlight the impact of MH on learning. There was a strong feeling that a 

child’s emotional state impacted on their ability to engage with learning at school. In 

this way, TAs saw children’s MH as being linked to their academic learning. 

“It's because of all that they're trying to process and manage outside of school 

[…] so you've got to manage it as they're just not gonna learn. They can't 

settle down.” (Sally) 

Concerns were also raised about children who are unable to engage with learning at 

school, and the subsequent impact on their learning and attainment. 

“He won't engage with any learning, and every day that that's the case, he's 

obviously falling further and further and further behind his peers” (Emma) 

The links between MH and learning have been recognised by school staff within 

other research and relates to views that schools have a role in supporting children’s 

MH (Conboy, 2020; Rothì et al., 2008; Kidger et al., 2010). These links have also 

been recognised by children who had received ELSA support, who saw this as 

improving their access to learning and engagement at school (Wong et al., 2020; 

Krause et al., 2019). 

8.2.4. Emotions 

TAs also discussed MH in relation to children’s emotions, which were mainly 

discussed in a broad way. When discussing emotions, there was a dominant focus 

on negative emotional experiences. This relates to Conboy’s (2020) research, where 

TAs often discussed MH in relation to MH difficulties, referencing negative 

experiences when discussing this. This indicates that TAs may associate children’s 

MH with poor MH, linked to the negative connotations of the term. Specific emotions 

discussed by TAs included anger, upset and grief. A dominant issue raised was 

children experiencing anxiety. 

“I'm sadly thinking, are we going to see them again? You know, are we going 

to get them in at all in January? […]  that's very much anxiety based.” (Sadie) 

TAs within Conboy’s (2020) research also most frequently discussed anxiety, which 

suggests that children who are experiencing anxiety is one of the most common 
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aspects of MH that TAs are supporting in schools. Anxiety is a key factor within 

school non-attendance (Finning et al., 2019), and is a key challenge currently facing 

schools as referenced within government guidance on the topic (DfE, 2023). 

8.2.4. Summary of Key Findings for RQ1 

The key findings for RQ1 are summarised below: 

• TAs recognised a variety of factors that may impact on a child’s MH, including 

their home life, special educational needs and the impact of the school 

environment. 

• TAs saw children’s MH as different to adults. This was due to their 

developmental differences in understanding and managing their MH, and their 

lower levels of control over the factors that may impact their MH. 

• TAs described MH as impacting on children’s behaviour in schools, mostly 

describing externalising and physical behaviours. TAs also saw MH and 

learning as being related, highlighting the impact a child’s MH may have on 

their ability to engage in learning in school. 

• TAs saw children’s MH as a negative emotional experience, and related this 

to emotions such as anger, grief and anxiety.  

8.3. RQ2: How do Primary School Teaching Assistants Perceive Their Role in 

Supporting Children’s Mental Health? 

Themes related to RQ2 are presented in Figure 7 below. 
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Figure 7 

Themes and Subthemes Related to RQ2. 

 

 

8.3.1. Relationships with Children 

The importance of relationships was a dominant theme across interviews, and TAs 

highlighted this as one of the central aspects of their role in supporting children’s MH 

and of the TA role itself. TAs described relationships as the first step in being able to 

provide support to the children they worked with. They spoke about this not only in 

relation to their role in supporting children’s MH in school, but more broadly in terms 

of providing any support to children within their role. 

“So I think the most important thing is them being comfortable around you and 

feeling safe and happy. Nothing comes from, you know, from not having a 

relationship with them.” (Alex) 

This is consistent with Conboy’s (2021) research, where TAs highlighted that 

relationships with children were a key aspect of their role in supporting children’s 

MH. Furthermore, previous research has also highlighted that the nature of TA 

relationships with children is a key aspect of the support they provide within their 

general role (Bradwell & Bending, 2021).  

Relationships with children were also seen as a factor that enabled them to support 

their MH through the act of being there for children when they needed support. TAs 

highlighted a variety of ways in which being there for children supported children’s 
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MH, including talking, listening, taking children for a walk or finding jobs for them to 

help with. Cherie noted that for some children, just being with them was supportive, 

for example in situations they may find challenging such as meeting an external 

professional for the first time. 

“Like supporting them as a company […] I just went with the child when they 

need us to be there for them.” (Cherie) 

TAs also described the way in which their relationship with children is often as their 

key person in school who they will confide in and seek support from. Whilst some 

TAs were the designated one-to-one or key person for children who were 

experiencing poor MH, others took on this role more informally. TAs spoke about the 

importance of children having a trusted adult in school. 

“I think one of the most important things is building positive relationships, isn't 

it? […] especially those children who potentially are struggling the most with 

their MH. Having even just one person at school that they can have a positive 

relationship with can make all the difference” (Sadie) 

TAs within previous research also recognised the importance of relationships in 

being able to provide silent support for children, as well as supporting them in their 

role through talking and listening (Conboy, 2020; Burton & Goodman, 2011). 

A key aspect of the TA role in supporting children’s MH that was identified as 

knowing children well, which stemmed from relationships. TAs indicated that having 

a good understanding of children meant they were able to provide support that would 

be more effective when based on knowledge of their interests, likes and dislikes. TAs 

discussed the importance of this to being able to identify when something is wrong, 

so that they could provide ad-hoc support to a child as they may need it. 

“I do you feel like you can spot when a child in your own classroom is […] 

when you know that there's something not right. So you might just sort of like 

take them to one side or take them for a walk. You know, anything you can 

sort of like just to help them.” (Riya) 

Previous research has also highlighted the way in which having relationships with 

children is seen as influencing their ability to support children’s MH, as knowing 

children well was seen as enabling TAs to have a greater understanding of children’s 
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needs and greater ability to identify concerns (Conboy, 2021; Burton & Goodman, 

2011).  

Overall, relationships are widely recognised as a key component in supporting 

children’s MH in schools, evidenced through government policy and guidance 

around whole-school approaches to MH (PHE & HM Government, 2021), and seen 

as an important component of day-to-day practice (Johnson et al., 2011) and 

targeted support (McEwen, 2019). This highlights a key role aspect of the role of TAs 

in supporting children’s MH, which will be discussed further in Chapter 9. 

8.3.2. Practical Support 

TAs highlighted their role in supporting children’s MH, giving examples which have 

been structured into four subthemes. 

Making Adaptations 

A key aspect of the TA role in supporting children’s MH was by making adaptations.  

For children who were finding it difficult to access classroom learning, TAs spoke 

about adapting the curriculum and learning expectations, or removing academic 

expectations altogether. Adaptions to the school environment were highlighted as 

necessary to fit with children’s needs. TAs discussed adjusting breaktime 

expectations to ensure that some children could manage these times, for example by 

having individual quiet time or by providing smaller groups and clubs during 

breaktimes. 

“To go out at break time and be in the noisy playground, he didn't need that. 

He needed to be in the quiet classroom to lie quietly with his eyes shut, to 

come down and be ready for the next session.” (Sally) 

This subtheme is perhaps unsurprising, as TAs described the school environment as 

one of the factors which impacted on MH and may therefore have seen making 

adaptations to this as a key aspect of their role. This also fits with evidence that the 

school environment does not suit all children, and that school practices can in fact be 

harmful to children’s MH (Ludgate et al., 2022; Hutchings, 2015). By highlighting the 

importance of making adaptations for children, TAs may feel that they need to 

reduce the impact of some of these factors to improve children’s MH outcomes. 
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Developing Skills 

Another way in which TAs perceived their role in supporting children’s MH was 

through developing children’s skills. TAs discussed targeted support outside of the 

classroom to develop children’s skills, including social skills programmes, ELSA, 

mindfulness and independence skills. They also highlighted teaching to support 

children’s understanding of MH through the curriculum, and teaching individual 

children strategies that would support them. 

“I taught him to look when he was waiting in the queue for his lunch to look 

out the window and look at the clouds and see that the windows open and 

breathe in. He still did that like years later. I would go in the hall and I would 

still see him doing that.” (Sally) 

This subtheme highlights the important role of TAs in supporting children’s MH 

through developing skills as part of the prevention and early support that schools 

should be providing as outlined by the DfE (2018). Children within previous research 

have also highlighted developing skills as an important aspect of targeted support 

from TAs through ELSA support, and described strategies, practice resources, 

explicit skill teaching and emotional literacy development as key aspects of this 

(Wong et al., 2020).  

Supporting Families 

When discussing their role in supporting children’s MH, many TAs noted that this 

spanned beyond support for children. Several TAs also spoke about providing 

support for families, which they linked to the impact of children’s home lives on their 

MH. TAs saw this as an essential part of supporting children’s MH which would have 

an impact on their school experiences. 

“But unless we can support mum and older siblings as well, how do we expect 

this child to just come to school and be at school and succeed?” (Sadie) 

This subtheme links to the finding that TAs recognised that children’s MH is 

impacted by factors at home. This relates to the importance of working with parents, 

families and carers as outlined in the whole-school approach to MH (PHE & HM 

Government, 2021). This contrasts to Conboy’s (2020) research, where TAs did not 

see speaking to parents as part of their role. In the present study, not all TAs felt that 
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they had contact with parents and families, and this may indicate that although 

supporting families may be seen as part of the TA role in supporting children’s MH, 

the enactment of this may be impacted by other factors. This may relate to the 

differing expectations placed on TAs by different teachers (Hammersley-Fletcher & 

Lowe, 2011). 

Managing Behaviour 

TAs also discussed their role in managing behaviour. For TAs who worked across 

the school, this was seen as a central aspect of their general role that related to 

children’s MH. This was commonly associated with ensuring effective teaching and 

the safety for other children in the class. For Janet, this was seen as the central 

purpose of her role as a 1:1. 

“I became his one to one for his safety and for the safety of the children” 

(Janet) 

This subtheme fits with TA views about the impact of MH on children’s behaviour, as 

well as government guidance around these links (DfE, 2018). Within the most recent 

report on TA deployment, behaviour management was listed as part of the TA role 

and a key benefit for teachers, as TAs enabled a child to leave the classroom if 

needed (Skipp & Hopwood, 2019). Therefore, it may be that this role is seen as 

being related to safeguarding and teaching concerns rather than related to 

supporting the child’s MH. This may relate to the way that MH is incorporated into 

school policies, as research suggests that schools do not tend to have a stand-alone 

MH policy, and instead incorporate this into safeguarding, behaviour and SEN 

policies (NatCen, 2017) 

8.3.3. Distinctive Role 

When describing their role in supporting children’s MH, TAs described their role as 

being distinctive from other members of school staff. A key aspect of this was the 

way in which TAs are deployed in schools. TAs saw themselves as having more time 

and availability than teachers to support children’s MH. Reasons for this included 

their less formal role in whole-class teaching, and more time one-to-one with children 

when providing learning support outside the classroom.  
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“I think if anyone was gonna do this sort of thing it would obviously be TAs 

rather than teachers. And I find that children open up a little bit more just 

because we have that relationship and that one-to-one time” (Alex) 

Another perspective was that TAs were more likely to support children who are 

experiencing poor MH, or who are more vulnerable. This was due to their role as 

one-to-one support, behaviour management and in taking children outside of the 

classroom if they are struggling. Another reason given related to the dual role that 

TAs often have in primary schools, where they support children at other times of the 

day including mealtimes, breakfast clubs and after-school care. This was highlighted 

as important as these roles meant TAs were more accessible to children and had 

further time to develop relationships with children. TAs also discussed the way that 

this impacts on their understanding of children, as they see them outside the 

classroom context. 

“So we're out at lunch times with the children as well [...] a longer length of 

time to be able to play and interact with each other and sort of see a lot more 

when they've got that free time.” (Emma) 

The time and availability of TAs to build relationships and support children’s MH is 

consistent with other research (Conboy, 2020; Moran & Abbott, 2002; Littlecott et al., 

2018). Interestingly, this contrasts with concerns highlighted by school leaders that 

due to funding issues TAs were increasingly being deployed to work with children 

with EHCPs, which took them away from providing support for children with anxiety 

and MH needs (Skipp & Hopwood, 2019). The discrepancy here may relate to how 

MH needs are viewed, as senior leaders seemed to view support for MH needs as 

separate from support for SEND and other aspects of TA deployment. Additionally, it 

could be that in theory TAs are viewed to be employed and deployed in certain ways 

by schools, and through certain streams of funding, when they are taking on a role 

that extends beyond this. This relates to the increasing role and expectations cited 

by TAs within current and previous research (Cockroft & Atkinson, 2016). 

Another key aspect of this was the concept of TAs being seen as different to 

teachers, which made the relationships that TAs have with children distinctive. TAs 

described themselves as being seen by children as being ‘on the ground’ with them 

in a way in which teachers may not be. 
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“I love being a TA. You know, because of the positive relationships that I 

have. And teachers have amazing relationships with the children, it's different 

and I like where I am. I like, you know, being that, that middle ground.” (Janet) 

This was echoed by TAs within research by Bradwell and Bending (2021), who felt 

that children saw TAs as more approachable and less authoritative than teachers. In 

this sense, TAs felt that children were more likely to approach them with concerns or 

worries than teachers. Conboy (2021) also found that TAs saw themselves as being 

most likely to be approached by children, describing themselves as having a closer 

relationship with children than teachers.   

The ways that TAs were seen by parents was also discussed. One perspective was 

that because TAs are part of their local communities, they are more approachable 

and relatable to parents than teachers may be. 

“Typically we're very local to where we work and so we've got a whole 

different knowledge and perspective. […] We are more trusted adult than the 

professional teacher that they just only see in the classroom […] her seeing 

me in Lidl is gonna be much easier. She's gonna be able to trust me and 

speak to me more. And see me, as a peer rather than someone to be feared." 

(Sally) 

This is also identified by support staff within previous research (Burton & Goodman, 

2011; Graves, 2014). This highlights the way in which TAs may also be viewed as 

distinctive from teachers by parents, which may enhance their ability to support 

children’s MH through the support provided to families. This is important within the 

context of MH, where parents can feel embarrassed, defensive or at odds with 

school staff (Roffey, 2016). 

8.3.5. Beyond My Role 

TAs also discussed aspects of supporting MH that they felt were beyond their role. 

There was a strong feeling that referring a child to MH services was not within the TA 

role. This was because this was not something that they had never been expected to 

do and was seen as the responsibility of certain members of staff in schools such as 

the SENCo who would understand what to do. This fits with evidence that many 

schools have a designated staff member who liaises with external agencies (NatCen, 
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2017). When discussing other aspects of supporting children’s MH that were beyond 

their role, there were differing perspectives. One perspective was that some tasks 

had too high a level of responsibility for TAs and needed to be passed onto teachers 

or more senior members of staff who had higher levels of status within schools. 

“It would have been something I would have passed on to the teacher and 

said, ‘there you go, you talk to them. I'm not doing that. You get paid, you get 

paid more than I do!’” (Emma) 

This may have related to TAs’ concern about getting things wrong, therefore passing 

on to a member of staff who they saw as holding more knowledge. TAs spoke about 

worrying that they would miss something important, react in the wrong way or would 

not convey a message in the right way and this would have a significant impact. 

“And you do worry that you're gonna get it wrong […] you're going to make 

things worse and say the wrong thing or you don't relay a message" (Emma) 

Similarly, most TAs within Conboy’s (2020) research felt that there were aspects of 

supporting children’s MH that were beyond their role, including running interventions 

and talking to parents. These TAs felt that they would consult members of staff with 

higher levels of responsibility in the school if they needed advice or support. 

Another perspective was that some tasks are viewed by others as being beyond the 

TA role due to their status in schools. Riya felt that there were roles associated with 

supporting MH that she could do, and would like to do, but that this was not 

something she was trusted to do. 

“Um, 99% of the time, the teacher also will discuss about a child with parents 

and carers […] that's not the sort of thing that we're allowed to do either.” 

(Riya) 

This finding suggests that TA perceptions of their role also depend on the limitations 

placed upon them by others, which are likely to vary between schools and teachers. 

Both Clarke and Visser (2017) and Hammersley-Fletcher and Lowe (2011) found 

that the expectations that were placed on TAs varied significantly between teachers. 
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It was also highlighted that there were aspects of the role in supporting children’s MH 

that were felt beyond the responsibility of TAs that they were increasingly being 

expected to do. 

“It is something which I've had to learn to sort of put on my big girl pants on 

[…] it feels more like the teachers, um, role. More than myself. But as the TAs 

role’s becoming more so - the responsibility - you know what's expected of us 

is as well.” (Janet) 

This is congruent with views of TAs within previous research, who felt that despite 

changes to TA role and responsibility over time, accountability should be placed with 

teachers (Cockroft & Atkinson, 2015). 

8.3.6. Summary of Key Findings for RQ2 

The key findings for RQ2 are summarised below: 

• TAs saw their relationships with children as being a key aspect of their role in 

supporting children’s MH. 

• TAs also identified ways in which they provided practical support within their 

role which supported children’s MH. This included making adaptations, 

developing children’s skills, managing behaviour and supporting families. 

• TAs saw their role in supporting children’s MH as distinctive from that of other 

members of staff. This related to aspects of their deployment which meant 

they were more available and approachable to children. 

• TAs saw various aspects of supporting children’s MH as beyond their role. 

This often related to the responsibility associated with this, although the role 

and responsibilities of TAs was seen as increasing. 
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8.4. RQ3: What Do Primary School Teaching Assistants Feel Impacts on Their 

Perceived Capabilities in Supporting Children’s Mental Health? 

Themes related to RQ3 are presented in Figure 8 below. 

Figure 8 

Themes and Subthemes Related to RQ3. 

 

8.4.1. School Hierarchy 

A prominent theme identified through analysis was TAs’ experience of hierarchy in 

schools, and the impact this had on their role. The two subthemes, TA status and 

Teacher-TA relationship, will be explored below. 

TA Status 

There was a strong feeling that TAs have low status within schools. TAs described 

the way in which they felt they had a low status in comparison to other staff members 

or external professionals which impacted on their voices being heard. This related to 

the authority or perceived value they felt they had when passing on their views or 

concerns to parents and other school staff. 
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“But that's what the teacher wanted. That's what she wanted. I was cross 

about that because I knew that they were wrong but there was nothing I could 

do because I'm only a TA.” (Sally) 

Furthermore, whilst some TAs described feeling that they had had opportunities to 

discuss key information with external professionals, others described being left out of 

meetings that they felt they should have been part of. TAs also described negative 

experiences of external professionals who did not seek their opinion or take on board 

their views. This was seen as in conflict with the level of knowledge and 

understanding TAs have about children. 

“You spend all the time with these children but because she's an outside 

agency, and you know a trained counsellor, she doesn't ask for any feedback 

or anything […] so that's something that should change really.” (Riya) 

Interestingly, TA views of their own status also seemed to impact on their 

perceptions of their capability, as many TAs associated aspects of supporting MH 

with qualification and status. This was apparent when discussing the statement 

‘teach children strategies to support their MH”, where TAs questioned whether they 

were informed or qualified enough to teach strategies. 

“Strategies makes it sound like an informed, important, regimented activity. 

Something that you need to go away and learn and get a qualification in and 

be authorised to do.” (Sally) 

This theme is congruent with previous research, where TAs have reported that they 

had a low status in schools (Clarke & Visser, 2017; Bradwell & Bending, 2021; 

Roffey-Barentsen & Watt, 2014). Furthermore, TAs have expressed frustration about 

the contrast between the role and responsibilities they are given and the lack of 

recognition their potential contribution is given when not invited to meetings (Roffey-

Barentsen & Watt, 2014).  

Teacher-TA Relationship 

In addition, TAs described the importance of the class teacher in how they were able 

to support children’s MH within their role. TAs described feeling that the class 

teacher had a degree of control over how TAs spent their time, and that this 

impacted on their freedom in supporting children who needed it. 
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“I guess one of the main hurdles in finding ways to connect with the children I 

work with depends on, kind of again, who you're working with. What the 

teacher is like. And, you know, do you have - not free reign - but do you have 

kind of the flexibility to spend that extra bit of time with that child that needs it.” 

(Sadie) 

Relationships with teachers was also highlighted as important for TAs to feel able to 

share information and concerns without being judged or dismissed for doing so. 

“And it's being able to trust the teachers that you work with so that if you go to 

them and say, ‘look I've seen this'. That they're not gonna go well, ‘don't be so 

silly that's fine’.” (Emma) 

TAs also spoke about the hierarchy within their relationships with teachers, and 

needing to be seen to align with them in order to work well together. For Cherie, 

doing this meant following the rules and expectations of the teacher, which did not 

always feel congruent to supporting children’s MH. 

“Because I couldn't like not align with the teachers. So sometimes I feel like I 

have to align with the rules myself and avoid building a close relationship with 

the children.” (Cherie) 

TAs also felt that they were left out of the loop when it came to information-sharing. 

Sally highlighted the impact that this can have for TAs who often have dual roles and 

support children outside of class times. 

“We've already spoken about the divide between TAs and teachers. That's 

definitely a thing that needs looking at and a whole school approach. Often 

you might forget your staff at Breakfast Club or after school club, or you might 

forget your lunchtime staff.” (Sally) 

Within previous research, TAs also described a sense of needing to align with 

teachers' expectations and rules, which impacted on the autonomy that they had 

within their practice (Clarke & Visser, 2017). This suggests that the level to which 

TAs can support children’s MH related directly to the priority placed on this by the 

class teacher, and their expectations of the role of TAs. This relates to findings from 

Bradwell and Bending (2021) where although TAs felt needed by teachers, they 

described their lack of voice in influencing how they practiced. Therefore, it seems 
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that the way in which TAs support children’s MH is influenced by the understanding, 

expectations and perceptions of the teachers with whom they work. 

8.4.2. Working in the System  

Lack of support 

Another key theme that developed through analysis was the perceived lack of 

support that TAs experienced within their role in supporting children’s MH. One 

perspective was that schools did not receive enough support from the government to 

effectively support children’s MH. This was seen as contrasting with the expectations 

placed on school staff. TAs described the sense of helplessness that this created for 

school staff in supporting children’s MH. 

“The government talks about how important schools are and how we've gotta 

do this and that. I'm expected to do more and more with less and less […] 

you're just trying to bail water out of a boat with someone punching holes 

underneath you.” (Sally) 

This is echoed by school staff within Hanley et al. (2020). This seems to support the 

argument made by the HSCC (2018), who stated that the government’s plans to 

tackle children’s MH increased pressure on schools without guaranteeing that there 

will be sufficient resources for them. 

Furthermore, although TAs spoke about getting support from colleagues and working 

as part of a team to support children’s MH, others described instances where they 

felt there was a lack of support and understanding of the realities of their role. Janet, 

who worked one-to-one with a child with complex SEMH needs, felt that senior 

leadership did not always provide her the support she needed. 

“I had a senior, a senior person in school with me for an hour and at the end 

of that time she said he can't stay here […] I thought thank goodness he's 

gonna get some help. And then it was forgotten.” (Janet) 

Interestingly, TAs who described a lack of support from senior leaders had 1:1 or 

more direct roles in supporting a child’s MH needs, and therefore may have felt more 

isolated within their role than class TAs. This is congruent with findings from France 

and Billington (2020) where ELSAs reported isolation, a lack of systemic support and 
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a lack of understanding from senior leaders. Support from senior leadership is an 

important factor for school staff supporting children’s MH, as this impacts on 

deployment, allocation of time and resources, and the priorities placed on this 

support in schools (McEwen, 2019; Bravery & Harris, 2009). 

Capacity 

A major factor that TAs felt impacted on their ability to support children’s MH within 

their roles was capacity. This referred to the capacity of schools and school staff in 

general, as well as on themselves as TAs. One of the key factors identified was lack 

of time. This impacted on the ways in which TAs felt they were able to be available 

for children, identify needs, provide ad-hoc and targeted support, and listen to them. 

TAs also described feeling that they are not given enough time to provide emotional 

support to children, despite the need for this support.  

“Spending time recognising that is really hard isn't it? It really is. We know the 

children we've gotta worry about. But at the same time we just don't have the 

time. […] Because a lot of kids aren't actually listened to" (Alex) 

This is congruent from findings from Conboy (2021), where TAs described the ways 

in which lack of time impacted their availability for children, which limited the ways in 

which they could support children with ad-hoc support such as talking and listening, 

as well as time to spend one-to-one with children and identify potential concerns. 

However, this is contradictory to findings from Groom and Rose (2005) who 

indicated that TAs were able to support children’s MH in schools due to their 

availability and time. Since this research was published nearly twenty years ago, the 

role and responsibilities of TAs has increased (Tucker, 2009; Cockroft & Atkinson, 

2015) and this may have had an impact on TA time. Furthermore, TAs within current 

research who delivered MH-related interventions such as ELSA noted that lack of 

time impacted on their ability to provide this support, being given limited time to do 

this despite high numbers of children who would benefit from this support. This 

echoed by ELSAs within previous research, who cite time as a key barrier to 

providing effective support (McEwen, 2019). This may impact on the way in which 

schools support children’s MH, as the time and availability of TAs that have been 

described as a distinctive aspect of their role may be decreasing. 
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TAs highlighted staffing issues within schools which meant filling the gaps left by 

other staff. TAs discussed issues such as staff leaving and not being replaced, and 

positions being advertised but not filled. TAs also described the way in which they 

felt schools were filling gaps in external services, with many TAs discussing the lack 

of access to external services when needed. 

“There aren't enough social workers. There aren't enough Ed Psychs. There 

aren't enough of anything. [...] that's why they've tried to introduce the things 

like the ELSAs to try and do something. That's not enough, it just means 

we've got to do more.” (Sally) 

These factors seemed to contribute to the increasing levels of work that TAs felt 

expected to take on within their roles. TAs described having taken on more roles and 

responsibilities over time, with this having a negative impact on their ability to provide 

emotional support for children. Furthermore, providing this emotional support to 

children ‘in the moment’ was seen as adding additional pressures on TAs who had 

many other responsibilities to juggle. 

“But it's just like prioritising, obviously the child that left the classroom, the 

child that was upset […] But you also in the back of your mind you're thinking, 

but I haven't done this, I haven’t done that, you know? Because you've been 

given all these extra support groups to do and all the stuff you really gotta try 

and get done cause it's important.”  (Janet) 

Similarly, Hanley et al., (2020) described the way in which MH and community-based 

services have been cut, some services are working at reduced capacity and others 

that used to be free now charge for their services. Therefore, school staff have 

reported that they are filling the gaps in external services. Within other research, 

school staff reported staff capacity as the biggest barrier to supporting children’s MH, 

followed by school funding and access to specialist support (Patalay et al., 2016). 

Within this research, over two thirds of schools did not report good links with MH 

services within their communities (Patalay et al., 2016). This was also eluded to by 

one TA within Conboy’s (2020) research, however other TAs did not voice these 

concerns. It is possible that this experience of filling the gaps has become more 

prevalent since Conboy’s research, particularly considering the impact of the 

pandemic upon this.   
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TAs also spoke about the ways in which capacity issues led to inequalities in MH 

support for children in schools. Children whose parents were more likely to speak out 

or seek support from school were also seen as being prioritised over those whose 

parents may not do this. TAs described ways in which this means these children 

received more school time and resource, and also had increased access to support 

due to parents seeking private professional input. TAs also acknowledged that, 

typically, children whose behaviour was disruptive or physical would usually be those 

who were prioritized for TA time, and targeted support such as ELSA. 

“And children that are disruptive obviously get more attention, more help.  

Whereas the ones I worry about are the invisible ones, the ones that aren't 

disruptive.” (Sally) 

This is echoed by Hanley et al., (2020) who describe the difficult decisions schools 

are having to make about allocation of resources. This highlights the impact of 

capacity issues on the equity of support for children’s MH. 

External Pressures 

TAs described the pressure that schools are under and felt that these pressures 

were having a significant impact on their ability to support children’s MH. These 

pressures largely related to the academic expectations placed on schools, which 

were seen to often be prioritised over children’s MH. TAs discussed the way that this 

was particularly evident after the return to school after restrictions resulting from the 

pandemic, when the focus became on catching-up with learning. 

“When we came back to normality, whatever that now is, the pressure was 

definitely there to get your results up. You had to get the children back, you 

had to get them reading, you had to get them writing. Get your data up, close 

the gap. They weren’t ready for that.” (Sally) 

TAs also discussed the ways that school performance is assessed, including Ofsted 

inspections. This was seen to increase the pressure on schools to perform 

academically and demonstrate the support they had put in place, which included 

asking individual TAs to deliver additional interventions. 

“The pressure, that's just constant. We're never getting everything, anything, 

right it feels like just in general. My school in particular, so we're a requires 
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improvement school. […] so the Ofsted was like three years ago. So we’re 

due. And we're due pretty soon, and so the pressure has really, really ramped 

up. (Alex) 

TAs described situations where the ways that schools are measured created 

situations where children were impacted emotionally. One of the key aspects of this 

was that TAs felt these pressures arose from factors that were out of their control, 

which impacted on their perception of how well they can support children’s MH in 

schools. Examples were given where children were expected to handwrite their 

learning in class despite physical or emotional needs that made this challenging for 

them, because this is how their learning would be assessed. 

“I came into class and he was having a meltdown because the teacher had 

made him write […] but the teacher said I've got a show handwriting. And so 

that's, that's what he's forced to do.” (Sally) 

Glazzard and Stones (2021) criticise the way in which external pressures create a 

system where schools must practice in a way which negatively impact children’s MH, 

whilst responsibility is placed on schools to do the opposite. Hutchings (2015) 

highlights the impact that these pressures have on children’s MH including increases 

in anxiety related to examination pressures, and impacts on teacher-child 

relationships. TAs also spoke about the impact of Ofsted and the way in which 

school performance is assessed, which increases the pressures experienced by 

schools. Hutchings (2015) found that schools with higher proportions of 

disadvantaged students were more likely to be judged as ‘inadequate’ by Ofsted. A 

headteacher within this research described the way in which such schools practice in 

a way where a higher priority is placed on children’s MH, as this is a prerequisite to 

engagement in learning, but this is not recognised by Ofsted. 

8.4.5. Nature of Mental Health Support 

Another key theme that arose from analysis was the nature of MH support. A key 

aspect of this was that because MH support is not always quantifiable, TAs felt that 

this was not always seen as a valuable aspect of their role by others. This was 

related to the financial pressures on schools and a focus on value. 
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“What we do isn't measured […] so I actually spent an hour at lunchtime with 

a child that needed whatever. That's a whole hour of my time. That was really 

important but it's not measurable […] There's nothing to show for it other than 

that child is now calm and can go into class and access the afternoons 

learning.” (Sally) 

Within Hutchings (2015) report on the pressures in schools, school staff spoke 

negatively about the current system which emphasises assessment as a form of 

measurement of children and schools, with one teacher commenting that “it does 

reduce education all the time down to that which can be easily measured” (p. 61). If 

the system is currently focussed on what is quantifiable, then it is difficult to fit MH 

support within this. This also impacts upon the perceived value of TAs. 

Another aspect arising from analysis was that MH support was often an unconscious 

practice for TAs. This was apparent when discussing some of the tasks related to 

supporting children’s MH; many TAs initially said that many of these were not part of 

their roles, however when they thought about it were able to name multiple 

experiences they had of supporting MH in that way. 

“It's just more like a conversation or a quick thing” (Alex) 

For many TAs, the interview seemed to create a space for them to reflect on their 

practice and many commented that they knew and did more than they realised. This 

may relate to the relationships and sense of ‘being there’ for children which TAs 

described as key aspects of their role, which are harder to quantify or describe than 

practical and concrete tasks. Furthermore, a TA within Conboy’s (2020) research 

described the way in which MH was more abstract than physical health, which in her 

perception made it harder to support. Johnson et al. (2011) argued that school staff 

are in a good position to be able to support their students through their day-to-day 

practice; however, it may be that TAs don’t recognise the value of these everyday 

practices on children’s MH.  

Due to these factors, it is likely that TAs may not always feel that they are having a 

significant impact on children's MH. If the value of supporting children’s MH is not 

always recognised within the system, and TAs may themselves be acting in an 

unconscious way, they may not perceive what they are doing to be valuable.   
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8.4.6. Sources of Knowledge and Skills 

TAs also described the sources of their knowledge and skills, which supported their 

practice. The three themes, experience, individual qualities and learning from others 

are explored below. 

Experience 

Experience of working as a TA was seen as an important factor in being able to 

support children’s MH. This was because of the knowledge and skills gained from 

working with different children, and because they had a good understanding of 

school communities. 

“Because I've been there such a long time I know all the classrooms, I know 

the teachers, I know the children. Some of them, I know that their parents 

came to our school […] a lot of children get sent to me if they need to calm 

down” (Sally) 

TAs also felt that at times they were not always given the opportunity to develop 

confidence in supporting children’s MH. Whilst having experience within the role 

supported TA practice, many TAs also described having to ‘learn on the job’ to gain 

this experience.  

“We're exposed to these new responsibilities and not, just not necessarily 

have the confidence or the experience to back it up at the time. And you, you 

just learn, learning on the on the cuff.” (Janet) 

Life experience was also cited as a key factor that supported TAs within their role. 

One perspective was that life experiences of poor MH supported them in their role. 

Another perspective was that being a parent which supported their understanding of 

children and how to support them, including the view that having children with their 

own needs also supported them to feel they were able to understand children’s MH 

in a deeper way, and know how best to support children.  

“I've got three children, all three of them have got additional needs […] the 

last 26 years of my life I've just lived it, so I think things come to me naturally. 

I can pick up on things that other people aren't going to see.” (Sally) 
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This is congruent with findings from Conboy (2020), where TAs cited experience in 

their TA role as a source of knowledge about MH. TAs have also highlighted 

previously that they were often learning on the job (Cockroft & Atkinson, 2015). In 

current research, some TAs felt that they were not given opportunities to expand 

their role and develop this experience, which impacted on their knowledge, skills and 

confidence. This may relate to TA status and the discrepancies between teachers in 

expectations placed on TAs, as discussed previously (Bradwell & Bending, 2021; 

Hammersley-Fletcher & Lowe; 2011). Furthermore, life experiences were also 

discussed by TAs within previous research as being a key source of knowledge 

related to their general role (Cockroft & Atkinson, 2015) and their role in supporting 

children’s MH (Conboy, 2020). However, Conboy (2020) highlighted the way in 

which one TA felt that having knowledge about MH was based on luck, related to her 

prior experiences. This highlights the way in which reliance on experience to support 

children’s MH may lead to discrepancies in knowledge and skills between TAs. 

Individual Qualities 

TAs also discussed individual qualities which they felt were beneficial when 

supporting children’s MH. One aspect of this was interest or passion in the pastoral 

side of their role which was seen as supportive to practice. 

“I find the impact on the brain really interesting and fascinating. So that's an 

advantage to me, because I'll read something and I'll probably absorb it 

potentially more than someone who is just naturally less interested.” (Sadie) 

TAs also described personal qualities that they felt were supportive to supporting 

children’s MH, which included building relationships with children, being 

approachable and being empathetic.  

“And in all likelihood those people who are willing to do that role are going to 

be the more empathetic people.” (Janet) 

Personal qualities were also highlighted within Cockroft & Atkinson’s (2015) 

research. Clarke and Visser (2017) highlighted the way in which these nurturing 

qualities are often seen as intrinsic to the TA role, and relate to the mothering identity 

often given to TAs. Some TAs also described themselves as having a particular 

interest in and passion for this role, which enhanced their practice. Therefore, it may 
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be that TAs who do not share this interest may have different views and skills to 

those who do. This was also highlighted by Conboy (2020) who expressed concerns 

about the potential variability in practice within schools.  

Learning from Others 

Another key source of knowledge and understanding of children’s MH came from 

learning from other people. A key aspect of this was attending training, and this was 

something that all TAs felt they needed to feel more capable of supporting children’s 

MH within their roles.  

“I think I probably think being professional, having the training, makes you feel 

more confident and more able to do.” (Janet) 

Riya, who had been on several training courses including the ELSA training, felt that 

this was a key factor in her feeling confident within her role. 

“I don't know if it's because I've had, like, lots of training [...] so that's why I 

feel confident because I've got the network I suppose, of support and the 

training to be able to do it.” (Riya) 

However, TAs also cited a lack of access to training. This has also been reported 

within the broader literature on TA experiences, with TAs reporting barriers to 

accessing training within schools (Cockroft & Atkinson, 2015). Within Conboy’s 

(2020) research, only the TA with specific responsibilities related to MH had 

accessed additional training. Therefore, it may be that TAs without specific 

responsibilities feel they need additional training around their role in supporting 

children’s MH. This is perhaps unsurprising, as a desire for further training is a key 

theme within broader research into the experiences of school staff in supporting 

children’s MH (Stoll & McLeod, 2020; Cooke et al., 2016; Rothì et al., 2008).   

TAs also described learning from others who had the knowledge and skills in 

supporting children's MH. This included observing colleagues practiced and picking 

up their skills from this, and being able to talk through situations with other people. 

“As time allows there's opportunity to sort of talk about why that happened 

and why this didn't work and that sort of thing which is really useful." (Emma) 
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This was also discussed by TAs within Conboy (2020), who spoke about talking 

things through with colleagues to gain advice and support. This highlights the 

potential importance for TAs on being able to discuss and reflect upon their practice 

with others. This may have been a key factor that facilitated the confidence of one 

TA within this research, who described the support and training received through 

ELSA. ELSAs should receive regular supervision with an EP (ELSA Network, n.d.) 

and ELSAs have reported the benefits of this on their skills, knowledge and 

confidence (Osborne & Burton, 2014). This may be something that TAs would 

benefit from, to increase their opportunities to learn from others and reflect on their 

practice.   

8.4.7. Summary of Key Findings for RQ3 

The key findings for RQ3 are summarised below: 

• TAs described the way in which the hierarchy within schools impacts upon 

their ability to support children’s MH. This related to the quality and nature of 

the teacher-TA relationship, and the status of TAs in schools. 

• TAs described the systemic factors that impact on their ability to support 

children’s MH, including a perceived lack of support from the government and 

school leadership, capacity issues and external pressures relating the way 

schools are assessed. 

• Analysis identified different sources of knowledge and understanding between 

TAs, which impacted on their perceived capabilities in supporting children’s 

MH. These included life and work experiences, individual characteristics and 

learning from others. 

• The nature of MH support also impacted on TAs perceptions of their ability to 

support children’s MH. This included the way in which the impact of MH 

support is difficult to measure in schools, and the way in which many aspects 

of supporting children’s MH could be seen as everyday or unconscious 

practices.  

 

 



 

125 
 

8.5. Overall Summary of Key Findings 

The findings from this phase indicate that: 

• TAs identified a range of factors that can impact on children’s MH, including 

home life, SEN and school, which aligns with a recognition of the 

environmental factors that can impact on children’s MH. 

• Children’s MH was thought to impact on their behaviour and learning. This 

view relates to key government documents, and what some see as key 

concerns for schools.  

• TAs conceptualised children’s MH as being different from adults, due to their 

developmental differences and lack of control.  

• Children’s MH was often discussed in a negative way. This may indicate that 

MH is still seen to some degree as a negative experience. 

• TAs identified their distinctive role in supporting children’s MH, related to their 

deployment, availability and positioning as different to teachers. 

• TAs saw their relationships as a key aspect of their role in supporting 

children’s MH, which related to their distinctive role. TAs also saw making 

adaptations, developing skills, managing behaviour and supporting families as 

part of their role. 

• TAs described a range of factors which impacted on their perceptions of their 

capability in supporting children’s MH. These included school hierarchy, 

capacity and external pressures.  

• TAs identified the sources of their knowledge and skills in supporting 

children’s MH as coming from experience, personal qualities and learning 

from others. 
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Chapter Nine: Overall Discussion 

9.1. Chapter Overview 

Within this section, I will explore the key findings from both phases. This is 

synthesised into 4 key areas which overarch both phases of the research. 

9.2. Understanding Children’s Mental Health 

The following section synthesises findings from across both phases to address RQ1 

in both Phase One and Phase Two. These research questions are: 

• RQ1 (Phase One): What are the Attitudes of Primary School Teaching 

Assistants to Mental Health? 

• RQ1 (Phase Two): How do Primary School Teaching Assistants Understand 

the Concept of Children’s Mental Health? 

9.2.1. Attitudes to Mental Health 

Within Phase One, TA responses indicated that they did not have a negative attitude 

to MH that could be associated with within-person or stigmatised views, and 

indicated a recognition of the broader factors that can contribute to MH needs. These 

views were illuminated by Phase Two interviews, where TAs identified home life, 

SEND and school as factors that impacted upon a child’s MH. This is congruent with 

the views of staff within recent research (Conboy, 2021; Hattersley, 2023) and may 

be indicative of a positive shift in the attitudes of school staff in comparison to 

previous research (Cooke et al., 2016). Although this research only captured the 

views of a small number of TAs, this is important in giving insight into the attitudes of 

TAs to MH. When considered alongside other research, findings suggest that the 

attitude to MH of school staff may have become more positive over time, perhaps 

reflective of societal shifts. 

Despite this, TAs within the first phase gave mixed responses on statements related 

to the relationship between MH and mental illness and agreed that MH related to 

diagnoses such as anxiety and depression. Furthermore, TAs spoke about MH as a 

negative emotional experience during interviews in Phase Two. This may indicate 

that, despite not sharing this directly, MH may be associated with negative 

connotations by TAs, which is congruent with findings from Conboy (2021). This has 

important implications, as despite a shift in societal views of MH, the term may still 
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carry certain assumptions that impact upon perceptions of need, capability, and 

practice. The language used within the topic of MH has been highlighted by MH 

organisations, who describe the way in which MH stigma can be perpetuated 

through the language and terminology that we use (Mental Health Foundation, 

2019). Furthermore, giving children diagnostic-type labels such as BESD and SEMH 

has been criticised as perpetuating a medical model of disability which locates the 

problem within the child (Timimi, 2009). Within their systematic review, Hickinbothan 

and Soni (2021) found that children saw the term SEMH as holding negative 

connotations, often indicative of mental illness. This also seems to be applicable to 

the term MH, as Monkman (2017) found that teachers were more disempowered 

about their role in supporting children when the term MH was used, in comparison to 

when this was framed as wellbeing. Therefore, if MH is associated with negative 

experiences, this may impact upon TA perceptions of need, their perceived capability 

and their practice. This highlights the importance of developing staff understanding 

of MH and the terminology used on the topic, as the term MH has become 

increasingly used within educational policy and guidance (i.e., DfE, 2018; PHE & HM 

Government, 2021). This has important implications for those who may provide 

support and training to school staff including TAs, which will be discussed within the 

final chapter. 

This finding also suggests that the negative associations of MH may continue to 

impact on attitudes and practice in schools. As discussed previously, school staff 

have suggested a preference for language that is education-based rather than using 

medical terminology, to separate the role of school staff from medical professionals 

(Rothi et al., 2009). The use of language within education is also discussed by 

Norwich et al. (2022), who propose a distinction between MH and wellbeing by using 

terminology that separates wellbeing from MH difficulties. In doing so, they seek to 

distinguish the aims of schools from the aims of MH services, whereby clarity is 

made that school aims relate to the promotion of wellbeing rather than the prevention 

and support of mental health difficulties. Furthermore, Billington et al. (2021) 

suggests that current approaches to MH support in schools exacerbate negative 

associations of MH, and highlight the way in which MH initiatives, with a focus on 

individual diagnosis and intervention, perpetuate a medical model of MH within 

schools. He argues for a focus towards a more relational model of support, which 
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focuses on changes that can be made on a systemic level. This may indicate that 

school staff attitudes to MH are shaped by the MH narratives and approaches in 

schools, and therefore more needs to be done to highlight the importance of 

implementing changes at a systemic and whole-school level. Given the findings 

within this research, and existing research, on the importance of relationships within 

the TA role in supporting children’s MH, this highlights the importance of drawing 

upon TA practice within these approaches: this will be explored further within later 

sections on the distinctive role of TAs. 

9.2.2. Different to Adults 

Findings from Phase One indicated that TAs may view children’s MH as different to 

adults, and this was illuminated in Phase Two where TAs shared views that child MH 

was different to adult MH due to their different levels of understanding. If children are 

viewed as having less understanding of MH than adults, this may impact on how 

staff support them. Previous research indicates that school staff see talking about 

MH to younger children as being more difficult (Cooke et al., 2016; Davies & Matley, 

2020). This is also associated with a fear of getting it wrong and inadvertently 

encouraging negative emotions and behaviours (Cooke et al., 2016), which may 

impact the way in which mental health is taught and discussed with younger children. 

However, some teachers have associated this developmental difference as being 

key to their role, highlighting the importance of adult teaching, scaffolding and 

support when teaching children about MH (Hattersley, 2023). Therefore, this 

research highlights the importance of developing staff skills and confidence in how to 

talk about MH to children and embedding this within day-to-day practice. This has 

important implications for training and development opportunities for TAs in 

supporting children’s MH. 

Furthermore, TAs saw children’s MH as different to adults due to their reduced level 

of control over the factors that impact upon this. School staff perceptions of control 

are an important factor when considering the ways in which they support children’s 

MH, and this is highlighted within research related to behaviour in schools. Teachers 

have expressed views that children are largely in control of their behaviour, which 

Nash et al. (2016) suggest can result in the use of behaviour management 

approaches that do not meet the social and emotional needs of children in schools. 
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Similarly, some staff see children as having more control over their behaviour if this 

is externalising rather than internalising which may impact on perceptions or 

understanding of the underlying causes of such behaviour (Liljequist & Renk, 2007). 

As TAs saw control as an important factor in their conceptualisation of children’s MH, 

this raises questions about the support that children will receive if factors impacting 

on their MH are perceived to be within their control, or there are no identified causes 

such as a difficult home life or SEN. Given the ways in which TAs described school 

staff capacity impacting on identification of needs, and on the inequalities of support 

children receive, this could lead to some children being viewed in a negative way 

and not receiving appropriate support. 

Nonetheless, the perceptions of control shared by TAs may indicate that they 

recognise that it is important to identify the underlying causes of poor MH in children, 

including those with externalising behaviours. This is congruent with previous 

research (Conboy, 2021). Burton and Goodman (2011) found that support staff felt 

that they were more likely to recognise the needs underlying children’s behaviour 

than teachers, which the authors suggest may be due to the additional pressures 

that teachers are under. This may also relate to the distinctive role of TAs, as TAs in 

this research identified that factors such as their relationships with children and 

deployment supported their ability to identify concerns. This may provide further 

evidence that TAs have a key role in supporting children’s MH, related to their 

deployment and relationships with children. The TA role in supporting children’s MH, 

and the factors that may impact upon this role, will be discussed further in the 

following section. 

9.3. The Role of Teaching Assistants in Supporting Children’s Mental Health 

The following section synthesises findings from both phases, and addresses RQ2 in 

both Phase One and Phase Two which are as follows: 

• RQ2 (Phase One): What do primary school teaching assistants see as their 

role in supporting children’s mental health? 

• RQ2 (Phase Two): How do primary school teaching assistants perceive their 

role in supporting children’s mental health? 

 

 



 

130 
 

9.3.1. The Teaching Assistant Role 

Within Phase One, findings indicated that TAs saw schools as being well-placed to 

support children’s MH, in line with the responsibilities outlined within government 

policy and guidance (i.e., DoH & DfE, 2017). TAs also saw themselves as being well-

placed to provide this support. These findings are concurrent with the previous views 

of TAs (Conboy, 2021). When the qualities of their role were explored further in 

Phase Two, many aspects of the support TAs described matched on the role of 

schools as outlined within government policy, which suggests that despite specific 

guidance or identification of the role of TAs in supporting children’s MH, TAs are 

already enacting many aspects of the role. 

For example, the role of schools in supporting children’s MH is outlined by the 

government as relating to four key areas: prevention, identification, early support and 

access to specialist support (PHE & HM Government, 2021). TAs identified 

themselves to have a role within three of those areas, with making referrals to 

specialist support being seen as outside of their role. This highlights the way in 

which, despite not having a clearly outlined role within government guidance and 

policy, TAs are supporting children’s MH within their roles and providing an important 

contribution to the way in which schools support children’s MH. This provides 

important evidence of the role and contribution of TAs in supporting children’s MH 

within schools. This also highlights that in the same way that the DISS project 

(Blatchford et al., 2009) aimed to gather further understanding of the deployment and 

impact of TAs within their pedagogical role, there is a need for further research and 

understanding of these factors in relation to their role in supporting children’s MH. 

This will be explored further later in this chapter. 

9.3.2. Schools, Mental Health and Learning 

Within both phases, TAs recognised the positive link between MH and learning. TA 

responses indicated that learning was a priority within schools, with many expressing 

concerns about children who found it difficult to engage with learning because of 

their MH needs. They also shared concerns that children’s behaviours linked to MH 

needs impacted on the learning of other children. This links to the priority placed on 

learning by schools, which was also identified within Conboy’s (2021) research. TAs 
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in both phases indicated that supporting children’s MH was important due to the 

impact it had on learning, which may suggest that MH was only seen as a priority by 

some TAs to improve learning and attainment at school. It has been argued that 

highlighting the benefits of supporting children’s MH on attainment, attendance and 

behaviour is a positive approach that can be used to support staff to recognise the 

benefits of supporting children’s MH in their role (Weare & Nind, 2011). This focus 

within the MH movement in schools is clear within government policy and guidance, 

where MH is often described as important in supporting children’s “readiness to 

learn” (PHE & HM Government, 2021, p. 5). However, Brown and Carr (2019) argue 

that this focus could lead to MH being seen as a “means to a (more highly valued) 

end (i.e. achievement and academic attainment)” (p. 261). They also suggest that 

this may lead to placement of the responsibility for poor mental health on individuals, 

drawing focus away from the wider sociopolitical context that impacts on children’s 

MH. This links to the views that TAs shared about children who were lower-attaining, 

or had SEN, being more likely to experience poor MH at school, and fits with 

evidence that the focus on attainment and achievement in schools can be 

detrimental to the MH of many children and young people (Hutchings, 2015). This 

research therefore provides further evidence that supporting MH may be seen in 

schools as important due to the impact this has on children’s academic attainment, 

rather than a worthwhile cause in and of itself.  

This has important implications for the deployment and practice of TAs, as these 

findings may suggest that the TA role in supporting children’s MH is related to the 

broader priorities within schools. These priorities are driven by the ways in which 

school and student performance is measured, which focus largely on attendance, 

attainment and behaviour (Hutchings, 2015). If the TA role is seen as related to 

these priorities, this may impact on how TAs are deployed within schools. An 

example of this is the TA role is managing behaviour. TAs within this research 

highlighted this as an important part of their role, and often linked this to maximising 

the learning of other children. This was echoed in the most recent research into TA 

deployment in schools, where the TA role of behaviour management was found to be 

a key benefit for teachers, as this enabled children to leave the classroom (Skipp & 

Hopwood, 2019). This was also found within the DISS project, where it was 

observed that TAs had a positive impact on classroom control (Blatchford et al., 
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2009). Furthermore, teachers within previous research have expressed views that 

support staff are deployed to reduce teacher workload by separating the teaching 

and pastoral aspects of the role (Rice O’Toole and Sloan, 2022). This may suggest 

that the TA role, and their subsequent deployment, is related to supporting teachers 

to prioritise teaching and attainment, which links back to the discussion on the wider 

purpose of education. If the TA role is viewed in this way, then many of the aspects 

of their identified role and distinctive contribution in supporting children’s MH may 

actually be unintended, positive consequences of their deployment for pedagogical 

purposes. This is important because the contribution of TAs to supporting children’s 

MH may be overlooked, not fully understood or not prioritised within the current 

education system. This will be discussed further in the following section. 

9.3.2. The Distinctive Contribution of Teaching Assistants  

A key finding from both phases is that TAs perceived themselves to have a key role 

in supporting children’s MH. TAs saw their role as distinctive from other members of 

staff, and Phase Two highlighted factors including relationships with children, and 

their availability and positioning as different to teachers which makes them more 

approachable. This is congruent with previous research (Conboy, 2021; Burton & 

Goodman, 2011; Bradwell & Bending, 2021) and adds to the research base on this 

topic. This is important, as there is a lack of recognition of this distinctive contribution 

from policy makers, and subsequent lack of guidance or support related to this role. 

A key part of the distinctive contribution of TAs is the relationships that they develop 

with children, which was identified as an important part of their role in supporting 

children’s MH. Conboy (2020) suggests that these relationships could be understood 

in terms of attachment theory and highlights the importance of the TA role in ‘being 

there’. She relates this to Bowlby’s (1998) notion of the attachment figure as a 

secure base, from which children can explore the world, whilst providing physical 

and emotional security. Through developing positive and trusting relationships with 

children, TAs may be acting as a secure base, evidenced through the way in which 

they see their role as being key adults and as providing support through being there 

for children. Relationships form an important part of the way in which schools 

support children’s MH, such as through a whole-school approach (PHE & HM 

Government, 2021). The importance of a relational approach to supporting children’s 
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MH has also been highlighted by teachers (Hattersley, 2023), and Billington et al. 

(2021) suggest that this is essential within education. Therefore, this highlights the 

important role of TAs in supporting children’s MH within schools. 

However, findings from this research suggest that factors which impact on TA 

practice may have a direct impact on their distinctive contribution. Within current and 

previous research, a key aspect of TA support that was distinctive was their time and 

availability for children, related to aspects of their deployment (Conboy, 2021; Burton 

& Goodman, 2012). Groom and Rose (2005) noted that TAs acted as an additional 

resource in schools which put them in a good position to support children’s MH 

through their time and availability in comparison to teachers. However, in both 

phases of this research, time was identified as a significant factor that impacted on 

TA self-efficacy and practice. A lack of time was also identified within other research 

on this topic by TAs (Conboy, 2021) and other members of school staff (Hanley et 

al., 2020). This change since Groom and Rose’s (2005) research can likely be 

attributed to the political and educational climate. Hanley et al. (2020) emphasised 

the impact of austerity on the ways in which school staff support children’s MH, and 

the increased pressure and responsibility they have experienced with fewer 

resources. Hutchings (2015) highlights that curriculum pressures, lack of time, staff 

stress levels and the focus on achievement have a negative impact on the quality of 

relationships between staff and students. Therefore, these pressures may negatively 

impact on the distinctive role of the TA and, in turn, the way in which children’s MH is 

supported in schools. 

Furthermore, TAs in Phase Two described feeling a lack of support and 

understanding from the government and senior leaders around their role in 

supporting children’s MH. This may relate to the pressures on schools, as TAs also 

discussed accountability measures which promote a culture of measurement, within 

which MH support is hard to quantify. Glazzard (2019) describes the way that school 

leaders are torn between ‘hard’ and ‘soft’ outcomes for children, as the “culture of 

performativity” places priority on attainment (p. 261). This culture may place less 

value on supporting children’s MH, and thus on the distinctive contribution of TAs 

within this. Perceptions of TA value, combined with the current pressures and 

priorities within schools, could result in changes to TA employment and deployment. 

This has been highlighted by school leaders who explained that due to reduced 
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funding in schools, they have had to make changes such as reduce the number of 

TAs and increase remaining TA responsibility (Skipp & Hopwood, 2019). Schools 

also reported prioritising TA time for children with EHCPs and targeted in-class 

teaching support. This may further result in impacts to TA time and availability, and 

therefore their distinctive contribution in supporting children’s MH. Furthermore, this 

links to the previous discussion about the priority placed on academic achievement 

within schools, and the way in which TA deployment is closely related to this. If the 

distinctive contribution of TAs is an unintended, positive consequence of their 

deployment (which is related to academic outcomes), then decisions about TA 

deployment may not be focussed on their role in supporting children’s MH and their 

distinctive contribution in this area overlooked. This research therefore highlights the 

way in which decisions about TA deployment may impact on the ways in which 

children’s MH is supported in schools and highlights the way in which the current 

political and educational climate may be negatively impacting on children’s MH. This 

will be discussed later in this chapter, alongside exploration of the Wider 

Pedagogical Role model (Webster et al., 2011). 

9.4. Self-Efficacy in Supporting Children’s Mental Health 

The following section syntheses findings from both phases which address the 

following research questions: 

• RQ3 (Phase One): What is the perceived self-efficacy of primary school 

teaching assistants in supporting children’s mental health? 

• RQ4 (Phase One): What factors (if any) relate to the perceived self-efficacy of 

primary school teaching assistants in supporting children’s mental health? 

• RQ3 (Phase Two): What do primary school teaching assistants feel impacts 

on their perceived capabilities in supporting children’s mental health? 

9.4.1. Sources of Self-Efficacy 

Within Phase One, findings indicated that TAs may gain knowledge and skills related 

to supporting children’s MH from sources other than training. Within interviews in 

Phase Two, TAs highlighted that these sources included experience in the role, life 

experience, personal qualities and learning from others. These sources of 

knowledge and skills were also raised in research around the general role of TAs 

(Bradwell & Bending, 2021; Cockroft & Atkinson, 2016) and add to the research base 
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on the sources of knowledge and skills that TAs draw upon to support children’s MH 

(Conboy, 2021). These sources of knowledge and skills may impact upon TA self-

efficacy within this role, as in Phase One there was a relationship between 

agreement with statements related to having the training, knowledge and awareness 

needed to support children’s MH, and higher self-efficacy scores. The sources of 

knowledge described by participants in Phase Two can be related to the sources of 

self-efficacy that Bandura (1997) describes and could be considered as key factors 

that may increase TA self-efficacy in supporting children’s MH. This is highlighted in 

Figure 9. However, if TAs are drawing on work and life experiences, personal 

qualities and learning from others in their role in supporting children’s MH, this could 

lead to discrepancies between TAs in their knowledge and skills, and impact upon 

the self-efficacy of TAs in supporting children’s MH. Findings indicated a link 

between attending MH-related training and higher self-efficacy, and this therefore 

highlights the importance of ensuring that additional sources of knowledge and skills 

such as training can be accessed equitably by TAs. 

Furthermore, in Phase One TA self-efficacy was highest for tasks that centred 

around relationships, which is congruent with the importance of relationships as 

highlighted by TAs in Phase Two. If relationships are a central aspect of the TA role, 

they are likely to have high levels of mastery experience which increases their self-

efficacy. This is also supported by research which highlights the importance of TA-

child relationships in their general role (i.e., Bradwell & Bending, 2021) and in their 

role in supporting children’s MH (Conboy, 2021). If building relationships is a key 

aspect of TA practice, and is associated with high levels of self-efficacy, it is 

important to highlight and draw upon this aspect of practice when supporting 

children’s MH in schools. Roffey (2016) suggests that the best schools support 

children’s MH through everyday practice including building connections, relationships 

and promoting social and emotional learning, rather than taking a reactive approach 

to MH need. This also fits with the relational approach to supporting MH as outlined 

by Billington et al. (2021). This highlights the key role of TAs, and the importance of 

drawing upon the high levels of self-efficacy that TAs have for enacting this role in 

schools. 
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Figure 9 

TA Sources of Knowledge and Skills Mapped onto a Physical Representation of 

Bandura’s (1997) Sources of Self-Efficacy. 

 

 

 

 

 

 

 

 

 

 

 

9.4.2. The Impact of Attitude to Mental Health and Role Perceptions 

In Phase One, TAs rated their self-efficacy for tasks associated with MH need as 

lower than tasks associated with MH promotion. This may relate to the fear and 

stigma surrounding MH need, as Phase Two also highlighted the way in which TAs 

seemed to attribute MH with negative experiences. Furthermore, TAs described the 

emotional aspect of the role including a fear of getting it wrong. When considering 

Bandura’s sources of self-efficacy (1997), this fear could be seen as a physiological 

factor which may impact upon this; if TAs experience fear or anxiety around 

supporting children with MH needs, this may impact on their self-efficacy beliefs. 

This relates to previous research where attitude to MH was related to feelings of 

disempowerment and avoidance of discussing MH with children (Monkman, 2017; 

Cooke et al., 2015). This further highlights the importance of understanding attitudes 
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to MH held by school staff including TAs, and the impact this may have on their 

perceptions of capability and practice. Given the findings around the sources of TA 

self-efficacy, this has important implications for supervision, consultation or training 

that may be offered to TAs. 

Furthermore, TA perceptions of their role also impacted on their self-efficacy. TAs 

equated some aspects of supporting children’s MH as beyond their role due to the 

level of responsibility associated with such tasks. This explained the difference 

between TA self-efficacy ratings for discussing concerns with other members of staff 

(which was one of the highest-rated items) and doing so with parents (which was 

one of the lowest-rated). In Phase Two, some TAs highlighted that they were 

expected to complete roles that they felt were outside of their responsibility such as 

discussing concerns with parents. Previous research has highlighted the increasing 

levels of responsibility and expectation placed on TAs, and the accountability that 

TAs feel should instead be placed on teachers (Hammersley-Fletcher & Lowe, 2011; 

Cockroft & Atkinson, 2015). If TAs view tasks as outside of their role boundaries, this 

may impact on their self-efficacy and practice, which highlights the importance of 

clear role definitions about the role and expectations of TAs in supporting children’s 

MH. This could be facilitated through clearer government guidance about the 

responsibilities of different school staff in supporting MH, or designated MH policies 

in schools. 

9.4.3. The Impact of Other Factors 

Key themes and findings from this research can also be mapped onto Bandura’s 

(1997) social cognitive theory to consider what may impact upon TAs engaging in 

behaviour related to supporting children’s MH (see Figure 10). This model highlights 

the way in which a variety of factors can impact behaviour. 
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Figure 10 

Key Themes and Findings From the Research, Mapped Onto Social Cognitive 

Theory (Bandura, 1997). 

 

Outcome Expectancies 

Outcome expectancies relate to the perceived consequences of engaging in a 

behaviour, in this case, tasks related to supporting children’s MH. The emotional 

impact of the role, teacher-TA relationships, TA status and attitudes to MH may all 

impact on the way that TAs perceive the consequences of actions related to 

supporting children’s MH.  

For example, a social outcome expectancy might relate to teacher-TA relationships; 

if a TA engages in a behaviour to support a child’s MH, but this is outside the 

expectations of a teacher, they met be met with disapproval. This was described by 

TAs within this research as a factor that impacted the ways in which they supported 

children’s MH. This relates to the broader research on the general experiences of 
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TAs, where TAs described differing expectations placed on TAs by teachers and the 

direct impact this may have on their likeliness to engage in certain behaviours 

(Hammersley-Fletcher & Lowe, 2011; Clarke & Visser, 2017). Similarly, TAs have 

described feeling a lack of voice or status in their relationships with teachers, which 

can impact on the way they provide support (Clarke & Visser, 2017; Bradwell & 

Bending, 2021). If TAs expect that engaging in practice that supports children’s MH 

will not be seen by teachers as beneficial, or part of their role, then TAs may not 

engage in these practices. This highlights the importance of a clear understanding 

and shared expectation of the TA role in supporting children’s MH, and positive 

teacher-TA relationships with good communication.  

Socio-Structural Factors 

Furthermore, there will be sociopolitical factors that may impact on sources of self-

efficacy, and therefore impact on TA self-efficacy and practice in supporting 

children’s MH. The socio-political factors that impacted TA perceptions of their ability 

to support children’s MH, and subsequent practice, were prominent in Phase Two 

findings. 

For example, TAs highlighted experiencing lack of time and resources, which 

impacted on their ability to support children’s MH. In evaluations of the SEAL 

initiative, time and resource were highlighted as crucial factors that facilitated or 

impeded the effective implementation of social-emotional approaches in schools 

(Humphrey et al., 2008; 2010). The impact of these factors has also been raised by 

staff in previous research (Hanley et al., 2020; Patalay et al., 2016). This highlights 

the way in which socio-political factors can have a significant impact on TA practice 

in supporting children’s MH, and that alongside addressing individual factors such as 

attitudes, perceptions and beliefs held by TAs, it is vital to address the wider 

systemic factors that impact upon not only these beliefs but on their practice. This is 

discussed further below. 

9.5. Working in the System 

Whilst the first phase of this research focussed largely on individual attitudes, 

perceptions and beliefs related to MH and the role of the TA in supporting children’s 

MH, Phase Two highlighted the systemic impacts not only on these attitudes, 
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perceptions and beliefs but also on the practice of TAs in schools. This highlights the 

importance of considering the systemic factors that are impacting on the ways in 

which TAs are supporting children’s MH, which will be discussed in this final section. 

9.5.1. External Pressures 

Many external pressures which have impacted on schools have been discussed 

within this paper, including accountability measures that focus on league tables and 

academic attainment, reductions in funding to schools and children’s services, and 

the impact of the pandemic. The impact of this on TA self-efficacy and practice, 

including on their distinctive role in supporting children’s MH, has also been 

discussed. Within ecological systems theory, Bronfenbrenner (1979) highlights the 

way in which the systems around an individual interact and impact upon them. When 

considering TAs as located within these systems, either as an individual at the centre 

or as part of the systems around a child, the complexity of these factors can 

therefore be considered as impacting not only on children’s MH, but also on the 

practice of TAs in supporting children’s MH. This research has highlighted the way in 

which many of the barriers to effective practice that have been expressed within 

previous research have also been highlighted by TAs. 

9.5.2. The Impact of Teaching Assistant Status 

However, a key finding in this research that was distinct from the views of teachers 

was that of TA status. TAs discussed their low status in schools, and the way that 

this presented constraints upon their practice. TA status also seems to impact TA 

perceptions and beliefs, as this theme illuminates many of the findings from Phase 

One. Therefore, it is important to consider the ways in which this impacts TA practice 

in supporting children’s MH. 

Phase One findings indicated that supporting children’s MH may be associated with 

certain levels of expertise or knowledge. In Phase Two TAs equated qualification to 

status and value, and related this to supporting children’s MH. Furthermore, ‘teach 

children strategies to support their mental health’ had one of the lowest ratings for 

TA self-efficacy. In Phase Two, TAs discussed the level of qualification that they 

associated with the word ‘strategies’, which may have impacted on this. Qualification 

and status have previously been highlighted as factors which impact upon the 
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general practice of TAs in schools (Bradwell & Bending, 2021; Cockroft & Atkinson, 

2015), and this indicates that this may also impact upon their practice in supporting 

children’s MH. It is also likely that these perceptions have been reinforced by the 

views of others, as TAs spoke about gaining further qualifications as a way of 

increasing their perceived value within school. Similarly, ELSAs have reported that 

by receiving dedicated training and regular supervision with an EP, they felt other 

school staff gave them greater recognition and had higher perceptions of their level 

of training and knowledge (Osborne & Burton, 2014). If TAs feel that supporting 

children’s MH is related to status and qualification, their status in schools could 

impact upon their perceived capabilities in doing this, and perceptions of their role. 

This highlights the importance of clear guidance related to the role of TAs in 

supporting children’s MH, and recognition of the important contribution of TAs. This 

is key, given the distinctive nature of the TA role as highlighted within this paper. 

TAs status in schools is also likely to impact upon the effective implementation of a 

whole-school approach to supporting children’s MH, which is a key approach 

highlighted within policy and guidance (PHE & HM Government, 2021). TAs 

described factors such as feeling out of the loop with information sharing, not being 

consulted for meetings or by external professionals, and feeling that their role in 

supporting children’s MH was not always recognised or valued. Furthermore, TAs 

felt that they were in a good position to identify needs, however their ability to pass 

this information on was dependent on the teacher-TA relationship. Reduced access 

to training and development opportunities was also highlighted. This is congruent 

with previous research, which indicated that TAs saw their status as having a 

negative impact on effective practice in their general role (Bradwell & Bending, 2021; 

Clarke & Visser, 2017; Roffey-Barentsen & Watt, 2014) and role in supporting 

children’s MH (Conboy, 2021). If TA status impacts on key aspects of the whole-

school approach such as identification of need, information sharing and staff 

development, this may impact on the effectiveness of MH support for children in 

schools. This is important, as if supporting MH is expected to be “everyone’s 

business”, structures in schools need to ensure that staff are supported to take on 

this role (Weare, 2015, p.5). 
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9.5.3. Links to the Wider Pedagogical Role Model 

The impact of external factors on TA practice in supporting children’s MH can also 

be understood by considering the Wider Pedagogical Model (Webster et al., 2011). 

This model was initially developed from the findings of the DISS project (Blatchford 

et al., 2009); as previously explored, this project was a landmark study that explored 

TA characteristics and deployment, and highlighted the factors that impacted upon 

TA practice in supporting children’s learning. Crucially, this project, and this 

subsequent model, highlight the importance of considering the effects of TA support 

as being related to “decisions made about TAs, rather than by them” (Webster et al., 

2011, p.3). They present a model which highlights characteristics of TAs, conditions 

of employment, preparedness and deployment as factors which impact upon 

practice. These factors also interact. This model is presented below in Figure 11. 

Figure 11 

An illustration of the Wider Pedagogical Role Model (Webster et al., 2011).

 

Although this model relates to the pedagogical role of TAs, findings from current 

research can be mapped onto this, which suggests that it is also applicable to the 

context of TA deployment and practice in supporting children’s MH. Webster et al. 
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(2011) suggest that the key areas of this model that most impact on TA practice are 

preparedness and deployment, which will be explored below in relation to current 

research. 

Preparedness 

Within their model, Webster et al. (2011) suggest that preparedness relates to how 

prepared TAs are to fulfil certain tasks or roles. This includes the training and 

professional development of both TAs and teachers, and the day-to-day preparation 

of TAs.  

This research highlighted issues related to training and professional development 

opportunities for TAs. This is concurrent with the wider literature, where TAs report 

experiencing barriers to accessing training opportunities within schools (Cockroft & 

Atkinson, 2015). Furthermore, as previously discussed, this research highlighted that 

TAs were often drawing upon different sources of knowledge to support them in their 

role supporting children’s MH, which included life experience, experience within the 

role and learning from other staff members. Discrepancies between TAs in their 

sources of knowledge and access to training could therefore lead to significant 

differences in the preparedness of TAs to support children’s MH in their roles. This is 

particularly important considering that a desire for further training and development is 

a key theme in the broader research around school staff supporting children’s MH 

(Rothi et al., 2008; Cooke et al., 2016; Stoll & McLeod, 2020).  

Furthermore, this research highlighted the way in which teacher-TA relationships can 

impact upon TA practice in supporting children’s MH, and this may relate partly to a 

lack of professional development opportunities for teachers. In the DISS project, the 

majority of teachers reported that they had not had any training or development 

opportunities related to managing and working with TAs (Blatchford et al., 2009). In a 

similar way to the pedagogical role of TAs, the role of TAs in supporting children’s 

MH may be impacted by a lack of understanding by teachers around how to 

effectively deploy TAs within this role. This could also relate to gaps in the 

knowledge of teachers around children’s MH and how this can be best supported, as 

teachers have reported a lack of knowledge and skills in this area (Rothi et al., 2009; 

Cooke et al., 2016; Stoll & McLeod, 2020). This highlights the importance of 
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professional development opportunities for teachers, to develop their understanding 

of how TAs can be best deployed to support children’s MH in schools. 

The other aspect of the preparedness of TAs is their day-to-day preparation, and 

Blatchford et al. (2009) found that TAs often had no allocated planning or feedback 

time with teachers, communication was often ad hoc, and TAs felt they were 

underprepared for tasks. Similarly, TAs in current research described a lack of 

communication from other staff members about children’s needs, and being left out 

of meetings where important discussions were had about children. Furthermore, TAs 

described a sense of ‘learning on the job’, being introduced to increasing roles and 

responsibilities related to children’s MH that they did not feel prepared for. This is 

concurrent with other research into the experiences of TAs, both related to MH 

(Burton & Goodman, 2011; Conboy, 2021) and the general role of TAs (Roffey-

Barentsen & Watt, 2014; Cockroft & Atkinson, 2015). This highlights the importance 

of teacher-TA communication, and including TAs within important meetings and 

planning, to support their preparedness within their role in supporting children’s MH. 

Deployment 

Webster et al. (2011) also highlighted the way in which TAs are deployed can impact 

on their practice. Within the DISS project, Blatchford et al. (2009) found that TAs 

spent most of their time interacting with children on an individual or small group 

basis, in contrast to teachers who interacted with children on a largely whole-class 

context. They also found that TAs were more likely to have more extended 

interactions with children than teachers. This is congruent with current findings, 

where TAs described the way in which they are more likely to be available or 

approachable for children because they spend time more time individually with 

children. Similarly, Blatchford et al. (2009) found that TAs were more likely to work 

with children who were lower-attaining or had SEN. TAs within current research 

highlighted that they were more likely to be working with children who may need 

support for their MH, and related this to children with SEN or who were low-attaining. 

Interestingly, these factors related to TA deployment have been identified within this 

research to contribute to the distinctive contribution of the TA in supporting children’s 

MH, whilst in the DISS project they were factors that had unintended negative 

consequences on children’s attainment. This creates a potential conflict between the 
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way in which TAs are deployed to support children’s attainment versus the ways in 

which they may be deployed to support children’s MH. Given the previous discussion 

on the current priorities on attainment within schools, and the way in which TA 

deployment relates to these, this highlights the importance of recognition for the 

distinctive and important contribution that TAs can make to supporting children’s MH 

in schools, and the way in which this relates to their deployment. This provides 

further evidence for the need for more clarity over the role of TAs in supporting 

children’s MH, and how this relates to their deployment. 
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Chapter Ten: Conclusion 

10.1. Chapter Overview 

In this chapter, I will summarise my key conclusions from this research. I will then 

highlight the implications for the practice of EPs, school staff and policymakers, 

before considering the limitations and future directions for this research. Finally, I will 

outline the significant contribution of this research. 

10.2. Conclusions 

Children’s MH is a key issue within the UK. Levels of MH need are believed to have 

increased, contributed to by a range of complex factors including the impact of the 

pandemic, austerity and accountability measures in schools. This context is reflected 

within government policy and guidance, which has placed an increased responsibility 

on schools to support children’s MH through whole-school approaches, including 

early intervention and prevention. However, school staff have reported challenges in 

enacting their role in supporting children’s MH. There is also a lack of reference to 

the role of TAs within these approaches, which makes it difficult to determine the role 

and contribution of TAs within the responsibilities placed on schools. 

This research highlights the distinctive role of the TA in supporting children’s MH in 

schools. The distinctive nature of this role relates to the ways in which TAs are 

deployed in schools, as they are considered more approachable and available than 

other members of staff. This research highlights the key aspect of relationships 

within the TA role, and the ways in which this enables TAs to support children’s MH. 

However, this role has not yet been recognised within guidance or policy and is also 

not reflected in the status of TAs within schools. Furthermore, TA practice is 

significantly impacted by decisions made about them which impact their 

preparedness and deployment, linked to the Wider Pedagogical Role model 

(Webster et al., 2011). Findings also indicate that TAs are experiencing lack of 

recognition, time and capacity, which impacts upon their distinctive contribution. This 

highlights the importance of recognition of the contribution of TAs by senior leaders 

and policymakers, to ensure that this is protected as an important aspect of MH 

support in schools. This also has important implications for how TAs and teachers 

are trained, and how TAs are deployed in schools. 
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Furthermore, this research highlights the links between attitudes to MH and TA 

practice. Although TAs shared an understanding of MH that did not align with within-

person views, findings indicated that the term may still have negative connotations. 

This suggests that despite a shift in societal attitudes to MH, the term may still be 

associated with fear and stigma, impacting upon TA practice in schools. 

Furthermore, TAs saw children as having less understanding or control of their MH, 

which has important implications for schools and professionals in considering the 

way in which these views may impact on how children are supported. 

This research also provides further evidence of the impact of the current educational 

climate on children’s MH both directly, and indirectly through the impact of this 

climate on school staff and support. This highlights the need for systemic change for 

schools to be able to support children’s MH most effectively. Key issues included 

time and capacity issues, lack of support and external pressures. The focus on 

measurement within the education system, and the difficulty fitting MH support into 

this, was also highlighted. For TAs specifically, the impact of status on the ways that 

they supported children’s MH was clear. This appeared to have an impact on 

effective implementation of a whole-school approach, with TAs experiencing issues 

related to information sharing, teacher-TA relationships and feeling undervalued. 

Overall, this research has important implications for EPs, schools and policymakers, 

and highlights a need for further consideration of the role, deployment and practice 

of TAs in supporting children’s MH within future research, policy and practice. 

10.3. Research Contribution and Significance 

10.3.1. Contribution of Knowledge: the Attitudes, Role and Self-Efficacy of 

Teaching Assistants. 

This research aimed to explore the attitudes, role and self-efficacy of TAs in 

supporting children’s MH in schools, and the factors that may impact upon their 

practice. This was gained from TAs themselves, to add the voice of TAs to the 

research base on the topic. Key findings indicate that TAs have a distinctive role and 

contribution in supporting children’s MH in schools. This relates to the relationships 

they build with children, their availability, and positioning as different to teachers. 

However, findings also identified a variety of factors that impact upon their self-
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efficacy and practice including discrepancies between sources of knowledge 

between TAs, perceptions of the role of TAs and of education, and factors related to 

schools and wider systems such as lack of time and access to training. This 

highlighted the way in which TA practice can be impacted by a variety of individual 

and systemic issues and adds to the research base on the barriers and facilitators to 

supporting children’s MH in schools. This has important implications for EPs, schools 

and policymakers. By highlighting the distinctive contribution of TAs, and the factors 

that may impact upon this, these findings demonstrate the importance of recognition 

and support for TAs in their role in supporting children’s MH in schools. 

10.3.2. Significance for the Wider Deployment and Practice of TAs 

This paper has highlighted the key role that TAs may have in supporting children’s 

MH, and the variety of factors that can impact upon this. A key aspect highlighted 

within this paper, not evidenced within the research exploring the views of other 

school staff such as teachers, is that the status of TAs within schools can have a 

significant impact on their deployment. By linking this to the DISS project (Blatchford 

et al., 2009) and the subsequent Wider Pedagogical Role Model (Webster et al., 

2011), I have highlighted the ways in which the TA role and practice in supporting 

children’s MH is also impacted by decisions made about TAs, related to factors such 

as their preparedness and deployment. This provides evidence that the role and 

practice of TAs in supporting children’s MH is impacted by wider factors, in the same 

way that the pedagogical role and practice of TAs is. This has important implications 

for senior leaders in schools when considering the way TAs are managed and 

deployed, considering the broader role of TAs that is not directly linked to supporting 

children’s learning within the classroom. This also has broader implications for 

research, as the ways in which TAs can most effectively be deployed for their 

pedagogical role, and their role in supporting children’s MH, may be in conflict. This 

highlights a distinctive contribution to the research area, and the need for further 

research in this area moving forward. 

10.4. Implications for Practice 

10.4.1. Implications for Educational Psychologists 

Although this research has focused on the role of TAs in supporting children’s MH, 

the findings have highlighted implications for EPs, who have been identified as key 
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providers of MH support within schools (Sharpe et al., 2016). This role often includes 

the support of school staff, with EPs often working to upskill staff, challenge 

perceptions and support in planning for children and young people with MH needs 

(Zafeiriou & Guilliford, 2020). EPs also work with schools across multiple levels 

within their role, and work with adults through consultation, supervision and training. 

Therefore, key implications for EPs include: 

• Providing training or supervision to TAs. One of the key issues arising 

from this research was the discrepancies in the sources of knowledge and 

skills between TAs. Whilst work and life experience, personal qualities and 

learning from peers are all valid sources, this leaves TA knowledge and skills 

as associated to individual circumstances. This also has an impact on self-

efficacy. Therefore, EPs may be able to support by providing more universal 

training or support for TAs related to this role. The benefits of group 

supervision for TAs have been highlighted within research with ELSAs. 

Therefore, this may be a beneficial way for EPs to support TAs within their 

role. 

• Supporting changes to school policy and practice at a senior leadership 

level. This research highlights that changes in whole school policy and 

practice can have a positive impact on children’s MH (see implications for 

schools). It also highlights the way in which factors such as the preparedness 

and deployment of TAs can impact on their practice. EPs are well-placed to 

support the understanding and implementation of these changes at a senior 

leadership level in schools. 

• Modelling recognition of TAs through own practice. Within this research, 

many TAs discussed negative experiences of contact with external 

professionals, who did not seek their opinion or did not make TAs feel that this 

was listened to or valued. These experiences are likely to perpetuate the 

views of other school staff (and TAs) that TA contributions are not valuable. 

EPs could therefore model recognition of TA value within their own practice, 

for example by gaining their views, including them in training and 

development opportunities and challenging negative attitudes. 

• Having direct contact with TAs through casework. As highlighted above, 

many TAs felt that they did not always have contact with external 
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professionals when they were involved with children that TAs worked closely 

with. This contradicts findings from this research about the distinctive 

knowledge and understanding of children that TAs can contribute. Therefore, 

EPs could consider these benefits when arranging visits and gain the views of 

TAs when possible. 

• Considering inequalities in support. This research highlighted the 

inequalities within MH support for children, with children whose parents had 

capacity to request or pay for support, and children whose behaviour is seen 

as disruptive, being prioritised for support. EPs could address these 

inequalities in planning meetings with schools, to ensure that children with 

these demographics are not being prioritised over children who may have 

higher levels of need. 

10.4.2. Implications for Schools 

This research also highlights important implications for schools, as outlined below: 

• Consider and mitigate the impact of TA status. This research highlighted 

the impact of TA status on their practice in supporting children’s MH, and on 

the whole-school approach. Schools should consider and mitigate this impact, 

for example through enhancing communication with TAs, including those with 

a dual role within the school. Teachers may also benefit from support and 

training around effective deployment, expectations and communication with 

TAs. 

• Develop and implement a mental health policy. The TA role in supporting 

MH is not yet recognised within government policy and guidance. This may 

also be impacting TA practice on a school-level, if mental health is 

incorporated into other policies such as safeguarding. By developing a 

separate MH policy in schools, the key roles of all school staff can be 

highlighted, to support perceptions and understanding of role, responsibilities, 

TA deployment and school procedures. 

• Emotional support for TAs. The emotional impact of the role on TAs may 

impact on their own capacity to support children’s MH. By ensuring that 

emotional support is available in school for TAs, from teachers, senior 

leadership, external professionals and other members of staff, the effects of 

this may be mitigated. 



 

151 
 

• Consider the distinctive contribution of TAs in decision-making related 

to TAs. When considering the deployment of TAs, the aspects of their 

deployment related to their distinctive contribution in supporting children’s MH 

should be considered. This can be linked to the Wider Pedagogical Role 

model (Webster et al., 2011), and the ways in which schools needs to 

consider the factors (characteristics, conditions of employment, preparedness 

and deployment) that impact on TA practice. Implications include providing 

teachers with training on how to work with TAs, providing TAs with adequate 

training and development opportunities, and recognising the way in which TA 

deployment relates to their distinctive contribution in supporting children’s MH. 

10.4.3. Implications for Policymakers 

This research also highlights important implications for policymakers. A key finding 

from this research relates to the impact of systemic constraints on schools. The 

current system of accountability measures, cuts in funding to schools and children’s 

services, and a culture of performance has a significant impact not only on children’s 

MH, but on the ability of school staff to implement support for children’s MH within 

their roles. This research provides a further contribution to the negative impact of this 

climate on the way in which school staff support children’s MH, and on children’s MH 

itself. It highlights the way in which the current system leaves school staff feeling 

helpless and unsupported, and that the effectiveness of changes on an individual 

and whole-school level are constrained by the current educational climate. 

Therefore, significant changes at a higher level are necessary to ensure that schools 

are not only in a position to support the MH of children, but are not implementing 

practices that do the opposite.  

10.5. Limitations 

A key limitation of this research is that the participants within both phases were self-

selecting. It is therefore likely that the TAs who took part in the research had a 

particular motivation to take part, including an interest or role in supporting children’s 

MH. Therefore, the attitudes, views and experiences captured may not be reflective 

of all TAs, particularly those who may hold negative attitudes who may have been 

less likely to volunteer to participate. 
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Another limitation is the sample size for Phase One, which is small in comparison to 

the population of TAs working in primary schools in the South West, estimated at 

44,075 within recent figures (GOV.UK, 2023). Therefore, this sample is not 

representative of all TAs within this population, which limits the external validity of my 

findings. 

Furthermore, the geographical location of the participants is also a limitation. Within 

the survey, a high proportion of participants worked within Devon; as this is the local 

authority within which I am on placement, my personal links within the authority and 

EP service may have led to a disproportionate level of advertisement and 

recruitment in this area. Therefore, the findings may not be considered generalisable 

across the South West, and within other regions of the UK. 

Another potential critique of this research could be that the statements shown to 

participants in Phase Two interviews may have impacted on their responses. As 

previously discussed, the benefits of using these statements were considered to 

outweigh this, as they provided a useful basis to support discussion (Arthur et al., 

2014). Furthermore, the placement of these statements within the interview schedule 

was carefully considered, to ensure that open questions had been asked previously 

which resulted in more organic responses. 

Recruitment for both phases of this research was difficult. This may be due to the 

documented experiences of TAs feeling undervalued and having low status in 

schools. Recruitment was particularly difficult for the second phase. For many TAs 

who showed interest in taking part but chose not to, and some TAs who did take 

part, concerns were expressed about whether they would be able to add value or 

have something useful to say. This may have impacted the number of TAs who were 

willing to take part in the research. However, this highlights the importance of 

creating opportunities for TAs to be involved in research. 

Further to the above, another limitation is that Phase One only included participants 

from the South West of England. This decision was made practically for reasons 

already explained, however in Phase Two recruitment difficulties led to the widening 

of the participant criteria to all of England. Therefore, it may have been beneficial to 

have also had these criteria for Phase One, but this was difficult to account for given 
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the emergent nature of Phase Two which meant it was essential to leave scope for 

use of whichever methods would best fit the aims and RQs that developed. 

10.6. Directions for Future Research 

Current research focussed on primary school TAs, however research which solely 

explored the views of secondary school TAs is a gap in the literature that would be 

beneficial to explore further. TAs in secondary schools are deployed in a different 

way, work with a different age range and will face different challenges related to 

supporting the MH of their students, which will be important to understand through 

further investigation. 

Furthermore, a key limitation within this research was that the TAs who took part 

may have had a certain interest or perspective related to supporting children’s MH. 

Within further research, it would be valuable to try to capture the views of a broader 

range of TAs, including those who may have more negative attitudes to MH and their 

role in supporting children’s MH. 

In future research, it would be beneficial to explore the views of others about the TA 

role in supporting children’s MH to identify any potential similarities or discrepancies 

in views. This could include gaining the views of staff such as teachers, SENDCos or 

headteachers. This could also include research into the views of children on the role 

of the TA in supporting their MH in school. 

Importantly, this research highlighted the ways in which many of the factors which 

impact upon TA practice in their pedagogical role, also impact upon their practice in 

their role in supporting children’s MH. This demonstrates a need for further research 

into the deployment and practice of TAs in supporting children’s MH, and the factors 

that impact upon this. 
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Appendix D: Debrief – Phase One 

 

Thank you for taking the time to complete this survey and taking part in this 
research. Your responses have now been recorded. 

 
If you would like to receive a summary of the research findings, 

please follow the link below to provide contact details. If you would be 
interested in being contacted with information about the second 
phase of this research, which would involve an online interview, 

please follow this link to register your interest. 
https://forms.office.com/r/rt3vkpmSTJ 

 
  

What were the aims of this survey? 
This survey is one part of a two phase research project which aims to 
consider how different factors impact on the way that teaching assistants 
support mental health in schools. More specifically, the aim of this survey is 
to collect data about how primary school teaching assistants view mental 
health, their role in supporting children’s mental health, and their 
confidence in this role. 
 
The findings from this survey will provide important information about how 
these factors may impact on the way that teaching assistants support 
children’s mental health in schools, and will be used to inform the structure 
of interviews in the next phase of this research. 
 
Overall, I hope that the knowledge gained through this research will add to 
the understanding of how teaching assistants can be best supported in 
supporting the mental health of the children that they work with. 
 
What happens next? 
The data gathered from responses to the survey will be stored on a secure 
cloud server and analyzed. Please note that as this survey will be 
anonymous, it will not be possible to trace the information you have 
provided back to you. Findings from this research will be written up as a 
report and published. 
 
 
Contact Information 
If you have any questions or concerns, you can contact me, or one of my 
research supervisors, using the 
details below: 
 
Researcher (Main Contact) 
Hattie Kimber - hk430@exeter.ac.uk 

https://forms.office.com/r/rt3vkpmSTJ
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Research Supervisors: 
Shirley Larkin - s.larkin@exeter.ac.uk 
Will Shield - w.e.shield@exeter.ac.uk 
 
If you have been affected by anything within this survey, please seek 
support. For more information about where and how you can access 
support, please follow the links below: 
https://www.mind.org.uk/information-support/ 
https://www.samaritans.org/how-we-can-help/  Thank you again for taking 
part in this research.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://www.mind.org.uk/information-support/
https://www.samaritans.org/how-we-can-help/
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Appendix E: Debrief – Phase Two 
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Appendix F: Example of Reflexivity Exercise 
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Appendix G 

 

Appendix G1: Thematic Map – Attitude to Mental Health 
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Appendix G2: Thematic Map – Role Perceptions 
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Appendix G3: Thematic Map – School Role/Tasks (for Self-Efficacy 
Statements) 
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Appendix H 
 

Appendix H1: Sources – Attitude to Mental Health 

Area Statements  Source/based on 

Definitions (WHO 
and Dual-
Continuum, 
relationship with 
wellbeing and 
mental illness) 

If someone is mentally healthy, they 
can cope with, and adjust to, life’s 
stressors.  

WHO (2018) 

You can have poor mental health 
without having mental illness. 

Keyes (2002); 
Westerhof and Keyes 
(2011) Mental health is on a continuum; we 

sometimes experience good mental 
health, and other times we 
experience poor mental health.  

Mental health relates to mental 
illness, whereas wellbeing relates to 
mental wellness.  

Humphrey (2019); 

Westerhof and Keyes 

(2011); Conboy (2021); 

Monkman (2017) Mental health is the opposite of 
mental illness.  

Mental health relates to diagnoses 
such as anxiety and depression. 

Stigma/Societal 
Views 

We all have mental health.  Cooke et al. (2016); 
Conboy (2021); Danby 
and Hamilton (2016); 
Hattersley (2023) 

Anyone can experience poor mental 
health.  

Society today places too much focus 
on mental health.  

As a society, we do not talk about 
mental health enough.  

Determinants Mental health is mainly influenced by 
biological factors.  

Humphrey (2019); 
Conboy (2021) 

We are all in control of our own 
mental health.   
  

Children’s Mental 
Health 

Children need to be taught about 
mental health from an early age.  
 

Cooke et al. (2016); 
Hattersley (2023); 
Danby and Hamilton 
(2016) It is unusual for primary-aged 

children to experience poor mental 
health.  
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 Mental health difficulties tend to only 
affect adults.  

Intervention/Support Those who experience poor mental 
health require early support.  
 

Cooke et al. (2016); 
Conboy (2021); Danby 
and Hamilton (2016) 

 Early intervention for poor mental 
health can prevent problems from 
becoming more severe.  
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Appendix H2: Sources – Role Perceptions 

Area Statements  Sources 

Schools, Mental 
Health and Learning 

Supporting children’s mental health 
has a positive impact on their 
academic achievement.  
  

Rothì et al. (2008); 
Shelemy et al. (2019);  
Stoll and McLeod 
(2020) 

The role of schools should primarily 
be to help children make academic 
progress. 
 

A Teaching Assistant's role in school 
should primarily be to support with 
teaching and learning.  
 

School 
Role/Responsibility 
(duty of care, 
curriculum, 
responsibility) 

Mental health should be a core part 
of the school curriculum. 
 

Davies and Matley 
(2020); PHE and HM 
Government (2021); 
Cooke et al. (2016);  
Rothì et al. (2008); 

Schools have a duty to support the 
mental health of their students.  
 

Supporting children’s mental health 
is everyone’s responsibility.   
 

Teaching Assistant 
Role/Responsibility 
(duty of care, 
responsibility, 
interventions, 
distinctive role) 

Teaching Assistants have a key role in 
supporting children's mental health.  
 

Conboy (2021); Burton 
and Goodman (2011); 
Groom and Rose 
(2005); Rothi et al. 
(2009) 

Teaching Assistants are better placed 
than other staff members to support 
the mental health of children.  
 

Teaching Assistants should not be 
expected to deliver mental health-
related interventions.  
 

It is the responsibility of the class 
teacher, not the Teaching Assistant, 
to support children's mental health.  
  
Teaching Assistants have a duty of 
care to support the mental health of 
the children they work with.  
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Expertise/knowledge 
/skills 

It is the role of expert professionals, 
not school staff, to support children’s 
mental health.  
 

Rothi et al (2009); 
Patalay et al. (2016); 
Cooke et al. (2016); 
Stoll and McLeod 
(2020); Shelemy et al. 
(2019); 

Children's mental health should be 
supported by members of staff with 
more specialist knowledge, not 
Teaching Assistants.  
 

Supporting children's requires 
specific knowledge, training and 
skills, beyond a Teaching Assistant's 
role.     
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Appendix H3: Sources – Experiences 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Area Statements  Source/based on 

Training I have received adequate training 
about how to support children's 
mental health.     
  

Conboy (2021); Stoll & 
McLeod (2020);  
Shelemy et al. (2019) 
 

Knowledge I have the knowledge I need to 
support children's mental health.  
  

Conboy (2021); 
Patalay et al. (2016);  
PHE & HM 
Government (2021) I am aware of the services and 

support available for children with 
mental health needs.  

Life Experiences I draw upon my own life experiences 
to support children's mental health.  
 

Conboy (2021); 
Cockroft & Atkinson 
(2015) 

Time I have enough time to support 
children's mental health.  
 

Conboy (2021); 
Patalay et al. (2016) 
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Appendix H4: Sources – School Role/Tasks (for Self-Efficacy Statements) 

Area Statements  Source/based on 

Prevention/promotion Build positive relationships with the 
children I work with.    
 

PHE & HM 
Government (2021); 
Groom & Rose (2005); 
Burton & Goodman, 
2011) 
 

Ensure that children feel safe and 
happy at school.    
 

Find ways to connect with the 
children I work with.    
 

Understand the individual needs and 
experiences of the children I work 
with.  
  

PHE & HM 

Government (2021); 

Burton & Goodman 

(2011) 

Talk to a child about their concerns 
and worries.    
 

PHE & HM 
Government (2021); 
Hall (2010) 
 

Create an environment where 
children feel listened to.    
 

Promote the social skills of the 
children I work with.   
 

PHE & HM 
Government (2021); 
Groom & Rose (2005); 
Brann et al. (2021) 

 Promote the emotional skills of the 
children I work with. 
 

Develop children's resilience.  
 

PHE & HM 
Government (2021) 

 
Identification 
 

 
Recognise signs of a mental health 
need.    
 

Davies and Matley, 
2020; PHE and HM 
Government, 2021 
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 Discuss concerns about a child's 
mental health with other members 
of staff. 

Discuss concerns about a child's 
mental health with their 
parents/carers.  
  

Targeted Support Deliver individual or small group 
support to develop social and 
emotional skills.  
 

PHE & HM 
Government (2021); 
Brann et al. (2021); 
DfE (2018) 

Teach children strategies to support 
their mental health.  
 

Respond appropriately to a child 
whose behaviour is challenging.  
 

Provide support to a child with 
identified mental health needs.  
 

Respond when a child is in crisis.    
  

Draw upon previous knowledge or 
training to help me meet the mental 
health needs of children.  
 

Provide support to a child who has 
experienced traumatic childhood 
experiences.    

Access to external 
services 

Refer a child to appropriate 
providers of mental health 
support.    
 

PHE & HM 
Government (2021) 
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Appendix I 
 

Appendix I1: Phase One Statements – Attitude to Mental Health 
 

Topic Area  Statement  

Definitions  We all have mental health.  
  
If someone is mentally healthy, they can cope with, and adjust to, life’s 
stressors.  
  
Mental health relates to diagnoses such as anxiety and depression.  
  
You can have poor mental health without having mental illness.  
  
Mental health is mainly influenced by biological factors.  
  
Mental health is the opposite of mental illness.  
  
Mental health is on a continuum; we sometimes experience good mental 
health, and other times we experience poor mental health.  
  
Mental health relates to mental illness, whereas wellbeing relates to 
mental wellness.  
  

Beliefs  Anyone can experience poor mental health.  
  

Society today places too much focus on mental health.  
  

Children need to be taught about mental health from an early age.  
  

Those who experiences poor mental health require early support.  
  

Early intervention for poor mental health can prevent problems from 
becoming more severe.  
  

It is unusual for primary-aged children to experience poor mental health.  

We are all in control of our own mental health.   
  

As a society, we do not talk about mental health enough.  
  

Mental health difficulties tend to only affect adults.  
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Appendix I2: Phase One Statements – Role Perception in Supporting 
Children’s Mental Health 

 

Topic Area  Statement  

The role of 
schools  

Mental health should be a core part of the school curriculum.  
  
Supporting children’s mental health has a positive impact on their 
academic achievement.  
  
The role of schools should primarily be to help children make academic 
progress.  
  
Schools have a duty to support the mental health of their students.  
  
It is the role of expert professionals, not school staff, to support 
children’s mental health.  
  
Supporting children’s mental health is everyone’s responsibility.   
  

The role of TAs  A Teaching Assistant's role in school should primarily be to support with 
teaching and learning.  
  

Teaching Assistants have a key role in supporting children's mental 
health.  
  

Teaching Assistants should not be expected to deliver mental health-
related interventions.  
  

Teaching Assistants are better placed than other staff members to 
support the mental health of children.  
  

It is the responsibility of the class teacher, not the Teaching Assistant, to 
support children's mental health.  
  

Children's mental health should be supported by members of staff with 
more specialist knowledge, not Teaching Assistants.  
  

Teaching Assistants have a duty of care to support the mental health of 
the children they work with.  
  

Supporting children's requires specific knowledge, training and skills, 
beyond a Teaching Assistant's role.     
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Appendix I3: Phase One Statements – Experiences Related to Supporting 
Children’s Mental Health 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Topic Area  Statement  

TA experiences/  
impacting factors  

I have received adequate training about how to support children's 
mental health.     
  

I have enough time to support children's mental health.  
  

I draw upon my own life experiences to support children's mental 
health.  
  

I have the knowledge I need to support children's mental health.  
  

I am aware of the services and support available for children with 
mental health needs.  



 

215 
 

Appendix J: Statements Included in the SE-SMH Scale, Related to Their 
Subscale. 

Subscale  Statement  

SE-SMH-P  Build positive relationships with the children I work with.    
  
Talk to a child about their concerns and worries.    
  
Ensure that children feel safe and happy at school.    
  
Promote the social skills of the children I work with.   
  
Promote the emotional skills of the children I work with.    
  
Create an environment where children feel listened to.    
  
Find ways to connect with the children I work with.    
  
Develop children's resilience.  
  
Understand the individual needs and experiences of the children I work with.  
  
Deliver individual or small group support to develop social and emotional 
skills.  
  

SE-SMH-S  Recognise signs of a mental health need.    
  

Teach children strategies to support their mental health.  
  

Respond appropriately to a child whose behaviour is challenging.  
  

Refer a child to appropriate providers of mental health support.    
  

Provide support to a child with identified mental health needs.  
  

Respond when a child is in crisis.    
  

Draw upon previous knowledge or training to help me meet the mental 
health needs of children.  
  

Discuss concerns about a child's mental health with other members of staff.    
  

Discuss concerns about a child's mental health with their parents/carers.    
  

Provide support to a child who has experienced traumatic childhood 
experiences.    
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Appendix K: Pilot Feedback – Phase One 
 

Area Feedback Changes Made 

Time to complete TA 1: 10-15 minutes 
 

TA 2: 20 minutes 
 

TA 3: 15 minutes 
 

 
Estimated completion 

time of 15 minutes added 
to recruitment information. 

Clarity of questions TA 1: All questions were clear 
and easy to understand 

 
TA 2: “Supporting children's 

mental health requires specific 
knowledge, training and skills, 

that is beyond a Teaching 
Assistant's role.” – inclusion of 

‘that is’ makes this long to read. 
 
TA 3: “Discuss concerns about a 

child’s mental health with 
parents” – inclusion of carers 

needed. 
 

“Respond appropriately to 
challenging behaviour” – can be 

interpreted negatively. 
  

 
 
 

Removed ‘that is’ from 
statement. 

 
 
 
 

 
Inclusion of carers within 
statement 

 
 
 

Statement changed to 
‘respond appropriately to 
a child whose behaviour 
is challenging’ 
 

Interpretation of 
questions 

All TAs shared the same 
interpretation of the questions 

and statements. 

No changes made. 

Ease of use, 
practicality, text 

size 

2 TAs completed the survey on 
their phone and 1 TA completed 

on a computer. All TAs 
commented that the survey was 

easy to navigate and was 
readable 

No changes made. 

Any other 
feedback? 

None given N/A 
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Appendix L 
Appendix L1: Frequency Information – Demographics  

 

Frequency and Percentage of Participants from Each County.  

County Frequency Percentage (%) 

Cornwall 2 3.2%  

Devon 33 53.2% 

Dorset 4 6.5% 

Somerset 9 14.5% 

Wiltshire 6 9.7% 

Bristol 3 4.8% 

Gloucestershire 5 8.1% 

Total 62 100% 
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Frequency and Percentage of Participant Experience 

Years’ Experience Frequency Percentage (%) 

5 months (0.42 years) 1 1.6% 

6 months (0.5 years) 1 1.6% 

7 months (0.58 years) 1 1.6% 

8 months (0.66 years) 2 3.2% 

1 year 6 months (1.5 years) 1 1.6% 

2 years 2 3.2% 

2 years 7 months (1.58 years) 1 1.6% 

3 years 5 8.1% 

5 years 4 6.5% 

6 years 5 8.1% 

7 years 9 14.5% 

8 years 3 4.8% 

9 years 1 1.6% 

10 years 3 4.8% 

12 years 5 8.1% 

13 years 2 3.2% 

14 years 6 9.7% 

15 years 4 6.5% 

17 years 2 3.2% 

21 years 1 1.6% 

23 years 1 1.6% 

30 years 1 1.6% 

37 years 1 1.6% 

Total 62 100% 
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Frequency and Percentage of Participant Qualifications 

Qualification type Frequency Percentage (%) 

Level 2 Qualification  3 4.8% 

Level 3 Qualification 13 21.0% 

Level 4 Qualification 3 4.8% 

Currently completing teacher training 2 3.2% 

Honours Degree (not teaching 

qualification) 

3 4.8% 

Teaching Qualification 5 8.1% 

Unspecified Qualification 11 17.7% 

None 22 35.5% 

Total 62 100% 

 
Frequency and Percentage of Participants who has Completed Training 

Completed Training? Frequency Percentage (%) 

Yes  40 64.5% 

No 22 35.5% 

Total 62 100% 

 
Frequency and Percentage of Participants who has Completed Mental Health-

Related Training 

Completed Mental Health Training? Frequency Percentage (%) 

Yes  24 38.7% 

No 38 61.3% 

Total 62 100% 
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Appendix L2: Frequency Information – Attitude to Mental Health 
 

Frequency and Percentage of Responses to “Anyone can experience poor mental 
health” 

Response Frequency Percentage (%) 

Strongly Agree 51 82.3% 

Agree 11 17.7% 

Somewhat Agree 0 0 

Neither Agree nor Disagree 0 0 

Somewhat Disagree 0 0 

Disagree 0 0 

Strongly Disagree 0 0 

 
Frequency and Percentage of Responses to “Society today places too much focus 

on mental health” 

Response Frequency Percentage (%) 

Strongly Agree 0 0 

Agree 3 4.8% 

Somewhat Agree 8 12.9% 

Neither Agree nor Disagree 7 11.3% 

Somewhat Disagree 9 14.6% 

Disagree 25 40.3% 

Strongly Disagree 10 16.1% 

 
Frequency and Percentage of Responses to “Children need to be taught about 

mental health from an early age” 

Response Frequency Percentage (%) 

Strongly Agree 27 43.5% 

Agree 23 37.1% 

Somewhat Agree 7 11.3% 

Neither Agree nor Disagree 3 4.8% 

Somewhat Disagree 1 1.6% 

Disagree 1 1.6% 

Strongly Disagree 0 0% 
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Frequency and Percentage of Responses to “Those who experience poor mental 

health require expert support” 

Response Frequency Percentage (%) 

Strongly Agree 10 16.1% 

Agree 24 38.7% 

Somewhat Agree 10 16.1% 

Neither Agree nor Disagree 9 14.5% 

Somewhat Disagree 6 9.7% 

Disagree 3 4.8% 

Strongly Disagree 0 0% 

 
Frequency and Percentage of Responses to “Early intervention for poor mental 

health can prevent problems becoming more severe” 

Response Frequency Percentage (%) 

Strongly Agree 33 53.2% 

Agree 17 27.4% 

Somewhat Agree 9 14.5% 

Neither Agree nor Disagree 3 4.8% 

Somewhat Disagree 0 0% 

Disagree 0 0% 

Strongly Disagree 0 0% 

 
Frequency and Percentage of Responses to “It is unusual for primary-aged children 

to experience poor mental health” 

Response Frequency Percentage (%) 

Strongly Agree 0 0% 

Agree 0 0% 

Somewhat Agree 6 9.7% 

Neither Agree nor Disagree 7 11.3% 

Somewhat Disagree 7 11.3% 

Disagree 20 32.3% 

Strongly Disagree 22 35.5% 
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Frequency and Percentage of Responses to “We are all in control of our own mental 

health” 

Response Frequency Percentage (%) 

Strongly Agree 1 1.6% 

Agree 3 4.8% 

Somewhat Agree 7 11.3% 

Neither Agree nor Disagree 11 17.7% 

Somewhat Disagree 18 29.0% 

Disagree 14 22.6% 

Strongly Disagree 8 12.9% 

 
Frequency and Percentage of Responses to “As a society, we do not talk about 

mental health enough” 

Response Frequency Percentage (%) 

Strongly Agree 14 22.6% 

Agree 18 29.0% 

Somewhat Agree 14 22.6% 

Neither Agree nor Disagree 5 8.1% 

Somewhat Disagree 8 12.9% 

Disagree 3 4.8% 

Strongly Disagree 0 0% 

 
Frequency and Percentage of Responses to “Mental health difficulties tend to only 

affect adults” 

Response Frequency Percentage (%) 

Strongly Agree 0 0% 

Agree 0 0% 

Somewhat Agree 0 0% 

Neither Agree nor Disagree 1 1.6% 

Somewhat Disagree 4 6.5% 

Disagree 31 50.0% 

Strongly Disagree 26 41.9% 
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Frequency and Percentage of Responses to “We All Have Mental Health” 

Response Frequency Percentage (%) 

Strongly Agree 48 77.4% 

Agree 9 14.5% 

Somewhat Agree 3 4.8% 

Neither Agree nor Disagree 2 3.2% 

Somewhat Disagree 0 0% 

Disagree 0 0% 

Strongly Disagree 0 0% 

 
Frequency and Percentage of Responses to “If someone is mentally healthy they 

can cope with, and adjust to, life’s stressors” 

Response Frequency Percentage (%) 

Strongly Agree 17 27.4% 

Agree 28 45.2% 

Somewhat Agree 10 16.1% 

Neither Agree nor Disagree 3 4.8% 

Somewhat Disagree 1 1.6% 

Disagree 2 3.2% 

Strongly Disagree 1 1.6% 

 
Frequency and Percentage of Responses to “Mental health relates to diagnoses 

such as anxiety and depression” 

Response Frequency Percentage (%) 

Strongly Agree 12 19.4% 

Agree 9 14.5% 

Somewhat Agree 19 30.6% 

Neither Agree nor Disagree 5 8.1% 

Somewhat Disagree 7 11.3% 

Disagree 6 9.7% 

Strongly Disagree 4 6.5% 
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Frequency and Percentage of Responses to “You can have poor mental health 

without having mental illness” 

Response Frequency Percentage (%) 

Strongly Agree 29 46.8% 

Agree 24 38.7% 

Somewhat Agree 7 11.3% 

Neither Agree nor Disagree 2 3.2% 

Somewhat Disagree 0 0% 

Disagree 0 0% 

Strongly Disagree 0 0% 

 
Frequency and Percentage of Responses to “Mental health is mainly influenced by 

biological factors” 

Response Frequency Percentage (%) 

Strongly Agree 0 0% 

Agree 3 4.8% 

Somewhat Agree 7 11.3% 

Neither Agree nor Disagree 13 21.0% 

Somewhat Disagree 15 24.2% 

Disagree 15 24.2% 

Strongly Disagree 9 14.5% 

 
Frequency and Percentage of Responses to “Mental health is the opposite of mental 

illness” 

Response Frequency Percentage (%) 

Strongly Agree 1 1.6% 

Agree 6 9.7% 

Somewhat Agree 6 9.7% 

Neither Agree nor Disagree 11 17.7% 

Somewhat Disagree 10 16.1% 

Disagree 22 35.5% 

Strongly Disagree 6 9.7% 
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Frequency and Percentage of Responses to “Mental health is on a continuum; we 

sometimes experience good mental health, and other times we experience poor 

mental health” 

Response Frequency Percentage (%) 

Strongly Agree 24 38.7% 

Agree 31 50.0% 

Somewhat Agree 5 8.1% 

Neither Agree nor Disagree 2 3.2% 

Somewhat Disagree 0 0% 

Disagree 0 0% 

Strongly Disagree 0 0% 

 
Frequency and Percentage of Responses to “Mental health relates to mental illness, 

whereas wellbeing relates to mental wellness” 

Response Frequency Percentage (%) 

Strongly Agree 2 3.2% 

Agree 8 12.9% 

Somewhat Agree 13 21.0% 

Neither Agree nor Disagree 10 16.1% 

Somewhat Disagree 11 17.7% 

Disagree 14 22.6% 

Strongly Disagree 4 6.5% 
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Appendix L3: Frequency Information – Role Perceptions in Supporting 
Children’s Mental Health 

 
Frequency and Percentage of Responses to “Mental health should be a core part of 

the school curriculum” 

Response Frequency Percentage (%) 

Strongly Agree 22 35.5% 

Agree 29 46.8% 

Somewhat Agree 7 11.3% 

Neither Agree nor Disagree 4 6.5% 

Somewhat Disagree 0 0% 

Disagree 0 0% 

Strongly Disagree 0 0% 

 
Frequency and Percentage of Responses to “Supporting children's mental health 

has a positive impact on their academic achievement.” 

Response Frequency Percentage (%) 

Strongly Agree 37 59.7% 

Agree 19 30.6% 

Somewhat Agree 5 8.1% 

Neither Agree nor Disagree 1 1.6% 

Somewhat Disagree 0 0% 

Disagree 0 0% 

Strongly Disagree 0 0% 
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Frequency and Percentage of Responses to “The role of schools should primarily be 

to help children make academic progress.” 

Response Frequency Percentage (%) 

Strongly Agree 0 0% 

Agree 4 6.5% 

Somewhat Agree 12 19.4% 

Neither Agree nor Disagree 6 9.7% 

Somewhat Disagree 13 21.0% 

Disagree 15 24.2% 

Strongly Disagree 12 19.4% 

 

Frequency and Percentage of Responses to “Schools have a duty to support the 

mental health of their students” 

Response Frequency Percentage (%) 

Strongly Agree 38 61.3% 

Agree 20 32.3% 

Somewhat Agree 3 4.8% 

Neither Agree nor Disagree 0 0% 

Somewhat Disagree 1 1.6% 

Disagree 0 0% 

Strongly Disagree 0 0% 

 
Frequency and Percentage of Responses to “It is the role of expert professionals, 

not school staff, to support children's mental health.” 

Response Frequency Percentage (%) 

Strongly Agree 0 0% 

Agree 5 8.1% 

Somewhat Agree 4 6.5% 

Neither Agree nor Disagree 4 6.5% 

Somewhat Disagree 11 17.7% 

Disagree 21 33.9% 

Strongly Disagree 17 27.4% 
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Frequency and Percentage of Responses to “Supporting children's mental health is 

everyone's responsibility” 

Response Frequency Percentage (%) 

Strongly Agree 41 66.1% 

Agree 15 24.2% 

Somewhat Agree 4 6.5% 

Neither Agree nor Disagree 0 0% 

Somewhat Disagree 1 1.6% 

Disagree 1 1.6% 

Strongly Disagree 0 0% 

 
 

Frequency and Percentage of Responses to “A Teaching Assistant's role in school 

should primarily be to support with teaching and learning” 

Response Frequency Percentage (%) 

Strongly Agree 0 0% 

Agree 11 17.7% 

Somewhat Agree 12 19.4% 

Neither Agree nor Disagree 6 9.7% 

Somewhat Disagree 10 16.1% 

Disagree 15 24.2% 

Strongly Disagree 8 12.9% 
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Frequency and Percentage of Responses to “Teaching Assistants have a key role in 

supporting children's mental health.” 

Response Frequency Percentage (%) 

Strongly Agree 26 41.9% 

Agree 26 41.9% 

Somewhat Agree 9 14.5% 

Neither Agree nor Disagree 1 1.6% 

Somewhat Disagree 0 0% 

Disagree 0 0% 

Strongly Disagree 0 0% 

 
Frequency and Percentage of Responses to “Teaching Assistants should not be 

expected to deliver mental health-related interventions” 

Response Frequency Percentage (%) 

Strongly Agree 0 0% 

Agree 3 4.8% 

Somewhat Agree 8 12.9% 

Neither Agree nor Disagree 7 11.3% 

Somewhat Disagree 7 11.3% 

Disagree 27 43.5% 

Strongly Disagree 10 16.1% 

 
 
Frequency and Percentage of Responses to “Teaching Assistants are better placed 

than other staff members to support the mental health of children” 

Response Frequency Percentage (%) 

Strongly Agree 9 14.5% 

Agree 17 27.4% 

Somewhat Agree 19 30.6% 

Neither Agree nor Disagree 8 12.9% 

Somewhat Disagree 5 8.1% 

Disagree 3 4.8% 

Strongly Disagree 1 1.6% 
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Frequency and Percentage of Responses to “It is the responsibility of the class 

teacher, not the TA, to support children's mental health”. 

Response Frequency Percentage (%) 

Strongly Agree 1 1.6% 

Agree 1 1.6% 

Somewhat Agree 4 6.5% 

Neither Agree nor Disagree 10 16.1% 

Somewhat Disagree 11 17.7% 

Disagree 22 35.5% 

Strongly Disagree 13 21.0% 

 
Frequency and Percentage of Responses to “Children's mental health should be 

supported by members of staff with more specialist knowledge, not TAs.” 

Response Frequency Percentage (%) 

Strongly Agree 0 0% 

Agree 8 12.9% 

Somewhat Agree 7 11.3% 

Neither Agree nor Disagree 10 16.1% 

Somewhat Disagree 15 24.2% 

Disagree 16 25.8% 

Strongly Disagree 6 9.7% 

 
 
Frequency and Percentage of Responses to “Teaching Assistants have a duty of 

care to support the mental health of the children they work with.” 

Response Frequency Percentage (%) 

Strongly Agree 30 48.4% 

Agree 28 45.2% 

Somewhat Agree 3 4.8% 

Neither Agree nor Disagree 1 1.6% 

Somewhat Disagree 0 0% 

Disagree 0 0% 

Strongly Disagree 0 0% 
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Frequency and Percentage of Responses to “Supporting children's mental health 

requires specific knowledge, training and skills, beyond a TAs role.” 

Response Frequency Percentage (%) 

Strongly Agree 2 3.2% 

Agree 11 17.7% 

Somewhat Agree 9 14.5% 

Neither Agree nor Disagree 6 9.7% 

Somewhat Disagree 15 24.2% 

Disagree 13 21.0% 

Strongly Disagree 6 9.7% 

 
Frequency and Percentage of Responses to “We All Have Mental Health” 

Response Frequency Percentage (%) 

Strongly Agree 48 77.4% 

Agree 9 14.5% 

Somewhat Agree 3  

Neither Agree nor Disagree 2  

Somewhat Disagree 0  

Disagree 0  

Strongly Disagree 0  
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 Appendix L4: Frequency Information – TA Experiences Related to 
Supporting Mental Health 

 
Frequency and Percentage of Responses to “I have received adequate training 

about how to support children’s mental health” 

Response Frequency Percentage (%) 

Strongly Agree 8 12.9% 

Agree 15 24.2% 

Somewhat Agree 7 11.3% 

Neither Agree nor Disagree 4 6.5% 

Somewhat Disagree 8 12.9% 

Disagree 15 24.2% 

Strongly Disagree 5 8.1% 

 
Frequency and Percentage of Responses to “I have enough time to support 

children’s mental health” 

Response Frequency Percentage (%) 

Strongly Agree 3 4.8% 

Agree 6 9.7% 

Somewhat Agree 10 16.1% 

Neither Agree nor Disagree 4 6.5% 

Somewhat Disagree 13 21.0% 

Disagree 17 27.4% 

Strongly Disagree 9 14.5% 
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Frequency and Percentage of Responses to “I draw upon my own life experiences to 

support children’s MH” 

Response Frequency Percentage (%) 

Strongly Agree 13 21.0% 

Agree 24 38.7% 

Somewhat Agree 19 30.6% 

Neither Agree nor Disagree 5 8.1% 

Somewhat Disagree 1 1.6% 

Disagree 0 0% 

Strongly Disagree 0 0% 

 

Frequency and Percentage of Responses to “I have the knowledge I need to support 

children’s mental health” 

Response Frequency Percentage (%) 

Strongly Agree 8 12.9% 

Agree 9 14.5% 

Somewhat Agree 15 24.2% 

Neither Agree nor Disagree 11 17.7% 

Somewhat Disagree 7 11.3% 

Disagree 11 17.7% 

Strongly Disagree 1 1.6% 

 
Frequency and Percentage of Responses to “I am aware of the service and support 

available for children with mental health needs” 

Response Frequency Percentage (%) 

Strongly Agree 6 9.7% 

Agree 20 32.3% 

Somewhat Agree 13 21.0% 

Neither Agree nor Disagree 6 9.7% 

Somewhat Disagree 11 17.7% 

Disagree 3 4.8% 

Strongly Disagree 3 4.8% 
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Appendix M: Correlational Data for All Items 
 

Spearman’s Rho Correlation Between TA Self-Efficacy on the SE-SMH, SE-SMH-P 

and SE-SMH-S Scales and Individual Survey Items Related to Attitude to Mental 

Health 

 Spearman’s Rho 

Statement SE-SMH SE-SMH-P SE-SMH-S 

We all have mental health.  
  

.140 .040 .166 

If someone is mentally healthy, they can 
cope with, and adjust to, life’s stressors.  
  

.094 .074 .110 

Mental health relates to diagnoses such as 
anxiety and depression.  
  

.100 .143 .028 

You can have poor mental health without 
having mental illness.  
  

.261* .182 .280* 

Mental health is mainly influenced by 
biological factors.  
  

-.257* -.243 -.287* 

Mental health is the opposite of mental 
illness.  
  

-.090 -.035 -.120* 

Mental health is on a continuum; we 
sometimes experience good mental health, 
and other times we experience poor mental 
health.  
  

.045 .014 .049 

Mental health relates to mental illness, 
whereas wellbeing relates to mental 
wellness.  
  

-.075 .017 -.123 

Anyone can experience poor mental health.  
  

.270* .234 .288* 

Society today places too much focus on 
mental health.  
  

-.192 -.078 -.252* 

Children need to be taught about mental 
health from an early age.  
  

.237 .141 .292* 

Those who experiences poor mental health 
require early support.  
  

.191 .147 .229 
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 Spearman’s Rho 

Statement SE-SMH SE-SMH-P SE-SMH-S 

Early intervention for poor mental health can 
prevent problems from becoming more 
severe.  
  

.148 .109 .175 

It is unusual for primary-aged children to 
experience poor mental health.  
 

-.214 -.128 -.256* 

We are all in control of our own mental 
health.   
  

-.079 .033 -.167 

As a society, we do not talk about mental 
health enough.  
  

.292* .220 .357** 

Mental health difficulties tend to only affect 
adults.  

-.312* -.250* -.322** 

* Correlation is significant at the 0.05 level. 

** Correlation is significant at the 0.01 level. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

236 
 

Spearman’s Rho Correlation Between TA Self-Efficacy on the SE-SMH, SE-SMH-P 

and SE-SMH-S Scales and Individual Survey Items Related to Role Perceptions. 

 Spearman’s Rho 

Statement SE-SMH SE-SMH-P SE-SMH-S 

Mental health should be a core part of the 
school curriculum.  
  

.265* .209 .304* 

Supporting children’s mental health has a 
positive impact on their academic 
achievement.  
  

.212 .143 .228 

The role of schools should primarily be to 
help children make academic progress.  
  

-.355** -.297* -.363** 

Schools have a duty to support the mental 
health of their students.  
  

.286* .262* .292* 

It is the role of expert professionals, not 
school staff, to support children’s mental 
health.  
  

-.166 -.173 -.155 

Supporting children’s mental health is 
everyone’s responsibility.   
  

.316* .326** .279* 

A Teaching Assistant's role in school should 
primarily be to support with teaching and 
learning.  
  

-.238 -.233 -.223 

Teaching Assistants have a key role in 
supporting children's mental health.  
  

.330** .294* .318* 

Teaching Assistants should not be expected 
to deliver mental health-related 
interventions.  
  

-.390** -.328** -.404** 

Teaching Assistants are better placed than 
other staff members to support the mental 
health of children.  
  

.301* .295* .284* 

It is the responsibility of the class teacher, 
not the Teaching Assistant, to support 
children's mental health.  
 
 

  

-.242 -.248 -.234 
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 Spearman’s Rho 

Statement SE-SMH SE-SMH-P SE-SMH-S 

Children's mental health should be 
supported by members of staff with more 
specialist knowledge, not Teaching 
Assistants.  
  

-.303* -.304* -.273* 

Teaching Assistants have a duty of care to 
support the mental health of the children 
they work with.  
  

.289* .285* .293* 

Supporting children's requires specific 
knowledge, training and skills, beyond a 
Teaching Assistant's role.     

-.206 -.191 -.207 

* Correlation is significant at the 0.05 level. 

** Correlation is significant at the 0.01 level. 
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Spearman’s Rho Correlation Between Ratings on the TA Experiences Items and the 

SE-SMH, SE-SMH-P and SE-SMH-S Scales. 

 Spearman’s Rho  

Statement 

 

SE-SMH SE-SMH-P SE-SMH-S 

I have received adequate training about 

how to support children's mental health.    

 

.533** .467** .552** 

I have enough time to support children's 

mental health. 

 

.268* 

 

.160 .278* 

I draw upon my own life experiences to 

support children's mental health. 

 

.299* .247 .307* 

I have the knowledge I need to support 

children's mental health. 

 

.677** .575** .679** 

I am aware of the services and support 

available for children with mental health 

needs. 

 

.515** .396** .560** 

* Correlation is significant at the 0.05 level. 

** Correlation is significant at the 0.01 level. 
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Appendix N: Interview Topic Guide/Semi-Structured Interview Schedule 
 

Topic Question/Subject Prompts 

Introduction Introduce self.  

 

Background and current role. Research 

interests (interested in giving TAs voice in 

research, exploring TA role and 

experiences and consider how TAs can be 

supported). 

 

 

Explain interview process. 

 

No right/wrong answers. May feel that I 

am not saying a lot, but this is because I 

am interested in their experiences, 

thoughts and views. Take time and ask for 

clarification if needed. 

 

 

Consent and confidentiality. 

 

Check they have read and understood 

consent form. Reiterate limits of video 

recording (only participant who has given 

consent to be seen/heard when recording, 

will be clear about when recording 

starts/stops). Reiterate what happens 

with this recording, data protection, 

anonymisation etc. Discuss confidentiality 

and limits of this. Ask if any further 

questions and gain verbal consent to 

begin and start recording. 

 

 

Demographic information. 

 

Can you tell me a little bit about how you 

became a TA? 

 

 

 

 

 

 

 

 

 

How long have you worked as 

a TA? 

Have you completed any 

qualifications related to the 

role? 

Have you had a chance to any 

extra training or CPD whilst a 

TA? 
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Can you tell me briefly about your current 

role? 

 

Is your role title ‘TA’ or 

something different at your 

school? 

Defining 

children’s mental 

health 

To start, I thought it would be useful for 

us to think about what the term ‘mental 

health’ means, as there are lots of 

definitions. This is the definition of mental 

health from the World Health 

Organisation which I am using in my 

research (share definition on screen, 

check size, check preference for read to or 

read alone) 

 

Tell me what you think about when 

reading this definition? 

 

Thinking about your experience as a TA, 

do you think this definition can be applied 

to children’s mental health? 

 

 

 

 

 

 

 

 

 

 

Can you tell me a little bit 

about why you think that? 

 

Can you tell me about 

whether there is anything 

you’d add or take away? 

 

TA role in 

supporting 

children’s MH 

Tell me about a time when you have 

supported a child’s mental health in your 

role. 

 

Alternative/Follow-ups:  

What else do you do to 

support children’s mental 

health?    

 

What is part of your everyday 

role that supports children’s 

mental health?  

 

Is there anything you do for 

specific children that might 

support their mental health?  

 

Responses for if they can’t 

think of a time:  

 

Some people talk about the 

ways they promote children’s 

mental health and wellbeing 

in schools through the things 

they do each day. Is there 

anything like that you can 

think of?   
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Some people think about 

times when children have 

been upset or having a 

difficult time and the ways in 

which they supported them. 

Is there a time you have 

supported a child who was 

upset or was having a difficult 

time in school or at home?   

 

Have you ever [insert role 

here]?   

 

If still no experience 

discussed: Could you tell me a 

little bit about your role, and 

describe what sorts of things 

you do as part of it?   

Next, we’ll read a summary from the 

Department for Education (2018) about 

what the role of schools is in supporting 

children’s mental health. (share definition 

on screen, check size, check preference for 

read to or read alone) 

 

  

Thinking about your experience within 

your role, can you tell me a little bit about 

what you think of this definition? 

 

How do you think this summary applies to 

Teaching Assistants? 

 

 

This definition was written in 2018 before 

the pandemic, in what way do you feel 

the pandemic has impacted on the way in 

which schools support children’s mental 

health? 

 

 

 

 

 

 

 

 

Can tell me about whether 

there is anything within this 

definition that applies to your 

own experiences?  

 

Can you tell me about 

whether there is anything 

within this definition that you 

don’t feel applies to your own 

experiences?  

 

Is there anything you’d add or 

take away? Can you tell me 

about this? 

Perceived 

capability and 

practice 

This interview is a follow-up to an 

anonymous survey that TAs completed a 

few months ago. I would be really 

interested to share with you some of the 
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findings to get your perspective on this. 

Explain SE scale – TAs rated how confident 

they would feel from 0-100 in different 

roles.    

 

(Share top 5 SE scores on screen, check 

size, check preference for read to or read 

alone) 

 

These are the tasks/roles that TAs overall 

rated themselves as feeling most 

confident that they would able to do. 

What do you think about that?   

 

 

 

 

 

 

Is there anything else that isn’t included 

in the things we have discussed so far that 

you would rate as something you would 

be most confident doing?    

 

 

 

 

 

 

 

 

 

 

Would you agree?  

 

Would you rate yourself as 

being confident at completing 

these roles? Why is that?  

 

Is there anything surprising? 

Why is that? 

 

 

Can you describe this?  

 

What is it about this that 

makes you feel confident 

doing this role?   

 

Do you think other TAs you 

know would feel the same 

way?  

 

Alternative: you mentioned x, 

is there anything else not 

within those top roles that 

you would rate as something 

you would be most confident 

doing? 

 

 

 

(Share top 5 SE scores on screen, check 

size, check preference for read to or read 

alone) 

 

These are the tasks/roles that TAs overall 

rated themselves as feeling least 

confident that they would able to do. 

What do you think about this?   

 

 

 

 

Would you agree?  

 

Would you rate yourself as 

being confident at completing 

these roles? Why is that?  
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Is there anything else that isn’t included 

in the things we have discussed so far that 

you would rate as something you would 

be least confident doing? 

 

 

Is there anything surprising? 

Why is that? 

 

 

 

 

 

 

 

 

Can you describe this?  

 

What is it about this that 

would make you feel less 

confident doing this?   

 

Is there anything that would 

make you feel more 

confident doing this?  

 

Do you think other TAs you 

know would feel the same 

way?  

 

Alternative: you mentioned x, 

is there anything else not 

within those bottom roles 

that you would rate as 

something you would be least 

confident doing? 

 

Is there anything else that we haven’t yet 

talked about that you feel may impact on 

your practice in supporting children’s 

mental health? 

 

 

Ending I’ve asked everything I wanted to. Is there 

anything else that we haven’t spoken 

about that feels important to discuss? 

 

Do you have anything else 

you want to add before I stop 

recording? 

Debrief Thank participant for time. Reaffirm value 

of contribution. 
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Talk through debrief. Explain this and that 

it will also be emailed to them straight 

after interview finishes. Signpost to ways 

to access support if needed.  

 

Any questions for me? 
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Appendix O: Statements Shown to Participants 
 

Resource 1: WHO Definition of mental health 
World Health Organization definition of mental health:  
“Mental health is a state of well-being in which an individual realizes his or her own 
abilities, can cope with the normal stresses of life, can work productively and fruitfully 
and is able to make a contribution to his or her community” 
 
Resource 2: School role in supporting mental health 
“The school role in supporting and promoting mental health and wellbeing can be 
summarised as:  
 

• Prevention: creating a safe and calm environment where mental health 

problems are less likely, improving the mental health and wellbeing of the 

whole school population, and equipping pupils to be resilient so that they can 

manage the normal stress of life effectively. This will include teaching pupils 

about mental wellbeing through the curriculum and reinforcing this teaching 

through school activities and ethos;  

• Identification: recognising emerging issues as early and accurately as 

possible;  

• Early support: helping pupils to access evidence based early support and 

interventions; and 

• Access to specialist support: working effectively with external agencies to 

provide swift access or referrals to specialist support and treatment.” 

 
Resource 3: Self-efficacy ratings from Phase One 
Highest mean self-efficacy ratings: 

• Highest - ‘build positive relationships with the children I work with’   

• ‘Discuss concerns about a child’s mental health with other members of staff’  

• ‘Ensure that children feel safe and happy at school’  

• ‘find ways to connect with the children I work with.’ 

Lowest mean self-efficacy ratings: 

• Lowest - ‘refer a child to appropriate providers of mental health support’  

• ‘Discuss concerns about a child’s mental health with their parents/carers’ 

• ‘Provide support to a child who has experienced traumatic experiences’  

• ‘Teach children strategies to support their mental health’ 
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Appendix P: Pilot Feedback – Phase Two 
 
 

Area Feedback Changes Made 

Defining children’s 
mental health 

Asking TAs to give a definition of 
mental health may be 

confronting and damage rapport 
at start of interview. Preference 
for general, safe definition to be 
used initially and expanded on. 

Inclusion of WHO 
definition of mental health  

TA role in 
supporting 

children’s mental 
health  

Need for further prompts for this 
question, as some TAs may not 

be able to think of a time 
specifically or might need further 

structure to support thinking.   
 
 

Definition of role of schools is 
well-placed to deepen discussion 
after experiences have already 
been discussed organically 

Added further prompts. 
 
 
 
 
 
 
No changes made 

Perceived 
capability and 

practice 

Trial of questions vs using Phase 
One result – Phase One results 

gave deeper discussion and 
provided information that linked 

more closely to this phase.  
 
 

Further prompts needed to 
account for participant who feels 
capable at all aspects.  
 
 
 
 
Need final question which allows 
participant to share any other 
factors that aren’t included on 
list. 

Link to Self-Efficacy 
scores retained. 

 
 
 
 
 

Inclusion of further 
prompts that gauge 

whether participant feels 
other TAs share 

perspective. 
 
 

Additional question added 
at end of section. 

Ending Include prompt as reminder that 
recording will be stopped to 
minimise participants giving 
further details after this point. 

Recording end prompt 
added. 
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Appendix Q: Example of Familiarisation Doodle 
 

 
 
 
 
 
 
 
 
 
 



 

248 
 

Appendix R: Example of Coding using NVivo 
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Appendix S: Final Codes and Themes 
 

RQ?  Overarching 
themes  

Themes  Subordinate 
themes  

Codes  

RQ1 
(understanding 
of chn’s MH)  

Children’s 
Mental Health  

Impacting factors  Home life  Impact of trauma  

Home life impacts MH  

MH impacted by SES  

SEN  SEN impacts mental 
health  

School  School doesn’t suit all 
children  

School practices have 
negative impact  

Different to adults    
  

Children have less 
understanding of MH  

MH needs as a child is 
concerning  

Children have less 
control over MH  

Children need adults to 
support with their MH  

Impact of mental 
health  

Learning  Emotional state 
impacts learning  

Mental health impacts 
engagement in learning 
at school  

Behaviour  Mental health impacts 
behaviour  

Withdrawn behaviour  

Mental health impacts 
social engagement  

Risk of harm  

Challenging behaviour  

Emotions    MH relates to negative 
emotions  

Low self-esteem  

Anxiety  

Difficulty managing 
emotions  

RQ2 (role 
perception)  

  Distinctive role    TA are relatable for 
parents  

TAs are ‘on the 
ground’  

TAs have more time 
and availability than 
teachers  
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TAs spend time directly 
with children  

TAs manage behaviour 
outside the classroom  

TAs are more likely to 
work with children with 
poor mental health   

TAs are ELSAs  

Relationships   Relationships essential 
aspect of TA role  

Relationships with 
children  

Supporting transitions  

Consistency supports 
MH  

Being a key person  

Being a trusted adult  

Talking and listening  

Providing emotional 
support  

Knowing children well  

Understanding needs 
behind behaviour  

TA role in identifying 
concerns  

Providing support  Making adaptations  Making adaptations  

Developing skills  Teaching strategies  

Teaching about MH  

Developing children’s 
skills  

Building resilience  

Supporting families  Relationships with 
parents  

Supporting families  

Knowing children 
well  
  

Knowing children well  

Understanding needs 
behind behaviour  

TA role in identifying 
concerns  

Managing 
behaviour  

TA role in managing 
behaviour  

Beyond my role Not my 
responsibility  

Not my role - 
responsibility 

Don’t have the 
status  

Not my role - status  
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Emotional impact Fear of getting it wrong  
 

Questing own abilities 

RQ3 
(impacting 
factors)  
  

Impacting 
factors  
  
  

School hierarchy  
  

TA status  
  

TAs have low status  

School hierarchy 
impacts TAs 

TAs have no authority  

TAs get less contact 
with external 
professionals  

TAs feel undervalued  

TAs left out the loop  

Qualification = status  

Mental health support 
seen as needing 
qualification or 
authority  

Teacher-TA 
relationship   

Teachers impact how 
TAs practice  

Ability to pass on 
concerns impacted by 
teacher-TA 
relationship  

TAs don’t have control 
over their role  

Working in the 
System  

 Lack of Support Limited access to 
external services  

External services are 
stretched  

Schools have little 
control over systems  

Lack of government 
support  

Lack of understanding 
from government  

Feeling helpless  

Feeling unsupported  

Capacity   Schools filling gaps in 
external services  

TAs have increasing 
responsibility  

Covid increased 
demand  

Support from 
colleagues – teamwork  

Staff capacity  
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Lack of time  

Schools are not 
equipped  

Schools can’t cope  

Disruptive children are 
more likely to get 
support  

Parental capacity 
impacts whether 
children get support  

Differences between 
schools in how MH is 
supported  

 External Pressures Covid increased 
pressure and focus on 
attainment  

External pressure on 
schools  

Schools under pressure 
to achieve  

School priority is 
attendance  

School priority is 
academic learning  

School expectations vs. 
MH support  

Nature of mental 
health support  

  MH support often 
unconscious  

MH support not 
quantifiable  

Sources of 
knowledge and 
understanding  

Experience  Understanding of MH 
depends on experience 
in role  

Staff confidence differs 
in talking about MH 

Experience impacts on 
ability to support 

Life experiences impact 
on understanding  

Individual Qualities  Being passionate or 
interest in MH 

TAs have empathetic 
qualities 

Learning from 
others  

Learning from 
colleagues  
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TAs need training in 
MH  

Access to external 
services is important  

 
 

 


