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Abstract 

The research question addressed in this thesis asked what the minimum requirements 

are within a supportive relationship which give it the potential to enable children who have 

been harmed through child sexual abuse and exploitation (CSA/E) in the UK to recover.  

 

The aim was to give local health and social care commissioners the confidence to 

commission CSA/E recovery services thereby reducing the scarcity of such therapeutic 

support in the UK; and, as part of this, to bridge a perceived gap between child and 

adolescent mental health (CAMHS) and voluntary and community sector (VCS) CSA/E 

recovery services. The fieldwork methodology was qualitative and approached from the 

perspective of hermeneutic phenomenology. Preparation included a scoping exercise to 

identify the issues and the mainstream positions relating to CSA/E recovery services in 

the UK. It focused on: 1) the prevalence of CSA and CSE, the context of UK national 

CSA/E service provision and local strategies supporting the commissioning of CSA/E 

recovery services for children; 2) trauma, multiple trauma, CSA/E and the impact of 

CSA/E, and 3) the development of mainstream therapeutic approaches to recovery from 

trauma. Results from the latter were used to inform a conceptual framework of minimum 

requirements needed for a supportive relationship to be effective in helping children to 

recover following CSA/E. The requirements were deconstructed into practical activities 

which were then consulted on with 15 children, their specialist CSA/E service keyworkers 

and social workers; and their management/service commissioners (36 participants). The 

fieldwork was carried out with three local authorities and a commissioned VCS 

organisation. A post-fieldwork scoping exercise was then undertaken exploring VCS 

CSA/E service practice more generally, to understand whether the requirements 

identified in the fieldwork services, were replicated in the VCS sector. 
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From the research findings four key themes emerged. The first of these was that the 

minimum requirements for a supportive relationship appear to be identifiable, effective 

and potentially generalizable. Furthermore, CSA/E recovery services could be 

commissioned from the VCS because they are based on the same established 

psychotherapeutic knowledge base as CAMHS (and the VCS CSA/E services are already 

supporting children with CAMHS Tiers 2 and in some cases Tier 3 levels of need). The 

second of the key themes was that to be optimally effective and sustainable social 

pedagogic and strengths-based CSA/E recovery services need a whole 

service/organisation and multi-agency approach – to support children’s recovery and 

avoid staff burnout. The third key theme was that CSA/E recovery services can only be 

successful if they recognise that service users may have multiple traumas; and look to 

respond to early childhood CSA to minimise revictimisation. The fourth key theme was 

that failure to maintain a child’s educational achievement following CSA/E is a serious 

concern, in view of the potential life changing consequences of becoming an adult without 

the basic academic qualifications which support access to the workplace and further 

training. Finally, the publication and prioritisation of a CSA strategy by senior 

management in local areas is needed, to assist promotion of an effective local response 

to CSA/E and address some of the gaps in local service provision, including in particular, 

those highlighted in the four key themes. 

 

These conclusions might be summarised by a Theory of Change; in which the 

stakeholders are the keyworker and the child. The change is from the state of trauma at 

point of referral to being ‘on the road to recovery’. The activity is: creating for the child the 

experience of ‘being in relationship’ and the experience of ‘achievement’. The principle 

enablers (resources) needed to achieve the change are: an appropriately skilled 

practitioner and a sufficient time period to consolidate the change. The intermediate 

output/outcome is: the establishment of a relationship of good quality and appropriate 

length. The final goal is: the positive relationship and achievement experiences which the 



iii 

 

child takes into her future – as the essential cornerstone on which a lifetime of recovery 

can be built.  

 

Prompted by the research findings listed above, and others, the five suggestions for 

further research are to explore: 1) the findings with a larger sample to enhance 

confidence in their generalisability; 2) how to ensure that children who are victims or 

survivors of CSA/E in their early (or pre-pubescent) childhoods are identified and 

provided with the appropriate support when the abuse occurs; 3) how to ensure that 

children who are victims/survivors of CSA/E are supported to complete their education; 4) 

ways of significantly improving victims/survivors’ sense of safety in their environments 

and associative lives; and 5) how services and organisations can better contain or 

support frontline staff in order to sustain high quality, effective CSA/E recovery services.  
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Terminology and acronyms 

Terminology 

Adverse Childhood Experiences: The Adverse Childhood Experiences (ACEs) Study was 

an investigation of childhood adversity and later-life health and 

well-being. The study sample size was 17,000 respondents initially 

over the period 1995 to 1997; and is ongoing. It established the 

long-term negative impact of experiencing multiple traumas in early 

years (Felitti and Anda, 1997; Felitti et al, 1998).  

Approach: The term approach is used to describe a perspective or way of 

working. 

Associative life: The term associative life refers to the service user’s social 

network and environment. The term is used in this thesis in 

recognition of the interdependence between people, behaviours 

and the environment; and that recovery includes the integration of 

the individual into society.  

Burnout  Burnout results from constant emotional tension (conflict between 

people, role demands and/or values) and unrealistic expectations 

(workload is high and resources/support to meet it, are low). It 

comprises: emotional exhaustion; excessive detachment; and 

reduced sense of personal accomplishment at work (Maslach and 

Golberg, 1998). 

CAMHS Tiers:        Tier 1: early intervention and prevention to support general 

emotional  wellbeing – from schools and children’s centres, health 

visitors, school nurses, GPs. 

Tier 2: early help and targeted services for mild to moderate 

emotional wellbeing and mental health problems – from CAMHS. 
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This level of support is for children and young people with the 

following difficulties:  

• Family issues – where this is having an adverse effect and 

the child is showing signs of developing a mental health 

problem or disorder   

• Mild to moderate emotional and behavioural disorders  

• Child behaviour problems (sleep, feeding, tantrums) once 

physical causes have been considered and the behaviour 

falls outside what might be considered to be within the 

range of normal behaviour    

• Conduct disorders   

• Anxiety, depression, stress and/or other mood disorders, 

e.g. low self-esteem   

• Adjustment reactions    

• Simple phobias  

• Self-harm – where this is mild to moderate  

• Bereavement  

• Bullying  

• Anger management issues   

• Relationship problems.   

Tier 3: specialist CAMHS for moderate and severe mental health 

problems that are causing significant impairments in their day-to-

day lives – from specialist CAMHS. This level of support is for 

children and young people with the following difficulties:  

• Emotional and behavioural disorders (moderate to severe)  

• Conduct disorder and oppositional defiant disorder  

• Hyperkinetic disorders  
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• Psychosis  

• Obsessive-compulsive disorder  

• Eating disorders 

• Self-harm   

• Suicidal ideation   

• Dual diagnosis – including comorbid drug and alcohol use  

• Neuropsychiatric conditions  

• Attachment disorders  

• Post-traumatic stress disorders  

• Development disorders   

• Significant mental health problems where there is 

comorbidity with mild/moderate learning disabilities or 

comorbid physical and mental health problems  

• Mood disorders   

• Somatising disorders  

Tier 4: specialised day and inpatient units, where people with more 

severe mental health problems can be assessed and treated. 

Currently this is commissioned by NHS England, (NHS England 

(2014b, pp. 20-22). 

Child:  The term child refers to a human being below the age of eighteen 

years unless under the law applicable to the child, majority is 

attained earlier (UNCRC, 1989; Article 1). 

Child sexual exploitation (risk) categories: The Metropolitan Police Service Child Sexual 

Exploitation Operating Protocol sets out three categories of child 

sexual exploitation: 

• Police Category 1: A vulnerable child or young person, where 

there are concerns they are being targeted and groomed and 
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where any of the child sexual exploitation warning signs have 

been identified. However, at this stage there is no evidence of 

any offences.  

• Police Category 2:  Evidence a child or young person is being 

targeted for opportunistic abuse through the exchange of sex 

for drugs, perceived affection, sense of belonging, 

accommodation (overnight stays), money and goods etc. This 

will also include a child or young person being sexually 

exploited through the use of technology and without the child 

or young person receiving any reward i.e: the exchange of 

indecent images online. The likelihood of coercion and control 

is significant. 

• Police category 3: A child or young person whose sexual 

exploitation is habitual, self-denied and where coercion/ 

control is implicit. This is often carried out by multiple 

perpetrators. 

Note that these categories differ from those applied by the 

Children’s social care services which participated in this research. 

They took into account a much wider range of factors, to provide a 

more holistic assessment of a young person’s circumstances. 

These include a young person’s: relationships, sexual health, 

school attendance, emotional health (self-image, self-esteem, self-

harm, aggressive outbursts, threatening behaviour, offending 

behaviour), physical condition, peer association, isolation, online 

activity, use of alcohol and drugs, income/possessions and whether 

the young person goes missing (Metropolitan Police Service, 

2014). 
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Clinical: The term clinical means relating to the observation and treatment 

of actual patients, rather than theoretical discussion or laboratory 

studies. 

Commissioner: The commissioners in this research were local authority officers 

with responsibility for purchasing (and/or developing services) 

which appropriately meet the needs of children in the local 

population who require children’s social care support. In addition 

the commissioners in this research all had line management 

responsibility for the managers of the frontline children’s social care 

teams. The commissioners were responsible for planning and 

letting contracts to achieve the best outcomes for the most number 

of children, within a set financial envelope. 

Containment: Containment is thought to occur when one person receives and 

understands the emotional communication of another without being 

overwhelmed by it; processes it, and then communicates 

understanding and recognition. 

Framework/model: The terms framework and model are used interchangeably to 

describe a whole, self-contained concept which informs practice in 

a consistent way. 

Keyworker:  In this research the keyworker was a named member of staff with 

responsibility to build a positive trusting relationship with a child in 

order to help the child recover from trauma. The keyworkers were 

not members of one of the psychoanalytic or psychotherapeutic 

professions; and whilst some of them had social work 

qualifications, they were not employed in a statutory social work 

role. The keyworkers in this research provided advocacy, 

mentoring, counselling and advice for the child – typically meeting 

with the child on a weekly or fortnightly basis.   
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Local strategy:  The term local strategy is used to mean: ‘the way in which 

[local]  government carefully plans its actions over period of time to 

improve its position and achieve what it wants’. (Cambridge 

Dictionary online, 31 October 2017). 

Manager:  Managers in this research had responsibility for frontline staff, 

ensuring all staff are well managed, motivated and developed 

through line management, supervision, team reflection and learning 

opportunities aimed at enhancing their professional practice, within 

service aims and objectives. The managers oversaw the allocation, 

monitoring and audit of work ensuring that staff provide a high 

quality service; and they promoted multi-agency working to meet 

the needs of all children. 

Outlier: An outlier is a term used in data analysis meaning an observation 

that lies a significant distance from other values in a random 

sample from a population (Grubbs, 1969; Maddala, 1992). 

Relevant organisations: The language in this thesis reflects the perspectives of the 

contributors to the primary and secondary data collection. 

However, the research is aimed at commissioners and staff in all 

relevant statutory and VCS organisations – health, social care, 

criminal justice; who have responsibility for supporting children to 

recover from the trauma following sexual abuse and exploitation. 

Research: The term research is used to mean: ‘To study a subject carefully or 

in detail, especially in order to discover new information or 

understand the subject better’ (Cambridge Dictionary online, 24 

August 2018). 
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Sexual Offences Act 2003: s.8. Causing or inciting a child under 13 to engage  in 

sexual activity  

(1)  A person commits an offence if— 

(a) he intentionally causes or incites another person (B) to 

engage in an activity, 

(b) the activity is sexual, and 

(c) B is under 13. 

(2)  A person guilty of an offence under this section, if the activity 

caused or incited involved— 

(a) penetration of B’s anus or vagina, 

(b) penetration of B’s mouth with a person’s penis, 

(c) penetration of a person’s anus or vagina with a part of B’s 

body or by B with anything else, or 

(d) penetration of a person’s mouth with B’s penis, 

is liable, on conviction on indictment, to imprisonment for 

life. 

(3)  Unless subsection (2) applies, a person guilty of an offence 

under this section is liable— 

(a) on summary conviction, to imprisonment for a term not 

exceeding 6 months or to a fine not exceeding the 

statutory maximum or both; 

(b) on conviction on indictment, to imprisonment for a term 

not exceeding 14 years. 

 s.48. Causing or inciting sexual exploitation of a  child 

(1)  A person (A) commits an offence if— 

(a) he intentionally causes or incites another person (B) to be 

sexually exploited in any part of the world, and 

(b) either— 
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(i) B is under 18, and A does not reasonably believe 

that B is 18 or over, or 

(ii)  B is under 13. 

(2)  A person guilty of an offence under this section is liable— 

(a) on summary conviction, to imprisonment for a term not 

exceeding 6 months or a fine not exceeding the statutory 

maximum or both; 

(b) on conviction on indictment, to imprisonment for a term 

not exceeding 14 years. 

Social Pedagogy: In this thesis social pedagogy is interpreted as an approach to 

helping an individual (in this case a child) which is relationship-

centred, bi-directional and focused on the ‘self’ of the child and 

encompasses the child’s whole lived experience. It depends on the 

gradual development of trust between the practitioner and the child, 

which provides an opportunity for a child to practice building a 

relationship. 

Social worker: Social workers in this research were the professionals with a social 

work qualification and responsibility for carrying out the local 

authority’s statutory responsibilities to protect and promote the 

welfare of local children.  

Survivor/victim: The term survivor is used interchangeably with the term victim, as a 

potentially more positive descriptor of an individual who has 

experienced childhood trauma and abuse. 

Therapeutic: The term therapeutic is used throughout to mean: ‘Having a 

healing effect; tending to make a person healthier’ (Cambridge 

Dictionary online, 3 December 2017). 

Use of self: The term ‘use of self’ describes the practitioner selectively 

sharing his/her experiences, thoughts and feelings with the service 
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user to promote growth through normalising the service user’s 

experiences and assisting him or her with reality testing (Wzontek 

et al., 1995; Barrett and Berman, 2001; Ganzer, 2007).  

Acronyms 

AAC American Addiction Centers 

ACEs Adverse Childhood Experiences 

ADHD Attention deficit hyperactivity disorder 

APPG All Party Parliamentary Group 

CAMHS Child and Adolescent Mental Health Services  

CSA Child sexual abuse 

CSA/E Child sexual abuse and/or child sexual exploitation 

CSE Child sexual exploitation 

CSEGG Child Sexual Exploitation in Gangs and Groups 

CJS Criminal justice system 

C-PTSD Complex post-traumatic stress disorder 

CQC Care Quality Commission 

DBS Disclosure and Barring Service  

IICSA Independent Inquiry into Child Sexual Abuse (England and Wales) 

LSCB Local safeguarding children board  

MPS Metropolitan Police Service 

OFSTED Office for Standards in Education, Children's Services and Skills 

ONS Office for National Statistics 

PTSD Post-traumatic stress disorder 

SARC Sexual Assault Referral Centre 

SENCO Special educational needs co-ordinator 

STIR Pan-European Safeguarding Teenage Intimate Relationships project 

VAWG Violence Against Women and Girls 
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VCS Voluntary and community sector 

WHO World Health Organisation 
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Part 1: Introduction, methodology, context and conc eptual 

framework  

 

Chapter 1 Introduction  

 

In this introduction I outline my rationale for undertaking the research I present here, and 

provide an overview of my thesis and its structure. As a practitioner, service 

commissioner and consultant I have worked for many years with children and adults who 

have been sexually abused. I was motivated to undertake this research by their 

comments about being unable to access recovery support. In addition, the support that is 

available is unevenly scattered across the country (Baginsky, 2001; Allnock et al., 2009; 

Bunting et al., 2010; Christie 2014; Kaur and Christie, 2018). In 2009 Allnock et al. noted 

that: 

‘Employing a conservative estimate that only 5 per cent of those children who 

have experienced sexual abuse in their lives will want to access a service in any 

one year, there is, across the UK (including Wales), a shortfall of 88,544 spaces 

per year for children who have experienced contact and/or non-contact sexual 

abuse.’  Allnock et al. (2009, p. 62) 

 

There does not appear to have been research which updates these 2009 findings about 

access to therapeutic services for children following child sexual abuse and exploitation 

(CSA/E). However there have been studies highlighting the continuing lack of therapeutic 

support from child and adolescent mental health services (CAMHS) for all children. In 

terms of demand, the All Party Parliamentary Group (APPG) reviewing the progress of 

the government’s Five Year Forward View for Mental Health (The Mental Health 

Taskforce, 2016) noted that the frequency of mental health problems in children had been 

increasing. For example, the APPG reported that in 2018 the rate of self-harm among 

children was three times higher than a generation ago (APPG, 2018). In relation to 
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service provision, the same year the Mental Health Policy Commission found that three in 

four children with a diagnosable mental health condition were not getting access to the 

support that they need. They reported that less than half of young people referred to 

CAMHS were being accepted for treatment and that there was on average a ten-year 

delay between a child experiencing their first symptoms and receiving help (Burstow et 

al., 2018). The APPG welcomed the proposal in the government’s Five Year Forward 

View for Mental Health to increase access to CAMHS to a third of children with an 

identifiable need by 2020-21, but noted that the plan will still leave two-thirds of children 

without access to therapeutic support.  

 

Whilst the discussion about CAMHS relates to therapeutic support for all children, I 

suggest it is unlikely within this scenario that the scarcity of recovery support for children 

who have been sexually abused will have been adequately addressed by statutory 

services. At the same time it is unlikely that voluntary and community sector (VCS) 

provision will have been able to expand sufficiently since 2009 to meet the extent of 

need. This is because VCS CSA/E recovery support services rely on local authority 

commissioning and public donations to supplement their investment income for service 

provision, and local authorities saw government funding reduced in real terms by almost 

half since 2010–11. At the same time the total amount given to charity has not increased 

since 2016 (Chamberlain et al., 2020). My own research experience supports a view that 

CSA/E recovery service provision remains scarce. As a consultant I mapped and 

evaluated CSA/E recovery services (Christie, 2014; Kaur and Christie, 2018; and Family 

Nurse Partnership et al., 2018). Following from this, I have approached this research as 

an opportunity to explore the minimum requirements for a recovery service for children 

following CSA/E (I explain my exclusive focus on girls/children in this Introduction and I 

define CSA/E in section 1.1). 
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I know from my work with local service commissioners that whilst they recognise that 

there is a need for recovery support for children following CSA/E, often the only option 

available to them is to refer the child to CAMHS. In my experience also, working across 

the spectrum of VCS and statutory mental health recovery services for children following 

CSA/E, I have encountered what Turner et al. (2015) describe as ‘notably tribal’ positions 

and ‘inter-professional rivalry’ within the mental health professions. The positions taken 

are in relation to the definition of mental ill health and consequently what recovery 

services should look like (Turner et al., 2015, p620). In 2017 the Care Quality 

Commission (CQC) described children’s mental health services as ‘fragmented’ (CQC, 

2017, p4). VCS providers such as the NSPCC and Barnardo’s have expertise in providing 

CSA/E recovery services and, where CAMHS is not available, are supporting children at 

intermediate levels of need (Carpenter et al., 2016; Smeaton, 2016; Williams, 2019) – 

which meet CAMHS Tier 2 and in some cases Tier 3 threshold criteria (CAMHS provide 

support at levels of need described as ‘tiers’; see terminology and acronyms on page xiv 

for more information). However, the VCS is very often excluded from contributing to the 

design and development of the service specifications because commissioners are 

concerned about conflict of interest (Kaur and Christie, 2018). I have gathered from 

conversations with some commissioners that they are wary of accepting the evidence 

from studies into the efficacy of a particular VCS organisation’s service models, seeing 

them as a form of self-promotion. A reluctance to view the VCS as having a valuable 

contribution to make to service provision was also noted in a relatively recent report by 

the King’s Fund about commissioner perspectives on working with the VCS sector. The 

King’s Fund reported that despite the NHS Five Year Forward View (NHS England, 

2014a) recognising the vital role played by the VCS in meeting the UK’s health and social 

care challenges, many commissioners viewed VCS service provision through a 

transactional lens, rather than adopting a relational (but more resource intensive), co-

productive approach (Baird et al., 2018). 
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My primary aim with this research was to explore whether it was possible to establish a 

set of minimum requirements for an effective recovery service for children following 

CSA/E. I hoped that it might give local commissioners the confidence to purchase 

services to address the lack of CSA/E recovery places which I speculated would form 

part of the shortfall of two-thirds in therapeutic support for all children by 2020/21, noted 

above. As part of this I hoped that it was possible to bridge a gap which I perceived to 

exist between statutory CAMHS and VCS sector CSA/E recovery service approaches. 

This would encourage local commissioners to purchase voluntary and community sector 

(VCS) recovery services to meet need at the level of CAMHS Tier 2, and in some cases 

Tier 3, thresholds. In consequence there could be an increase in service provision for 

children following CSA/E without putting more pressure on CAMHS. For this reason my 

scoping exercise for the recovery service model explored the evidence base which 

supports the established, mainstream psychotherapy approaches recognised by mental 

health services – to understand whether the VCS and CAMHS operate from similar or 

very different knowledge-bases.  

 

I explain in section 1.1, that I have tried to use the term CSA/E wherever possible. 

Exceptions are where it makes sense to use the terms understood by the fieldwork 

participants or where the use of the terms CSA or CSE more accurately reflects others’ 

thinking in relation to the studies, services, publications and quotes I refer to in this thesis. 

 

Both boys and girls under 18 years of age experience CSA/E, but on the basis of volume 

(rather than through a gender-based lens) I have focused on girls only. Recent figures, 

recognised as an underestimate because of problems with reporting and recording (Kelly 

and Karsna, 2017), put the number of girls experiencing sexual abuse before the age of 

16 in the UK at two to three times the number of boys (Radford et al., 2011; Kelly and 

Karsna, 2017). I am aware that boys are under identified as victims because many male 

survivors remain silent about the abuse for years or even decades (O’Leary and Barber, 
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2008; Easton, 2012); and they lack access to recovery services. However, their needs for 

recovery may well be different to that of girls and this was not the topic of this thesis.   

 

My initial research question was: what are the minimum requirements needed in a 

recovery service which give it the potential to enable children who have been harmed 

through CSA/E to recover? The preparatory scoping exercise for the research prompted 

me to refine the question to focus on the minimum requirements ‘within a supportive 

relationship’ which give it the potential to enable children who have been harmed through 

CSA/E to recover.  

 

I chose to do the research at this point in time because it appeared to me that there may 

be a window of opportunity for the findings to be heard by policy makers, budget holders 

and service commissioners. This is due to the current high profile of CSA/E in the UK. 

CSE is still categorised as a ‘national threat’ (declaration by Rt Hon David Cameron, 

2015), cases are continuing to come to light in the national press, the ongoing national 

Independent Inquiry into Child Sexual Abuse (IICSA) set up in 2014, is maintaining the 

profile of CSA/E in the public consciousness and the establishment of a Centre of 

Expertise on CSA (www.csacentre.org.uk) is promoting improved responses to child 

sexual abuse and exploitation in the UK.  

 

There has also been a gradual surfacing of other elements within the national health and 

care policy discourse which create potential for messages from this research to be heard. 

Included is firstly, a recognition that services should be ‘trauma-informed’. This may 

increase demand for sexual abuse recovery services for children – subject to potential 

referrers being able to correctly interpret presenting symptoms and behaviours as relating 

to the core trauma of sexual assault. Secondly, since I commenced this research in 2015, 

there has been a recognition by the UK central government that recovery for those 

impacted by sexual abuse is most effectively achieved through a supportive relationship. 
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Examples of the fact that the Department of Health published A Trauma-informed Health 

and Care Approach for responding to Child Sexual Abuse and Exploitation Current 

knowledge report (Christie, 2018) which is substantially based on the research 

undertaken for this thesis. By way of that report, the Department of Health recommends 

the local commissioning of recovery services based on a trusted relationship model as a 

way of responding to CSA/E. In the same year the Home Office supported a trusted 

relationships model, making available to local commissioners £13 million in a Trusted 

Relationships Fund (Home Office, 2018) to help professionals form close, protective 

relationships with children at risk of sexual exploitation, county lines gang crime or 

relationship abuse. Finally there is a new awareness of the role of prior or co-existent 

Adverse Childhood Experiences (ACEs) in affecting children’s ability to recover from 

CSA/E. I hope that I am right in thinking that at this moment in time my research, and this 

thesis, might have more impact than otherwise. 

 

The main body of the thesis is divided into three parts or sections:  Part 1: Introduction, 

methodology, context and conceptual framework: I have started with this introductory 

chapter in which I provided a rationale for my thesis. I have explained why I chose to do 

the research at this point in time and I have explained my focus on children. I outlined the 

structure of my thesis, defined CSA and CSE and set out my reasons for using the term 

CSA/E wherever possible. In Chapter 2, I note the qualitative nature of this research and 

explain the theoretical perspectives behind my primary data collection. I describe the 

preparatory (pre-fieldwork) and post-fieldwork scoping exercises I undertook; and I 

provide a profile of the sample group of children who participated in the fieldwork 

including their recent and past experiences. I describe the ethics involved in the fieldwork, 

participant and researcher safety and the research limitations. In Chapter 3, I discuss the 

national and local commissioning context. I define and explore ‘trauma’, ACEs and 

CSA/E. I then define ‘recovery’ and trace the development of theory on effective trauma 

recovery approaches, concluding that the theory appears to be most helpfully articulated 
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in social pedagogy and strength-based practice in recovery. Also in Chapter 3, I consider 

VCS CSA/E recovery service models and practice from the post-fieldwork scoping 

exercise. I use the findings from the preparatory scoping exercise to develop a social 

pedagogic and strengths-based conceptual framework of minimum requirements needed 

for a supportive relationship to be effective in helping children recover following CSA/E. I 

used the framework to shape my fieldwork questions. 

 

Part 2: Fieldwork findings:  I present my fieldwork findings in Part 2. In Chapter 4, I 

describe the results from exploring with the research participants the minimum 

requirements for a recovery service for children following CSA/E. Each section within 

Chapter 4 offers an analysis of the participants’ responses in respect of one or more of 

the social pedagogic and strengths-based conceptual framework or model minimum 

requirements. This includes findings about the children’s progress towards recovery as 

indicators of how effective the trusting relationship is. A feature of Chapters 4 and 5 is 

that I tried to minimise the influence of the researcher by presenting the fieldwork data in 

raw form (i.e. quotes), contextualised rather than masked, by my interpretation and final 

conclusions. I discuss my reasons for taking this approach in Part 1, explaining it as a 

means of strengthening the children’s voices and those of the staff supporting them; and 

minimising the interpretive influence I bring as the researcher. In Chapter 5, I explore the 

organisational support available to staff, which forms part of the minimum requirements to 

sustain a supportive frontline relationship.  

 

Part 3: Conclusion:  I use Part 3 to draw the research findings together. In Chapter 6, I 

highlight the key points from the fieldwork findings, including unexpected findings; and 

present what I think may be the new knowledge which the research may have identified. I 

also discuss the potential wider implications of my findings and make some suggestions 

for future research; before drawing a brief conclusion. 
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There is more information in the Appendices providing additional detail in relation to my 

findings and supporting my description of the research methodology (such as, fieldwork 

materials).  

 

1.1 Defining the term CSA/E 

The terms child sexual abuse (CSA) and child sexual exploitation (CSE) include abusive 

behaviours which range from unwanted sexual touching, sexual harassment, being 

coerced into watching sexual activity or sharing self-made sexual images or performing 

sexual acts, to penetrative sexual abuse with one or more abusers. The impact on victims 

will be different depending on how and where the abuse took place, whether it was 

repeated, the victim’s relationship with the perpetrator/s, the victim’s age and personal 

characteristics, the support available to the victim; and the victim’s other life 

circumstances (Trickett et al., 2011). Notwithstanding this, penetrative sexual abuse 

creates trauma at a level which cannot be affected by personality, relationship or 

circumstance – it is not primarily defined by whether the circumstances within which it 

happened might be described as ‘abuse’ or ‘exploitation’ (Levine and Federick,1997). The 

recovery I refer to in this research is from this level of trauma, accordingly I have 

conflated CSA and CSE; whilst acknowledging that each child’s experience will have 

been individual to her.  

 

The government’s definition of CSA is as follows:  

‘Child sexual abuse involves forcing or enticing a child to take part in sexual 

activities, not necessarily involving a high level of violence, whether or not the 

child is aware of what is happening.’ (Department for Education, 2018, p. 103).   

And CSE is positioned as a form of CSA:  

‘Child sexual exploitation is a form of child sexual abuse. It occurs where an 

individual or group takes advantage of an imbalance of power to coerce, 
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manipulate or deceive a child or child under the age of 18 into sexual activity (a) 

in exchange for something the victim needs or wants, and/or (b) for the financial 

advantage or increased status of the perpetrator or facilitator. The victim may 

have been sexually exploited even if the sexual activity appears consensual. 

Child sexual exploitation does not always involve physical contact; it can also 

occur through the use of technology.’ (Department for Education, 2017, p. 5). 

 

There is a question about how helpful the definitions are, as confusion persists amongst 

professionals about the practical differences between the two harms, CSA and CSE 

(Beckett et al., 2017). Beckett et al. argued that the apparent distinction between the two 

forms of abuse based on the notion of exchange may be inappropriate. Furthermore, that 

practice might be better coordinated if the distinction is removed and all children affected 

are described as sexually abused. This approach appears to be useful given the findings 

from research on CSE perpetration commissioned by the Centre of Expertise for CSA 

(Drummond and Southgate, 2018), that there was no shared approach in any service 

setting to distinguish CSE from CSA. I have chosen not to differentiate between the two 

in this thesis. Instead I have used the term CSA/E to include both wherever possible. In 

places the terms CSA and CSE have specific meaning, for example, in relation to the UK 

policy and commissioning context and the delivery of specialist CSE services by the VCS. 

I use the term CSE in relation to the children who participated in my fieldwork because it 

was the term they, and the practitioners supporting them, recognised as describing the 

most recent assault they had experienced. However, in other places I use the terms 

interchangeably. Many children receiving support from a specialist CSE service have also 

experienced CSA, often undisclosed. In recent studies the number of adults who said that 

they had not disclosed CSA in childhood ranged from a half to more than three-quarters; 

and many never report the abuse (Alaggia, 2010, Allnock and Miller, 2013; Cossar et al., 

2013; Kelly and Karsna, 2017). Thirteen of the 15 children I interviewed were known to 

have been sexually abused early in their childhood; and in the cases of the remaining 
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two, early childhood sexual abuse was suspected but there was no disclosure by the 

child recorded in their case file. It seems to me therefore, that a service aimed at helping 

children to recover from sexual assault would be most effective if it recognised that even 

though service users may have been referred for CSA or CSE, a significant proportion of 

them may well need help with the trauma of having experienced both. Accordingly I try to 

use the term CSA/E throughout my thesis. 

 

1.2 CSA/E/E constitutes violence 

For this thesis I have felt it important to establish that sexual assault of a child falls within 

the definition of a violent assault. This is because the terms ‘abuse’ and ‘exploitation’ in 

CSA/E disguises the fact of this violence. Some may argue that this is because the terms 

describe a range of abusive behaviours. It is nevertheless critical to recognise the impact 

violence on an individual in order to understand what support they might need to help 

them recover. The World Health Organization (WHO) includes CSA/E in the list of 

sexually violent acts, which it defines as:  

‘Any sexual act, attempt to obtain a sexual act, unwanted sexual comments or 

advances, or acts to traffic or otherwise directed against a person’s sexuality 

using coercion, by any person regardless of their relationship to the victim, in any 

setting, including but not limited to home and work. Coercion can encompass: 

varying degrees of force; psychological intimidation; blackmail; or threats (of 

physical harm or of not obtaining a job/grade etc.).’ (WHO, World Report On 

Violence and Health, p. 149) 

 

1.3 Summary of Chapter 1: research motivation and a im, thesis overview 

and defining CSA/E 

In Chapter 1 I explained that I was motivated to undertake this research by comments 

from children and adults who have been sexually abused, about being unable to access 
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recovery support. I described studies on CSA/E and on child and adolescent mental 

health more generally – including children with needs relating to CSA/E; which confirmed 

scarcity and inconsistency of therapeutic support across the country. In particular, three 

in four children with a diagnosable mental health condition were not getting access to the 

support that they need (Burstow et al., 2018); and the proposal in the government’s Five 

Year Forward View for Mental Health to increase access to CAMHS to those with an 

identifiable need by 2020-21 will still leave two-thirds of children (including those who 

have experienced CSA/E) without access to therapeutic support. I noted that this refers to 

support from statutory services, but add that it is unlikely that voluntary and community 

sector (VCS) provision will have been able to expand sufficiently since 2009 to fill the 

gap, due to recent years of economic austerity (Chamberlain et al., 2020). I raised the 

fact that the VCS are supporting children at CAMHS Tier 2 and in some cases Tier 3 

levels of need (the levels are defined in Terminology and acronyms on page xiv). 

However, I note a reluctance by the statutory sector to view the VCS as having a valuable 

contribution to make to service provision (Baird et al., 2018). 

 

Following from this, I described my primary aim with this research as being to explore 

whether it was possible to establish a set of minimum requirements for an effective 

recovery service for children following CSA/E. Also, that I hoped that it might give local 

commissioners the confidence to purchase VCS recovery services to meet need at the 

level of CAMHS Tier 2, and in some cases Tier 3, thresholds. In consequence there could 

be an increase in service provision for children following CSA/E without putting more 

pressure on CAMHS to address the lack of CSA/E recovery places. I noted that this was 

why my preparatory scoping exercise for the recovery service model included exploring 

the knowledge-base which supports the established, mainstream psychotherapy 

approaches recognised by mental health services – to understand whether the VCS and 

CAMHS operate from similar or very different knowledge bases.  
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As part of setting the scene, in this first chapter I then explained my reasons for focusing 

on girls. This was primarily that the number of girls experiencing sexual abuse before the 

age of 16 in the UK has been estimated to be two to three times the number of boys 

(Radford et al., 2011; Kelly and Karsna, 2017); and within their relationships, at ages 14 

to 17 years, almost three times the number of boys (Barter et al., 2015). In addition, it 

was also possible that the recovery needs of boys and young men may well be different 

to that of girls. Following from this I described how my research question became: what 

are the minimum requirements within a supportive relationship which give it the potential 

to enable children who have been harmed through CSA/E to recover? I then provided an 

overview of my thesis and its structure – there being three parts or sections to the main 

body of the thesis as follows: Part 1: Introduction, methodology, context and conceptual 

framework; Part 2: Fieldwork findings; and Part 3: Conclusion.  

 

Finally, I defined CSA and CSE, going on to explain why I do not differentiate between 

CSA and CSE in this thesis. Instead I have used the term CSA/E to include both 

wherever possible, separating them only where the terms CSA and CSE were ascribed 

specific meaning by fieldwork participants/sources. I explained that my reason for doing 

this was that a service aimed at helping children to recover from sexual assault would be 

most effective if it recognised that a significant proportion of children may well need help 

with the trauma of having experienced both CSA and CSE. Furthermore, I note that 

CSA/E falls within the definition of a violent assault (as defined by the World Health 

Organisation (WHO) (Krug et al., 2002; Garcia-Moreno et al., 2012) on the basis that it is 

critical to recognise the impact of violence on an individual in order to understand what 

they might need to help them recover.  
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Chapter 2 Methodology and methods 
 

In this chapter I look at the theoretical underpinning and methodological design of my 

research. I explain my approach and describe the ethical considerations related to the 

fieldwork and how I addressed them. Finally I offer reflections on the methods I chose 

and also the limitations of the research. 

 

My overall research method has been hypothetico-deductive. In this approach the 

researcher forms a hypothesis on the basis of the available evidence and then collects 

data to prove or disprove it (Allan, 2003). This contrasts, for example, with an inductive 

approach in which the researcher reviews the data collected and as repeated concepts 

become apparent, categorises them and they form the basis for new theory.  

 

2.1 Data collection  

I collected my data in two ways. The secondary data collection took the form of two 

scoping exercises, one in preparation for the fieldwork and the other after the fieldwork. 

The preparatory scoping exercise explored the mainstream positions in the UK in three 

distinct areas of focus: the first include the definitions and prevalence of CSA/E, the 

national commissioning context for children’s services, and the local commissioning of 

recovery services for children who have experienced CSA/E. The second area of focus 

was trauma and CSA/E and the impact of both on an individual. A third area of focus was 

therapeutic approaches to recovery that have been found to be effective in assisting 

individuals to recover. The post-fieldwork scoping exercise focused on recent evaluation 

studies of CSA/E recovery services provided by VCS CSA and CSE support service 

providers in the UK (see Table 1). The second type of data gathering was my primary 

research data collection using a framework developed from the preparatory scoping 

exercise and including fieldwork interviews, an electronic survey and case file audits. I 

used data from the file audits to complete an ACEs (Felitti and Anda, 1997) checklist for 
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each child who participated in the fieldwork. The fieldwork for this research was done pre-

Covid. The data collection materials can be found in Appendices 6 to 20. 

 

2.1.1 Theoretical perspectives behind primary data collection  

I began this research with a trauma-informed perspective already largely formed by my 

experiences of working with clients who had been traumatised and were seeking support 

for recovery. My interpretation of a trauma-informed approach is that it understands the 

potential for presenting symptoms and behaviours to be driven by underlying trauma. 

Furthermore, where this is the case, the most effective recovery response stems from 

promotion of relationships and an environment which recognise that trauma. At the very 

least such recognition might avoid inadvertent retraumatisation. In their summary of the 

research evidence which informs practice for what works in responding to children 

affected by CSE, Scott et al. (2019, p. 117) describe trauma-informed services as 

adapting to the needs and experiences of the child, recognising their victimisation and 

making any changes that are necessary to help them engage with the service (Macy and 

Johns, 2011). Importantly Scott et al. also report services needing to adapt to the needs 

of staff and the risk of vicarious trauma. This includes prioritising staff supervision and 

support (I discuss this in Chapter 5). 

 

Beginning with a trauma-informed perspective, I chose a qualitative approach 

underpinned by the ontological position of ‘internal realism’ i.e. that the truth or facts exist, 

but are obscured or not directly accessible (Easterby-Smith et al., 2011). This perspective 

asserts that there is a common ‘truth’ in how human beings respond to trauma in terms of 

generic human biological, psychological, emotional and behavioural reactions; and also 

what generally works in recovery from trauma. However, getting at that truth in a holistic 

way for any one individual is difficult. I could only attempt to do that for each child through 

descriptions of personal experience by her and the staff supporting her. I tried to 



 

16 
 

supplement this with information from her case file about her history, her presentation, 

the services she had been offered and received; and from the staff supporting her. 

Alternative ontological positions are that the single truth can be revealed (realism); that 

there are many ‘truths’ which are observable (relativism); or that there is no truth and 

‘facts are all human creations’ (nominalism) (Easterby-Smith et al., 2011, p19).  

 

In terms of epistemology my choice to interview the children and the staff supporting 

them reflects a primarily empirical approach. Consistent with my ontological position this 

perspective holds that all knowledge comes from an individual’s interpretation of their 

experience, especially that of the senses. This contrasts with the rationalist position that 

there are cases where impersonal or propositional knowledge (both dependent on logic) 

outstrips the information that interpretation of sensory experience can provide 

(Longworth, 2016). Ontological and epistemological perspectives become important also 

in relation to measuring service success as defined by an individual’s progress towards 

recovery. As well as trying to gauge this progress for the children in this research, I also 

looked for measures of such success in my coping of the evaluations of VCS CSA/E 

recovery services (I discuss this in section 3.8). Only one of the evaluations used 

objective measures of success. I was not in a position to use ‘before and after’ measures. 

Instead, in line with the idea that knowledge comes from the individual’s interpretation of 

their experience, I asked the children whether they thought that they had made progress 

towards recovery (an example is where I present the children’s own descriptions of their 

progress towards self-management and wellbeing in subsection 4.6.3). I supplemented 

this with information from the staff supporting them.  

 

The most common approaches to qualitative research include narrative, phenomenology, 

grounded theory, ethnography and case study (Creswell, 2012). I chose interpretive or 

hermeneutic phenomenology accepts that the researcher’s understanding and 

description of phenomenon is already an interpretation. It follows that the integrity of the 
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research depends on the researcher’s reflexivity, that is, being critically self-reflective 

about their own preconceptions, relationship dynamics and analytic focus (Polit and Beck, 

2014). Even within this there are two forms of interpretation – of suspicion and of 

meaning recollection (Ricoeur, 1970). The first is distanced because interpretation is 

through a theoretical lens and the second is empathic in that an attempt is made to 

understand things as the participant understood them. I took an intermediate approach 

using both a theoretical and an empathetic lens: viewing the responses the fieldwork 

participants’ responses through the lens of the requirements in a conceptual recovery 

service framework (see subsection 3.9.1) whilst also trying as far as possible to enter into 

their lived experience.  

 

2.2 Secondary data collection methods 

2.2.1 Scoping exercises 

My secondary data collection took the form of preparatory and post-fieldwork scoping 

exercises. Over the past two decades scoping exercises have increasingly been used as 

a methodology in research (Cachione, 2016). Their strength is that they have a broad 

scope which can provide an overview of publications in a given field of study without the 

restrictions imposed by quality requirements (Joanna Briggs Institute, 2015). This was 

particularly important for me because my aim was to give local health and social care 

commissioners the confidence to commission CSA/E recovery services using the same 

evidence base of established theories and approaches which they currently accept for 

CAMHS and existing commissioned community sector (VCS) CSA/E recovery services. 

This meant that I needed to scope the mainstream evidence which informs the policy and 

practice positions currently recognised and used by local commissioners (regardless of 

quality). 
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The methodology for scoping exercises is not yet set (Cacchione, 2016). The most 

consistently used approach is the Arksey and O’Malley (2005) framework, improved upon 

by Levac et al. (2010), the Joanna Briggs Institute (JBI, 2015) and others. The framework 

has five core stages: 1) clarify the research question; 2) identify the relevant publications; 

3) modify inclusion and exclusion criteria as new ideas emerge during the process of 

information gathering and review; 4) extract the relevant information from the reviewed 

literature; and 5) summarise and report the results – usually according to key themes. 

There is an optional additional ‘stakeholder consultation’ stage (Arksey and O’Malley, 

2005). The recommendations to improve the framework, as described by Levac et al. 

(2010, p. 69) which can be seen in my research include: explicitly linking the purpose and 

research question; balancing feasibility with breadth and comprehensiveness of the 

scoping process; using an iterative approach to selecting and extracting information; 

incorporating a numerical summary and qualitative thematic analysis; identifying the 

implications of the findings for policy, practice, or research; and adopting consultation 

with stakeholders as a required component of scoping exercise methodology. 

 

For the preparatory scoping exercise, my first area of focus was the context within which 

CSA/E services are provided in the UK. For this I sought information about the definitions 

and prevalence of CSA/E – to inform judgements about the importance of commissioning 

recovery services for children following CSA/E. I explored the UK policy position and 

commissioning context within which recovery services for children who have experienced 

CSA/E are commissioned; and I examined the extent to which local area senior 

management were showing ‘leadership’ for local CSA/E recovery responses in terms of 

published strategic planning. The second area of focus was on trauma; for this I sought 

information about trauma and its impact on an individual – to inform understanding of the 

symptoms which I anticipated the children might refer to in their interviews and which may 

be noted in their case files by the staff supporting them.  
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The third area of focus in the preparatory scoping exercise was on the established, 

mainstream body of theory that has accumulated with regard to the therapeutic 

approaches thought to be effective in assisting individuals to recover from trauma. In the 

process of this part of the scoping exercise I changed my initial research question from: 

what are the minimum requirements needed in a recovery service which give it the 

potential to enable children who have been harmed through CSA/E to recover?; to focus 

on the minimum requirements, within a supportive relationship which give it the potential 

to enable children who have been harmed through CSA/E to recover. In the process of 

scoping this third area of focus, I added two therapeutic approaches to my initial list – 

humanistic psychology and social pedagogy. Both the change in my research question 

and the addition of approaches to the scoping exercise reflect the iterative process 

referred to by Levac et al., above. I used my findings from this third area of focus to 

develop a conceptual framework of minimum requirements needed for a supportive 

relationship to be effective in helping children recover following CSA/E (see the 

conceptual framework in subsection 3.9.1).  

 

The scoping exercises are outlined in Table 1; and their timing in relation to the fieldwork 

can be seen in figure 1. 

 

Table 1 Scoping exercises  

Area of focus Topic 

1 Commissioning 
context 

Definitions and prevalence of CSA/E; the UK national 
commissioning context for children’s services and local 
commissioning of CSA/E recovery services 

2 Trauma  Trauma and CSA/E and the impact of both on an individual 

3 Therapeutic 
approaches to 

Therapeutic approaches found to be effective in assisting 
individuals to recover 
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Area of focus Topic 

recovery 

4 VCS CSA/E 
recovery services 

Recent evaluation studies of CSA/E recovery services 
provided by VCS CSA and CSE support service providers 

 

Figure 1 Data collection flowchart: scoping exercises and fieldwork   
 

    Secondary data                               Primary data                              Secondary data 
         collection                                      collection                                      collection 

Preparatory scoping 
exercise – areas of 
focus: 

1 Commissioning 
context 

2 Trauma  

3 Therapeutic 
approaches to 
recovery 
 
 

 
Fieldwork: 

Interviews 

 

 
Post-fieldwork 
scoping exercise – 
areas of focus: 

4 VCS CSA/E 
recovery 
services 

 

 

I describe how I analysed the data from the scoping exercises in section 2.3; the findings 

for the scoping exercises are in Chapter 3; and the fieldwork findings are presented in 

Chapters 4 and 5. 

 

2.2.2 Search strategy  

I used a similar search strategy for the four areas of focus in the scoping exercises – 

preparatory to the fieldwork: 1) commissioning context, 2) trauma and 3) therapeutic 

approaches to recovery; and post-fieldwork: 4) VCS CSA/E recovery services. The 

exception within this was my approach to part of area of focus 1) commissioning context, 

in which I explored local area senior management ‘leadership’ for local CSA/E recovery 
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responses. This took the form of a local CSA/E strategy review which I describe in 

subsection 2.2.3. The scoping exercise search strategy is set out in Table 2. 

 

Table 2 Scoping exercises search strategy 

Area of focus 1) –  

commissioning 
context 

Area of focus 2) 

 – trauma 

Area of focus 3) –  

therapeutic 
approaches to 

recovery 

Area of focus 4) – 

VCS CSA/E 
recovery services 

Search terms:   

Primary 

legislation 

policy and practice 

child sexual abuse 
prevalence 

child sexual 
exploitation 
prevalence 

neoliberalism  

commissioning 

child protection 

reactive children’s 
services 

managerialism 

marketization 

 

Secondary 

child sexual abuse 
recovery services 

child sexual 
exploitation 
recovery services 

national child 

 

 

trauma 

impact of sexual 
abuse 

post-traumatic 
stress disorder 
(PTSD) 

complex trauma 
(C-PTSD) 

child sexual abuse 
/child sexual 
exploitation 

child sexual abuse 
prevalence 

child sexual 
exploitation 
prevalence 

 

 

low self-esteem 

depression 

anxiety 

anger 

 

 

social pedagogy 

psychoanalysis 

relationalism 

self-psychology 

personal construct 
psychology 

constructivism 

constructionism 

ecological 
approaches 

humanistic 
approaches 

strengths-based 
approaches  

 

 

therapeutic 
approaches 

therapeutic practice 

reciprocity 

 

 

recovery service 

CSA recovery 
service 

CSE recovery 
service 

support service 

CSA support service 

CSE support service 

 

 

 

 

 

 

Barnardo’s 

NSPCC 

Children’s Society 

Action for Children 
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sexual abuse 
strategy/action plan 

national child 
sexual exploitation 
strategy/action plan 

national Violence 
Against Women 
and Girls (VAWG) 
strategy/action plan 

 

dissociation 

flashbacks 

bereavement/grief 

adverse childhood 
experiences 
(ACEs) 

disorder of extreme 
stress, not 
otherwise specified 
(DESNO) 

developmental 
trauma disorder 
(DTD) 

containment 

therapist 
characteristics 

influence of the 
therapist or  
therapy 

trauma-informed 

whole child 

relational treatment 

client-centred 

Inclusion and exclusion criteria: 

Included content 

For areas of focus 1 – 3), literature with content which fell within established, 
mainstream thinking; as evidenced by other publications putting forward similar 
views/conclusions or the authors being recognised experts in their field. Also, grey 
literature: government documents and non-peer reviewed publications from the VCS. 
Also, academic journals, articles and books, published clinical practice, international 
and UK policy documents. Priority was given to peer-reviewed literature; and grey 
literature was included in cases where it was peer-reviewed and/or very pertinent. The 
disciplines of psychology and psychotherapy, sociology, social welfare and UK politics. 

For area of focus 4), as above, but with literature focused on the UK and which was 
recognisable as established, mainstream thinking through being published by local or 
central government or by a mainstream VCS organisation or a grant making trust (GMT) 
funding such a VCS organisation. Also, grey literature (VCS, GMT and central/local 
government reports and evaluations) on CSA and CSE in the UK; in the disciplines of 
VCS sector CSA and CSE support services. 

Included timing 

For areas of focus 1 & 2), 1990’s to early 2020; to be relevant to current commissioning 
practice and understanding of trauma.  

For area of focus 3), 1880’s (Freud) to early 2020; to capture the fact that therapeutic 
approaches reflect the testing of clinical practice over a relatively long period of time. For 
VCS CAE/E recovery services,  2016 to early 2020 i.e. likely to be relevant to current 
VCS CSA/E recovery service provision 

Included location 

For areas of focus 1 – 3), the Western world (defined as, Europe, USA, Canada, 
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Australia and New Zealand). For VCS CAE/E recovery services, focused on the UK. 

For area of focus 4), as with the other areas of focus, but with literature focused on the 
UK and which was recognisable as mainstream thinking through being published by 
local or central government or by a mainstream VCS organisation or a grant making 
trust (GMT) funding such a VCS organisation. Also, grey literature (VCS, GMT and 
central/local government reports and evaluations) on CSA and CSE in the UK. The 
disciplines of VCS sector CSA and CSE support services; and focused on the UK. 

Excluded 

For areas of focus 1 – 3), literature with content which did not fall within established, 
mainstream thinking – as defined above. Also, literature which was either not peer-
reviewed or the content of which did not fall within established mainstream thinking – as 
evidenced by other publications putting forward similar views/conclusions or the authors 
being recognised experts in their field. My reason for excluding literature which was 
either not peer-reviewed or the content of which did not fall within mainstream thinking 
was to promote commissioner confidence in a recovery service model for children 
following CSA/E. Literature which was outside of the disciplines of psychology and 
psychotherapy, sociology, social welfare and UK politics. Literature which was outside 
of the 1990’s to 2019 time period; and literature with a focus outside the Western world 
(defined as, Europe, USA, Canada, Australia and New Zealand). 

For area of focus 4), exclusion criteria were similar except that they included literature 
which was not focused on the UK; and which did not fall within mainstream thinking – 
through being published by local or central government or by a mainstream VCS 
organisation or a GMT funding such a VCS organisation. And literature which was 
outside of the 1990’s to 2019 time period. 

Databases:  

Open-source searches, such as Google Scholar and standard Google; use of the 
University’s ‘Discover’ database search engine; a search of a selection of local 
authority, government and relevant national organisations’ websites. 

Search activity: 

Using the search terms for the respective areas of focus, I undertook a Google Scholar 
and a standard Google search. I looked at 20 or so articles for each search term, 
choosing the articles from well-known psychology, sociology and social welfare 
journals, and articles on UK politics; and those which were open access. I scanned the 
abstracts for relevance; and then scanned the selected articles for other potentially 
relevant, publicly available literature; as part of a snowballing1 exercise. I researched 
some of the authors and the institutions they published under to get a sense of their 
standing and contribution to their field, before deciding whether to include or exclude 
their ideas. 

 

 

                                                      
1 Snowball sampling is where research participants identify or recruit other participants. It is a non-
probability sampling method in that the odds are not the same for any particular participant being 
chosen, as with simple random sampling. 
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2.2.3 Local strategy review 

In order to link the UK national commissioning context for children’s services with local 

commissioning of CSA/E recovery services I undertook a review of the published local 

CSA/E strategies from the three local authority areas which participated in the fieldwork 

for this research. From both my current role as a consultant and past personal experience 

of commissioning children’s services for a local authority, I understand published local 

strategies to be key drivers of local service commissioning. The strategy outlines the 

action plan agreed by local leaders, who attach budgets to the planned actions; and 

performance management criteria (service numbers and quality) against which efficiency 

can be evaluated. My aim was to understand the extent to which local area senior 

management were showing ‘leadership’ for a local CSA/E response in terms of published 

aims and objectives. My hope was that this would provide a framework for commissioning 

and delivering recovery services for children who have experienced CSA/E. For this 

purpose local area strategies were identified which were judged most likely to provide 

evidence of a local framework. These were a: 

• CSA Strategy  

• CSE Strategy  

• Violence Against Women and Girls (VAWG) Strategy 

• Health and Wellbeing Strategy, and  

• Child and Adolescent Mental Health Strategy. 

In the event it was not possible to review CSA strategies because none of the local areas 

which participated in this research had one. The lack of CSA strategies is consistent with 

the findings from a review of local area CSA/E commissioning published by the Centre of 

Expertise on CSA (Kaur and Christie, 2018). Kaur and Christie reported that all five local 

authority areas who participated in the Centre of Expertise review had specific CSE 

strategies, however, only one had a CSA strategy. The rationale for this was given in the 

review as being because CSA is encompassed by generic children’s social care plans 
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and strategies. The findings from this local strategies review can be found in Chapter 3, 

section 3.3 Local commissioning of CSA/E services. 

 

2.2.4 Secondary data analysis  

The breadth of the scoping exercises meant that in selecting the literature or data I had to 

balance feasibility with comprehensiveness; as noted by Levac et al. (2010), above. The 

Cochrane Qualitative and Implementation Methods Group2 recommended sorting studies 

into categories of high, medium and low quality (Noyes et al., 2018). However, there is 

ongoing debate and little consensus about what constitutes ‘quality’ in qualitative 

research. (Long et al., 2020, p32). I used the Critical Appraisal Skills Programme (CASP) 

tool to assess the quality of my selected sources. CASP has ten questions that each 

focus on a different methodological aspect of a qualitative study, such as, whether the 

research methods were appropriate and whether the findings are well-presented and 

meaningful. Additionally, I applied my own discretion, in accordance with reports from 

Long et al. that researchers using CASP should be wary of discarding ‘lower quality’ 

sources, and should rather retain them but moderate their impact on findings (Long et al., 

2020, p. 39).  

 

Thomas and Harden noted in 2008 that consensus had not yet been reached about the 

best methods for reviewing qualitative research in a systematic way. They proposed an 

approach which they called s ‘thematic synthesis’. This involves: 

 ‘Identifying key concepts from studies and translating them into one another. The 

term 'translating' in this context refers to the process of taking concepts from one 

study and recognising the same concepts in another study. Included in this are the 

theories associated with these concepts, which can also be extracted and used to 

                                                      
2 The Cochrane Qualitative and Implementation Methods Group advises the Cochrane 
Collaboration on policy related to the synthesis of qualitative evidence and the integration of 
qualitative evidence with Cochrane effect reviews. 



 

26 
 

develop a 'line of argument', pulling corroborating concepts together and, crucially, 

going beyond the content of the original’ (Thomas and Harden, 2008, p. 47).  

 

Having selected my sources, I used thematic synthesis to explore commissioning, trauma 

and therapeutic approaches to recovery. My aim was to identify the common themes 

which, in combination with each other, appeared most likely to represent the established, 

mainstream positions informing UK national and local policy-makers and commissioners 

responsible for the provision of recovery services for children following CSA/E.  

 

From a first review of the literature I created themes; for example, a key theme being 

‘trauma from sexual assault’, within that secondary themes included ‘trauma experienced 

by children’, ACEs and ‘sexual violence and trauma’. Following from these, a relevant 

element was ‘symptoms and presentation’. Key themes for therapeutic approaches were 

‘the development of ‘self’ and ‘relationship’; secondary themes were ‘containment’, 

‘relationship with the environment’ and ‘agency/strengths’. Following from these, relevant 

elements were ‘associative life’ and ‘goals’. Using the themes, I reviewed literature and 

extracted the data manually recording the themes in Word documents.  

 

My use of thematic synthesis means that the findings from my scoping exercises are 

presented, as described by Thomas and Harden above, as: 'lines of argument' rather 

than having been critiqued as would be expected in a traditional literature review. I used 

the common concepts to create the narrative ‘beyond the content of the original’ I they 

refer to, in the form of the conceptual framework for a recovery service outlined in 

subsection 3.9.1.  

 

I undertook the scoping exercise VCS CSA/E recovery services, after I had completed 

the fieldwork. This was because having explored one VCS service within the fieldwork, I 

wanted to get a sense of the extent to which their practice might be similar to that of a 
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wider cohort of VCS organisations providing CSA/E support services for children. For 

this, I identified and analysed four recent grey literature reports of evaluations of VCS 

CSA/E recovery services. In order to compare the results of the scoping exercise with the 

fieldwork findings, I used the elements within the conceptual framework for a recovery 

service to interrogating the reports.  

 

2.4 Primary data collection  

2.4.1 Local authority sample selection  

Having completed my preparatory scoping exercise, I used the information to develop a 

conceptual framework for a recovery service (outlined in subsection 3.9.1). The 

framework contains a set of proposed minimum requirements for a trusting relationship 

which had the potential to be effective in helping children to recover following CSA/E. I 

used the framework to develop the fieldwork interview questionnaires and the electronic 

survey. Other data gathering materials I used were case file audits and an ACEs checklist 

(Felitti and Anda, 1997). This was all included in a Fieldwork plan which can be found in 

schedule 1 of the Fieldwork Agreement, in Appendix 23. I drew up the Agreement to be 

signed between myself as the researcher and the Directors of Children’s Services for the 

fieldwork sites. I selected the sites by circulating an email describing my proposed 

research to a group of Directors of Children’s Services inviting them to participate. I 

received six favourable responses and I selected the three for participation on the basis 

that they had commissioned, or were delivering, a CSA or a CSE support service to 

children which looked most likely to have elements of the conceptual recovery service 

model I was wanting to explore. To do this I contacted the local authorities and the VCS 

organisation which was delivering the children’s outreach CSA/E support service for two 

of the local authorities, and co-delivering the service for the third local authority. I talked 

them through the social pedagogic and strengths-based traditions I had based my 

conceptual framework on. To do this I started with the outline in question 3 of the 
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keyworker’s semi-structured interview questionnaire (see Appendix 14) and asked which 

features were present in the service they were offering. I was looking for a service which 

was likely to have the requirements which I wanted to test to see whether, or how well, 

they contributed to client recovery. The scope of this research is limited to the findings 

from these three (see limitations to research below).  

 

2.4.2 Children sample selection 

In planning the primary data collection from the children I used purposive or expert 

sampling. The latter term describes applying expert knowledge to select participants in a 

non-random manner – based on their having similar characteristics which are most likely 

to assist in answering the research question (Lavrakas, 2008, Laerd, 2012). It follows that 

it is not a weakness that the sample does not represent the general population. Instead, I 

wanted a group of children whose shared characteristics were that they had experienced 

CSA/E and had received keywork support following the abuse to assist them to recover. 

This support typically included a practitioner building a positive trusting relationships with 

the child, providing advocacy, mentoring, counselling and advice – typically meeting with 

the child on a weekly or fortnightly basis.  

 

I set the sample size for the children at 15 (five per local authority) in order to allow for a 

two hour interview with each child, and hour long interviews with the staff supporting her. I 

would potentially be interviewing each child’s keyworker, her social worker, their 

manager/s and the service commissioner (see Table 2). I gave the managers and 

keyworkers a set of criteria for identifying suitable children – that they: 

• Had experienced CSA/E (for all the children the most recent incident of sexual 

assault had been categorised as CSE by the services they were receiving 

support from)   
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• Had an allocated local authority social worker or were known to the local 

authority 

• Had a statutory or VCS practitioner as a keyworker 

• Had access to ongoing support from their current keyworker or social worker  

• Had been receiving support from the service for a sufficient period of time for 

progress towards recovery to be assessed 

• Was assessed to be likely to benefit from engagement in the research.  

The profiles of the children who participated in the fieldwork are outlined in section 2.5. 

 

Prior to commencement of the fieldwork I was advised to be realistic about the time that it 

would take to set up and complete interviews with 15 children because they were likely to 

be difficult to engage. In view of my already stipulating the criteria listed in the bullets 

above, I decided not to further limit selection by including rigorous purposive sampling 

criteria, such as, ethnicity, learning difficulties, sexual orientation or any other 

characteristics. Instead, I just requested the managers and keyworkers to try to achieve 

variation in the sample group by, for example, including as a minimum, black and minority 

ethnic children with learning difficulties/disabilities. This is because of findings in recent 

research (Gohir, 2013; Berelowitz et al., 2015 and Franklin et al., 2015) that these groups 

of children are more vulnerable to CSE and some may have less understanding of it than 

other young people (e.g. due to learning difficulties or lack of discussion about sex in their 

families). The Office of the Children’s Commissioner’s Inquiry into Child Sexual 

Exploitation in Gangs and Groups (CSEGG) noted that:  

‘Even in the best performing areas, little work is being done on recognising and 

supporting children who are victims of some types of abuse, particularly 

exploitation by their peers. Most submissions from the voluntary sector highlighted 

that they were unaware of any work being undertaken by statutory agencies to 

identify peer-on-peer or gang-related sexual exploitation and under-identification of 
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victims remains a concern, particularly where these are physically or learning 

disabled and/or are from Black, Asian or other ethnic minorities.’ Berelowitz et al., 

2015, p. 17  

 

In the event, there was a mix of children from different ethnic origins (see Table 3), 

several had undiagnosed learning difficulties and whilst the majority of the children 

described themselves as heterosexual, one child was unsure about her sexual 

orientation.  

 

The keyworkers were asked to identify and approach children believed to have had 

negative as well as positive experiences of a recovery service response following their 

experience of CSE. One child was prepared to describe what she felt to be a poor service 

in terms of assisting her to recover following CSE. 

 

2.4.3 Gatekeepers 

A gatekeeper is a person who stands between the data collector and a potential 

respondent. By virtue of their personal or work relationship to a respondent, gatekeepers 

are able to control who has access, and when, to the respondent (Lavrakas, 2008). The 

gatekeepers who made the ultimate judgement about which children would be 

approached to participate in the research were the statutory and VCS services managers, 

informed by the keyworkers working with the children. Priority in making the decision was 

given to the results of a risk assessment undertaken by each child’s keyworker, 

evaluating the potential impact on the child of her participation. I wanted to go a step 

further than just avoiding harm. I wanted participating in the research to be beneficial to 

the children, so it was included in the criteria for participation. I sought feedback from the 

keyworkers after completion of the fieldwork to understand whether the children had 

benefitted from their involvement and it appears that they all did. Each keyworker met 
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with their child immediately after I had interviewed her, and they reported that the children 

experienced the interview as very positive and felt energised by having space to explore 

their experience of support in a structured framework. I contacted the keyworkers after 

three months to check again and again received a positive report in terms of my 

involvement with the children from all of them. I discuss the interviews in subsection 

2.4.5. 

 

2.4.4 Fieldwork information sources 

My fieldwork information sources included face-to-face interviews, case file audits and an 

electronic survey. The interview participants were the children, their keyworkers, and the 

workers’ managers and commissioners. The file audits were of the children’s statutory 

case files and the electronic survey was sent to five of the children’s social workers. This 

is presented in Table 3. 

 

Table 3. Fieldwork information sources 

Participants Children Key 
workers 

Social 
workers Managers Commis- 

sioners Total 

Interviews 15 15  3 3 36 

Case file audits 
(incl. ACEs 
checklist) 

15     15 

Electronic survey 
responses   5   5 

 

I describe the case file audits and ACE’s checklist and the electronic survey in subsection 

2.4.8. The fieldwork questionnaires can be seen in Appendices 9, 14, 17 and 20; the case 

file audit tool and ACEs checklist are in Appendices 10 and 11 respectively.  
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2.4.5 Interviews  

Part of the process of developing questions in qualitative research is being reflective 

about how the questions will affect participants’ lives and how the questions will position 

the researcher in relation to participants. The children were not asked to talk about their 

personal experiences of abuse but were invited to share their view of the services 

provided to them and to other children in similar circumstances. I wanted to gather 

information on the type of service response the child had received; whether the child felt 

that she had made progress in terms of recovery and to what extent the requirements in 

the recovery service model had contributed to the progress she felt that she had made. At 

the point that I interviewed the children they were not yet sufficiently autonomous and 

empowered (see my definition of recovery in section 3.4.5), to take a position 

independent of the keyworker. A consequence would be that they were not likely to do or 

say anything which would alienate an important, and in some cases, sole avenue of 

support. I took this into account when I interviewed the children, framing my questions in 

terms of the children being able to assist their keyworkers by identifying for me areas 

where the keyworkers could improve the support they offered – if they were better 

supported by their organisation.  

 

From the interviews with keyworkers and electronic survey with the social workers, I 

sought information on, for example, whether they were supported to work with the 

children in a social pedagogic and strengths-based way (these approaches are described 

in sections 3.7 and 3.6, respectively). Similarly, in the interviews with the managers and 

commissioners in each local authority and the managers of the specialist CSA/E service, 

I wanted to know whether they were able to support their staff in a social 

pedagogic/strengths-based way. 

 



 

33 
 

I was aware that in my role as researcher, how I set up the interviews and asked the 

questions, was already going to influence the responses I received. Then I would be 

interrogating the responses and coding them according to my understanding, rather than 

that of the participant, thereby increasing my influence on the findings. Whilst it is not 

possible to remove my researcher influence, I tried to minimise it by keeping the data in 

context using case studies (see subsection 2.4.9), rather than interpreting it and using it 

to support a narrative interpretation of my own. This is closer to Glaser’s ‘more relaxed 

epistemology in which the data is analysed in its entirety, and not reduced to discrete 

elements’ (Easterby-Smith et al., 2011, p. 59). I found it very helpful in keeping each child 

in mind. 

 

2.4.6 Creation of case studies from interview data  

I started analysis of the interview data from the children by constructing a case study for 

each of them using a template based on the children’s interview questionnaire and the 

case file audit tool. There is an example of an anonymised composite child case study in 

Appendix 5. I then inputted the data for each one from their interviews and file audits. 

This was purely for analysis purposes because each child was clearly recognisable in her 

case study. I referred back to the case studies in order to limit any distortion I might bring 

to interpreting the children’s responses when the process of analysis across the 

participant cohort rendered the information anonymous. The exercise helped to counter 

any fragmentation of meaning and to retain the essence of each child’s experience. I saw 

this as part of the dynamic relationship between analysis, thinking theoretically and theory 

development (Morse et al., 2002).  

 

Similarly, for the staff I interviewed I developed a profile which I held in mind, of the local 

authority or voluntary and community organisation structure and culture within which each 

staff member was working. Again, I did this in order not to lose the meaning reflected in 
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the individual’s perspective and activity. The profiles studies were developed using the 

following headings:  

• The profile of the team –  type, location, structure and culture 

• Management support –  manager, senior manager and commissioner 

• Organisational circumstances – stability, workload and funding. 

 

The profiles were designed to assist me with my analysis. I have not included them in this 

thesis because doing so would not fall within my agreement with the local authorities and 

VCS organisation (see Appendix 23). 

 

2.4.7 Audits of children’s case files and ACEs checklist 

The audits I undertook were of the children’s local authority children’s social care files. For 

this I created and used a structured case file audit tool, to develop a profile of each child’s 

presentation, circumstances, history and past and current engagement with children’s 

social care and any other services (see Appendix 10). By way of preparation I had 

discussed the case file audits to the staff and had sent through the file audit tool for the 

keyworkers and the children to look at and ask questions about. I wanted to understand 

something of the child’s experience and any childhood adversities she may have faced 

without requiring her to repeat any of the narrative. This was to avoid the possibility of re-

traumatising any of the children. In addition, gathering information outside of the face-to-

face interview with the child meant that the interview could focus wholly on the support 

she had been receiving from her keyworker and any progress she might feel she had 

made. Finally, I wanted to check whether the children had received other services, this 

helped me build a picture of whether/how much multi-agency support for the child, which 

is part pedagogic practice (see a description of social pedagogy in section 3.7), had taken 

place. I undertook the case file audits after the interview with each child because I did not 

want to be influenced by third party descriptions of her and her circumstances before 
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meeting her. As the local authority case files are all held electronically, the children’s social 

workers had to sit alongside me using their passwords to access the files; and helping me to 

negotiate my way around the children’s social care client database.  

 

As part of the case file audits I completed an ACEs checklist (Felitti and Anda, 1997) for 

each child (see Appendix 11) and I checked the completed ACEs checklists for accuracy 

with each child’s keyworker.  

 

2.4.8 Electronic survey for social workers 

The difference in service structures across the three local authority areas meant that the 

expertise and employment of the staff supporting the children varied. In one area the 

keyworkers had social work qualifications and were employed by the local authority, 

though not in a statutory social work role. In another area the keyworkers were all 

employed by a VCS service and one of them had a social work qualification. In the third 

area all five the children had both a keyworker (not social work qualified) and a statutory 

social worker. I wanted to include these five social workers in the research on the same 

basis as the managers and commissioners. That is, to understand what role they played 

in relation to the keyworkers to enable the keyworkers to ‘give of themselves’ in the 

relationship with the child. In order to do this, the keyworker needs to feel supported or 

‘contained’ by the staff member/s to whom they are accountable for the child’s welfare. 

However, I did not have enough capacity to undertake the additional face-to-face 

interviews with the five social workers. The reason was that this Professional Doctorate 

was undertaken on a part-time basis alongside full-time self-employment (tight project 

deadlines and no paid leave). This limited the time I could commit to interviewing 

participants within the timescale agreed by the participating local authority areas and VCS 

organisation. I therefore used an electronic email survey to gather data from social 

workers. They were asked to reply to the email and indicate their responses in an 
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attached questionnaire (see Appendix 19). The social worker survey questionnaire 

addressed the same topics as the keyworker semi-structured questionnaire. When 

preparing the social worker survey questionnaire I piloted it with two senior safeguarding 

children managers; and based on their advice sequenced the questions starting with the 

respondent’s experience; followed by their practice with the children; then how supportive 

they found the process and resources they were expected to work with to deliver the 

services; and finally whether they needed/received supervisory and managerial support 

for their practice.  

 

Typical disadvantages with electronic surveys are that the respondents struggle to fill in 

and return the form, and that as the respondent’s email address is generally included with 

his/her response; there is no anonymity (Shannon et al., 2002). Neither of these issues 

were relevant because the form was a simple Word document and the survey was 

specifically not anonymous. All of the social workers completed the questionnaire, 

however I did experience some difficulty in getting them to return it to me.  

 

2.4.9 Primary data analysis  

The fieldwork yielded 36 interviews (see Table 2), of which 33 were audio recorded and 

transcribed. Three of the children preferred me to take notes during the interview. I split 

all the interview responses into each group of participants – children, keyworkers, 

managers and commissioners. Then I gathered all the responses from the group to each 

question e.g. ‘Did your keyworker do what she said she would do?’ to create a composite 

measure of how the question was answered; in the example, by the children. I worked 

methodically through all the questions/criteria for the children, the keyworkers and the 

managers and commissioners. As noted above, influence from me as the researcher was 

inevitable in interpretation of participants’ responses. I tried to counter this and maintain 

interpretive accuracy when lifting data from the interview responses by constructing a 
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holistic case study for each child. This allowed me to retain a sense of her as a whole 

person in a social context, whilst I was analysing her responses under the themes based 

on the key categories. See Appendix 5 for an anonymised composite child case study. I 

cross-checked my findings from the fieldwork and the case file audits with the 

keyworkers, social workers, managers and commissioners/heads of service. In terms of 

presentation, I have tried to ‘strengthen’ the children’s voices, and those of the staff, by 

presenting their responses in the findings section (Part 2) by using direct quotes and with 

a minimum of comment.  

 

I analysed the data from the 15 completed case file audits and the 15 completed ACEs 

checklists and the three completed electronic surveys, by inputting the raw data into 

Excel spreadsheets. For the survey and the checklist the data was largely quantitative; 

and I analysed it manually in the spreadsheets. For the audits I used themes to analyse 

and present the data e.g. children’s age and ethnicity; whether her family was previously 

known to children’s social care; the incident which triggered a referral for specialist 

CSA/E support; and the perpetrators’ ages and actions. The themes are set out in section 

2.5. 

 

2.4.10  Contradictory data and unexpected themes  

This research was designed to explore established, mainstream theory and practice in 

relation to recovery services following CSA/E. In the preparatory scoping exercise my aim 

was to identify and extract only the common elements between trauma recovery 

approaches considered to be effective. It follows that I did not explore the contradictions 

between the theories. Where I might have encountered contradictory data was in the 

fieldwork. This might have been expected to relate to variation between the experience 

and outcomes reported by the children and staff and the experience and outcomes 
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predicted by the established, mainstream theory and practice. I did not encounter any 

contradictory data. 

 

I did identify unexpected themes. I managed these in my analysis by creating a separate 

category when I noticed that information was being repeated across respondents. Having 

identified an emerging theme I then went back and reviewed the whole dataset in case I 

had missed pertinent similar information in earlier responses (additional themes did 

emerge). I discussed these unexpected findings in Part 2. The approach of coding 

portions of the data according to categories is known as ‘reductionist’. It is a positivist 

paradigm in the social and technical sciences, promoted as a way of neutralising 

researcher bias. Verschuren (2001) notes that the opposite of ‘reductionism’ is ‘holism’. 

The use of a ‘holistic’ approach reflects the fact that reductionism cannot identify all 

aspects of social reality, such as the social context; and hard-to-measure factors like 

cognition, emotion, and intentionality. The whole of an object is more than the sum of its 

measureable parts; thus Charmaz (2000) noted that detailed coding of transcripts of 

fieldwork interviews ‘fractured the data’. Her view was that line-by-line analysis reduces 

the ability to represent the whole experience of the individuals involved. Charmaz’s 

ontological position tended towards nominal i.e. that ‘the viewer creates the data and the 

ensuing analysis through interaction with the viewed’ (Charmaz, 2000, p. 523).  

 

2.4.11 Presentation of the data 

As part of my focus on accuracy, I wanted to present the qualitative, fieldwork data in 

direct quotes to avoid diminishing or distorting the participants’ voices with my 

researcher’s interpretation and perspective. I also wanted to use numbers to present 

quantitative, summary results of the children’s responses for each of the requirements or 

criteria. In order to achieve reliable quantitative findings for the children I identified text 

within their interviews which directly addressed the question/requirement and counted 
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these to produce a number. The numbers are small (sample size/n=14). The sample size 

is 14 because 14 of the 15 children who participated in my fieldwork were receiving, or 

had very recently been receiving, support from a CSE recovery service which 

approximated the service model I wanted to explore. These children’s interview 

responses and those of the professionals supporting them form the core of my fieldwork 

findings. The fifteenth child’s interview responses were so different from those for the 

other 14 children that they represent ‘outlier information’. Outliers can be global (differing 

from the rest of the data), contextual (differing significantly based on the selected context) 

and/or collective (a significantly different sub-set of data) (Yudha Wijaya, 2020). I 

determined the child’s data to be a contextual outlier because she had not had experience 

of a one-to-one trusting keywork relationship within the children’s residential facility she 

had been living in for several years. The service had not engaged her to form such a 

relationship and she had not been able to explore her experience of CSA/E. The CSA/E 

she had experienced was recorded in her case file (actual not suspected), however she 

was struggling to cope with seeing herself as a victim. She spoke about progress in terms 

of having learned to curb her outbreaks of anger ‘in order to get what she wants’ from the 

staff. Without a trusted keyworker she did not have a role model and/or advocate; and 

she had not been able to identify and build on her strengths to make progress on short- 

and longer-term goals. The child’s context only became apparent to me when I went to 

interview her. She was not able to comment on the trusting one-to-one relationship with a 

practitioner that I was wanting to explore – yet when I asked her what she would 

recommend to support another child who found themselves in her position, she said:  

“Get them an advocate or a keyworker. You don’t always have to talk about what 

your previous experience has been like. You can talk about how your day has 

been; you can just talk about being a bluebird in the trees. They [the Government] 

should fund it. At the end of the day, they [the child] will need something like that 

to get better.” [y15] 
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2.5 Profile of the children: their circumstances, e xperience and current 

presentation 

In this section I set out my findings from the case file audits I described in subsection 

2.4.7. This includes information about the children’s presentation, circumstances, history 

and past and current receipt of services from children’s social care and any other 

services. The results were as follows: 

 

Age at referral for child sexual exploitation incid ent: the average age for the children 

at the time of referral for the child sexual exploitation incident was 15 years. Within this 

the children’s ages ranged from 10 to 17 years-old at the time of referral for the incident 

of child sexual exploitation for which they were receiving support when they participated 

in  this research. At the time of interview 10 of the children were 16 years or over. 

 

Disability (not necessarily diagnosed): whilst the children did not have a formal 

diagnosis of learning difficulties or disabilities, there were several who were recognised to 

have a learning difficulty/disability and this was indicated by their keyworker, their social 

worker and their case notes. The number of children in this category was five, a third of 

the total. Other issues flagged through the professionals and case notes were one 

children having attention deficit hyperactivity disorder (ADHD) and another child having 

been diagnosed with oppositional defiant disorder (in her early childhood). 

 

Ethnicity: the children’s ethnicity, based on that of their birth family, was recorded as 

presented in table 3. 

 

Table 4 Children’s ethnicity  

Ethnicity Number of children 
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Ethnicity Number of children 

Mixed race 9 

White UK 3 

Black African 1 

Black Caribbean 1 

White European 1 

Total 15 

 

Family previously known to children’s social care: thirteen of the 15 families had 

been known to children’s social care since the child’s early childhood. A feature of the 

families appears to be the fact that the majority of the children’s fathers were absent and 

their mothers were unable to parent them well. In consequence, all of the children 

experienced physical and/or emotional neglect (in one case of emotional neglect, this 

was not longstanding, it had been triggered by the death of her father several years prior 

to the most recent incident of CSA/E). The reasons for poor parenting included domestic 

abuse, parental mental ill health and substance misuse, and in some cases criminality 

(inappropriate sexual activity). A number of the children appeared to be young carers for 

their mothers or grandmothers. The children’s ACEs scores testify to the fact that their 

family lives were relatively unsafe; and more than half of them said that they did not feel 

safe at home (the details of these findings are presented in Table 13b. 

 

Level of need as assessed by children’s social care : the level of need which 

children’s social care assessed the children to be at during their case varied from two 

being categorised as ‘Early Help’ (section 11 of Children Act 2004); nine moving between 
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Child in Need (section 17 of Children Act 1989) and being subject to a Child Protection 

Plan (section 47 of Children Act 1989); and two children becoming Looked After to 

ensure their safety (section 20 of Children Act 1989), one as a first intervention and the 

other as a last intervention (both having been removed from gangs in their 

neighbourhoods). 

 

During the time that their cases were open to children’s social care the children’s 

assessed level of need/risk fluctuated and the categorisation of Early Help, Child in Need 

and Child Protection Plan (as above) appears to reflect the changing circumstances 

around the case and what was known about the case, rather than being an indicator of 

the harm a child was experiencing or had experienced. My reflections on why this 

happened are that this may be evidence that the children’s social care system has not 

changed since the Munro Review of Child Protection described it as ‘so standardised that 

[it does] not provide the required range of responses to the variety of need that is 

presented’ (Munro, 2011, p. 6). Ten years before that Parton (1998) had already 

described the ‘bureaucratisation’ of children’s social care, describing risk assessments as 

being increasingly focused on a range of abstract factors deemed liable to produce risk 

for children  and preceding Munro in a call to reintroduce reliance on face-to-face 

relationships between the professional and client. Following from this, the thoughts, 

feelings and perspective of the children – which might have provided information for more 

accurate risk assessment and care planning, are unlikely to have received sufficient 

attention (Goddard et al., 1999; Munro, 2011). See also section 3.2 which set the delivery 

of children’s social care in the context of neoliberalism). 

 

Compounding this situation would have been the fact that the concepts of risk of harm 

and actual harm have been conflated in social work practice and are largely used 

interchangeably (Bromfield et al., 2003b).Thus, for the children in this research, in terms 

of risk of harm, the focus might well have been on assessing likely future risk from the 
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perpetrator/s – of the most recent incident of CSA/E. In addition, in trying to predict the 

future risk for a child, social work practitioners tend to be preoccupied with current events 

in a case, at the expense of the impact of abuse that has already occurred; including in 

particular cumulative harm (Goddard et al.,1999; Munro, 1999). In the absence of a 

specific focus on actual harm, the child’s current health and wellbeing, her resilience, her 

ability to accept help and the amount of support her family were able to offer her were not 

likely to have been well understood. This was important in view of the accumulated harm 

the children in this research had experienced, and the consequent risk for them of 

employing ineffective or harmful coping strategies and of current and future 

revictimisation (Spatz Widom et al., 2008; van der Kolk, 2014; Fisher et al., 2017). 

 

Incident which triggered a referral for CSA/E suppo rt: thirteen of the children were 

referred for specialist child sexual exploitation support as a result of an incident which 

clearly involved sexual exploitation, and two of the children were referred following 

incidents of gang involvement with a child sexual exploitation element. Eight of the 

children were missing at the time of the incident, though not all had been reported 

missing by their parent or family. 

 

The perpetrator/s ages and actions: the perpetrators ranged in age from 15 years to 

mature adult men, although by far the majority were described as ‘in their early 20’s’. In 

three cases there were perpetrator/s below the age of 18 years, in the other 12 cases 

there were perpetrator/s above the age of 18 years. The modus operandi of the 

perpetrators can be categorised as presented in Table 5. 

 

Table 5 Modus operandi of the perpetrators 

Modus operandi of the perpetrators Number of children 
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Modus operandi of the perpetrators Number of children 

Random encounters 4 

Multiple perpetrator rape 2 

One of these children then 
experienced random encounters of 
child sexual exploitation, so her 
case is also counted above 

Single perpetrator (‘boyfriend’) who remained so, 
rather than being a lure to get the child into gang 
or group child sexual exploitation 

4 

Multiple perpetrator rape and trafficking for drugs 
(‘county lines’) 

3 

Online grooming for the purposes of offline child 
sexual exploitation 

3  

Total 15 

 

The services involved during the case: the services which the children and/or their 

parents were referred to (as part of multi-agency partnership working) are set out in Table 

6. 

 

Table 6 Services children and/or their parents were referred to 

Services Number of children 

Specialist child sexual exploitation 15  

Children's social care 13  

Sexual health services 3  
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Services Number of children 

Child and adolescent mental health 
service (CAMHS) 

10 

Of these six children attended a majority of 
sessions offered but had not appeared to benefit 
from doing so. Two children went for one session, 
one attended two sessions and one child was 
offered CAMHS but refused the offer 

Other health Between them the children used the following 
health services once: a school nurse, Accident 
and Emergency, a substance misuse service and 
a Looked After Children’s GP 

Police 15 

There were two prosecutions of perpetrators; 
one achieved a conviction (9 years); one 
Abduction notice was served on a perpetrator; 
for one child the police run checks on every new 
man in her life; in one case the police did not 
prosecute the perpetrator on the grounds that he 
was a Care Leaver 

School pastoral 5 

Special educational needs co-
ordinator (SENCO) * 

0 

Other (offered to various of the 
children/and their parent) 

Empower, Princes Trust and the Fairbridge 
Research; domestic abuse support (mother) 
refused; parenting classes (father); Improving 
access to psychological therapies (IAPT) 
programme (mother); parenting support; joint-
psychiatric assessment (child and mother) 
refused; the youth offending service (YOS), 
residential care out of town; Lucy Faithfull, 
refused while prosecution was pending3 

                                                      
3 Empower (Safer London) offers services for young people who have experienced sexual 
exploitation. The Princes Trust is a youth charity that helps young people get into jobs, education 
and training. The Fairbridge Project (part of Princes Trust) offers young people a mix of group 
activities and one-to-one support to develop skills and confidence. The Lucy Faithfull Foundation 
works with families affected by sexual abuse. 
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* I included referral to the SENCO because I was aware that several of the children who 
participated in this research had undiagnosed learning difficulties. I discussed this in subsection 
2.4.2. 
 

2.5.1 The children’s emotional and behavioural presentation 

I wanted to know what the children’s symptoms or presentation was following CSA/E in 

order to understand what a trusting relationship would need to both surmount and seek to 

address. I gathered the information from the children’s case files, and supplemented it 

with any information volunteered by the children and their keyworkers in the course of 

their interviews. The range of such possible symptoms and presentations was described 

by Browne and Finklehor (1986) as follows: 

‘In regard to initial effects, empirical studies have indicated reactions – in at least 

some portion of the victim population – of fear, anxiety, depression, anger and 

hostility, aggression, and sexually inappropriate behaviour. Frequently reported 

long-term effects include depression and self-destructive behaviour, anxiety, 

feelings of isolation and stigma, poor self-esteem, difficulty in trusting others, a 

tendency toward revictimisation, substance abuse, and sexual maladjustment.’ 

(Browne and Finklehor, 1986, p. 66) 

 

Hill (1999) reminds us that survivors of, in this case, CSA/E are ‘children with problems, 

not problem children’ (p. 105). The children who participated in this research were all 

struggling to manage emotions and behaviours which adversely affected their ability to 

attain or sustain health, wellbeing and achievement. I outline my findings, in order of 

prevalence, in table 6. The Table lists the emotional and behavioural challenges for 

children who had been harmed by CSA/E from what might be regarded as most to the 

least common; the most common being struggles with: 

• Low self-esteem and outbursts of anger were experienced by 14 of 15 (almost 

all/all) of the children 
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• Depression, isolation/shallow relationships and anxiety and panic attacks 

experienced by eleven or twelve (over three-quarters) of the children 

• Flashbacks and detachment/denial (dissociation) common to ten (two-thirds) of 

the children. 

and, 

• Difficulties with boundaries/self-protection and fear for their own safety in home, 

school, neighbourhood experienced by seven or eight (approximately half) of the 

children. 

 

In addition, more than a third of the children had problems with alcohol; and a third of 

them had difficulty sleeping, had no self-care skills, smoked, took drugs and self-harmed 

(cutting). A quarter of the children had gone further and had attempted suicide at least 

once. Table 7 presents the children’s emotional and behavioural presentation. 

 

Table 7 Children’s emotional and behavioural presentation in order of prevalence 

Order of 
prevalence 

Presenting issue Number of children 
experiencing each issue 

  Total 

1 Low self-esteem 15 

2 Outbursts of anger 14 

3 Depression 12 

4 Isolated/shallow relationships 12 

5 Anxiety and panic attacks 11 

6 Flashbacks 10 
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Order of 
prevalence 

Presenting issue Number of children 
experiencing each issue 

7 Detached/in denial 10 

8 Difficulty with boundaries/self-protection 8 

9 Scared in home, school, neighbourhood 7 

10 Problem alcohol use 6 

11 Self-harming - cutting 5 

12 Smoking 5 

13 Problem drug use 5 

14 Difficulty sleeping 5 

15 No self-care skills 5 

16 Attempted suicide 4 

17 Eating disorder 2 

 

For a breakdown of the children’s emotional and behavioural presentation per area, see 

Appendix 2. 

 

The presentations and symptoms which the children brought to the keywork relationship 

were reflected in the findings from the effects of trauma in the preparatory scoping 

exercise. The focus on trauma also explored studies on ACEs, as an indicator of the 

impact of multiple adversities as potential contributors to the difficulties the children might 

need help with. The children’s ACEs scores can be seen in Table 8. 
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2.5.2 Degree of trauma experienced by the children 

Understanding the impact of trauma is important because it provides an indicator of the 

issues that recovery services may need to address. It also sets expectations about how 

much recovery can be expected in a particular timeframe. In section 3.4.1 I discuss de 

Thierry’s trauma framework of single or multiple traumas (de Thierry, 2015). Her 

framework takes into account not just the level of severity of the trauma (the trauma 

continuum), but also the degree of support for recovery available to the child (the 

parenting capacity continuum). The findings from collating the children’s ACEs results are 

set out in Table 8 in order of prevalence. The most prevalent ACEs were: 

• Thirteen of the children had experienced sexual abuse and emotional neglect in 

their childhoods 

• Eleven of the children had experienced parental break-up and parental mental ill-

health in their childhoods 

• Ten of the children had experienced humiliation, fear of violence and neglect in 

their childhoods 

• Seven of the children had experienced parental substance abuse and domestic 

abuse in their childhoods. 

 

Table 8 Children’s ACEs in order of prevalence  

Order of 
prevalence Adverse childhood experience Proportion of children 

1 
Sexual abuse as a child or teenager 
(disclosed/documented; and excluding the most recent 
CSA/E) (3) * 

13 

2 Emotional neglect; and family not close or supportive of 
each other (4) 13 
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Order of 
prevalence Adverse childhood experience Proportion of children 

3 Parents separated or divorced (6) 11 

4 Household member depressed or mentally ill or 
attempted suicide (9) 11 

5 Emotional or physical abuse (humiliation, verbal 
abuse/fear of violence) (1) 10 

6 Physical neglect (food, clothing and medical needs) (5) 9 

7 Household member abusing substances (8) 7 

8 Domestic abuse (7) 7 

9 Household or family member went to prison or died (10) 6 

10 Actual physical abuse (2) 5 

* Bracketed numbers indicate original position in ACEs questionnaire 
 

I discuss the fact that research suggests traumatic experiences in childhood organise or 

fundamentally change the structure of the developing brain in subsection 3.4.1. There is 

also evidence suggesting that the younger the child was at the time of the onset of the 

maltreatment, the more likely they are to experience problems later in life (Bromfield and 

Higgins, 2005; Miller-Perrin and Perrin, 2007; Price-Robertson et al., 2013). In relation to 

CSA/E, 13 of the 15 children had disclosed/documented experience of sexual abuse as a 

young (prepubescent) child; and in the cases of the remaining two early childhood sexual 

abuse had been suspected, but not disclosed. Furthermore I did not see evidence in any 

of the children’s case files that they had received specialist CSA/E recovery support at 

the time when the abuse was identified. That may have been recorded in earlier files or in 

a different area if the family had moved (which in some cases they had). It is not the 
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focus of this research to explore why the early sexual abuse was not treated. However, it 

is likely to have been influenced by the lack of recovery support in the UK for sexually 

abused children and the uneven availability of what services were available. With or 

without recovery support at the time, the earlier abuse will have contributed, along with 

the other ACEs to raise the degree of trauma experienced by the children. The total 

scores for the children in each of the three areas was: 8, 6 and 5. The detail of 

information of the ACEs scoring for the three fieldwork areas can be found in Appendix 3. 

 

An interesting anomaly was that the total scores for the children in each participating 

fieldwork area in relation to the emotional and behavioural symptoms they presented 

were: 46, 40 and 50 (see Appendix 2). These did not correspond in magnitude to the 

ACEs scores for each area. Further research would be needed to understand why this is. 

Potential avenues of exploration might be the structural and social impacts on the child 

and their family; the child’s personality and personal/environmental resources; and the 

circumstances of the abuse (e.g. whether force was used), the duration and frequency of 

the abuse, age at onset, the child disclosing the abuse, parental reaction and the 

institutional response (Browne and Finkelhor, 1985; de Thierry, 2015). Some 

investigation would also be needed into the quality of recording of emotional and 

behavioural symptoms in case files. 

 

The children’s average ACE score was 6.3. This was high, as compared, for example 

with a study reported by Cohen et al. (2004) that I discuss in subsection 3.4.2, in which 

sexually abused children aged 8 to 14 reported an average of 2.6 ACEs (including the 

sexual abuse). Van der Kolk et al. (2005) described the impact of high ACEs scores in 

terms of the individual being likely to experience complex PTSD (C-PTSD), rather than 

PTSD. Several other studies concur with this conclusion – that multiple experiences of 

severe stress form building blocks for trauma-related suffering that leaves the survivors 

vulnerable into adulthood. This is important when trying to measure the progress of 
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recovery as a result of a short term intervention such as the one received by the children 

in this research. 

  

2.6 Ethical considerations 

Gathering information from the children’s case files raised ethical issues; as did the face-

to-face interviews I undertook with the children and the staff supporting them. In the next 

section I discuss the ethics involved, including some theoretical 

understandings/meanings of ethics; and my response to it. I also describe how I prepared 

the participants to engage in the fieldwork.  

 

Ethical approval for the work was given by the University of Bedfordshire ethics committee 

and the Institute of Applied Social Research ethics committee (see Appendix 21 for the 

application and approval letter). The ethical issues included: 

• Committing to a Fieldwork Agreement with the participating local authorities and 

VCS organisation 

• Ensuring that all participants, and the children in particular  

⁻ were not put at risk by agreeing to participate 

⁻ were able to make informed decisions about each aspect of their 

involvement 

⁻ were cared for before, during and after their interviews  

⁻ could be confident their anonymity would be preserved; and their data 

stored safely/appropriately destroyed 

⁻ could withdraw their contribution or participation easily 

⁻ would be kept safe through a pre-arranged mechanism for reporting 

safeguarding concerns 

⁻ had an opportunity to see and comment on the draft write up from their 

interviews/survey  
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• Ensuring that I had the supervision and support to remain safe. 

 

The authors of the Ethics of Social Research note that ethics needs to form part of the 

sub-structure of the research process, that is, representing ethical values as well as being 

ethical codes (Homan, 1992). In terms of ethical values, I tried to approach the research 

process from a pedagogic perspective, in particular: 

• Focusing on the interviewees as a whole people 

• Using my ‘self’ in relationship with the interviewees 

• Inhabiting the same life-space as the interviewees 

• Constantly reflecting on my practice 

• Focusing on the relationship, listening and communicating. 

 

In this way, rather than remaining neutral and ‘detached’ from the research subject in the 

interests of ‘objectivity’, I took on the role of researcher as the instrument by which 

information is collected (as noted by Roller and Lavrakas, 2015), and did not maintain 

distance between myself and the interviewees. Oakley (1981) provides support for this 

choice, arguing for bridging the gap through ‘empathy and affinity’. These considerations 

also rehearse the discourse about hermeneutic and descriptive phenomenological 

approaches I discussed in section 2.1.1. 

 

As part of caring for the interviewees, I was careful to remind them throughout each 

interview that I was wearing a ‘researcher’s hat’. This worked well for the children, 

however, the staff trusted me more than I had anticipated they would and, although I was 

not undertaking an ethnographic study, I recognised the dilemma described by Stacey 

(1991) that the greater the apparent mutuality of the researcher/researched relationship, 

the greater is the danger of subjects inadvertently sharing information which could 

expose them unfairly. In this case the exposure would be to their employers. I was careful 

not to betray these confidences in so far as they did not represent potential harm to the 
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children, subordinates or colleagues. Lanman (2006) addressed the same issue in 

relation to feminist research approaches observing that a friendly interviewer encourages 

private revelations in the course of the dialogue; and that interviewees need to know how 

to protect themselves from interviewers. Also that it may be patronising to suggest that 

interviewees want reciprocity in terms of e.g. empathy or sharing of experience, by the 

interviewer, in return for their engagement in the exercise. Lanman (2006) warns that it is 

important that assumptions about the nature of power in the research process are not 

taken for granted as power passes between researcher and respondent during the 

process. The research respondent is arguably very powerful because it is s/he who holds 

the data; although the balance shifts when the process of data generation is completed. 

  

In terms of ethical codes, I followed those of the Institute of Applied Social Research 

Committee and the University of Bedfordshire; I applied this to my selection of the 

research sites and sample, in my fieldwork and in presenting my findings. I was already 

registered with the Disclosure and Barring Service (DBS)4 as suitable to work with 

children. In the months before starting the fieldwork for the research I met individually with 

the Directors of Children’s Services in the three local authority areas and the Chief 

Executive of the voluntary and community service organisation, to develop and sign the 

Fieldwork Agreement (see Appendix 23). The local authorities and the VCS organisation 

each, separately, signed the Agreement with me. Importantly, the Agreement included a 

process by which I could report actual or suspected poor practice which could place anyone 

at risk of harm. In the event I did report a safeguarding concern arising from one of the 

children’s interviews, however this was not as a result of poor practice, rather that the child 

disclosed a potentially harmful incident which she had been involved in and which she said 

she had not previously shared with any support services. 

                                                      
4 The DBS enables organisations in England and Wales to identify candidates who may be 
unsuitable for work e.g. involving children or vulnerable adults. 
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2.6.1 Children’s safety and wellbeing 

In the months prior to commencing the fieldwork, I met with the staff responsible for the 

children’s safety and wellbeing to fully describe my reasons for undertaking the research 

and the details of what I needed them to do by way of identifying, risk assessing, 

preparing and supporting the children pre- and post-participation. 

 

I provided the children’s keyworkers with a risk assessment template for completion which 

asked whether:  

• The child was currently involved in an active police investigation or court case  

• Whether there was reason to believe that the child’s participation: 

⁻ might result in retribution from her abusers or any other person  

⁻ might cause the child serious distress or e.g. cause her to harm herself  

⁻ whether there were measures which could be taken to minimise any harm 

to the child; and ultimately,  

• Whether the child should be asked to participate in the research. 

The risk assessment template is in Appendix 6. 

 

Once the risk assessments had been completed, the children who were approached 

about the research received an information sheet informing them about the research, the 

ways in which they were being asked to participate, the intended use of information 

collected, assurance about anonymity and why the research was important (to improve 

services for children like themselves). The fieldwork materials for the children can be 

found in Appendices 6 to 9; they were written in age-appropriate language, avoiding use 

of jargon. In the information sheet I explained to the children why I would like to undertake 

an audit of her case file. Each child’s social worker or her keyworker read the information 

sheet with her/to her, explained the research and answered any questions she had. I 
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asked the staff to emphasise that the children’s anonymity would be preserved and that 

participation was completely voluntary and that the children could change their minds and 

withdraw from the research at any point. My contact details were provided in case the 

child had any questions. 

 

As part of deciding whether to participate, the children were given the semi-structured 

questionnaire which their keyworkers went through with them. The keyworkers explained 

the consent form to the children, who were asked to give their written consent. The form 

included clarity about the limits to confidentiality, the option of having notes taken rather 

than being recorded and also set out the children’s right to withdraw their contribution or 

elements thereof within a given timeframe. The limits to confidentiality were explained to the 

children i.e. that I would need to break confidentiality if they described an incident which 

appeared to have resulted in or have the potential for, harm to themselves or another. My 

criteria for assessing this was the definition of significant harm in Section 31 (9) of the 

Children Act 1989, ‘ill-treatment or the impairment of health or development including, for 

example, impairment suffered from seeing or hearing the ill-treatment of another’ [the last 

part added by the Adoption and Children Act of 2002]. 

 

I asked the social worker and keyworker to remind the child what was in her case file as 

part of the discussion about whether she would like to participate and what that would 

entail. I asked the staff to explain that without access to her case file, the information 

about her and how well she has been supported would be incomplete because there 

could have been support available that she was unaware of or did not realise she 

needed. Similarly, consent to access a case file, while not consenting to an interview, 

would yield incomplete information about how well she had been supported.  

 

The interviews were set up in the following way : the child’s social worker or keyworker 

met her at the venue or accompanied her to it; I then arrived and the practitioner introduced 
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me and the child; we ordered or got ourselves a drink, and chatted for a short period during 

which the keyworker and the child made the decision about when the child felt the 

keyworker should leave us alone for the interview – based on the child feeling at ease. I 

started each interview by describing again who I was, explaining what the research was 

about, the process and anticipated outcomes and outputs. I also repeated that participation 

was completely voluntary and confidential and that consent could be withdrawn after the 

interview. I went through the consent form again with the child and also explained the 

questions and gave her the semi-structured interview questionnaire. Whilst the interview 

was taking place the practitioners either sat at the other end of the coffee shop, or went back 

to their desks in the CSE drop-in centre or another room in the placement/PRU/home. When 

the interview was over the child and I sought out the practitioner, who joined us for a brief 

chat before I departed. This allowed the practitioner to support the child before and after the 

interview, and I believe that it went some way to addressing the power dynamic by 

positioning me – correctly – as someone seeking a favour from the child and as the 

‘outsider’ in their relationship. It may well have been helpful too for the child to know that her 

social worker or keyworker was also going to be interviewed. However, I did not ask the 

children’s views about this. 

 

The children were interviewed one-to-one. I invited them to bring a friend if that would make 

them feel more at ease, however, they all chose to see me on a one-to-one basis. I offered 

to interview them at their choice of venue. In the local authority area with a co-delivery 

service with the voluntary and community service organisation, all five of the children chose 

to be interviewed in the statutory services CSE team office/drop-in centre; in one of the 

other local authority areas the children all chose coffee shops as interview venues; and in 

the remaining local authority area the children’s choice of venue was very mixed: a pupil 

referral unit (PRU), a residential unit, a foster placement, at home and in a coffee shop. 
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I was aware that my research was not a priority for the children and depending on what was 

happening in their lives some of them made decisions not to meet with me as agreed. My 

approach was to make myself available for whole days at a time and then to wait, in some 

cases for five or six hours for the child to arrive for the interview; on occasions I returned the 

following day to again wait for a meeting. I was relying on the children’s keyworkers to make 

contact with them and encourage them to come to the interviews. I judged some of the 

delays and the ‘no shows’ to be a last minute loss of confidence. In more than one case the 

practitioner warned me that it was unlikely that the children would be prepared to say much 

in the interview. However, all the children did eventually come to meet me and in all cases 

once the introductions had been made and we had chatted for a while, the children opened 

up and talked freely to me.  

   

I was also aware that by inviting each child to choose the venue, I was risking not having the 

option to record the interview due to external noise e.g. in a coffee shop. This proved to be 

the case in some, not all circumstances. In terms of consent for recording, only one child 

said that she would rather I took notes than recorded the interview. However, within the first 

question she changed her mind because she did not want me ‘scribbling away’ instead of 

looking at her. Given that CSA/E embodies a breakdown in trust, I expected the children to 

be less trusting than they were. I think consent to my recording the interviews was partly due 

to the fact that I offered that I would switch off the recorder at any point when the child 

perhaps wanted to say something she did not want recorded. This only happened once – for 

the description of an anecdote. 

  

I purchased a mobile phone specifically for this research and the children were given the 

number so that if they did decide to request withdrawal of their participation or information, 

they did not need to do so through their keyworker, they could notify me directly. None of the 

children requested withdrawal of their participation or information post interview. 
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2.6.2 Staff preparation and confidentiality 

I also made arrangements for interviewing the staff. The specialist practitioners and social 

workers who were keyworkers and managers/commissioners who participated in the 

research were those working with the children identified to participate. I met with them, and 

the social workers who were to receive the survey questionnaire, in each of the local 

authorities and VCS organisation to explain what the research was about, the process and 

anticipated outcomes and outputs. As with the children, they received the research 

information, consent form and interview and survey questionnaires prior to the interviews 

and survey (see Appendices 12 to 20). They all provided written consent to the terms of 

participation. The keywork staff engaged easily and enthusiastically. The social workers who 

were not keyworkers were more difficult to engage. For the interviews, the keyworkers were 

offered the option of having notes taken rather than being recorded. All staff were assured of 

anonymity and confidentiality in the reported research findings. Everyone was offered the 

opportunity to withdraw their contribution or elements thereof post interview/survey.  

 

I collected data from the interviews using a digital recorder. For the case file audits the 

medium was paper, and the survey was completed and returned to me electronically. I 

stored the digital recordings (on a secure USB stick); and the paperwork in a safe in my 

home office. Once the interviews were transcribed, together with the completed surveys, all 

were stored in my desktop PC, which is protected by encryption hardware. The data was 

stored without identifying details.  

 

In terms of anonymity for the participants, I have anonymised contributions from fieldwork 

participants in this report using the format ‘y’ for all the children; ‘k’ for the keyworkers, 

‘sw’ for the social workers; ‘m’ for the managers; and ‘c’ for the commissioners. Each 

letter of the alphabet is accompanied by a number: 1 to 36 for the children, their 
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keyworkers the managers and commissioners. All direct quotes and quotes from 

literature are presented in italicised text.  

 

I asked the local authorities and VCS organisation to review the draft of the description of 

the findings from the fieldwork to confirm that they felt that their service users and staff 

could not be identified and that their anonymity had been adequately secured. They were 

able to confirm this. As part of this process the staff were invited to share the information 

with the children, or to ask me to share the findings with the children. I did not receive an 

invitation to do so. 

2.6.3  Researcher safety 

A final comment on my fieldwork data gathering activity is about the arrangements for my 

own support. In view of the emotional content of the fieldwork, in addition to talking to my 

University supervisor/s, I made arrangements to be supported through regular supervision 

by two professionals with different but relevant expertise. The first was a retired clinical child 

psychiatrist and the second was a retired local authority head of children’s safeguarding. 

Between them they could provide a perspective and assist reflection on the dynamics 

between myself and the interviewees; the context within which the interviewees were 

working; and also on the presentation of the children and the service responses to them. I 

met with these ‘supervisors’ at two-monthly intervals throughout the fieldwork and writing up 

of the findings. I also spoke on the telephone to one or other of them as needed after the 

individual interviews with the children or staff. I found my time with the children moving, not 

just because of the undercurrent of distress in their narratives, but also because of their 

clear understanding of the damage that the experience of sexual abuse had had and was 

having on their lives. At the same time I found them inspiring, in their determination to try to 

value themselves and overcome the other challenges which they face, such as the 

limitations imposed on their immediate life choices as a consequence of the disruption, 

principally, to their education.    
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2.6.4 Limitations  

The methodological limitations in this research were those inherent in qualitative research, 

such as, the influence of the researcher – framing the questions, influencing the 

interviewees as a result of interview style or approach and/or interpreting the findings. I tried 

to minimise this influence by being as transparent as possible about my approach and 

actions. This began with my developing a theoretical position on what a recovery service 

might look like; and then using it to develop my fieldwork questions. I chose hermeneutic 

phenomenology (Heidegger, 1962) as an approach, reflecting my recognition that I would 

need to interpret the narrative data that I gathered from the participants. I used open-

ended questions to maximise my chances of understanding and presenting the world as it 

is seen and experienced by the participants without pre-determining those standpoints. I 

accepted that as researcher I was instrumental in the research and tried to minimize the 

hierarchical relationship between myself and the children and staff, to facilitate trust and 

disclosure. I did this without blurring the boundary between ‘researcher’ and ‘friend’, 

inviting the participants to join with me in the aim of providing evidence which might 

promote the commissioning of effective recovery services in the future. I recognised and 

reflected on the emotionality of the children’s lives (and those of the staff); and ensured 

that I was reflective of my own emotional responses.  

 

When I worked through the themes from the children’s interviews, I checked them against 

the case studies as a way of countering potential interpretive distortions which might 

result from taking data out of context. This process could be described as a form of 

triangulation to preserve data integrity. Similarly, when developing themes based on the 

staff’s responses, I held in mind the local authority or voluntary and community 

organisation structure and culture within which each staff member was working. Finally, I 
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have used direct quotations as far as possible in presenting the findings, in order to 

document as authentically as possible the participants’ responses.  

 

In relation to the fieldwork design I identified five limitations which felt important. The first 

was a constraint on my ability to undertake reflexive consultation. This took the form of a 

lack of opportunity to check my findings after analysing the fieldwork data, in particular 

with the children; but also with the staff. I made enquiries both to the local authorities and 

to the VCS organisation I was working with for the fieldwork, asking whether there was 

any scope for re-engagement with the research participants to check my findings. This 

was not possible as an individual level. However, I did ensure that each of the four 

organisations read the draft findings and secured confirmation from them a) that the 

anonymity of children was preserved – in line with their legal duty of care to their clients; 

and b) that the findings were broadly recognisable, for example, that there was no outlier 

information that they might query. 

 

The second limitation was the lack of flexibility to refine the questions as the research 

proceeded. Whilst I would not have wanted to change the questions and risk, for 

example, gathering information from the different children that was not comparable, I 

would like to have refined the questions to the managers and commissioners based on 

the information I gathered from the staff they supervised; and from the children.  

 

A third constraint was not having sufficient time (undertaking this research alongside full-

time employment) to interview the five social workers who were not keyworkers to the 

children. This was the only point in the hierarchy of support which I wanted to investigate, 

where I was limited to gathering information based on the participants filling in a form. 

The impersonal nature of this exercise meant that I was unable to provide nuance to the 

questions or to explore the participants’ responses with them. I believe that this reduced 

the value of the exercise. 
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The fourth limitation was that whilst I believe that this research made surprisingly good 

progress in identifying the requirements for a good service in theory and exploring these 

in practice, the small sample size and qualitative nature of the research will limit the 

generalisability of the conclusions. This is to some extent mitigated by the fact that the 

the conceptual framework of minimum requirements needed for a supportive relationship 

to be effective in helping children recover following CSA/E was drawn from a synthesis of 

150 years of clinical and research expertise into therapeutic support for traumatised 

individuals. This lends robustness to the conceptual framework I developed for this 

research, which is described in subsection 3.9.1. Furthermore, it might encourage piloting 

and evaluation of recovery services based on the conceptual framework – given that this 

research confirmed it as efficacious.  

 

A final limitation arose out of the fact that it was not possible to establish a research-

relationship over a longer period of time. This meant that I could not explore critical 

unexpected findings which arose out of this research. Ideally these findings would have 

informed a second tranche of fieldwork designed to understand how the service could 

most appropriately address them as well.  

 

2.7 Summary of Chapter 2: methodological approach, scoping exercises, 

data collection and analysis; sampling, ethics and limitations 

In the first part of Chapter 2 I described the theoretical perspective behind my primary 

and secondary data collection and analysis; that is, the scoping exercises and the 

fieldwork. In the second part of Chapter 2 I described sampling, I was reliant on the 

children’s social workers and keyworkers as gatekeepers for the composition of my 

sample. I described the children’s personal profiles, the circumstances of the abuse and 

services they had been referred to. They did not appear to have had the good parenting 
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support considered to be important in lowering levels of trauma. I also set out the 

children’s emotional and behavioural presentation – low self-esteem, outbursts of anger, 

depression, shallow relationships and anxiety, flashbacks and dissociation, and 

difficulties with boundaries. Their average ACEs score was 6.3 (high in comparison with 

other studies of sexually abused children e.g. Cohen et al. (2004); I discussed this in 

subsection 2.5.2). Together these factors provide an indicator of the degree of adversity 

and trauma the children are likely to have needed help with as part of their recovery.  

 

I also described the ethical issues, including careful preparation and debriefing for the 

children’s interviews and those of the staff, to keep them safe, allow them to retain some 

control over their contributions and ensure their anonymity. I outlined the actions I took to 

keep myself and the fieldwork participants safe. Finally I noted the methodological 

limitations inherent in hermeneutic phenomenology; and described the five key limitations 

to the fieldwork design that I used for this research. The latter being: my inability to 

undertake reflexive consultation; a lack of flexibility to refine the questions as the 

research proceeded; not having sufficient time to interview the five social workers; the 

small sample size and qualitative nature of the research, restricting its generalisability; 

and that it was not possible to establish a research relationship over a longer period of 

time. This meant that I could not explore the lack of contradictory data and critical 

unexpected findings which arose out of the research. 
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Chapter 3 Scoping exercises findings and conceptual  framework 
 

In Chapter 3 I set out the findings from the preparatory and post-fieldwork scoping 

exercises. I begin by setting out the results of the scoping exercise for commissioning 

context; within this I discuss what is known about the prevalence of CSA and CSE. Then I 

provide a perspective on the context within which the UK government responds to CSA/E 

and outline my findings from reviewing local government strategies which might support 

the commissioning of CSA/E recovery services. This is followed by presentation of the 

results from my scoping of trauma, which includes defining trauma, exploring children’s 

vulnerability to trauma, the prevalence and impact of multiple ACEs, and linking CSA/E, 

violence and trauma. I conclude the chapter with the results from scoping established, 

mainstream therapeutic approaches to recovery, including defining ‘recovery’ and 

describing the current schools of thought about effective trauma recovery approaches. 

Then I set out the findings from my post-fieldwork scoping of VCS CSA/E recovery 

support services. Finally I present a conceptual framework for a recovery service 

informed by the findings in the chapter. 

 

3.1  Prevalence of CSA and CSE in the UK  

In seeking to understand the prevalence of CSA/E in the UK I have needed to explore 

existing research literature on CSA and on CSE. This is because following from 

government definitions which make distinctions between the two harms, services for CSA 

and CSE are usually delivered differently and the data sources for the two are 

consequently different. In addition, figures for the prevalence of CSA and CSE also differ 

depending on whether they are drawn from official records or self-reports. In terms of 

official records, in 2017 the Centre of Expertise on CSA published a scoping review of the 

scale and changing nature of child sexual abuse and exploitation (Kelly and Karsna, 

2017). The ‘Scale and Nature report’ concluded that taking into account the variations in 

prevalence studies for England and Wales (Radford et al. (2011); European Union 
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Agency for Fundamental Rights (2014); Office for National Statistics, 2016b), the data 

suggest that some 15 per cent of girls/children and 5 per cent of boys/young men 

experience some form of sexual abuse before the age of 16, including abuse by adults 

and peers.  

 

In 2015, following a two-year inquiry into child sexual abuse in the family environment, 

the Office of the Children’s Commissioner for England reported an estimated incidence of 

abuse of 400,000 – 450,000 children in the UK. The findings were consistent with results 

from other studies in the UK and overseas. However, research indicates that the majority 

of intra-familial child sexual abuse is not reported and goes unrecorded because many 

children do not tell someone that they are being or have been abused. London et al. 

(2008), in their meta-analysis reported that a minority of childhood sexual abuse and 

sexual exploitation is reported by victims at the time that the abuse occurs; and only 5 –

13 per cent is reported to the authorities. This is the essence of the difference between 

official records and self-report; 55 – 80 per cent of adults who had been victims indicated 

that they never told anyone during childhood, and a fair number never report the abuse 

(Allagia, 2010; Allnock and Miller, 2013; Cossar et al., 2013; Kelly and Karsna, 2017). 

Findings from a survey of young adults aged 18 to 24 in the UK were that the prevalence 

of contact child sexual abuse was 11.3 per cent (Radford et al., 2011, Table 1, p. 8). An 

extrapolation using this percentage would set the number of children currently living in the 

UK who would be victims of sexual abuse by the time they turned 18, at approximately 

1.3 million.  

 

The key studies which have attempted to estimate the prevalence of child sexual 

exploitation in recent years differ widely in terms of definitions used, geographical scope 

and evidence base, so are not easily comparable. The CSEGG Inquiry concluded in their 

2015 report that in any given year the actual number of children being abused is far 

greater than the 2,409 that have been confirmed. The Kelly and Karsna (2017) ‘Scale and 
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Nature’ report noted that no general population prevalence studies have been undertaken 

on CSE as such. One of the aspects of CSE which targeted surveys are likely to highlight 

is the proportion of CSE which occurs between peers. Stanley et al. (2018) found that 74 

per cent of 14 – 16 year old girls in England had been in an intimate partner relationship; 

and research carried out for the NSPCC in 2009 found that one in three 13 to 17-year-old 

girls in an intimate relationship had experienced some form of sexual violence from a 

partner (Barter et al., 2009). The Pan-European Safeguarding Teenage Intimate 

Relationships (STIR) project (2015) reported an incident rate of 41 per cent for 14 to 17-

year old girls in England experiencing sexual abuse in their relationship (14 per cent for 

similar aged boys). Extrapolating the STIR project percentage using 2011 Census data, 

the number of children being sexually assaulted by their partner would be 46,807. This 

supports the conclusion the STIR researchers reached, that there are high levels of 

intimate partner abuse among young people in all the countries (Barter et al., 2015). 

These studies support the idea that CSA/E prevalence in the UK is high. 

 

3.2 The context of UK statutory child welfare servi ce provision  

In the scoping exercise on commissioning I explored the UK context within which services 

are expected to be provided to meet children’s needs following CSA/E. In the post-war 

years social democracy prevailed. The government had responsibility for the population’s 

welfare. Local authority social services departments provided community-based, family-

orientated social work services available to all (Jordan and Parton, 1983). However, 

beginning in the 1970s and 1980s extensive economic liberalisation policies gathered 

popularity. The impact of this ‘neoliberalism’ on health and social care practices was to 

create two interconnected trends – of marketization and of managerialism (Chandler et 

al., 2015).  
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Marketization involves legislative change opening up opportunities for local authorities to 

subcontract services to VCS and private sector organizations (Chandler et al., 2015; 

Leach et al., 1994). The process creates a separation of purchaser/provider functions in 

the public sector. The impact of neoliberalism in the UK was to disperse the public sector 

welfare task to multi-professional project networks comprised of in-house and 

commissioned service staff. Managerialism followed from this as a means of tracking and 

controlling the performance of public sector employees/social workers; and it was 

extended to include measuring outcomes as part of a drive to increase performance in 

economy, efficiency and effectiveness (Cooper and Lousada, 2005; Harlow et al., 2013; 

Froggett, 2014; Chandler et al., 2015). New Labour accelerated this process; subsequent 

governments promised to scale it back however the trend has continued.  

 
An argument in favour of marketization is that it has enabled the VCS to positively 

influence government policies, and thus it strengthens civil society, rather than eroding it 

(Han, 2017). However, this needs to be balanced against a reduction in collaboration and 

an increase in tension and uncertainty experienced by organisations and staff trying to 

deliver services in a context of neoliberal competitive contracting, micro-management and 

performance measurement (Clarke, 2004; Teasdale et al., 2013). In practice this results 

in commissioners and providers not being easily able to work together for the benefit of 

the children. There is a focus on numbers rather than experience and outcomes. 

Specifications are inflexible and case lengths are short, inhibiting the development of 

secure relationships between staff and children. Contracts tend to indicate a degree of 

co-operation and common interest that rarely exists in the commissioner-subcontractor 

relationship (Whitfield, 2016). Contract periods tend to be short, limiting the potential for 

investment and innovation by both partners (Christie, 2017; Kaur and Christie, 2018). 

 

In addition to the increasing commercialisation of services, marketisation also 

marginalises in-house provision (Whitfield, 2012). The effect on frontline practice has 
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been that social workers no longer spend much time with service users, and focus 

instead on brokering services (Carey, 2008 in Cooper and Lousada, 2005) and on 

recording service process and outcomes. Alongside this, the relationship of mutuality 

between employer and employee has been replaced by one based on self-interested 

exchange in which the employee produces ‘results’ for the employer who pays her a 

salary in exchange. From a social psychoanalytic perspective:  

‘The established health and welfare organisation was intended to operate as the 

primary container for the complex, risky and emotionally demanding exchange 

process between practitioners and local populations that is the heart of welfare 

activity. Patients and clients sought, and expected to find, a dependable 

relationship with these organisations, and the organisation in its turn expected to 

provide this.’ (Cooper and Lousada, 2005, p. 172)   

Cooper and Lousada comment further that as welfare organisational life is now 

configured and experienced, there is frequently no longer a structure of ‘parenting’, either 

for organisations or for those working within them, that can sustain a supportive, 

containing relationship for the practitioner (and ultimately, for the service user). 

Organisations are ‘held to account through the commissioning process rather than 

through day-to-day line management’ (Enthoven, 2002, p. 7). 

 

Helping service users who have experienced CSA/E is exactly the type of complex, risky 

and emotionally demanding work for which organisational support or containment is 

needed (I discuss a containing relationship in subsection 3.6.2). As I evidence in the 

findings from my scoping exercise on effective trauma recovery approaches, this 

supportive relationship constitutes a core requirement for an effective trauma recovery 

service. It follows, I contend, that successive UK governments claiming to prioritise child 

safety and wellbeing should have protected children’s health and social care services 

from neoliberal marketization and managerialism. They should have preserved client 

focused line-management of services; and sought to achieve increased efficiency through 
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containment and support of staff. This creates an opportunity to achieve cost efficiencies 

through improved practice rather than through contract specifications.     

 

As part of the challenge of providing containment for frontline workers in contracted 

services, local authorities have a responsibility for managing the ‘market place’ to lower 

tension and uncertainty, to support collaboration, to provide financial support and to 

ensure adequate and equitable service provision (Whitfield, 2012; Mays et al., undated). 

Mays et al. (undated) note that markets cannot address the need for strategic planning 

and accordingly that public bodies: ‘must have strategic plans to ensure ….[service]  

provision.’ (Mays et al., undated, p. 7). I explore the role of local CSA/E strategies in local 

commissioning, in subsection 3.3.  

 

Returning to the idea that children’s health and social care services should have been 

protected from neoliberalism, I note that the transformation may have been countered if 

there had been a tradition of social pedagogy in the UK. Social pedagogy has its roots in 

continental Europe (Berridge et al., 2011). Eichsteller (2009) offers the following 

description:  

‘Social pedagogy is not merely how individual practitioners should work, it is also 

how the team,  the organisation and the wider system need to function as an 

interlinked system, based on similar principles, philosophies and visions.’ 

(Eichsteller and Holthoff, 2011, p. 32) 

I discuss social pedagogy in relation to how individual practitioners should work in section 

3.7. UK safeguarding children practice resonates with the principles of social pedagogy, 

however it has never been embraced at a national policy level or become embedded in 

UK society (Petrie et al., 2005). It could be argued that without it or alternative models 

providing a similar level of staff support, high quality recovery services are unsustainable. 

Notwithstanding this, the need for a more ‘whole-service’ approach has gained recent 

recognition with the introduction from the USA of the concept of trauma-informed service 
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approaches. The concept is based on an understanding that most people in contact with 

health and social care services have experienced trauma; and recognition of this needs 

to permeate service relationships and delivery (Harris and Fallot, 2001). In other words, 

staff will need support in order to focus on client trauma. 

 

3.3 Local commissioning of CSA/E services  

As part of the scoping exercise on commissioning, I reviewed local area strategies which 

I judged most likely to provide evidence of a local framework in each area which could be 

used by senior management to support the delivery of recovery services for children 

following CSA/E. In the event it was not possible to review CSA strategies because none 

of the local areas which participated in this research had one. Instead, I reviewed the 

local areas’ CSE strategies Violence Against Women and Girls (VAWG) strategies, 

Health and Wellbeing strategies, and Child and Adolescent Mental Health strategies.  

 

3.3.1  Local strategies 

The term ‘recovery services’ was not one that was used in any of the strategies. So, in 

reviewing the remaining four strategies, I equated the term ‘recovery services’ with the 

term ‘support services’; unless the strategy offered a more clearly defined description, 

such as, ‘therapeutic’ services. Also as part of the review, I noted references to specific 

groups of children judged to need ‘support’ in order to understand the weight given to the 

needs of children who are victims/survivors of CSA/E. The findings across the areas are 

set out here in relation to each strategy: 

• CSE strategy:  ‘support’ is mentioned in all three of the strategies. In one of these 

strategies ‘support’ is mentioned in the ‘Strategic approach’ section, but without 

detail; and nowhere else in the strategy. In another strategy ‘support’ is mentioned 

in the section describing the responsibilities of the Local safeguarding children 

board (LSCB) CSE sub-group; and is referred to as a bullet point: ‘Intervention 
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and Support’ (one of the four activities in the CSE Action Plan). The only other 

detail about ‘support’ for CSA/E victims is found in an extract from a recognised 

CSE response framework, which is included in the strategy document but not 

linked into the strategy in any way. In the third strategy ‘support’ is mentioned in 

the Strategic Aims as a bullet point and detailed as ‘work collaboratively to ensure 

that children at risk of CSE are safeguarded and mitigate the impact of CSE 

among victims’. In the section called ‘Support and Protect’ there are bullet points 

describing: ‘one-to-one advocacy’; and there is also a bullet for a ‘young persons’ 

support group.’ 

• VAWG strategy:  ‘support’ is mentioned in all three of the strategies. However, 

‘support’ was not one of the four objectives in the first strategy. The only mention 

in relation to CSA/E was in relation to YOS and CAMHS [services]: ‘protecting’ 

young people at risk of CSE, and there being provision of ‘therapeutic support for 

victims with complex needs’. In the second Strategy ‘support’ is described in the 

Strategic vision: ‘services take a trauma-informed approach to supporting 

victims/survivors’. The section called ‘Deliver the right support’ notes that 

specialist support should be accessible quickly and easily in the community. 

However, detail on what ‘support’ might mean is limited to ‘addressing harm, 

needs and vulnerabilities’; and the victim cohort is generic. The final Strategy 

signposts readers to the CSE Action Plan for what must be presumed to be the 

other types of VAWG, the Strategy aims for ‘integrated, effective, holistic 

services’. 

• Health and Wellbeing Strategy:  ‘support’ is mentioned in only one (33%/n=3) of 

the strategies. Two of the strategies did not mention any services which could be 

construed as relevant to supporting children or young people who had 

experienced CSA/E. The third Strategy aimed to ‘maximise resilience to, and 

recovery from, adverse situations and events’ for ‘local people’. Aims included, 
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‘identifying mental health needs early and ensuring timely support’. However, the 

only specific group of children named are those who self-harm.  

• CAMHS Strategy:  ‘support’ is mentioned in all three strategies, but not as a 

recovery service primarily for children who have experienced CSA/E. Two of the 

strategies reflected the influence of the London Child House pilot5. In the first 

strategy the Child House model is set as a priority and is driving the development 

of a single CSA pathway across the Mental Health Trust. CSA/E is not mentioned 

elsewhere in the Strategy, but child victims are assumed to be included in the 

generic victim cohort in the other priorities for action which are: improved 

specialist services, increased community-based capacity, therapeutic 

interventions and extended access. The second strategy notes that an ‘emotional 

support care pathway is being considered post [the Child House] paediatric 

examination for CSA. The only other specific groups of children for which services 

are mentioned are those with eating disorders and youth offending. The Strategy 

refresh commits to a CSE pathway, but this is part of the Liaison and Diversion 

pathway6 for young people involved with the CJS. In the final Strategy the 

priorities for action include building resilience for young people who have already 

experienced trauma, however the only specific groups mentioned are Looked 

after children and those involved in the criminal justice system (CJS). CSE is 

mentioned, along with domestic abuse, in relation to children involved with the 

CJS. 

See Appendix 1 for more detail on the review of local area strategies. 

 

                                                      
5 The Child House is based on a model of international best practice which was introduced in 
Iceland (the ‘Barnhaus’) for children and young people who have experienced sexual abuse or 
exploitation receive physical and therapeutic support under one roof. 
6 Liaison and Diversion are part of the NHS England Liaison and Diversion Programme which aims 
to improve early identification of a range of vulnerabilities, (including but not limited to mental 
health, substance misuse, personality disorder and learning disabilities), in people coming into 
contact with the youth or criminal justice systems. Liaison and Diversion Standard Service 
Specification 2013/14. Version 7. Available at: https://www.england.nhs.uk/commissioning/wp-
content/uploads/sites/12/2014/04/ld-ser-spec-1314.pdf 
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3.3.2 Issues arising 

Issues arising from the local strategy review exercise include that: 

• Despite the prevalence of CSA and the severity of impact on victims, none of the 

local areas had a CSA strategy and none of the potentially relevant strategies 

used the term ‘recovery services’. This despite: 

⁻ the prevalence of CSA and the severity of impact on victims; and  

⁻ the duty on local authorities under section 17. Children Act 1989 to 

safeguard and promote the welfare of children within their area who are in 

need. The Act putting into UK law the UN Convention on the Rights of the 

Child, Article 39 requiring States Parties to take all appropriate measures 

to promote physical and psychological recovery and social reintegration of 

a child victim of any form of neglect, exploitation, or abuse (including the 

fact that such recovery and reintegration should take place in an 

environment which fosters the health, self-respect and dignity of the 

child).  

• In view of the fact that local authority area populations will largely reflect the 

prevalence of CSA/E indicated by the national figures it is surprising that CSA/E is 

not more visible in the participating local authorities’ strategies.  

• Support services, as defined for this review exercise as ‘recovery services’, do not 

feature prominently in the strategies, and where they are mentioned there is very 

little, if any, detail about what such services might consist of and aim to achieve. 

In consequence, managers appear not to have permission or be directed to 

commission or deliver specific support or recovery services for children who have 

experienced CSA/E.  

• The strategies are not linked in such a way as to provide a coherent, easily 

navigable overarching framework which would give confidence to local 

commissioners and providers, and multi-agency partners, about what recovery 
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services to plan for and deliver (jointly or as single agency providers). This echoed 

the CSA/E local commissioning review finding that there was a lack of integration 

between local strategies. 

• Services for children involved in the CJS (i.e. perpetrators rather than victims) 

appear to be disproportionately visible in the strategies. This could be due to the 

fact they benefit from ring-fenced funding and/or appear to be a response to a 

simple set of national performance indicators. For example, the local CCGs 

commissioned additional capacity to the existing Youth Offending Services across 

the area, using the additional Health and Justice funding made available to all 

CCGs – ‘as part of the Local Authority statutory duties under the Crime and 

Disorder Act 1998, requiring the co-operation of the named statutory partners; and 

to meet National Indicators, for submission to the Youth Justice Board’. 

• New national performance indicators appear to have been the driver for  local 

CCGs to invest their additional recurring budgetary allocation in child and 

adolescent community eating disorders services in 2015/16 – to meet the 

requirements of the new access and waiting time standards for community eating 

disorders services; and  

• Similarly, the CSA/E services which are mentioned in relation to the Child House 

pilot appear to have been driven by the impetus provided by activity and 

objectives, and additional/ring-fenced funding, from higher up the local to central 

government hierarchy. In any event, at this stage the Child House pathways 

detailed the initial response professional response, not [yet] including medium or 

longer term support for recovery (Christie, 2017). 

 

3.4 Trauma and CSA/E  

In the scoping exercise on trauma I explored what children affected by CSA/E might 

experience and what recovery might look like. Based on the findings from the scoping, I 
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define trauma, including when trauma is multiple. I highlight the link between CSA/E and 

violence, explore the impact of CSA/E; and describe the effect it has on an individual’s 

health, behaviours and relationships. This is the body of evidence which makes the case 

for why we should be investing in recovery services. I also define what I mean when I 

discuss recovery.  

 

3.4.1 Defining trauma  

Trauma is defined by the American Psychological Association (APA) as an emotional 

response to a terrible event like an accident, rape or natural disaster. Herman describes it 

as a negative event that overwhelms an individual’s ability to cope:  

“At the moment of trauma, the victim is [made] helpless by overwhelming force… 

Traumatic events overwhelm the ordinary systems of care that give people a 

sense of control, connection, and meaning.” (Herman, 1992/1997, p33)  

Similarly, van der Kolk (2005) describes the core of traumatic stress as a breakdown in 

the capacity to regulate internal states; this affects the whole person: their mind, brain, 

body, spirit and relationships with others (McClung, 2007).  

 

In relation to children, de Thierry (2015) offers a framework for understanding the 

potential impact that takes into account not just the level of severity of the trauma (the 

trauma continuum), but also the degree of support for recovery available to the child (the 

parenting capacity continuum). The trauma categories are: 

• Type I (single incident trauma) – traumatic exposure which is brief in duration 

• Type II (multiple traumas) – traumatic exposure involving prolonged or repeated 

exposure. Finkelhor et al. (2011) note that children who experience repeated 

victimisations may be at greater risk for experiencing complex trauma responses 

• Type III (multiple, pervasive, early-onset and prolonged traumas) – traumatic 

exposure involving multiple, pervasive, violent events beginning at an early age 
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and continuing for a prolonged period of time (Solomon and Heide, 1999; van der 

Kolk, 2005). 

Alongside this, there is an increasing recognition of the additional complexities when 

trauma is interpersonal, that is, when people with whom a child has a close emotional 

relationship are passively or actively involved. De Thierry quotes Allen: ’The most 

pernicious trauma is deliberately inflicted in a relationship where the traumatised 

individual is dependent.’ (Allen, 1995, p. 22). Herman argued that ‘the traumatic event 

destroys the belief that one can be oneself in relation to others’ (Herman,1992, p. 53). 

 

The parenting capacity categories which De Thierry refers to are: a) warm, caring and 

verbal; b) bullying and no processing; and c) further punishment if spoken about (de 

Thierry, 2015, p. 25). In addition to any personal and contextual resilience a child might 

be able to call on when faced with trauma, the impact can be mitigated by the degree to 

which she is able to talk about the experience and process it. This would be a child with 

access to warm, caring and verbal parenting. De Thierry’s conclusions are supported by 

Draucker (1996), who, working with adult female survivors of sexual abuse in childhood, 

concluded that the key contributors to outcomes for survivors included the severity of the 

abuse and family-of-origin dynamics, including whether there were additional  [non-CSA] 

traumas (Draucker, 1996). 

 

Trauma can change how an individual perceives both themselves and the world around 

them; how they process information and how they behave in response to their 

environment (Cozolino, 2006). Without appropriate intervention these changed cognitive 

processes and behavioural responses can lead to long-term problems (Cattanach, 1992). 

The American Addiction Centers (AAC) Resource (2019) notes that whilst the short-term 

and long-term effects of trauma can be similar, the long-term effects of untreated trauma 

are generally more severe (AAC, 2019). In the words of Bessel van der Kolk: 
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‘Trauma is much more than a story about the past that explains why people are 

frightened, angry or out of control. Trauma is re-experienced in the present, not 

as a story, but as profoundly disturbing physical sensations and emotions that 

may not be consciously associated with memories of past trauma. Terror, rage 

and helplessness are manifested as bodily reactions, like a pounding heart, 

nausea, gut-wrenching sensations and characteristic body movements that signify 

collapse, rigidity or rage.’ (van der Kolk, 2014,  p. 2) 

 

3.4.2 Children’s vulnerability to trauma and ACEs 

Children are more vulnerable to trauma than adults because, although traumatic 

experience in adults alters their mature and organised brain (which can create 

difficulties), in children evidence suggests that it organises (i.e. fundamentally changes 

the structure of) the developing brain. When this happens overwhelming distress means 

that the child is unable to regulate their arousal, causing a breakdown in their capacity to 

process, integrate, and categorise what is happening. Relevant sensations, affects, and 

cognitions cannot be associated – they are dissociated into sensory fragments – and, as 

a result, these children cannot comprehend what is happening or devise and execute 

appropriate plans of action (van der Kolk, 1995). This can create developmental delay 

across a broad spectrum, including cognitive, language, motor and socialisation skills 

(van der Kolk et al., 1996; Cloitre et al., 2009). Timely appropriate treatment can mitigate 

some of this impact, however, McClung (2007) notes that trauma:  

“Sets the stage for unfocused and irrelevant responses to subsequent stress. The 

solutions to life used by traumatised children seem unconnected and unhelpful. Yet 

they are all they have.” (McClung, 2007, p. 36) 
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The nervous, endocrine and physiological systems of children who have experienced 

trauma are vulnerable to running on a constant ‘high-alert’ and this state of chronic 

'hyper-arousal' is ongoing. According to van der Kolk:  

‘We know that the impact of trauma is upon the survival or animal part of the 

brain. That means that our automatic danger signals are disturbed, and we 

become hyper- or hypo-active: aroused or numbed out. We become like 

frightened animals. We cannot reason ourselves out of being frightened or upset. 

In the long term the largest problem of being traumatized is that it’s hard to feel 

that anything that’s going on around you really matters. It is difficult to love and 

take care of people and get involved in pleasure and engagements because your 

brain has been re-organized to deal with danger.…’ (van der Kolk, 2014, p. 2) 

 

The Adverse Childhood Experiences Study (Felitti and Anda, 1997; Felitti et al., 1998; 

Anda et al., 1999) found a highly significant relationship between adverse childhood 

experiences and depression, suicide attempts, alcoholism, drug abuse, sexual 

promiscuity, domestic violence, cigarette smoking, obesity, physical inactivity, and 

sexually transmitted diseases (van der Kolk, 2018). Individuals who had four or more 

ACEs were particularly at risk of negative lifecourse consequences. This included the fact 

that women who had an early history of abuse and neglect were seven times more likely 

to be raped in adulthood than women who had not had poor childhoods (van der Kolk, 

2014). 

 

3.4.3 ACEs and CSA/E 

It was the impact of childhood sexual abuse trauma which gave the ACEs study team the 

first, vital clues to persistent poor health and unhealthy behaviours in adults (Nelson, 

2019). Olafson (2011) notes that CSA/E often occurs in situations where children also 

suffer other adverse childhood experiences such as, physical abuse, neglect, emotional 
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abuse; and exposure to adult partner violence, animal cruelty, community violence, 

substance abusing family members and parental or carer mental ill health (Felitti et al., 

1998; Dong et al., 2004; Anda et al., 2006; Finkelhor et al., 2007). A multi-site treatment 

study of 229 sexually abused children aged 8 to 14 reported a mean of 2.6 traumas 

experienced by the children. Seventy percent of the children had experienced a traumatic 

loss (e.g. the sudden death of a family member), 58 per cent had witnessed domestic 

violence, 37 per cent had been in serious accidents, and 26 per cent reported having 

been physically abused (Cohen et al., 2004). Because CSA/E is often part of a pattern of 

poly-victimisation, it is difficult to isolate the effects of one type of trauma or abuse from 

the other. However, what appears not to be in doubt is that new traumatic experiences 

are most devastating when they affect those who have already experienced or are 

experiencing, childhood adversities (Nandi et al., 2015). Stern and Thayer (2019) found 

that accumulated childhood adversity was particularly associated with suicide in early 

adulthood. This highlights the fact that the impact of ACEs can be felt in early as well as 

later adult life. Schilling et al. (2007) studied a sample of young adults from urban, socio-

economically disadvantaged communities who reported high rates of ACEs. They found a 

very strong association between childhood adversity and depressive symptoms, 

antisocial behaviour, and drug use during the early transition to adulthood.  

 

The uncritical adoption of ACEs in public policy has been questioned, particularly when 

that policy adopts the original ten ACEs without including structural impacts on health, 

through poverty, homelessness, unemployment, racial discrimination and other social 

determinants of health. However, findings from the ACEs study indicated that CSA/E and 

its consequences are widespread among people of all backgrounds (Nelson, 2019). 

ACEs may therefore not describe the whole picture but they can be construed as a 

minimum to which structural and social impacts may be added according to individual 

experience. In addition, there has been some work done to identify and create a checklist 
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of protective factors which might indicate children’s potential resilience to the full impact 

of ACEs (Rains and McLinn, 2013). 

 

I included ACEs in this research as a way of understanding the degree of trauma the 

children in my fieldwork are likely to have experienced. In relation to de Thierry’s trauma 

framework (described in subsection 3.4.1), the existence of other ACEs in a child’s life 

can raise the degree of trauma following a single sexual assault from level I to level II or 

III (multiple trauma). De Thierry includes the degree of parenting support available as a 

factor which might mitigate the impact of a trauma. I discuss the role of a trusted one-to-

one relationship and the containment it affords in relation to trauma, in subsections 3.7.1 

and 3.6.2. The children did not appear to have had good parenting support – as 

evidenced from the case file audits (13 of the 15 families had been known to children’s 

social care since the child’s early childhood; and their ACEs’ scores.  

 

3.4.4 CSA/E, sexual violence and trauma  

I described CSA/E as forms of violence when defining CSA/E in the Introduction; noting 

that CSA/E is in the WHO’s list of sexually violent acts. The WHO includes ‘degrading or 

humiliating’ acts within its definition of sexual violence (Garcia-Moreno et al., 2012, p. 2; 

see also Krug et al., 2002). Leask (2013) offers a description by Jean Améry, a Jewish 

refugee, of his experience of humiliation by the Gestapo:  

‘What is lost is ‘an element of trust in the world’ and the certainty that by reason of 

written or unwritten social contracts the other person will spare me – more 

precisely stated, that he will respect my physical, and with it also my metaphysical 

being. The boundaries of my body are also the boundaries of myself. (p28). Such 

an experience ‘blocks the view into a world in which the principle of hope rules’ 

and makes the victim of humiliation a ‘defenceless prisoner of fear.’ (Leask, 2013, 

p. 40)  



 

84 
 

The impact of humiliating violence described by Améry, is echoed by Lev-Wiesel’s 

description of the impact of child sexual abuse and exploitation: 

‘What then, are the specific issues that need to be addressed for recovery, in the 

light of the unique trauma of childhood sexual abuse? I suggest two core issues: 

• The body no longer serves as a ‘safe place’ –  meaning the soul is 

homeless, and 

• The self and body are perceived to be worthless and helpless – meaning 

there is no hope for a better future.’ (Lev-Wiesel, 2008, p. 671) 

 

Finkelhor and Browne (1985) developed a systematic understanding of the effects of 

child sexual abuse which identifies four trauma dynamics as forming the core of the 

psychological injury. These are: powerlessness, betrayal, traumatic sexualisation and 

stigmatisation. In their view, the two forms of trauma that distinguish CSA/E from other 

childhood abuses are traumatic sexualisation and stigmatisation (shame). I discuss 

shame in subsection 4.1.7; Rothschild (2004) notes that there is more shame attached to 

CSA/E than to other traumas and victims appear not to be able to discharge it.  

 

In their 2017 rapid evidence review for IICSA,  Fisher et al. suggest that the impact of 

CSA/E manifests differently at different life stages, dividing symptoms and presentation 

into those experienced in childhood and adolescence and those experienced at some 

point during in adulthood. The former included: acute trauma/injuries; early onset of 

puberty, sexually transmitted diseases, including HIV (human immunodeficiency virus), 

conduct disorders, sexually inappropriate behaviours and low educational. The longer-

term effects include: migraines; heart and lung problems; obesity; diabetes; problems 

with the reproductive system; and chronic pain, challenges in relation to emotional and 

sexual intimacy and interpersonal relationships and employment issues. Furthermore 

Fisher et al. reported a range of impacts which victims/survivors experience across life 

stages, including an increased vulnerability to sexual revictimisation and mental health 
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conditions. These findings are important because they draw attention to a need to 

understand the recovery from CSA/E process likely to require revisiting across a 

survivor’s lifecourse (I discuss this in section 3.4.5). 

 

In terms of social wellbeing CSA/E victims/survivors experience impaired self-concept 

and distrust; which together with feelings of betrayal and shame, results in a distrust of 

their own and others goodwill, so that they strive to maintain self-reliance and emotional 

distance. A survivor described this as follows:  

‘I have suffered in many ways throughout my life, and mainly on my own, as 

obviously, the hardest thing to do is to trust someone…’ (Wattam and Woodward 

1996, p. 104) 

 

A consequence of the lack of trust is that survivors’ relationships are usually shallow and 

they tend to be isolated. This can make them unable to relieve distress and perpetuates 

the feeling that their security is undermined – distress is compounded and maladjustment 

increases (Zepinic, 2016a). The distress can include feelings such as low self-esteem, 

powerlessness and self-blame (Perez-Gonzalez and Pereda, 2015); and mental health 

problems such as, depression, anxiety disorders e.g. social phobia, agoraphobia, 

generalized anxiety (GAD), social phobia, agoraphobia, panic disorder, dissociation, 

obsessions/compulsions (OCD), eating disorders, self-harm and suicide (American 

Psychiatric  Association DSM-5, 2013; ICD-10, 1994). Unfortunately, CSA/E victims and 

survivors very often adopt maladaptive coping strategies as ways to manage or provide 

relief from these distressing symptoms. The strategies commonly include anger or 

aggression, substance misuse and smoking, inappropriate or ‘risky’ sexual behaviours, 

anti-social behaviours and offending (Fisher et al., 2017; Beckett et al., 2017; Fergusson 

et al., 2013; One in Four, 2015).  
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3.4.5 Defining recovery  

In defining recovery from sexual trauma, I started by taking account of a survivor’s 

description (albeit from an assault sustained when she was an adult, not a child); she 

says of recovery:  

‘I develop and defend a view of the self as fundamentally relational – capable of 

being undone by violence, but also of being remade in connection with others.’ 

(Brison, 2002, pxi) …The trauma has changed me forever, and if I insist too often 

that my friends and family acknowledge it, that’s because I’m afraid they don’t 

know who I am.’ (Brison, 2002, p21) 

Brison writes from the perspective of the victim, she emphasises that the enduring 

aftermath of sexual violence is a profound part of the harm done and that acknowledging 

this is the only route to healing. This is not recovery as in ‘return to normal’, but a call to 

the individual to take stock of how violence changes a child’s life, sense of self and 

relations with others and how she may wish to ‘remake’ herself as a consequence.  

 

In thinking about recovery as an outcome, Herman provides the following description:  

‘The first principle of recovery is the empowerment of the survivor. She must be 

the author and arbiter of her own recovery. Others may offer advice, support, 

assistance, affection and care, but not cure. No intervention that takes power away 

from the survivor can possibly foster recovery, no matter how much it appears to 

be in the survivor’s immediate best interest. Herman offers a survivor’s view: “The 

person who helped me did so because they validated my experience and helped 

me to control my behaviour, rather than trying to control me.”’ (Herman, 

1992/1997, p. 133) 

Herman describes Symonds (1982), working with hostages, identifying the aim of 

treatment as being to restore power to the victim, reduce isolation, diminish helplessness 
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by increasing the victim’s range of choice; and countering the dynamics of dominance in 

the approach to the victim. 

 

For this research I used Herman’s work (Herman, 1992/1997) to develop a definition of 

recovery which describes a state reached by a child who has received support following 

CSA/E, in which the child has demonstrably achieved autonomy: 

• A sense of separateness 

• Self-possession (including being able to regulate their emotions and manage their 

behaviour) 

• An ability to define and progress towards their goals 

• The flexibility to make significant choices. 

And, empowerment:    

• A sense of safety (with others and in their environment) 

• The ability to enter into mutual support. 

 

Similar elements describing recovery were identified, though phrased differently, by 

Warrington et al. (2017) from their interviews with 53 young survivors about their 

experience of child sexual abuse. Key experiences the children associated with ‘moving 

on’ or recovery included: 

• Being believed 

• Developing a sense of self efficacy 

• Developing confidence and self-esteem 

• ‘Knowing you’re not the only one’ 

• Help to talk about, process or make sense of what has happened 

• Integrating experiences into your identity 

• Hope and optimism for the future. 
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In terms of recovery, the children in Warrington et al. (2017) talked about an internal 

sense of difference as a consequence of sexual abuse and aspired to ‘normality’, by 

which they meant: 

a) An identity that is not dominated by victimhood 

b) ‘Anchor points’: support through change and the minimisation of disruption 

c) An entitlement to a safe multi-faceted life characterised not only by the absence of 

abuse but also by the presence of diverse sources of fulfilment. 

 

In the context of childhood and lifecourse personality development, the recovery 

described in these different ways can be a lengthy and non-linear process, unique to 

each individual (Sneddon et al., 2016); with recognition that a ‘full’ recovery may not be 

possible (Fisher et al., 2017). A survivor who does reach some level of autonomy and 

empowerment may struggle to maintain it or want to strive for a higher level. In this sense 

recovery for a child following CSA/E could be viewed as a recurrent ‘remaking’ of herself. 

Draucker et al. (2011) describe healing from CSA/E as being a multifaceted and dynamic 

process of healing over an individual’s lifespan. This has consequences for the idea that 

recovery is the process by which a child is assisted to return to the developmental 

trajectory which she was on at the time that the abuse happened. This type of short-term 

fix is clearly not possible. It nevertheless provides a tangible goal for children and the 

staff supporting them to strive for, taking care not to raise unrealistic expectations for the 

children and put them under pressure to achieve full recovery. That is, to aim for the 

children to once again be able to avail themselves of all the internal and external sources 

of resilience and growth appropriate to their age; that the trauma of abuse will have 

interrupted. The view of recovery as a process of healing over a lifespan contributes a 

nuance to my research question. Whilst I did not go back and change the research 

question, I understand it to mean: what are the minimum requirements within a supportive 

relationship which might give it the potential to enable children who have been harmed 



 

89 
 

through CSA/E to begin to recover (I discuss the critical role of the trusting relationship in 

subsection 3.6.1). 

 

3.5 Effective trauma recovery: psychological approa ches  

My aim in scoping the literature on the theory of effective trauma recovery approaches 

was to see if there is commonality amongst the many schools of psychological thought 

which would inform the minimum requirements for the recovery of children following 

CSA/E. I summarise the theories here drawing out the relevant elements to demonstrate 

my thinking and the weight of evidence which I used to inform a conceptual framework of 

minimum requirements needed for a supportive relationship to be effective. I used the 

framework to shape the fieldwork in this research; it is outlined in subsection 3.9.1.   

 

A relationship-based perspective took shape from within psychoanalysis. In the early 20th 

century, Greenberg and Mitchell (1983) described this approach (in the USA) as 

relational psychoanalysis; and Melanie Klein developed ‘object-relations’ theory which 

held that the emotional development of an infant (the subject) is always in relation to 

another person (the ‘object’). A key advance on this was a move away from a focus on 

inner processes and instead, that a child’s self-integrating task was relational 

(Fairbairn,1963; Winnicott, 1965). As part of this the helping relationship is asymmetrical, 

bi-directional and co-created (Knight, 2009); and is based on positive regard (Loewald, 

1960). By the middle of last century the interpersonal nature of human personality 

development was accepted within the psychoanalytic establishment. Following from that 

self-psychology, developed by Heinz Kohut, has become widely accepted as one of the 

central psychoanalytic theories (Baker and Baker, 1987). Banai et al. (2005) summarise 

Kohut’s position as follows: in self-psychology an integrated/cohesive self-structure is the 

outcome of normal development for a person – comprising grandiosity7, idealization8 and 

                                                      
7 A sense of self-esteem, ambition and practical achievements. 
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the ability to form intimate relationships9 (Banai et al., 2005). This underpins the definition 

of recovery I outlined in section 3.4.5, which included: autonomy (separateness, self-

possession, ability to define goals and make significant choices) and empowerment 

(safety and the ability to enter into mutual support).  

 

Before the turn of this century, relational psychoanalysts and self-psychologists had 

reached a common understanding that a trusting, interpersonal approach is the essential 

requirement for promoting an individual’s recovery from emotional and psychological 

harm. Two other very closely related schools of thought which came to the same 

conclusion over the same time period, are social constructionism and social 

constructivism. The former has been described as the process of understanding resulting 

from active, co-operative enterprise of persons in relationship (Gergen, 1985). Whilst 

constructivism, based on ‘personal construct psychology’ (Kelly, 1955), explores how 

such interpersonal engagement (with people and their environment) contributes to the 

internal, cognitive processes by which individuals construe their worlds. Following from 

this, a practitioner wanting to help a child who has experienced CSA/E will need to 

develop a relationship with her in which the child feels safe enough to describe the reality 

of her situation and her perspective on it. To achieve a sense of safety, the relationship 

needs to be one of trust. This trusting, one-to-one relationship then provides the basis on 

which the child can start to construct or re-construct a positive identity and reclaim (or 

claim) a positive life trajectory. Social constructionism recognises the relevance of social 

networks and the community, however children’s lived environment is not fully 

encompassed in that. And it is important because children’s lives are conducted in public 

and semi-public spaces – which have a profound influence on them. Ecological schools 

of thought answer this.  

 

                                                                                                                                                                
8 A stable system of goals, ideals, and values. 
9 A sense of belongingness and connectedness. 
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An ecological framework recognises a transactional relationship between the human 

condition and environmental conditions. Key characteristics of the approach described by 

Allen-Meares and Lane (1987) in Pardeck (2015) are the recognition of mutual inter-

dependence between people, behaviours and the environment; the existence of 

continuous, interlocking systems and relationships between the three, and that behaviour 

is site specific. Thus, Pardeck suggests that, from an ecological perspective a client’s 

problems are not a result of individual pathology, but rather a product of a malfunctioning 

ecosystem. This would prompt, not only work with a child, but also with the 

neighbourhood and community social and locational systems that facilitate (or hinder) 

their social functioning. This is particularly important for children because adolescence is 

recognised as the developmental stage when the focus of children’s identity-formation 

transfers from their families to their peer groups, and their time becomes more 

concentrated outside of the family home. It is therefore not surprising that a range of 

social environments are associated with children’s experiences of child sexual abuse and 

exploitation – peer groups, schools, neighbourhoods and social media (Firmin, 2015) in 

addition to homes, have all been identified as contexts in which children can encounter 

harm.  

 

3.6 Strengths-based practice in recovery  

Implicit in the process of rehabilitation, then, is the identification of positive emergent self-

constructs by the child. Cowger (1994) and Kisthardt (2013) called this ‘strengths-based 

practice’. The principles of strengths-based practice as described by Kisthardt overlap 

and align not just with social constructivism, but also with all psychoanalytic theories. 

Included are – that the helping relationship is a collaborative process between the 

individual supported by a service and the person supporting them, allowing them to work 

together to determine an outcome that draws on the individual's strengths and assets. As 

such, it concerns itself principally with the quality of the relationship that develops 
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between those providing and being supported, as well as the perspective and capacities 

that the person seeking support brings to the process (Duncan and Miller, 2000). Rapp et 

al. (2005) offer six standards for judging what constitutes a strengths-based approach. 

The standards include: 

• The individual sets their own goals 

• Assessment is of the strengths/resources the individual has  

• The practitioner enables supportive links to resources in the environment (people, 

communities and services) 

• Explicit methods are used for identifying client and environmental strengths for 

goal attainment 

• The relationship is hope-inducing, including through people, communities and 

culture 

• The individual is the expert in their own life and the practitioner collaborates to 

enable meaningful choice. 

 

The strengths referred to in a strengths-based approach are:  

‘The capacity to cope with difficulties, to maintain functioning in the face of stress, 

to bounce back in the face of significant trauma, to use external challenges as a 

stimulus for growth and to use social supports as a source of resilience.’ (Greene 

and Lee, 2002, p. 40 in Teater (2014))  

Sewell (2005) would see this as successful reconstruction or recovery; and the 

‘community’ elements clearly resonate with the ecological model. Furthermore, the close 

relationship between a strengths-based approach and psychoanalysis is evident in this 

description of the same process by Howe (2005): 

‘ …And with a self that feels more together and more under control, individuals 

begin to feel more connected to those around them. The more they can avail 
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themselves of relationships, the more people feel they belong.’ (Howe, 2005, p. 

267) 

 

In their summary of the research evidence which informs practice for what works in 

responding to children affected by CSE, Scott et al. (2019, p. 100) note that the benefits 

of using a strengths-based model of working with young people affected by CSE have 

been established (Pearce, 2007, 2009; Office for Standards in Education, Children's 

Services and Skills, 2014). They add that focusing on building strengths rather than 

identifying weaknesses and harm, can enhance the relationship between young people 

and their families and build resilience (Newman, 2004; PACE, 2014; Webb and Holmes, 

2015). 

 

3.6.1 A trusting one-to-one relationship 

From the scoping exercise on therapeutic approaches to recovery, I found that a central 

theme in the literature was that the core requirement for effective recovery from trauma is 

the establishment of a single trusting relationship. Support for this comes from the 

American Psychological Association’s meta-analysis investigating the association 

between elements of the therapy relationship and treatment effectiveness, which 

concluded that the relationship between the client and the clinician is a crucial, 

fundamental determinant of success (Norcross, 2010). Norcross was preceded in this 

statement by, amongst others, the existential psychiatrist and emeritus professor of 

psychiatry at Stanford University, Irvin Yalom, who said: ‘It’s the relationship that heals, 

relationship that heals, relationship that heals.’ (Yalom, 1989, p. 89). The relational and 

integrative psychotherapists Evans and Gilbert had expanded on this in 2005 – with a 

description which sits well with core elements of a pedagogical approach:  

‘The relationship works as a collaborative partnership, relational therapy does not 

involve a client talking to a powerful, distanced therapist who gives information or 
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makes interpretations; it is a constantly evolving, negotiated, co-created, dialogical 

relationship to which both client and therapist contribute.’ (Finlay, 2009, p. 2) 

 

It was at this point that I changed my initial research question from: what are the 

minimum requirements for a recovery service which give it the potential to enable children 

who have been harmed through CSA/E to recover?; to focus on the minimum 

requirements, within a supportive relationship which give it the potential to enable 

children who have been harmed through CSA/E to recover.  

 

3.8.2 A containing relationship 

From the preparatory scoping exercise I understood that the cornerstone of the 

supportive relationship is the concept of containment, first introduced by Bion in 1962. 

Evans (2017) explains the concept of containment starting with the relationship a child is 

able to have with her/his mother or primary caregiver; and is essential to personality 

development throughout life. Infants and children need assistance to acquire emotional 

regulation – particularly in the case of fear. The child’s distress is projected onto the 

mother/carer whose work is then to contain, and in so doing, regulate the child’s 

anxieties:   

‘If the mother cannot tolerate these projections the infant is reduced to continued 

projective identification carried out with increasing force and frequency.’ (Bion, 

1967, p. 115) 

In this instance, containment represents an experience of resilience, providing the child 

with the ability to introject or take inside something of the mother/carer’s capacity to 

tolerate what is terrifying and anxiety provoking. A traumatic event represents a 

breakdown in containment where both the internal and external containers have been 

damaged. For the victim, capacity to hold what is felt to be dangerous and unpredictable 

has been lost and the good internal objects that had been fostered are left incapable of 
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preventing an overwhelming assault to the senses. When containment is damaged in this 

way a renewed experience of containment is then crucial in making things safe for the 

client for ‘without a renewed experience of containment there is no real treatment.’ 

(Garland, 2002, p. 29). In essence, a trauma damages the capacity to think symbolically 

and a renewed experience of containment is required; and this requires understanding.  

 

3.7 Social pedagogy 

Social pedagogy, like the humanistic perspective, clearly fits with the strengths-based 

approaches. I noted in section 3.2 that, whilst UK safeguarding children practice 

resonates with the principles of social pedagogy, unfortunately it has not become 

embedded in UK safeguarding children policy. The approach was first named in Germany 

in 1844, by Karl Mager, as the theory and practice of personal, social and moral 

education in a given society. Eichsteller and Holthoff provide the following description:  

‘The fundamental notion underpinning social pedagogy, [is] that human beings 

are intrinsically rich, full of potential, abilities, knowledge and resources. And 

whether they are children, parents or other members of the community, they all 

deserve to be respected and valued as human beings.’  (2011, p. 39) 

 

Social pedagogy is structured around the unifying concept of an inner attitude called 

‘Haltung’. ‘Haltung’, translates to ethos, mindset or attitude and describes the extent to 

which one’s actions are congruent with one’s values and fundamental beliefs. A social 

pedagogue’s ‘Haltung’ is intrinsic to their ‘self’. It is that ‘self’ that the practitioner utilises 

in working with others and which contributes to the development of suitably close and 

authentic relationships. In the professional relationship the practitioner uses and shares 

his/her personal life experience as a way of enhancing support to the service user, within 

the relationship. Critically the sharing of ‘self’ must be used ‘reflectively in conjunction 

with professional understanding and knowledge’, in the interests of the client (Boddy in 
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Cameron and Moss, 2011, p. 115). This is the essence of the potential healing in a one-

to-one trusting relationship, it: 

 ‘…determines how we meet other people, how we engage with them and 

ultimately how much we can touch their lives in a positive and profound way. The 

most fundamental resource available to the professionals is, therefore, the 

person within.’ (Eichsteller and Holthoff, 2011, p. 48) 

In social pedagogy practitioners mediate between the individual and society, building 

relationships and trust with their clients and engaging with the individual in their everyday 

reality. The aim is to offer learning situations that empower clients to become more 

competent in managing their lives. Cameron and Moss (2011) identify a core set of 

elements of pedagogic practice which include the practitioner: 

• Focusing on the child as a whole person and supporting the child’s overall 

development. Critical to this is placing trust in the child, in their competence and 

responsibility, as an empowering experience for them 

• Using his/her ‘self’ in relationship with the child. The keyworker’s relationship with 

the child or child was described by the integrative psychotherapist Linda Finlay: 

‘It’s about opening to the other whilst being willing to give of self.’ (2016, p. 3) 

• Inhabiting the same life-space as the child, not as existing in separate hierarchical 

domains. This was described well in May-Chahal and Coleman (eds): 

‘Children’s understanding of themselves needs to be explored. Often they 

are not seeing the world in the wrong way, they are seeing the world in 

their way through internalising negative and damaging experiences 

(Glaser, 1992; Wieland 1998 in May-Chahal and Coleman (eds), 2003; p. 

108) 

• Constantly reflecting on their practice and applying both theoretical 

understandings and self-knowledge to the sometimes challenging demands with 

which they are confronted 

• Being practical, undertaking activities with the child as part of the child’s daily life 
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• Incorporating the child’s associative life. Wattam and Woodward (1996) make the 

point that: 

‘It is almost inevitable that the problems children present become the 

dominant feature of the work with them. However, children are more than 

their problems and attending to other aspects of their lives is a way of 

validating who they are’ (Wattam and Woodward 1996, in May-Chahal and 

Coleman, 2003, p. 109) 

• Working from the basis of children’s rights that is not limited to procedural matters, 

legislated (or regulated, outcomes related) requirements 

• Emphasising team work and valuing the contributions of others in 'bringing' up 

children: other professionals, members of the local community and especially 

parents 

• Focusing on the relationship, listening and communicating (Petrie et al., 2005; see 

also Social Education Trust, 2001). 

 

3.7.1 Use of self in the helping relationship 

In the next two sub-sections I explore in more depth two of the core of elements of social 

pedagogy which are not as well recognised in the UK as in Europe where the social 

pedagogic perspective is more ubiquitous (I discussed this in section 3.2). The first 

element is the use of self in the helping relationship and the second is incorporating the 

associative life of the child.  

 

Dewane (2006) describes the use of self by the practitioner as the combining of 

professional knowledge, values and skills  with personal self, including personality traits, 

belief systems, life experiences and cultural heritage. In social pedagogy this use of 

‘self’ is essential for building trust because it allows the children see their keyworkers as 

real people. Shulman (2008) noted that if the client does not know at all times where the 
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practitioner stands, she will struggle to trust the practitioner. So in addition to 

transparency or genuineness, the practitioner’s use of ‘self’ in the form of self-disclosure 

builds trust. Selectively sharing experiences, thoughts and feelings can promote client 

growth more directly through conveying validation and support. Numerous authors in 

addition to Shulman note the potential for personal disclosures to normalise the client’s 

experiences, and assist her or him with reality testing (Wzontek et al., 1995; Barrett and 

Berman, 2001; Ganzer, 2007). The challenge in this for the practitioner is that emotional 

and practical sharing requires them to manage the balance between the 

professional, personal and private elements of their practice (Ingram and Smith, 

2018); and heightens their need for supervisory and organisational support.  

 

3.7.2 Incorporating the associative life of the child 

The social pedagogy approach extends the humanistic approach to include the 

integration of the individual into society. Many studies of traumatised children find that 

they have difficulty negotiating relationships – with caregivers, peers and subsequently 

with marital partners (Schneider-Rosen and Cicchetti, 1984; Finkelhor et al., 1989). 

Social pedagogy incorporates the ecological approach’s recognition of the 

interdependence between people, behaviours and the environment; with behaviours 

being site specific (Allen-Meares and Lane (1987) in Pardeck (2015)). For the children in 

this research the experience of CSA/E and their emotional and behavioural responses to 

it took place within their schools and neighbourhoods (I outlined the incidents of abuse in 

table 4). The social pedagogy approach takes this into account extending renewed 

relationships beyond the keyworker to the child’s social network and environment i.e. her 

associative life.  
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3.8 Voluntary and community sector CSA/E recovery s ervices 

The post-fieldwork scoping exercise on VCS CSA/E recovery services specifically aimed 

to understand the extent to which their practice reflected the common elements summed 

up in the social pedagogic and strengths-based traditions. I undertook the scoping 

exercise after I had completed the fieldwork in order to compare the practice I identified in 

the fieldwork with that of a wider cohort of VCS organisations providing CSA/E support 

services for children. I chose recent studies of CSE services provided by large national 

children’s charities and CSA/E provision from a group of other services. These were ‘grey 

literature’ evaluation reports for the NSPCC’s CSA/E support services respectively called 

Letting the Future In (Carpenter et al., 2016) and Protect and Respect (Williams, 2019); 

an evaluation called Going the Extra Mile (Smeaton, 2016) of Barnardo’s CSE service 

known as SECOS (Sexual Exploitation Children’s Outreach Service); and an evaluation 

of The Alexi Project (Harris et al., 2017). The latter was a review of a programme of 

service development rolled out through a number of new services, designed to extend the 

coverage and reach of CSE services in England. (Hereafter I distinguish between the 

projects and the evaluation reports, by referring to the services by name and the reports 

by the authors’ names).  

 

My approach was to use the minimum requirements from the conceptual framework for a 

recovery service I developed (outlined in subsection 3.9.1) to code information from the 

evaluations as a way of identifying similarities and differences between the VCS services’ 

practice and my understanding about ‘what works’ for recovery for children following 

CSA/E. The requirements were: that the child trusts their keyworker; that the keywork 

support is child-centred and addresses the whole child’s needs; that the practitioner gives 

of themself and is supported by the service to do so; and (as a result) the relationship is 

effective in helping the child to recover. As the reports were evaluations rather than 

descriptions of the services, I looked for implied practice, as well as clearly stated activity. 
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On this basis, I concluded that the VCS providing CSA/E recovery services largely has 

translated the practice knowledge from established psychotherapy into current service 

delivery. The results are set out below under these headings. 

 

3.8.1 The child trusts their keyworker  

The three services in which direct work with young people was evaluated recognised the 

relationship between child and practitioner as the core means through which therapeutic 

change is generated. The theoretical model of the Letting the Future In approach 

emphasised the therapeutic attunement of the worker to the child’s emotional state 

(Bannister, 2003). Bannister explained that: ‘the core of the regenerative model is, of 

course, the quality of the attachment with the therapist and the creativity of the action 

which takes place in the sessions.’ (p. 138). Bannister considered sexual abuse as a form 

of betrayal. She wrote: ‘One of the effects of betrayal is inability to trust, and since trust is 

at the heart of the therapeutic relationship this feeling can inhibit even the start of useful 

work.’ (Bannister, 1998, p. 11). Children in the services spoke highly of their practitioners, 

and important attributes included being warm, friendly, cheerful, caring, perceptive, 

reassuring and genuine. Barnardo’s staff also noted that it can take a long time for some 

young people to feel safe enough to disclose CSE.  

 

3.8.2 Keywork support is child-centred 

Staff in the services working predominantly with older children, SECOS and Protect and 

Respect service, considered a key part of their work to be ‘modelling a good relationship’ 

with the child. They identified the following behaviours as helping to model such a 

relationship: 

• Listening to the child 

• Giving the child choices and respecting when they did not want to do something 

• Accepting the child’s experience without being judgemental. 
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• Being consistent in their own behaviour 

• Being true to their word 

• Taking responsibility when their behaviour was ‘wrong’. 

This was felt to be particularly important for those children who had not had an 

experience of a positive caring adult or person in their life. Modelling relational behaviours 

could help set a standard by which the child could judge, choose and develop 

relationships.  

  

The three VCS service working directly with children all described providing crisis support 

for the children in the absence of support being provided by a parent/carer, or any other 

practitioner or agency. The services described recovery from CSE as being individual to 

each child, in terms of outcomes and the time taken to get there. They also all involved 

the children in reviewing their own progress. 

 

3.8.3 Keywork support addresses the whole child’s needs 

The three VCS service working directly with children recognised the bi-directional nature 

of healthy relationships. SECOS explicitly focused on Ecological Systems Theory 

(Bronfenbrenner, 1979)10 to highlight that relationships are re-directional and that 

reactions to children will, in turn, inform how they respond to others. They promoted 

children’s input into anything that would impact upon them, and advocated for them 

where the child was unable to contribute. Advocacy was also undertaken to get the child 

access to other services e.g. mental health services. The advocacy work involved: 

• Sharing information with professionals and multi-agency groups of professionals 

• Challenging the attitude that improving the situation of the child is their own 

responsibility: 

 

                                                      
10 Ecological systems theory explains how everything in a child and the child's environment affects 
how a child grows and develops. 
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All three services engaged children in goal-based work, in which they set for themselves; 

with the practitioners and child discussing what needed to happen to get to that point and 

how that could be done. 

 

3.8.4 The service supports practitioners to give of themselves 

There was not a lot of information about support for practitioners in the evaluations of 

three VCS services working directly with children. SECOS case lengths were flexible to 

support a child’s recovery. This was described as supportive for staff as well as young 

people. SECOS also assisted staff through incorporation of multi-agency working to meet 

the needs of diverse groups of children; with other agencies providing additional 

specialism as required (including e.g. the provision of safe and secure accommodation). 

 

The Alexi Project evaluation identified five models of VCS CSE service provision. The 

service approaches were all based on a trusted relationship, casework model; they were 

delivered in various combinations of ‘hub and spoke’ working. In terms of support for 

practitioners, the evaluation concluded that outreach approaches provided the least 

supportive arrangements for lone spoke workers from their own organisation or through 

multi-agency partner input. The arrangement presented challenges to providing 

supervision and support and could result in spoke workers feeling isolated. In some 

services practitioners had to deal with child protection and related issues ‘out of hours’ 

and had to ‘hold’ difficult personal and emotional issues until senior staff were available. 

In contrast some workers were well managed supported by both by the hub service and 

the spoke host (where applicable). External, clinical supervision, whether on an individual 

or a group basis, was valued by the majority of spoke workers, and provided a space to 

offload, review, and address issues. 
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3.8.5 The relationship is effective in helping the child to recover 

One of the three VCS services working directly with children used standardised scales to 

measure the children’s moods before and after receiving a service. This, together with 

other progress reports, allowed them to report that the children had improved mood and 

confidence, were less withdrawn and experienced a reduction in guilt and self-blame. The 

children also had reduced depression, anxiety and anger, improved sleep patterns and a 

better understanding of appropriate sexual behaviour. Some children clearly recalled 

techniques they had been taught to deal with overwhelming feelings of anxiety and/or 

anger. This service and the others worked with the strengths and positive attributes that 

the child had shown despite having had a range of adverse experiences. They helped the 

child develop a positive sense of identity, and the young people said that the practitioners 

believing in them facilitated gaining, or regaining, self-belief. Particularly in the CSE 

services, the practitioners aimed to help the children manage and lower the ‘situational’ 

risks they faced (Smallbone et al., 2008, p. 155). This included arriving at better 

judgements about unsafe situations, and making choices and taking action to protect 

themselves. 

 

All the three VCS services working directly with children considered it critical that the 

children felt safe at home. However, only Letting the Future In, which worked with a 

younger age range of children, engaged principally with the child’s protective carer. The 

Barnardo’s report drew additionally on the charity’s work with families through the 

Families and Communities Against Sexual Exploitation (FCASE) project11, to note that 

some families have experienced extensive historical damage not easily addressed. 

 

The VCS services fully embraced the need to establish a therapeutic one-to-one 

relationship between the practitioner/keyworker and child as a priority for the child’s 

                                                      
11 In the FCASE project three Barnardo's CSE services worked to equip parents and carers with 
the knowledge and skills to help them better protect children at risk of CSE (evaluated by D’Arcy et 
al., 2016). 
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recovery. The VCS services practice appeared to be comprehensively child-centred; with 

a clear focus on addressing the whole child’s needs. In keeping with the requirements I 

identified and explored in my fieldwork, the VCS services built the trusting relationship by 

engaging with the child in a mixture of goal-based work, modelling a relationship, 

advocacy and supporting the child in a practical way. It was not to be expected that there 

would be explicit reference to the practitioner’s ‘giving of themselves’ in the relationship 

with the child because this is a term unique to social pedagogy. However, there were 

examples of practical support over and above usual requirements from keyworkers for 

their child in a way that might imply the use of themselves in the relationship. An example 

of this was keyworkers taking children to health appointments in their own cars and 

providing support to the child in the absence of support from a parent/carer, including out-

of-hours. However, in terms of support for practitioners there was a recognition in some 

of the reports (Smeaton, 2016 and Williams, 2019) of the tension that can arise for 

practitioners under pressure to show progress and close cases, due to the length of time 

is can take to establish a trusting relationship with a child. The Alexi Project report 

reflected recognition that staff require support and identified service structures which 

helped or hindered good practice.  

 

I noted in subsection 2.1.1 that I approached this research from the ontological and 

epistemological perspectives that all knowledge comes from an individual’s interpretation 

of their experience. Furthermore, that this position meant that measurement of an 

individual’s progress towards recovery could not rest solely on objective evidence, but 

depended on being able to get at the truth from the individual. Only one of the evaluations 

used objective measures of success scales. However, they all addressed outcomes using 

similar criteria for identifying progression towards recovery by the children. These were: 

positive changes in the children’s wellbeing and perspective, their awareness of and 

building on their strengths and the children and the young people working towards goals. 

A concern was that two of the evaluation reports raised the issue of not being able to 
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address well enough the safety of many of the children at home (Smeaton, 2016 and 

Williams, 2019). Subsequent to my having concluded the scoping exercises and fieldwork 

for this research, the research evidence on  what works in responding to children affected 

by CSE was summarised by Scott et al. (2019). Many of their findings echo my findings in 

relation to the VCS CSA/E recovery services in particular and CSA/E services in the UK 

more generally.  

 

3.9 A conceptual framework for a recovery service   

In this final section of Chapter 3 I set out the conceptual framework which I developed on 

the basis of the findings from the preparatory scoping exercise. Understanding trauma is 

important because it provides an indicator of the issues that recovery services may need 

to address; it also frames expectations about how much recovery can be expected in a 

particular timeframe. Defining recovery sets the goal and informs measurement of 

effectiveness or success. As I noted in subsection 3.4.5, recovery from CSA/E is a 

process which usually takes a lifetime; indicating that a short-term support service 

following CSA/E has the potential only to begin the process. Such short-term support is 

nevertheless very important to ensure that survivors begin the process of recovery 

utilising effective coping strategies, rather than ineffective ones, such as dissociation and 

substance misuse (Fisher et al., 2017). Knowing what has been previously tried and 

thought to have been effective, as described in theoretical approaches and in practice 

provides the starting point for benchmarking a current service. I gathered this range of 

information in order to answer my research question: what are the elements within a 

supportive relationship which give it the potential to enable children who have been 

harmed through CSA/E to recover? 

 

Starting with the theoretical approaches, the common positive elements which emerged 

appeared to be best summed up in the social pedagogic and strengths-based traditions. 
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They included: a trusting relationship with a keyworker which is client-led and helps the 

individual to develop a healthy relationship with themselves and others; focussing on all 

aspects of the individual’s life, and their environment – including valuing the contributions 

of others (team work) and recognising and promoting agency and responsibility. The 

particular contribution from strengths-based practice was the identification and building 

on the individual’s strengths, setting their own goals and explicit methods being used for 

goal attainment. The contribution from social pedagogy (and dialogical approaches) was 

the promotion of elements critical to building an effective trusting, one-to-one relationship 

– including the keyworker: inhabiting the same life-space as the child; being practical, 

undertaking activities with the child as part of their daily life; and using her ‘self’ in 

relationship. Critical to the latter being the fact that a practitioner is only able to ‘give of 

themselves’ in the relationship with a client if the practitioner is properly supported or 

contained by their organisation. In the absence of such support, the supportive 

relationship will not be sustainable (Cooper and Lousada, 2005), see subsection 3.7.2. 

 

Using this information I identified what appeared to be the requirements which might be 

needed to support an effective CSA/E recovery relationship or service for children. They 

were intended to be a set of principles which underpin ‘therapeutic working’, rather than a 

‘model of intervention’. Wattam and Woodward (1996) noted that whilst the delivery of 

many models of intervention require specialist training, working therapeutically is well 

within the skills and abilities of social care practitioners (p. 104). 

 

3.9.1 The conceptual framework 

The conceptual framework I developed embodied the principles of social pedagogy and a 

strengths-based perspective. The minimum requirements I developed drawing on these 

approaches were: 

1) The child trusts her keyworker  
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2) Keywork support is child-centred 

3) Keywork support addresses the whole child’s needs 

4) The practitioner gives of themself  

5) The relationship is strengths-based  

6) The service or organisation supports practitioners to give of themselves in the 

relationship. 

In preparation for the fieldwork I deconstructed each requirement in the social pedagogic 

and strengths-based conceptual framework to create a set of clearly defined activities 

and experiences. These were the criteria I could explore with the research participants in 

order to understand whether the requirement was met. To do this I used the activities and 

experiences as the format for framing my fieldwork questions – aiming to understand both 

whether the requirement was in place and whether, and to what extent, it was felt to be 

helpful within the supportive relationship. I also wanted to know whether a service using a 

pedagogic strengths-based relationship to support recovery for children was supported by 

the service or organisation, and commissioning framework. The latter would indicate 

whether the trusting relationship was sustainable because without organisational support 

the keyworkers would be at risk of emotional exhaustion. The fieldwork questionnaires 

can be seen in Appendices 9, 14, 17 and 20. I present the fieldwork findings using the 

same conceptual framework; these are set out in Chapters 4 and 5 in Part 2.  

 

The breakdown of activities and experiences for each requirement are outlined as 

follows:  

1) The child trusts her keyworker: in order to establish whether a trusting 

relationship had developed, I planned to ask whether: 

• The child had the same keyworker throughout the current episode of support 

they had been receiving 

• The keyworker did what s/he said s/he would do 
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• The child met frequently with her keyworker (preferably at least once a 

week) 

• The child felt that the keyworker respected her views 

• The keyworker negotiated with the child (rather than telling her what to do). 

Keyworkers were asked to give their views on: 

• How effective they thought a pedagogic/relationship-centred and strengths-

based way of working is. 

Social workers were asked to comment, via electronic survey, on: 

• A pedagogic/relationship-centred way of working. 

 

2) Keywork support is child-centred: in order to establish whether the keywork 

support was child-centred, I planned to ask: 

• Whether the child was able to talk to her keyworker at the right time for her 

• Whether the period of support from the keyworker was sufficient (not too 

short/long) 

• Whether the sessions with the keyworker were driven by the child’s own 

(rather than another) agenda 

• What happened when the child and the keyworker disagreed 

• Whether the child had been involved in own initial and ongoing assessment/s. 

Keyworkers were asked to give their views on whether: 

• They had experienced tensions between a pedagogic approach and 

performance targets. 

 

3) Keywork support addresses the whole child’s need s: in order to establish whether 

the keywork support addressed the whole child’s needs, I planned to ask whether: 

• The child and her keyworker talked about the child’s associative life 

• The keyworker advocated on the child’s behalf 
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• The child felt safe in her environment 

• The child felt safe with her keyworker. 

 

I planned to ask the keyworkers to describe their approach to their child and the child’s 

associative life (I discussed incorporating the associative life of the child in subsection 

3.8.2).  

 

4) The practitioner gives of themselves: in order to establish whether the practitioner 

used themselves in the relationship, I planned to ask whether:  

• The child thought that her keyworker cared about her 

• The keyworker gives of themself in their relationship with the child. 

  

5) The relationship is strengths-based: in order to establish whether the 

relationship was strengths-based, I planned to ask: 

• What the child’s strengths were 

• Whether the child could describe progress towards self-management and 

wellbeing 

• Whether the child had realistic goals which she was actively pursuing. 

 

6) The service or organisation supports practitione rs to give of themselves in the 

relationship: in order to establish whether the service or organisation supports 

practitioners to give of themselves, I planned to ask whether the organisation: 

• Offered practitioners space for reflective practice 

• Provided practitioners with supervision 

• Provided managerial and team support 

• Allowed enough time for individual contact and overall progress  

• Addressed the environmental influences on children’s lives 
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• Promoted effective multi-agency joint working. 

 

3.10 Summary of Chapter 3: UK CSA/E and support ser vices; trauma, recovery 

and approaches; VCS CSA/E recovery services; and a conceptual framework for a 

recovery service 

In this final section of Chapter 3 I outlined the social pedagogic and strengths-based 

conceptual framework of minimum requirements which might be needed within a 

supportive relationship which give it the potential to enable children who have been 

harmed through CSA/E to recover. I developed the framework using the findings from the 

preparatory scoping exercise, in particular the area of focus on therapeutic approaches. 

My reason for creating the framework was to provide a structure for my fieldwork, 

allowing me to explore the minimum requirements and whether they contributed to an 

effective CSA/E recovery service. 

 

It is helpful here to go back to my primary aim with this research – I wanted to reflect on 

the discrepancy between high levels of need relative to provision of treatment services, 

for children following CSA/E. I then wanted to provide local health and social care 

commissioners of such services with some confidence that there is a service approach 

which they can specify and purchase that has the potential to help the children to recover. 

As part of this I hoped to bridge a perceived gap between statutory child and adolescent 

mental health service (CAMHS) and VCS CSA/E recovery service approaches. This 

would encourage local commissioners to purchase VCS recovery services to meet 

children’s needs at the level of CAMHS Tier 2, and in some cases Tier 3, thresholds. In 

consequence there could be an increase in service provision for children following CSA/E 

without putting more pressure on CAMHS.  

 

It was for these reasons that in this chapter I reaffirmed the high prevalence of CSA/E in 

the UK – lending weight to the importance of the level of provision of recovery services 
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for children in the country. I described the impact of neoliberalism on the provision of 

children’s social care (and within that, recovery services for children following CSA/E) in 

the UK and that local strategic planning is needed to operate a mixed economy of service 

provision (statutory, VCS and private) effectively. I noted the lack of social pedagogic 

policy at a national level, which might have supported better provision of statutory CSA/E 

recovery services. I also reported finding no local CSA strategies explicitly supporting 

local commissioning and delivery of CSA/E recovery services. 

 

 

 I highlighted the importance of providing recovery services by looking at the potential 

consequences for individuals who do not receive treatment. To do this I considered the 

impact of trauma and noted that it breaks down a victim/survivor’s capacity to regulate 

internal states; and that there is a likelihood that many of the victim/survivors experience 

multiple and complex trauma. This latter fact is important because evidence suggests that 

traumatic impact is cumulative  (van der Kolk, 1995). In consequence, I sourced 

information from the file audits to present the ACE scores for the children who 

participated in this research. CSA/E already requires a specialist recovery response 

because of the unique harm experienced by the victims/survivors; I discuss this in 

subsection 3.4.3 (Lev-Wiesel, 2008; Finkelhor and Browne, 1985). The need for specialist 

support is increased for victims or survivors such as the children in this research, who 

have experienced multiple traumas/have high ACE scores. Also in Chapter 3, I defined 

recovery as having established or re-established autonomy and empowerment. I noted 

that recovery is not a single event, rather, for a child following CSA/E the process 

requires her to engage in a recurrent ‘remaking’ of her identity.  

 

I then looked for commonality amongst the key psychological approaches developed over 

the past 150 years about the core elements necessary to help children recover from 

CSA/E. I described the development of the body of practice knowledge from established 
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psychotherapy for two reasons. Firstly, my hope was that a robust body of practice 

knowledge would go some way towards authenticating the approach I explore in my 

fieldwork and increase the value of the fieldwork findings. Secondly, by explicitly drawing 

on the knowledge base (the established, mainstream psychotherapy approaches) used in 

CAMHS and demonstrating that it is the same practice knowledge that is used by current 

VCS services supporting children following CSA/E, I hoped to bridge the gap between the 

two sectors. This latter exercise proved to be successful in so far as I was able to 

demonstrate that current VCS CSA/E recovery services’ practice does reflect the 

common elements from the established psychotherapy recognised by mental health 

services, as summed up in the social pedagogic and strengths-based traditions. 

In Part 2 I set out my fieldwork findings, based on the structure of the conceptual 

framework. The layout follows the conceptual framework structure reflecting how I used 

the six requirements and their deconstructed elements to elicit responses in the fieldwork 

interviews and the electronic survey. The framework also provided the structure and 

coding for analysis of the fieldwork data (described in subsection 2.4.9).  
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Part 2: Fieldwork findings  

In Part 2 I present my fieldwork findings from exploring the social pedagogic and 

strengths-based conceptual framework of minimum requirements needed for a supportive 

relationship to be effective; outlined in subsection 3.9.1). The framework contained what I 

proposed as the minimum requirements which might be needed within a supportive 

relationship which give it the potential to enable children who have been harmed through 

CSA/E to recover. These were drawn from social pedagogic and strengths-based 

approaches; and were that:  

1) The child trusts her keyworker  

2) Keywork support is child-centred 

3) Keywork support addresses the whole child’s needs 

4) The practitioner gives of themself  

5) The relationship is strengths-based 

6) The service or organisation supports practitioners to give of themselves in the 

relationship. 

 

Fourteen of the children in this research had a relationship with a keyworker; and the 

findings in this research relate to these 14 children. The fifteenth child was not afforded a 

keywork relationship and in consequence the service she received did not sufficiently 

approximate a social pedagogic and strengths-based service to allow me to integrate my 

findings from her experience with those from the rest of the group. 

 

I present the findings in Chapters 4 and 5 under each of the requirements 1 to 6 above. 

There are sub-headings for each requirement which correspond exactly to the activities 

and experiences outlined in the conceptual framework described in subsection 3.9.1. For 

ease of reference they are presented in the textbox under each requirement in the form of 

the questions to which I sought answers. The requirements were explored with all the 
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fieldwork participants where appropriate (children, keyworkers, social workers and 

commissioners/managers). In setting out these two chapters I have tried to be guided by 

the content of the findings and not the sources, however, in some cases reporting the 

perspective of a group where their position as client or practitioner or manager might 

have relevance. The presentation is therefore not uniform. The findings for each 

requirement are summarised before moving on to the next one.  

 

Chapter 4 presents the findings relating specifically to the keywork relationship. Chapter 5 

sets out whether the service supports practitioners to give of themselves in the keywork 

relationship. This is critical for two reasons. The first is that without organisational or 

service support it is difficult for a keyworker to have the confidence to step out from 

behind their protective professional persona; the children’s recovery depends on them 

doing so. Secondly, if the keyworkers do use their ‘self’ in the recovery relationship, 

without support from their seniors they will become emotionally exhausted. I discuss 

these issues in subsections 3.7.1 and 3.6.2 respectively. The social pedagogy approach 

recognises that the way in which the team, organisation and wider system function as an 

inter-linked system impacts directly on the sustainability of the trusting relationship (see 

Eichsteller, 2009 in section 3.2).  

 

As this research is qualitative, the findings are presented in the form of participants’ 

quotes and researcher interpretation and analysis. However, I have also set out data and 

summarised information in simple self-explanatory tables where it seems helpful to do so. 
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Chapter 4 A social pedagogic and strengths-based re lationship 

Chapter 4 sets out first the findings in relation to the minimum requirements underpinned 

by a social pedagogic approach – requirements 1 to 4; and then findings from exploring 

the strengths-based issues in requirement 5.   

 

4.1 Requirement 1: the child trusts her keyworker 

Activities and experiences indicating whether the requirement was met. 

All participants: 

• Did the child have the same keyworker throughout the current episode of 
support she had been receiving? 

• Did keyworker do what s/he said s/he would do? 

• Did the child meet frequently with her keyworker (preferably at least once a 
week)? 

• Did the child feel that her keyworker respected her views? 

• Did the keyworker negotiate with the child or did s/he tell her what to do? 

Keyworkers: 

• How does your way of working correspond to a pedagogic/relationship-centred 
and strengths-based way of working? 

Social workers: 

• What is your view of a pedagogic/relationship-centred way of working? 

 

In this first section I consider whether the children receiving support following CSA/E 

experienced their relationship with their keyworker as a trusting one. As noted in the 

preparatory scoping exercise, children who have been groomed into sexual abuse or 

exploitation often do not recognise that they need help. This makes effectively engaging 

with them challenging. It requires the practitioner to build a relationship of trust so that, in 

time, the child can begin to recognise the abuse and accept recovery support. Table 9 
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summarises the children’s responses to questions about whether their keyworker had 

facilitated a trusting relationship.  

 

Table 9 Trusting relationship  

  

Number of  
keyworkers 
in current 
support 
period 

Keyworker 
does what 
s/he says 
s/he will 

Frequency of meetings Keyworker 
respects 

child 

Keyworker 
negotiates 
with child 

 
One 

keyworker 
Keyworker 
is reliable 

Once a 
week 

Fortnightly 
or less 

Want 
more 

Yes 
consistently 

Yes 
consistently 

Total  14 14 11 3 3 14 14 

 

4.1.1 Did the child have the same keyworker throughout the current episode of 

support she had been receiving? 

All of the children had the same keyworker during the full period during which they 

received support following child sexual abuse and exploitation. All of the children 

described a quality of support which allowed for the development of a positive, trusting 

relationship between the child and their keyworker. This was because the child could rely 

on the keyworker to do what s/he said s/he would; to respect the child’s views and wishes 

and to negotiate ways forward, particularly on issues which the child found difficult, rather 

than telling or advising the child what to do or how to think.  

 

Having had the same keyworker throughout the current episode of support, one of the 

children described her keyworker as, “Someone who I’ve spent time with, so I feel 

comfortable talking to her.” She continued that: “It’s not a problem having additional 

people as long as I have one proper keyworker, the one person I talk to and who I know I 

can ask to help me.” [y2] Other children contrasted having one keyworker throughout, 

with their experience of receiving support from social workers, “I have a social worker but 
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she sees me and my brother, so it’s not the same. She’s not there for me, she’s for my 

family.” [y10] 

and,  

“In three years I have had two social workers. I don’t know why the first one went, they 

just stopped seeing me and I was told I have to have a different social worker.” After that 

she made a decision not to talk to them anymore, saying “What’s the point, you don’t 

know when they are going to go off and leave you.” [y5] 

 

For these children, what came to mind in the development of trust was the opportunity to 

get to know one person over time; and whose attention was devoted to them. Receiving 

regular supportive adult time and attention for a prolonged period is likely to reflect 

respect and value for the child receiving it. From what the children said (and from 

information gathered from reviewing their files) this was not their usual experience when 

interacting with professional services or at home. 

 

4.1.2   Did the keyworker do what s/he said s/he would do? 

The children described their keyworkers following through on commitments in relation to 

tasks, activities and advocacy:  

“My keyworker always does what she says she will do. She also always gets back 

to me if I call or text, I’m confident that my keyworker would not forget or leave 

me.” [y3] 

They also talked about how the keyworkers fulfilled their commitment of support through 

the quality of the relationship they established: 

“Yeah, when you are getting to point where you can talk to someone and can be 

open with them, they need to be able to just listen. If they don’t listen or they don’t 

remember, is there any point in even talking! That’s how I am with my social 

worker actually. I won’t say anything as what’s the point in me saying anything if 
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they can’t remember. You will write down in the notes once and you clearly don’t 

refer back to them when you are about to come around, so there’s no point.” [y14] 

and,  

“She has got a really good memory. For instance at one point I was getting 

followed by my ex’s family, the one who is in prison and she remembered the 

exact time and everything, compared to the police who ask you about a million 

times or my social worker will ask you a million times.” [y14] 

The fact that the keyworkers followed through with their commitments was taken as proof 

by the children that the attention they were receiving had integrity. It would also have 

signalled to them that their keyworker valued them as individuals. 

 

4.1.3  Did the child meet frequently with her keyworker? 

All of the children met with their keyworker once a week at the beginning of the period in 

which they were receiving support. Eleven of the children met with their keyworker once a 

week throughout, although two of these children said that they would like to meet their 

keyworker more frequently. At the time of interview the frequency of meetings for three of 

the children had lessened to fortnightly or less. The children who met with their keyworker 

once a week were content that this was sufficient. All of the children who met with their 

keyworker less frequently wanted to increase the frequency again to return to having 

weekly face-to-face contact:  

“I see my keyworker every two weeks and that is not enough. I would like to see 

her every week. I would have liked to see her once a week as I did in the 

beginning.” [y2] 

 

All of the children expressed a real liking for their keyworker and just wanted more 

contact without giving reasons. Others were specific in wanting more support to cope 

with their day-to-day lives:  
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“So much happens in two weeks you can’t talk about it by the time you get to see 

her again. I’m never dealing with just one problem at once. Then when I do see 

her there is only time to deal with one thing. It would be better to be able to talk 

about things in bite-size way.” [y10] 

 

The trust, and with it the ability to acknowledge need for help, that the keyworkers had 

built can be seen here, with one child:     

“I used to see my keyworker fortnightly, now it has gone down to maybe once in 

three weeks or a month. I don’t understand why this has happened. It might be 

because of the court case and court coming up. Maybe they don’t trust her not to 

influence me. I would have liked to see my keyworker every week especially at 

the beginning when I really needed her.” [y10] 

It could be that this child was also presenting a possibly newly developed ability to 

contain her own unhappiness at not being able to see her keyworker as often as she 

wanted to – because she avoided blaming the keyworker and sought an explanation 

elsewhere. 

 

4.1.4  Did the child feel that the keyworker respected her views? 

Demonstrating respect in a relationship is critical to recovery following CSA/E (Harper 

and Steadman, 2003) because it is the antithesis of the abuse. The children described 

the need to be properly listened to as part of development of a trusting relationship: 

“She’s always listened to me. The reason I know that is sometimes she repeats 

what I have said and if I say something to her she’ll start speaking about it as 

well. We are quite close.” [y9] Also, “I am comfortable to talk to my keyworker 

because she doesn’t interrupt.” [y2] 

Part of building trust is demonstrating mutual respect. The children recognised this: 
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“I would trust my keyworker with anything. Some people don’t talk to you with 

respect. They talk with attitude. They will get a negative response from a young 

person. They interrupt all the time and they don’t listen to what you say. More 

people should respect you and listen to you.” [y2] 

 

All of the children recounted experiences of being interrupted, not being listened to, or 

receiving a negative response by a professional when they tried to describe, for example, 

what had happened, how they had experienced it or how they felt. This compounds the 

message from the abuse that the child was not valued (having been ‘invaded by the 

abuser in the most basic aspects of their lives’ (Harper and Steadman, 2003, p. 65): 

“I’ve had a lot of experience of social workers and other professionals! Most of 

them interrupt you with their story, what they think and what they want you to do. 

They interrupt before you have finished saying everything you want to say.” [y10] 

The children described a situation in which unlike other professionals, their 

keyworkers invited them to ‘take up space’ and time in the relationship: My keyworker 

doesn’t interrupt me, she listens to the end, she lets me say it all, everything I want to 

say.” [y10] 

 

The children were also reflecting that if someone does not take time to listen to you 

and try to understand your perspective, they will not know who you are. At best that 

could only lead to a one-way relationship – from the professional to the child:  

“Because my keyworker is more understanding about it. In the sense that she 

doesn’t just say, ‘Oh but that’s bad’, she doesn’t talk over you, she lets you finish. 

My social worker always used to speak over me when I was trying to talk and the 

counsellor – I didn’t really like her and I don’t know why, I just didn’t like her at all.” 

[y11]  

One of the children explained that she did not feel that her keyworker had her own or 

another agenda which took precedence in their discussions: “Sometimes I have things I 
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want to talk about and sometimes my keyworker has things she wants to talk about. We 

have to discuss.” [y2] In addition to being offered space and time to talk, one child 

described feeling respected by her keyworker in what she chose to share: 

“She would never push me to say or do anything to fit in with my mum or 

someone else. No. She is very good with me and that’s why I like speaking with 

her. She’ll listen and it’s nice to have someone who doesn’t answer you back, she 

just listens to everything.” [y7] 

Some children also offered examples of where their keyworker had accepted a refusal of 

an offer of help and had supported the child in her choice to try to manage on her own: 

“My keyworker wanted to take me places, like to do sport and things. She wanted 

to take me to the sexual health clinic three times. But I’m independent. I wanted to 

go on my own – and she supported me to do that.” [y4] 

 

4.1.5 Did the keyworker negotiate with the child or did she tell her what to do? 

The children were content with the quality of the conversations or discussions they 

entered into with their keyworkers as they tried to manage their day-to-day lives – as 

evidenced in the quotes below. Most of them commented on the difference between this 

‘respectful’ communication and the exchanges they had with other professionals; and 

some within their families. Having offered the children the space and time (as outlined 

above), the keyworkers maintained respect when responding to the children. A child gave 

the following example:  

“My keyworker won’t tell me what to do but she’ll sort of give me advice, not tell 

me what to do, but ask me I how feel about it. If it’s the wrong thing, she’ll say to 

me, ‘Are you sure that’s the right thing to do because you’ve got to think about the 

consequences after it?’” [y7] 
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I noted in subsection 3.6.1 that a feeling of safety within a relationship was a prerequisite 

for building trust. Accordingly in order to build trust with the children the keyworkers 

would need the child to feel safe in the relationship. One of the children described why 

she felt safe, saying: “We have a little bit of a debate. It’s not like I’m trying to talk to 

somebody who is trying to undermine me.” [y1]  

 

In addition to appreciating not being undermined, the children responded well to not 

having to worry that the keyworker was trying to control them. This is likely to be a 

sensitive area for them because coercion and control by the perpetrator/s are core 

elements in sexual abuse and exploitation. As well as creating safe spaces and feelings 

for the children, recovery should therefore include giving the children practice in making 

her own decisions (subject to transparent risk assessment). This was a process 

experienced by all the children; one offered the following description: 

“I used to go to a shop and buy alcohol and go out with my friends and just sit in 

central London somewhere and drink; and then I ended up in hospital so many 

times. My keyworker would talk to me and I’d be like, ‘Yeah, I know what I did was 

stupid, but you know what I’m like when I’m in this mind set’. She just kept talking 

to me the right way and in the end I stopped. She knew me well.” [y5] 

The child felt trusted to make her own positive decision, by someone who had taken the 

trouble to get to ‘know her well’. This will also have assisted the child in building trust in 

herself to make good decisions. This process is one of expanding the children’s options 

when faced with having to make a decision. The following quote provides another 

example – in this case the child described learning to look at a situation from different 

perspectives, as part of the process of coming to a judgement: 

“My keyworker gives me advice, but only once she has listened to me; once she’s 

understood the situation fully. She doesn’t tell me, she makes suggestions which 

help me to understand what I am going through. She helps me see things from a 

different angle and I can say ‘no’.” [y10] 
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4.1.6  A universally positive response from the children 

The children’s view of their keyworker and the keywork relationship was uniformly 

positive, not just in terms of their feedback about a trusting relationship, but in response 

to all the fieldwork questions. It is likely to have resulted from several influencing factors. 

The first was that the keyworkers were in a supportive, befriending and mentoring role in 

relation to the children. They were viewed by the children as a friend or ‘big sister’, with 

whom they had frequent contact in an uninterrupted relationship. In contrast the children 

viewed the social workers as relatively distant authority figures. This does not mean that 

social workers cannot work in a social pedagogic way. Instead, it is likely to reflect the 

constraints on the social workers imposed principally by the fact that they had very little 

direct contact with the children; and by the fact that their relationship with the child was 

interrupted relatively frequently by management reallocation of social work staff to 

different cases (both these issues reflect the discussion in section 2.5 (Cooper and 

Lousada, 2005)). Other adults in the children’s lives (such as, family members) or 

professionals, who might have been avenues of support for the children had agendas 

which detracted from a focus on helping the children with social and emotional self-

management. For professionals an example of this were the children’s teachers, who 

(possibly due to lack of pastoral support in the schools) were described in the fieldwork 

for this research as being focused narrowly on academic learning. Several of the children 

indicated in their interviews that they did not regard their teachers as sources of support. 

 

The second factor was that the keyworkers had good skills and experience in building 

relationships with troubled young people; they managed the relationship and avoided 

confrontation so as not to lose the children’s trust. The children gave examples 

throughout of ‘debating’ or ‘negotiating’ with the keyworker or ‘being given time to come 

round to taking the keyworker’s advice’. These and other examples indicated points of 

conflict which had the potential to rupture the relationship; instead the keyworkers had 
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the skill and the flexibility of their role, to manage the risk inherent in many of these 

circumstances.  

  

The third factor was that the multiple traumas the children had experienced (see the 

children’s ACEs in Table 8). The impact of chronic trauma upon the self-structure has 

been described as creating a continuing experience of the self as powerless or a failure 

(Wilson and Drozdek, 2004; Zepinic, 2016a). Zepinic found that for most trauma victims 

there is evidence of a struggle to rebuild their own self-structure. However they often fail 

to seek the proximity and affection of trusting relationships, distrusting their own and 

others good will and striving to maintain self-reliance and emotional distance. Isolation 

and shallow relationships was a feature of the presentation and behaviours of the 

children in this research (see subsection 2.5.1). The children’s lack of relational support 

in their lives is likely to have meant that where a keyworker was able to build a trusting 

relationship with them, they would have been more dependent on the keyworker than if 

they had several existing supportive relationships.   

 

The fourth and important factor was that the keyworkers appeared to have been 

successful in building a sufficiently trusting relationship with the children for the children 

to depend on the keyworker. Zepinic (2016b) describes the growing connection between 

the therapist and the patient enabling the patient to experience a sense of cohesion and 

coherence across their various states of mind. This is part of the sense of self becoming 

a reliable or trustworthy whole. In the earlier stages this process takes the form of co-

creation of the patient’s self between the therapist and patient. In later stages the patient 

can begin to separate from the therapist and maintain a whole-self on their own. 

However, at the point that I interviewed the children they were not yet sufficiently 

autonomous and empowered (see my definition of recovery in section 3.4.5), to take a 

position independent of the keyworker. A consequence would be that they were not likely 

to do or say anything which would alienate an important, and in some cases, sole avenue 
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of support (I discussed how I mitigated the effect of this on their responses to me in my 

fieldwork, in subsection 2.1.1). That the children lacked support was evidenced by the file 

audits. These indicated that the children’s families were relatively unsafe (see family 

previously known to children’s social care in section 2.5); and more than half of the 

children said that they did not feel safe at home (see Table 13b).  

 

I have completed this section about my findings from the children regarding trusting 

relationships with a discussion about the children’s universally positive feedback about 

their relationship with their keyworkers. I have addressed this here, but will allude to it 

throughout the chapters on my fieldwork findings because it was both ubiquitous and 

unexpected. I discuss how the keyworkers managed the children’s experience of the 

trusting relationship in the context of requirement 6 in the conceptual framework, in 

section 5.1. Requirement 6 is that the service or organisation supports practitioners to 

give of themselves in the relationship. That is, that to be optimally effective and 

sustainable pedagogic and strengths-based CSA/E recovery services need a whole 

service/organisation and multi-agency approach (noted earlier in section 3.2). 

 

4.1.7   Findings from the keyworkers regarding trusted relationships  

The trust the children invested in their keyworkers was not misplaced. The keyworkers all 

said that their work required a relationship with the child which was based on “mutual 

respect and trusting” [k3]. A keyworker described trust as “something that must be built” 

[k5]. In practice this meant that: “So, almost the first steps are just modelling that really 

trusted honest relationship. Without that it’s impossible to even do this work.” [k13]. To 

the keyworkers and their managers, respect and trust were more than an empty form of 

words and the keyworkers gave animated and detailed descriptions of what this meant:   
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‘The most important part of our work is developing that relationship with the young 

person. I think that’s fundamental, without that the young person is not going to 

open up to you, they are not going to trust you.” [k17] 

Relationship building included valuing the children, one of the keyworkers expressed this 

as follows:    

“I think I learn a lot from children and each of them is an individual. I suppose it’s 

about talking to them getting to know what their experience has been and 

understanding what life’s like for them…” [k17] 

All the keyworkers gave examples of attitudes, forms of words and exercises which they 

used to develop the relationship and build trust with their child. Being transparent about 

the boundaries of confidentiality was important: 

“I always say to them, ’I’m Janine12 and I’ll tell you everything I do … if you tell me 

that you know where a gun is or something about you or another young person 

being unsafe. I have to say.’ And it’s actually good because there have been 

times where I’ve had to tell their mum something or tell their teacher. I think when 

you build up that level of trust, they know that if you are doing it, you are doing it 

for their own good and they understand.” [k16] 

 

The keyworkers all demonstrated a good understanding of the insecurity and anxiety 

children are likely to experience following sexual abuse. Keyworkers said things like: “I 

just have been there consistently. That’s helped a lot. Just letting her know that I’m not 

going anywhere, reassuring her…” [k18]. The keyworker spoke about extending the 

child’s sense of support by including her family:  “I have built a relationship with her 

where I could talk in that way with her and the family as well.” [k18]. Of note here was 

that engagement with the family happened via the child, not in parallel – the keyworker 

continued to prioritise her relationship with the child. 

                                                      
12 Pseudonym. 
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My reflections on the data led me to think that an important element in the support 

offered by the keyworkers, and conveyed to the children, was their belief and that of their 

managers, that what the children were experiencing following CSA/E was a natural 

response to sexual trauma, not a diagnosable disorder: “Most of these children do not 

need CAMHS – they need a trusted, supportive relationship.” [m33]]. Wattam and 

Woodward (1996) made a similar point, that post abuse not all children need mental 

health services, instead they needed ‘consistent support in their daily lives from people 

who understand their experience and their situation’ (p. 105). 

 

The factor which research findings note differentiates the trauma of CSA/E from other 

traumas, is the degree of shame the victim experiences in relation to the abuse (see 

Rothschild, 2004 in section 3.8). It is possible that individuals believe on some deep level 

that they have let themselves (and possibly others) down and/or that there is something 

fundamentally wrong with them that they became victim to the abuse. For children who 

have experienced child sexual abuse and exploitation, recovery is critically dependent on 

the child being able to process that shame. According to Rothschild (2004):  

‘One of the difficulties with shame is that it does not seem to be expressed and 

released in the same way as other feelings. Sadness and grief are released 

through crying, anger through shouting and ‘stomping about’, and fear through 

screaming and shaking. Shame does not discharge. However, it does seem to 

dissipate under very, special circumstances – the non-judgemental, accepting 

contact of another human being.’ (Rothschild, 2004, p. 62) 

 

4.1.8   Findings from social workers regarding trusted relationships 

In addition to asking the children and the keyworkers about their relationships with each 

other, I also I wanted to understand whether there was support for this approach from 
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those who might influence the relationships. Accordingly I gathered views from the five 

social workers, who were not keyworkers. They were asked in the electronic survey to 

describe their perspective on trusted relationship-centred practice (see subsection 2.4.8 

for a description of the electronic survey). Three out of five social workers thought that a 

trusted relationship approach was effective and two out of five social workers thought that 

it was very effective. Three out of five social workers said that it was their practice to try to 

involve every child they worked with in her own initial assessment; however two out of 

five social workers said that their child participating in this research did not engage with 

her own assessment. The reasons given by the social workers for this were that:  

• One child lacked insight with regard to the risks to herself  

• Another child was unable to communicate her needs due to social and emotional 

difficulties.  

All five of the social workers said that their local authority promoted relationship-centred 

practice. The social workers’ views are set out in Table 10. 

 

Table 10 Relationship-centred practice: social workers’ views 

 

Trusted relationship 
approach is effective 

Children were involved in 
their own initial 

assessment 

Relationship-centred 
practice 

Social 
worker’s 

views 
Effective Very 

effective 
Child 

participated 
Child did not 
participate 

Local authority 
promoted relationship-

based practice 

Total 3 2 3 2 5 

 

In the electronic survey the five social workers were also asked to describe their own 

practice and that of keyworkers working with children in the same local authority/service, 

in terms of their use of the elements of social pedagogic and strengths-based practice 

when working with the children. Their descriptions of practice are presented in Table 11. 
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Table 11 Pedagogic practice: social workers’ descriptions of practice 

 
How much do you think this core set of 

elements of pedagogic practice is used by 
social workers and keyworkers 

 

Sometimes Often Almost 
always 

Focusing on the child as a whole person and 
supporting the child’s overall development 1 1 3 

Using his/her ‘self’ in relationship with the child or 
child   5   

Inhabiting the same life-space as the child, not as 
existing in separate hierarchical domains 4 1   

Constantly reflecting on their practice and to apply 
both theoretical understandings and self-
knowledge to the sometimes challenging demands 
with which they are confronted 

1 3 1 

Being practical, undertaking activities with the child 
as part of the child’s daily life 4 1   

Incorporating the child’s associative life 
(neighbourhood and community) 4 1   

Working from the basis of children’s rights that is 
not limited to procedural matters, legislated [or 
regulated, outcomes related requirements 

1 1 3 

Emphasising team work and valuing the 
contributions of others in 'bringing' up children: 
other professionals, members of the local 
community and especially parents 

1 1 3 

Focusing on the relationship, listening and 
communicating   2 3 
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In four cases the social workers said that they often or almost always focused on the child 

as a whole person, reflected on their practice, worked from the basis of children’s rights, 

emphasised team work and focused on the relationship with their child. In all of the cases 

they said that they often or almost always listened and communicated with their child. 

 

Most of the areas which the social workers identified as reflecting well in social pedagogic 

practice seemed to be at odds with the children’s descriptions of their experience. 

Extracts from the children’s quotes throughout Chapters 5 to 7 reflect the social workers’ 

lapses in pedagogic practice. Examples include: doing what they said they would do: “if I 

told my social worker something needs to be done it would take her about five months to 

actually do it” [y14]; respecting the child’s views and agenda: “my social worker always 

used to speak over me when I was trying to talk.” [y11]; being child-centred: “if they don’t 

listen or they don’t remember, is there any point in even talking! That’s how I am with my 

social worker“ [y14]; or advocating on the child’s behalf: “my social worker, she doesn’t 

really do anything” [y8]. The situation was summed up by one child as follows: “I’m never 

going to trust my social worker like I trust my keyworker. I haven’t had the same bond 

with any of the social workers.” [y5].  

 

I was not in a position to understand how accurate the children’s descriptions of their 

relationship with their social workers was. The children’s views may reflect the contrast in 

their relationship with their keyworker and their social worker. The relative lack of contact 

and continuity which the social workers were constrained to offer the children is very 

likely to have  influenced the children’s view of them (I discussed this in subsection 4.1.6).  

Social worker’s lack of time to spend with the children potentially limits their ability to 

enter into social pedagogic practices such as getting alongside the child and undertaking 

activities with her or exploring her associative life with her. This may also impact on the 

social workers’ scope for focusing on the child as a whole person. In terms of what they 

felt they were not providing, the social workers’ responses more closely reflected the 
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experiences described by the children. In four cases the social workers reported that they 

only sometimes inhabited the same life space as the child, undertook activities with the 

children in their daily lives and incorporated the child’s associative life. 

 

Analysis of the social workers’ survey showed that all the social workers were conscious 

that the core relationship was between the child and the keyworker:   

“My role was very different from the day to day support, which I mostly oversaw. 

In terms of the direct work I think it is important to do direct work with young 

people outside of the social worker, because it is important that they have a 

distinction between workers and they know that not all of the information is going 

to be shared with me.” [s25] 

This social worker recognized that there was likely to be information which the child 

wanted to share, but not with her social worker. There were also situations where the 

child’s perception of the social worker’s actions to safeguard the child affected the 

relationship. A social worker gave the following example: 

“For the social worker before me who took the case to court, I think the 

relationship was quite difficult… that social worker had to be very clear about 

expectations [of who the child associated with]; but it was also about removing the 

child from her family and friends. So there was a lot of hate and resentment from 

the child towards the social worker.” [s25]  

 

4.2 Summary of findings in relation to requirement 1: the child trusts her 

keyworker  

In this section I explored whether the children had experienced the relationship with their 

keyworker as a trusting one. The criteria for assessing this can be seen in the textbox at 

the beginning of section 4.1.  
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All of the children reported that their keyworker fulfilled all of these criteria (I discussed 

the universally positive response from the children in subsection 4.1.6); accordingly it 

appears that the keyworkers had established a trusting relationship with their children. 

Some of the children wanted more face-to-face contact, however, more information would 

be needed to understand whether the lessening of contact frequency was a legitimate 

step towards independence for a child or whether the reduction in contact was too soon. 

The fact that the children were unhappy about it raises the possibility that it was driven by 

a need to limit the time that cases were kept open. 

 

I was interested to find that the children wanted to have someone solely there for them; 

and that the quality of the relationship really was important to them. In their study of the 

recovery experience for adult women and of children, following sexual assault Draucker 

et al. (2011) found that for the women, ongoing support from someone ‘being there for 

them’ was crucial for them to go on to make sustainable life changes. Shepherd and 

Lewis (2016) and Hickle et al. (2017) came to the same conclusion – that in order to 

recover well children needed the experience of a concerned and attentive adult. 

 

All of the children described having been interrupted and misunderstood by other 

professionals. This perpetuates the lack of respect conveyed by the abuser (see Améry 

(in Leask, 2013) in subsection 3.4.3). In contrast, the children felt respected by their 

keyworkers; and that the keyworkers did not appear to have an agenda ‘of their own’. 

Unexpectedly, the children recognised and appreciated the role modelling of respectful 

interaction and negotiation for them by their keyworkers. The importance of this ‘role 

modelling’ was understood by the keyworkers.  

 

The social workers described their local authorities as promoting a relationship-centred 

approach, supporting the keyworkers. However, only two of the social workers thought 

that relationship-centred support was effective. Similarly, half or fewer of the social 
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workers described using the elements of the social pedagogic tradition in relation to their 

own and keywork practice, often or almost always. I noted that the lack of time for direct 

contact with the children and lack of continuity in current practice were constraints to 

social pedagogic practice for the social workers.  

 

4.3   Requirement 2: keywork support is child-centr ed 

Activities and experiences indicating whether the requirement was met. 

All participants: 

• Was the child able to talk to her keyworker at the right time for her? 

• Was the period of support from the keyworker sufficient (not too short/long)? 

• Were the sessions with the keyworker driven by the child’s agenda (rather 
than another agenda)? 

• What happened when the child and the keyworker disagreed? 

• Was the child involved in her own initial and ongoing assessment/s? 

Keyworkers were asked in interview: 

• Have you experienced tensions between a pedagogic approach and 
performance targets? 

Social workers were asked to comment, via electronic survey: 

• Have you experienced tensions due to set case lengths?  

 

In this second section I explore issues such as contact – whether children were able to 

talk to their keyworkers when they needed to; case lengths and agendas/disagreements 

between the children and their keyworkers. I also explore whether the children 

participated in their own needs and safety assessments.  

 

Two of the children were unhappy with the fact that their case was not still open. The 

children’s responses to questions about contact and case length are summarised in 

Table 12a.  
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Table 12a Contact and case length 

 

Contact at the 
right time Support period long enough 

  

Open – still 
need her 

Closed – right  
time 

Closed – not 
long enough 

Total 13 * 10 2 2 

* One child said that so much happened in the fortnight between sessions with her keyworker that 
sometimes it was too late to discuss or ask advice and another child said that she had many 
problems but there was only enough time to talk through one in each session. 

 
 
4.3.1 Was the child able to talk to her keyworker at the right time for her? 

In view of the fact that the experience of trauma can reduce an individual’s ability to 

manage their emotions and make sound judgements, the children were asked whether 

they were able to ‘check in’ with their keyworker about day-to-day challenges when they 

needed to. That is, in time to receive the support and/or advice needed in order to 

manage or respond appropriately to an issue that had arisen for them. Thirteen of the 

children said that they were able to talk to their keyworker as needed. This took the form 

of the children texting their keyworker between planned weekly or fortnightly sessions 

and the keyworker telephoning the child in response, and where needed arranging to 

meet face-to-face. These meetings usually took place within a day of the text. The 

keyworker’s responsiveness was important not only in the pragmatic sense of assisting 

the child to manage her day-to-day life, but also as a means of building the child’s self-

esteem. The children felt valued by the keyworker’s quick responses, and the fact that 

this was consistent was important in building trust:“ Sometimes my keyworker is in a 

meeting, but she gets back to me that same day. It is important to me that she gets back 

to me the same day. She always does.” [y4] One child felt that there had been occasions 

when she did have to wait for a face-to-face meeting and that she would have liked a 

more immediate response from her keyworker. She said: “Sometimes it is right and 
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sometimes it is too late, but so much happens in two weeks you can’t talk about it by the 

time you get to see her.” [y2]  

 

Communicating between face-to-face sessions was important, as was the flexibility to fit 

in additional meetings. Some of the children said that even when they did meet: “I’m 

never dealing with just one problem at once. Then when I do see her there is only time to 

deal with one thing.” [y10]. Another said: 

“There are times when I want to see her more because obviously one day for one 

hour isn’t sometimes enough, depending on what’s been happening that week. If I 

texted her she would give me another meeting.” [y7] 

One of the children described very clearly how flexibility in how and when she could 

communicate with her keyworker helped her to cope with her feelings of low self-worth. 

She also highlighted the anomaly that the children were expected to contain their needs 

to office hours, and week days only: 

“I just can’t get past the ‘I’m unlovable’ sort of thing. So when I am going through 

a rough patch, it’s hard to see my keyworker when I would like to. She’s always 

available when I want to text her, but sometimes you need that face-to-face sort 

of thing. I know that I’m going to be doing this or that during the week but the 

weekend is the worst time for me because I’m alone. It gives me time to think and 

be with my thoughts. I don’t have no-one, and in those hours my keyworker isn’t 

working, so I can’t get in touch with anybody that can help me. That’s difficult”. 

[y1] 

 

The keyworkers admitted that they kept their mobile ‘phones on overnight and on 

weekends because they understood the chaotic nature of the children’s lives and the 

likelihood that in order to maintain progress the children need support in moments of 

crisis whenever those were. Other children talked about wanting to make sure the 

session with their keyworker did not have a disruptive impact on other commitments they 
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might have. In all cases the other commitments were school and after-school jobs and 

the keyworkers accommodated this, as it formed part of the children’s progress towards 

recovery. 

“I meet with my keyworker usually once a week, I don’t want to miss lessons at 

school because I’m doing my A levels, because if I miss one lesson I’ll end up 

being a million miles behind everyone which confuses me.” [y14] 

 

In terms of the content of communications with their keyworker, thirteen of the children 

said that their relationship with their keyworker was sufficiently good that they could raise 

personal concerns, anxieties and experiences with her. As with the children’s comments 

about being able to talk ‘when the issue is burning’ for them; they felt that the timing of 

contact was right: 

“I have contact at the right time and my keyworker will always get back to me if I 

call or text, I’m confident that my keyworker would not forget or leave me.” [y3] 

and, “I can call her because she gave me a mobile ‘phone. She doesn’t push me 

so I don’t feel I have to talk about something if I am not ready to talk about.” [y4] 

 

I noted in subsection 4.1.6, that the keyworkers appeared to have been skilled at 

managing the relationship with the children to avoid conflict whilst maintaining their role 

as an adult with responsibility for the children’s welfare. A child provided an example of 

this when she described how she had been helped by her keyworker despite not wanting 

the contact and support: 

“There was one session when I was self-harming at school and I said ‘I don’t want 

to see her, I don’t like her’ and I started shouting and my teachers told me to go 

outside and I was so angry and said ‘No’.  Eventually she came and she 

managed to calm me down and I was like ‘How did you do that?’” [y11] 

The situation described here appeared to be an excellent example of the way in which a 

relationship built on trust allowed the keyworker to contain the child’s feelings. 
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Furthermore, the keyworker’s timely response was essential to the child’s progress 

towards recovery. As discussed in subsection 3.7.2, Bion (1962) described a mother or 

carer’s work as containing her child’s anxieties to alleviate his or her distress, regulate 

her child’s anxieties and in that way, help the child introject resilience. The keyworker has 

a similar (re-parenting role) vis-a-vis the child. When trauma damages an individual’s 

sense of being able to manage (contain) their own emotions ‘without a renewed 

experience of containment there is no real treatment.’ (Garland, 2002, p. 29). In 

discussing the tensions experienced by the keyworkers trying to meet the children’s 

needs in a timely way, I noted that the keyworkers were unhappy with a structured model 

which pressured them to keep face-to-face time to a standard, irrespective of the intensity 

of support needed by a child. 

 

4.3.2 Was the period of support from the keyworker sufficient (not too 

short/long)? 

At the time of the interviews, ten of children were still receiving support from their 

keyworker and wanted this to continue. They thought that the length of time that they had 

been receiving or had received support was right. In coming to this conclusion the 

children whose cases were ongoing took into account how long they thought they would 

continue to receive support. However, they were anxious that the support would be 

withdrawn before they were ready to move on and cope on their own:  

“I have had her for a long time, almost eight months, quite a long time, but not 

long enough. I have received contact at the right time. I can text her and if I need 

anything, she'll contact me, it will happen.” [y7] 

 

Having someone who ‘keeps you in mind’ and responds supportively when you ask 

for help was very important for the children. This is the process first described by 

Bowlby (1969, 1972, 1980) whereby young children develop confidence and self-
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worth. According to Bowlby, within the child’s original caregiving attachment 

relationship the infant forms initial expectations concerning self and other, based on 

the availability of others and in turn the self, as worthy or unworthy of care. This forms 

the basis of the growing individual’s confidence, particularly in social relations. The 

data suggests that the children were describing a process of ‘re-parenting’ by their 

keyworkers as a means of supporting the growth of their self-esteem following abuse.  

 

The children’s anxiety about losing the relationship with their keyworker was 

understandable in the light of them not having many, or, it appeared in some cases, 

any, other relationships of proximate quality to rely on subsequent to their case being 

closed:   

“I know that there’s somebody to talk to now but when I turn 18, I still will need 

somebody to talk to and I know there’s not going to be a lot of people around for 

me. My keyworker is somebody that I actually need to talk to.” [y8] 

This child, and the others, were aware of the challenge imposed on them as part of 

the support they receive, that they should set aside their self-protective social 

distance and engage with a keyworker in the context of one of the most traumatic and 

intimate of subjects – sexual abuse. In the full knowledge that, regardless of the 

quality of the relationship, or their progress, it will be abruptly terminated. One child 

described this as follows: 

“It will be very hard when I can’t see my keyworker after I’m 18, because 

everybody creates attachments to people, whether you like it or not, it’s a normal 

thing for a human being to do. If you see somebody regularly enough, you create 

a bond. So for that to be broken off just because I’m 18, it’s like…. ‘Do they 

actually care?’ It’s like, ‘Oh yes, give me a time schedule!.’ You don’t feel better 

after a year, especially after you’ve gone through torment and a rough history. 

That’s just hard, especially with me as I’ve been living with so many different 
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people throughout my life. I’ve never ever had consistency. It feels like it’ll be 

broken off again”. [y1] 

 

The findings from studies into ACEs and trauma (see subsections 3.4.1, 3.4.2 and 3.4.3) 

were that the effects of adversity in childhood can continue to manifest into adulthood. 

This means that there is likely to be a proportion of adolescents who need extended 

support beyond their 18th birthday when they cease to be a child or need to transition 

directly into receiving support from adults’ services. The literature on transitions from 

children’s to adults’ services notes that many young adults will not qualify for services to 

safeguard their wellbeing and safety as they do not have an identified care and support 

need (Holmes and Smale, 2018). This process arguably repeats the children’s 

experience of powerlessness and unravels some of the good recovery work that has 

been done. Arbitrary withdrawal of support can have immediate consequences, I discuss 

revictimisation in adulthood below; and I noted, in subsection 3.4.2 that accumulated 

childhood adversity has been found to be particularly associated with suicide in early 

adulthood (Stern and Thayer, 2019). One of the children put it this way:  

“People who are a bit more vulnerable than me, maybe if they are suicidal or 

something they shouldn’t be dropped. If they can’t be kept in the same 

relationship they should be moved over to an adult service.” [y14] 

 

Four of the children’s cases had just been closed when I started my fieldwork. Two of 

these children were content that the length of time their cases had been open had been 

sufficient. However, for the other two, the period of support had not been long enough. In 

both cases the closure was due to the child turning 18 years-old.  

 

Case closure when the child still needed support was something the keyworkers also 

struggled with: 
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“I find it difficult to say, ‘Right, been really nice working with you.’ Particularly 

when there’s still so much going on for this young person, to say, ‘I’ve got to close 

your case now.’ I really struggle with that.” [k17] 

The keyworkers talked about the need to be flexible with case lengths because the 

children usually have a range of adversities which contribute to their vulnerability to 

sexual abuse and exploitation. These adversities need addressing as part of the recovery 

process, to avoid the child remaining vulnerable and being revictimised: 

“I’d say in the majority of our cases it’s never just child sexual exploitation. It’s 

not a case of thinking ‘Right, I’ve got six sessions with this young person and I 

can deliver healthy relationships, online safety, risk taking behaviour etc.’ 

Because there’ll be other things going on in the young person’s life which will 

then come up as you get to know them. Such as violence at home or parental 

mental health concerns…” [k17] 

One of the keyworkers talked about having come from a youth work background and 

described running a ‘drop-in’, which meant that “the door was always left open and once 

you built up that relationship, they would keep coming back.” [k17]. She said that there 

were no longer resources to run such ‘drop-ins’, but that from her youth work experience 

she knew that: 

“It helps a lot of children knowing they have a bit of help and support when they 

needed it. They might not come for six months but they will come when they need 

to. But it doesn’t work like that in this instance.” [k17] 

 

4.3.3 Were the sessions with the keyworker driven by the child’s agenda (rather 

than another agenda)? 

Returning to how child-centred the support the children was, I asked about who set the 

agenda when the children met with their keyworkers and what happened when they 

disagreed. Table 12b presents the data on this. 
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Table 12b Setting the agenda and disagreement  

 Child sets the 
agenda 

What happens when you 
disagree – talk it through 

What happens when you 
disagree – never disagree 

Total 14 6 8 

 

All the children said that the sessions with their keyworker were driven by their own 

agenda, rather than another agenda, such as that of the keyworker, their social worker if 

they had one, or their parents/family.  

 

As I have described above, intrinsic to the children’s experience of abuse and 

exploitation will have been the powerlessness of ‘being done to’, with no account being 

taken of their wishes or wellbeing. To counter this and empower the children it is 

important that their perspective and opinions are valued. In terms of the pedagogic 

approach, as I noted in subsection 3.8.2, this involves inhabiting the same life-space as 

the child, not as existing in separate hierarchical domains (Petrie et al., 2005; see also 

Social Education Trust, 2001). This requires the keyworker to listen in order to 

understand why and how the child interprets the events in her life. This echoes the 

discussion mentioned above about professionals needing to listen rather than interrupt. A 

child described the process as follows: 

“She always starts by listening to what is going on for me. Only after we have 

talked about that does she say if there is something she thinks is important. 

Mostly the issues are ones I already know about. And we discuss them.” [y10] 

Not only does this process inform the practitioner about the child, increasing the potential 

for helping her, it also role models a respectful relationship. Most of the children did not 

have opportunity to learn about respectful relationships at home. As I noted in subsection 

2.5.2, all of the children experienced physical and/or emotional neglect, with poor 
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parenting being due to domestic abuse, parental mental ill health and substance misuse, 

and in some cases criminality (inappropriate sexual activity). The children’s ACEs scores 

(set out in Table 8) testify to the disruption in their family lives. Finally it gave the children 

an opportunity to learn how to ‘discuss’ issues, putting forward their views and listening to 

those of another. The following child chose the word ‘negotiate’ with some pride:    

“My keyworker listens to me and respects me completely. We negotiate. She 

listens and then gives advice and she doesn’t tell me what to do. When I have 

said and she has said, then we discuss it.” [y2] 

 

One child described how her keyworker built trust by not imposing her own agenda:  

“When I first started seeing my keyworker I thought she did it because she was 

told to, but eventually I changed my mind. She does it because she wants to. She 

isn’t coming in saying ‘The social worker wants this or I think you should do this’.” 

[y11] 

Another child described how her keyworker managed the tensions between the child’s 

desire to be independent and learn through her own experience, and acting to ensure 

that the child was safe. It is interesting to note that the relationship between the two was 

sufficiently trusting for the child to accept that the keyworker might break a confidence in 

order to keep her safe: 

“It might sound crazy but if you go out and do stuff you learn what to do and what 

not to do. Sometimes you turn up somewhere and you wish you hadn’t. You’ve 

got to live with what you’ve done basically. She said what she thought, but she 

respected my decisions, if they were too way out she told my mum…” [y5] 

 

In addition to having others’ agendas imposed on them, one child described feeling that 

her words were manipulated by professionals: “Whatever I said to them they found a way 

to twist it to make it suit their agenda, if that makes sense?” She said that she was, upset 

at being labelled as “[still] having mental issues – like I was depressed and stuff like that. 
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They didn’t realise that I am just going through something and my past doesn’t actually 

mean that I’m still there.” [y1] Also reflected here, was the sense that the children wanted 

to see themselves as ‘normal’ and wanted professionals to support them in this. In 

defining recovery in section 3.4.5, I note a similar finding from interviews with sexually 

abused children by Warrington et al. (2017) – the children talked about an internal sense 

of difference as a consequence of sexual abuse and aspired to ‘normality’. 

 

4.3.4  What happened when the child and the keyworker disagreed? 

I explored what happened when the child and the keyworker disagreed as a measure of 

the quality of their relationship. All the children said that that they had either never had a 

disagreement with their keyworker or that when they had disagreed on an issue or 

proposed action, they and their keyworker had talked it through and reached an amicable 

solution about how to respond or proceed. I discussed the likely reasons for the uniformly 

positive responses which the children gave in several areas of the fieldwork in subsection 

4.1.6. The responses from the children are likely to have reflected the keyworkers 

expertise in managing the relationship and avoiding confrontation so as not to lose the 

connection. The keyworkers were able to do this because they were in a supportive, 

befriending and mentoring role. The children all described a relationship with their 

keyworker which was good enough to contain disagreement. In the following two quotes, 

the children reference the themes of respect, being listened to and being accorded 

agency (empowerment); with a new element of learning to disagree without jeopardising 

an encounter or relationship: 

“She always respects my view; if we disagree she respects me. She listens and 

tells me what she thinks – after I have finished. I think about what she says, but I 

don’t have to agree.” [y2] 

and, 
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“My keyworker asks my opinion, then she says whether she thinks I’m right or not, 

and then we discuss it. If we still disagree then she doesn’t tell me what to do or 

think. We just agree to differ.” [y4] 

 

Some children did not recognise the exchange of views with their keyworker as 

‘disagreement’:  

“I want to know what she thinks. It doesn't matter what it is, I listen to my 

keyworker because she is a friend, I trust her. She helps me with a lot of things – 

we haven’t disagreed.” [y13] 

It is possible that this lack of recognition was due to the fact that the expression of 

opposing views within their family and social networks usually resulted in verbal 

aggression and disrupted relationships. In relation to her own safety one child described 

the difference between what she had grown up with and now learning a different way of 

doing things: 

“The way I’ve been brought up I don’t see something as a threat because I’m 

used to it – so I’m gonna do it. It’s all quite personal to me. But now I say how I 

feel about it and my keyworker says how she feels about it. So she’ll just talk me 

through it to keep me safe.” [y1]      

 

The children were struggling to varying degrees with managing their emotions and had 

not had the opportunity to learn good conflict management skills. This formed part of the 

modelling of a good relationship which the pedagogic approach promotes: “My keyworker 

doesn’t get into me about the important things, but she explains in a calm voice and she 

listens to me. That is negotiating, isn’t it?” [y6]  Being able to negotiate appropriately is a 

core life skill. It is also one of the elements which contribute to autonomy; that is, self-

possession (being able to regulate emotions and manage behaviour) (see section 3.4.5). 

This was critical for the children almost all of whom struggled with outbursts of anger. 

Experience, particularly of interpersonal trauma is associated with affect (or emotional) 
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dysregulation (Briere and Rickards, 2007). The keyworkers accommodated the children’s 

need for space and support to manage their emotions. A keyworker commented: 

“So it’s not always appropriate when a young person’s got lots going on in their 

lives, to say, ‘Oh come on, let’s do this activity about staying safe online’ because 

sometimes children just want to offload and I do feel there are some pressures in 

terms of getting that young person from A to B when sometimes that young 

person just wants to talk. I feel like you need an outcome or I feel like you need to 

tick a box, and I find that then takes away the emphasis of actually just listening to 

that young person, and understanding where they are coming from. Or just finding 

out a bit more about them.” [k17] 

Rothschild (2004) agrees that directed activity is not always appropriate or necessary for 

recovery: 

‘There is a large number of trauma clients for whom developing safety within the 

therapeutic relationship will take a very long time. In some cases working on 

feeling secure in the relationship may be a large proportion of the ‘therapy’, 

pushing direct work with the trauma to the sidelines.’ (Rothschild, 2004, p. 83) 

 

4.3.5 Was the child involved in her own initial and ongoing assessment/s? 

As well as entering into discussion about issues and planned actions, I wanted to know 

whether the children had been invited to contribute to the initial assessment of their 

needs and to ongoing assessment of their needs. The children’s responses to these 

questions are summarised in Table 12c. 
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Table 12c Initial assessment and ongoing assessment of needs 

 Child is involved in her own initial assessment Child is involved in her own 
ongoing assessment  

 Child involved Child can't 
remember 

Child not 
involved Child involved Child not 

involved 

Total  10 1 * 3 * 12 2 

 
* Despite not being involved these children said that they were content with the degree of 
involvement that they had in their own assessments – initial and ongoing. 
 

 
All the children said that they were content with their involvement in their own 

assessment and in the ongoing assessment of their safety; and also with who decided 

how much progress they had made or were making in their recovery. In relation to 

assessment of needs at the beginning of the support period, one child could not 

remember whether or not she had been involved in her assessment, and three children 

said that they had not been involved. Two of these children reflected that they would 

have resisted involvement had they been invited to participate – because they did not 

recognise that they needed help. A keyworker who was not able to involve her child in 

the initial assessment explained why co-operation had been difficult: 

“When she began working with me there was that kind of initial reluctant stage 

where she didn’t really want a social worker involved. She’s got frustrated that 

she has seen a lot of professionals over the last, however many years, and it’s 

the whole thing about repeating the story. I’ve tried to minimise that as much as I 

can.” [k18] 

One child could not recall the details of her keyworker completing her initial assessment 

with her. Though she described well her view that assessments should be undertaken 

jointly with the child: 
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I know my keyworker has done assessment with me, but I can’t really recall. I 

would always prefer it if someone would do it with me because obviously it is 

about me so I kind of want to know, I think so but I don’t think she did it all with 

me, I think she also did it with a social worker.” [y11] 

Another child described an initial ambivalence about co-operating with a new worker: 

“I think it was a bit awkward because I was really down and stuff as I didn’t really 

know her. I said what was going on, but not really what I needed cos I didn't know. 

After about a month, I liked her and she’s been really good to me.  I think if I didn’t 

have her I’d be really down.” [y7] 

 

Where the children provided more detail, they described assessments which included 

their associative life:  

“We talked about everything in my life and what the problems are and what 

needs to happen. Not like, with a pen and paper, not in a formal way, like 

completing a form. Then we agreed what to work on. We talk about everything in 

my life.” [y10].  

This quote and the next one describe the critical role a trusted relationship plays in 

helping the children to participate in their own recovery; and avoiding circumstances in 

which they might have felt judged in the assessment and alienated from the recovery 

process:  

“We talked about it and then we agreed what I need. My keyworker is looking out 

for me so I listen to her and take it on board even if I don’t always do it like we 

agreed. It’s difficult, but I try.” [y2] 

 

One child described asking for, and receiving, counselling – importantly, she was 

responded to; again conveying to her that she was valued and raising her sense of 

agency and self-esteem. However, she also talked about it not meeting her needs: 
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 “I asked for ‘proper counselling’ because I’ve got depression and was self-

harming but the counsellor just focussed on the self-harming on its own and only 

to make me safe. I was happier with my keyworker’s support ‘cos we talked about 

family and other issues, like school and friends and decisions about me being 

safe. Safety in everything are joint decisions that we make together.” [y3] 

The child experienced the counsellor’s focus as being too narrow; and implied in the 

child’s words, is that the counsellor did not invite the child’s contribution to her own 

recovery. This was a missed opportunity to draw out the child’s strengths and for her to 

practice building on them, for use in similar future situations. 

  

Another child compared her keyworker’s approach to that of other professionals. The 

difference was in the way the keyworker identified and tackled current, rather than past, 

issues; and did so ‘in relationship’ – according the child both respect and responsibility: 

 “It’s more like I’m just trying to get away from it and I’m trying to build myself and 

sometimes I get stopped by their reports of the past. My keyworker realises that 

it’s just me needing to find a new way to make myself well. She doesn’t 

immediately go into ‘Oh, you’ve got a mental health problem’ – because that 

diagnosis makes me feel worse in myself. She doesn’t treat me like I’m an 8 year 

research project!” [‘y1] 

This appears to be an excellent example of the pedagogic principles of ‘focusing on the 

relationship, listening and communicating’ and ‘working from the basis of children’s rights 

that is not limited to procedural matters’ (Petrie et al., 2005; see also Social Education 

Trust, 2001; as discussed in section 3.8); instead of following the process of working from 

existing reports and diagnoses, highlighting deficits in relation to the child, the 

keyworker’s approach was strengths-based. This approach includes avoiding the 

consolidation of negative past narratives by commencing any work with the child by 

requiring her to repeat her story. It is inevitable that the child’s past needs to be 

addressed, one child described how the keyworker helped make the process positive: 
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“Sometimes we’ll stop and then talk about my goals, what I want to do – good 

things, instead of bad stuff that I’ve done. You don’t want to be talking about bad 

stuff all the time, it’s nice to talk about something good.” [y7] 

 

Twelve of the children said that they were involved in an ongoing assessment of their 

own safety. Moreover, they very much appreciated their keyworkers’ strengths-based 

approach. Pulla (2017) emphasises the keyworker’s focus on the client, encouraging 

practitioners taking this approach to ask the client three questions: “What has worked for 

you before? What does not work for you? And what might work in the present situation 

for you?” (Pulla, 2017). Thus: 

“My keyworker never tells me what to do to be safe. She doesn’t force me to do 

anything, none of that, she goes – ‘whatever’s best for you… sometimes what she 

thinks is best is different to what I think but we talk about it and she will explain 

the thinking behind her position. She gives a big explanation and sometimes 

she’s right. I think she does want what’s best for me, not in a stupid adult way.” 

[y3] 

and, 

“When the social worker and everyone and my keyworker did the assessment, I 

had the final say – with my keyworker – about how safe I am. After that we always 

talked about what I was doing and if I was safe.” [y6] 

 

One of the children described how she learned through the collaborative process with her 

keyworker about assessing and managing her safety: 

“Before I didn’t feel safe in the sense that I used to be really sad and I used to 

self-harm. My keyworker helped me figure out what was causing this, and she 

gave me options. We have done loads of work together to find out, relationship 

work, she started off with basic work just to try and get insight to what it was. 
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Once she found out she suggested to me what it could be and it actually was that 

and I was shocked.” [y11] 

 

4.4    Summary of findings in relation to requireme nt 2: keywork support is 

child-centred 

In this section I explored whether the keywork support was child-centred. The criteria for 

assessing this can be seen in the textbox at the beginning of section 4.2. 

 

The majority of children were able to talk to their keyworker when they needed to and 

reported that they felt valued as a result of their keyworkers’ responsiveness. This will 

have given them the experience of a concerned and attentive adult – beginning the 

process for the children of rebuilding fractured attachments. 

 

In terms of case length, it was concerning that support was withdrawn against two 

children’s wishes when they turned 18; and also that the children whose cases remained 

open were experiencing anxiety about support being withdrawn before they felt ready to 

cope on their own. This appears to be a consequence of inflexible service specifications 

and short case lengths, reflecting my finding from the scoping exercise on commissioning 

that neoliberal marketisation (see section 3.2) has negatively affected children’s health 

and social care services in the UK. 

 

Mrkaljevic (2017) reported that adult women, in recovery from sexual assault, were highly 

sensitive to rigid appointments, they wanted more flexibility. Similarly, the children 

reported very positively about being able to have contact with their keyworkers when they 

needed it, in most instances. Although it would have been good to better understand the 

extent to which at least one child felt overwhelmed with her ‘problems’ and said that there 

had not been enough contact time to address them.   
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of the children felt that they were driving the agenda in their sessions with the keyworker; 

and had had an opportunity to participate in a negotiation, rather than in a confrontation – 

which was more usual for them. Along with being involved in their own assessments and 

gauging their own progress, this fits with Herman’s description in section 3.4.1 of 

practitioners needing to counter the dynamics of dominance in their approach to children 

who are survivors of CSA/E. 

 

It was heartening that the social workers reported that the local authorities promoted 

relationship-centred practice. However it was surprising in the light of the responses from 

the children and the keyworkers, that only two of the social workers thought that it was 

very effective. Again, this could reflect the influence of pseudo-market structures 

dispersing the welfare task to multi-professional teams – with the social work task 

distributed amongst a number of practitioners (Cooper and Lousada, 2005; Froggett, 

2014; Chandler et al., 2015). I discussed this in section 3.2.  

 

All of the children were content with the way their assessment had been undertaken; 

though a minority admitted that they had been resistant to co-operating at the time. 

Similarly, a majority reported being engaged in ongoing assessment of their needs.  

 

4.5 Requirement 3: keywork support addresses the wh ole child’s needs 

Activities and experiences indicating whether the requirement was met. 

All participants: 

• Did the child and her keyworker talk about the child’s associative life?  

• Did the keyworker advocate on the child’s behalf? 

• Did the child feel safe in her environment? 

• Did the child think that her keyworker cared about her? 
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• Did the child feel safe with her keyworker?  

 

In this third section I examine the children’s associative life and the degree to which the 

keyworker was able to act as advocates for them. Associative life describes everything 

in a child’s life additional to the experience of abuse that she is receiving support for. Its 

importance was captured by Gilligan: 

‘The rituals, the interests in the little things, the daily routines, the talents they 

nurture, the interests they stimulate, the hobbies they encourage, the friendships 

they support, the sibling ties they preserve. All of these little details may prove 

decisive turning points in a young person’s developmental pathway.’ (Gilligan, 

2000, p. 37 in May-Chahal and Coleman, 2003, p. 105) 

 

4.5.1 Did the child and her keyworker talk about the child’s associative life?  

 

The children’s answers to questions about their associative life and advocacy by their 

keyworkers are summarised in Table 13a. 

 

Table 13a Associative life and keyworker advocacy 

Keyworker and child talked 
about associative life 

Children thought it was 
important to talk about 

associative life 

Keyworker advocated for 
child 

Total 14 14 14 

 

I discussed incorporating the associative life of the child in subsection 3.8.2. The concept 

describes everything in the child’s life additional to the experience of abuse that she is 

receiving support for. I also highlighted the fact that safeguarding and child protection 

approaches have tended to focus on the family, however, particularly as young people 

explore their independence, safety and wellbeing in extra-familial settings becomes more 
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relevant. In the contextual safeguarding approach Firmin (2017) notes that, potentially 

young people could frequent places, or:   

‘…form friendships in contexts characterised by violence and/or harmful attitudes; 

these relationships too may be anti-social, unsafe or promote problematic social 

norms as a means of navigating, or surviving in, those spaces.’ (Firmin, 2017, p. 

1) 

 

In the light of this, it is reassuring that all the children said that their sessions with their 

keyworker always included talking about their associative life:  

“My keyworker asks about my home and my school and how I am getting 

on….and my friends. We usually talk about worries from school, my friends and 

my teachers. What’s going on with them.” [y12] 

 

The children also all said that talking about their associative life was very important for 

them: “We talk about everything (home, school, friends) this is definitely important. It 

helps, talking about everything.” [y7]; and many of them could articulate the 

interconnectedness of their in-home and out-of-home experiences:  

“One thing affects the others – getting on at school, home, so we might talk about 

something more on that day when we meet up. Then another time we talk about 

something different. Every time we meet up we do try and talk about how 

everything is going; as a whole – we break it down and we try and see how we 

can solve it.” [y8] 

The child describes a situation in which the keyworker does more than just gather 

information about her day-to-day life. She engages the child in addressing it. This 

involvement of the child is a way of modelling ways in which the child can manage herself 

and her relationships at home, school, in her social networks and in the community. This 

is important because these are potentially the circumstances and locations in which child 

sexual abuse and exploitation occurs and could re-occur for any of the children. As such 
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it represents a significant step towards the child actually being able to manage these 

circumstances. Another example of the children’s understanding of the inter-

connectedness of the different aspects of their lives was: “With school, I don’t really mix 

my home and school together. It wasn’t really problems at school, but if I have a bad day 

at home. I used to bunk off school.” [y9] 

 

One child talked about not only feeling supported but also valued, by the keyworker 

taking time to engage in a broad-ranging discussion about her life: “Yeah, the way she 

helps me, she sits there and talks to me about everything in my life.  She has time for 

me.” [y13]. It appeared healthy to me that the children, whilst recognising the value of 

talking about their lives to their keyworkers, nevertheless maintained boundaries in the 

relationship, one provides an example:  

“You need to talk about your whole life all the time – at home and at school. If my 

keyworker picks me up, she’ll say, ‘How are you? How is everybody in the 

house?’ She always asks how school is going, and she discusses how my 

relationship with friends is going but I only talk briefly about friendships as I don’t 

think I need help there.” [y1] 

 

The keyworkers and their managers understood that in order to start from where the 

children were emotionally and behaviourally, the keyworker needed to find out about the 

child within her context. In pedagogic terms this was both incorporating the child’s 

associative life and inhabiting the same life-space as the child, not as existing in separate 

hierarchical domains (Petrie et al., 2005; see also Social Education Trust, 2001; as 

discussed in section 3.8). This requires an attitude of respect for the child:  

“I’ll never force myself on the young person, but what I like to do as a youth 

worker is to have a little chat, get to know you, you can tell me about yourself and 

what you do and what you like to do and if there is anything at all that I can help 
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you with, that’s my job, that’s what I’ll do. Anything at all, if you have any 

problems with school, home or with your friends or anything.” [k17] 

The keyworker continued, explaining that incorporating the child’s associative life is 

part of building of a trusting relationship: 

“Definitely you have to look at the whole person. You have to understand where 

they are coming from. You can’t do that at the beginning if you’ve no 

understanding of them. So you have to start a relationship to find out where they 

are, what is the situation, what is their background, what’s happened to them – 

their family life, what are the issues for them, what they want to achieve.” [k17]   

 

4.5.2   Did the keyworker advocate on the child’s behalf? 

All the children said that their keyworker advocated for them. For the majority of children 

this took the form of representing their needs and circumstances to their teachers, but it 

was also very much liaison between the children and their parents. In pedagogic terms it 

reflects the emphasis on team work and valuing the contributions of others in bringing up 

children: other professionals, members of the local community and especially parents 

(see social pedagogy in section 3.8). The children described advocacy from their 

keyworkers not just in terms of speaking on their behalf, but also taking the time and 

trouble to accompany them for support: 

“I have always felt safe with my keyworker, once I got to know her. She respects 

me. She has been an advocate when I’ve needed her and whenever I want to go 

somewhere she will make time to come, she is there for me.” [y2] 

 

Where advocacy is the act of speaking on the behalf of or in support of a person, 

place or action, the keyworkers supported the children to do things they might 

otherwise have lacked the confidence to do. The keyworkers also then provided 

sufficient emotional containment (I discussed a containing relationship in subsection 
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3.7.2; and about the need for practitioners to be supported to manage relationships 

with their clients in section 3.2) to enable the children to manage feelings of failure if 

the activity did not have the desired outcome: 

“I was invited to an interview at the college for a course, and I did not want to go 

to the interview because I was too nervous – I was scared to go, I was feeling 

sick. I said I’m not going and then everyone at home started shouting at me: 

‘you’ve got to go, what’s wrong with you’. My keyworker was the only one who 

didn’t shout. She just talked to me and she persuaded me and supported me. So I 

went. I didn’t get it. But I am trying again at another college.” [y6] 

This child had been given the opportunity experience herself as resilient – to learn that 

failure does not necessarily blight hopes, she could try again.  

 

All of the children said that they had needed support in relation to their attendance and 

achievement at school. For many this was because they had missed a lot of schooling 

either due to the fact that their CSA/E trauma was related to peers and the school. 

Alternatively it was because the impact of the trauma they sustained meant that they did 

not want to leave home or as a result of traumatic affect or emotional dysregulation 

(Briere and Rickards, 2007), they could not maintain an emotional and behavioural 

balance at school. The children said: “My keyworker always asks how school is going, 

especially when she notices that my attendance is dropping.” [y1].  

   

Advocating on the children’s behalf reflected the keyworkers being practical, undertaking 

activities with or for, their child as part of the child’s daily life (This is the social pedagogic 

approach I discussed in section 3.8). The keyworkers took practical action to help the 

children with their education: 

“When it happened I was in year 11 so I was about to do my GCSEs, great timing! 

A week before my actual GCSEs I was having police interviews and I was meant 



 

159 
 

to be revising and I am sitting there explaining my life.  She talked to the college 

for me to help me do my exams.” [y14] 

Another child described a similar instance where a keyworker went to the child’s 

college and spoke to the teachers in support of her: 

“She came into my college. I was excluded from college and they were not going 

to have me back and she came to the meeting and spoke to my teachers and 

they accepted me back. She did help get me back, yes.” [y8] 

 

None of the children described having a positive relationship with their school or 

college. This is likely to reflect a number of issues, as noted above. These included 

that for most of the children the abusers were from the school or were linked into 

fellow pupils’ peer networks or the abuse was known about in the school. The 

children’s attendance would have been interrupted when they went missing. They 

would also have fallen behind with their work with the disruption of the police 

investigation and prosecution; and the post-trauma symptoms. The latter included 

lack of concentration, depression, anxiety and outbursts of anger (I discussed the 

children’s emotional and behavioural presentation in subsection 2.5.1). There has 

been acknowledgement that the UK school system is inflexible in terms of meeting 

individual children’s needs – the School Innovation Unit noted that ‘there is a need for 

personalised practices that centre around the student’ (Beresford, 2017, p. 65).  The 

schools attended by the children in my research were not able to do this; the 

keyworkers attempted to advocate on the children’s behalf:   

“My keyworker is working with another woman to sort out my school as there is a 

problem. The school are refusing to do anything so that I can go back to school 

as I want my GCSEs.” [y3] 

 

The keyworkers were also effective advocates for the children in relation to other partner 

agencies. They demonstrated a good ability to work flexibly with the children’s concerns, 
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identifying ways of helping and then taking practical steps to ensure their needs were 

met. One child described what happened when she had an encounter with the police: 

“She talked to the police for me and she got me out of there, she got me bail. My 

keyworker has helped me a lot talking to people to get them to support me. I 

would have been in a lot of trouble if it wasn’t for her. My mum doesn’t do that sort 

of thing.” [y6] 

This child was experiencing support from her keyworker which let her know that she was 

worthy of care, in a way that she had not experienced from her mother. In terms of role 

modelling, the keyworker’s caring actions set a standard by which the child would be able 

to judge future relationships, for example, she would be better placed to reject advances 

from individuals who said they ‘loved’ her, but did not demonstrate it in their actions. 

 

The speed with which the keyworkers worked was also important. A child said:  

“If I told my social worker something needs to be done it would take her about five 

months to actually do it. I needed counselling and it was my keyworker that 

managed to chase up my counselling before my social worker actually did.” [y14] 

The keyworkers drew professionals together to make strengths-based plans for the 

children; they spoke up for the children at statutory meetings; they accompanied children 

going to new and potentially intimidating environments and ensured they developed 

coping strategies to continue attending; they not only got the children involved in activities 

which played to their strengths, but also got them into training which might lead to a 

career. Examples of this were that two of the children were in their third week of peer 

educators training and another was being helped to train as a youth leader. One 

keyworker recognised her child’s athletics ability, so the keyworker approached the local 

athletics club/track to identify someone who could encourage the child by running with 

her. It transpired that a member of the club was an athlete and was already helping 

children in schools; and also training at Olympic level. The child is now being trained by 

him. 
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Sometimes it was necessary to advocate with other agencies, for example one child used 

her smartphone to capture evidence of young men abusing her friend, and took it to the 

police. The keyworker had to intervene to stop the police prosecuting the child for the 

production of indecent images. In addition to advocating for the children in relation to 

schools, as per the examples above; but also with children’s health and social care. An 

example was: 

“I feel like Pollyanna sometimes. At some meetings, when everybody is really 

doing the child down, I’ll pipe up and say, ‘Hang on, there are quite a lot of 

strengths here actually’ or ‘She wouldn’t have told us that three months ago, so 

it’s really positive that she is now able to tell us those things’. So I do that a lot in 

meetings in terms of being strengths-based in my multi-agency work.” [k21]  

 

4.5.3  Did the child feel safe in her environment? 

Judith Herman, perhaps best known for her contributions to the study of trauma and the 

complex healing process of individuals who suffer from PTSD, noted that: 

‘Trauma robs the victim of a sense of power and control; the guiding principle of 

recovery is to restore power and control to the survivor. The first task of recovery 

is to establish the survivor's safety. This task takes precedence over all others, for 

no other therapeutic work can possibly succeed if safety has not been adequately 

secured.’ (Herman, 1992/1997, p. 159)  

This position is echoed by Streeck-Fischer and van der Kolk (2000) who hold that for 

traumatised children to process their traumatic experiences, they first need to have a safe 

space where they can ‘look at’ their traumas without repeating them and  making them 

real once again. In consequence, the children’s answers to questions about feeling safe 

at home, at school, in the neighbourhood and with their keyworker are significant; they 

are summarised in Table 13b. 
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Table 13b Whether children feel safe 

Child feels safe at home Child feels safe at 
school 

Child feels safe in 
neighbourhood 

Child feels 
safe with 

keyworker 

 

Didn't feel 
safe 

Doesn't 
feel safe 

now 

Didn't 
feel safe 

Doesn't 
feel safe 

now 

Didn't 
feel safe 

Doesn't 
feel safe 

now 
Feels safe 

Total 12 8 11 7 8 6 14 

 

A key element in addressing the needs of the whole child, is to help them to feel safe 

in their everyday lives. This is also critical to their ability to recover and assume or 

reassume a positive life trajectory. In response to questions about how safe they felt, 

12 of the children said that at the beginning of the support period, they had not felt 

safe at home, the language they used to describe this ranged from ‘scared’ to 

‘uncomfortable’: 

“My social worker, she doesn’t really do anything, I don’t think, but I think the best 

decision that was ever made for me was to come here (foster placement). My 

keyworker has asked me how safe I feel and things like that. I don’t know. I have 

felt scared ever since the whole situation happened. If you don’t know what could 

happen – I used to be so free, I used to go outside. You think ‘nothing bad is 

going to come my way’ and then a lot of stuff happens and now I need to just chill. 

I need to stay on my own.” [y8] 

and, 

“At home sometimes I feel safe; but other times I just don’t. When it all goes very 

pear shaped I don’t want to be around my family. And school; I don’t even know 

where to start there because I’m not at school any more. I didn’t feel safe in 

school because I went through stuff near the school and I was scared that this 

person would be waiting outside and everything.” [y5] 
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and, 

“No. I was scared at school and in my neighbourhood because I got into a lot of 

stuff with friends, really bad stuff.  I was also scared at home. Basically I started 

living out of a car, that’s how bad it got. Before all of that happened, I never used 

to get stopped by the police and the police wouldn’t even look at me.” [y8] 

In these quotes the first child had not had a sufficiently good relationship within her 

family to enable her to avoid or withdraw from negative peer networks in her 

neighbourhood. In consequence she was taken into care; and subsequently moved 

from her neighbourhood (this information came from her case file). However the other 

two quotes more directly reveal their fears for their own safety at home. Most (12) of 

the children said they felt unsafe at home when they started receiving support from a 

keyworker. This is likely to be critical because those children will not have had a 

secure and safe refuge within which the hyper-vigilance, and other PTSD symptoms 

they were experiencing as a result of the trauma, could begin to reduce. It is also 

likely to have meant that the children did not have experience of safety and security 

which they could use to judge the quality of an unsafe environment or relationship. 

This would increase the children’s’ risk of revictimisation. They would not have known 

what feeling safe felt like – it is difficult to set as a goal, a state being which one does 

not have experience of. Over half of the children continued to feel unsafe at home 

despite the involvement of children’s social care and some mediation or advocacy 

with their parent/s by the keyworker.  

 

When children do not feel safe at home, school can be a safe haven for them 

(Mentally Healthy Schools, 2019). This was not the case for 11 of the children. They 

described school as, for example: “Where everyone knows what happened” [y10], or 

“actually the place where ‘it’ happened” [y3], or otherwise as “worrisome and 

bothersome” [y12] due to bullying. Some of the children talked about the fact that the 
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teachers would not be able to intervene in time to stop the violence from peers 

carrying weapons:  

“I don’t really feel safe. I mean I feel safer at home, but I wouldn’t go out with 

friends in my neighbourhood, I don’t really feel that comfortable. And at school, 

even if there’s a lot of teachers around I don’t like it, so I’d say I probably don’t feel 

that safe.” [y7] 

and, 

“School doesn’t feel like school. It doesn’t feel good, it feels bad. It is bothering 

and uncomfortable. The teachers don’t listen, they ask but then they don’t listen. 

So I give up.” [y12] 

 

Kataoka et al. (2012) reported that students who have experienced a traumatic event are 

at increased risk for academic problems as a result of these experiences. For the children 

following their experience of CSA/E these difficulties in achieving academically will have 

been compounded by their fears for their safety at school. This is in direct contrast to the 

role which school could have played in their lives. Battistich and Hom (1997), note that the 

school context has the potential to moderate relationships between individual risk and 

protective factors and developmental outcomes so that schools which are experienced by 

students as communities can enhance students’ resilience. More recently, the Office for 

Standards in Education, Children's Services and Skills (Ofsted) school inspection framework 

has included assessment of pupils’ mental health, safety and wellbeing. Ofsted reports 

that in some schools ‘…inspectors found the school to have developed a wide range of 

provision aimed at promoting positive mental health and overall pupil well-being 

(Mentally Healthy Schools, 2019). 

 

The other context in which adolescents, looking to become independent, will usually 

spend time is their neighbourhoods and communities. However, over half (eight) of the 

children had not felt safe in their neighbourhood. This was not the result of a vague sense 



 

165 
 

of unease, the children gave concrete examples of previous and current harassment. 

They talked, for example about the abuser being in the neighbourhood, also about going 

in fear of the abuser’s friends; or of individuals whom they had associated with in 

negative peer networks:   

  “To be honest I don’t feel safe in my area because my rapist came out. He only got a 

year and he was only in prison for 6 months. Now he is around in my neighbourhood. 

I don’t feel safe from him and his friends.” [y3] 

and, 

“Although the person who raped me is in prison on a 9 year sentence, his friends 

have been stalking me, and I’m having panic attacks. By changing my route to 

college I am managing to control panic attacks on tube. I have now sought help 

rather than trying to manage my anxiety and fears on my own.” [y14] 

The fears talked about by the children in these quotes were very real. In the latter 

case the keyworker helped the child: 

“So she has helped me learn different ways I can get to college, to be safer. It’s 

actually one of the first things she has done actually, and cheaper and a shorter 

route! definitely better, my keyworker also helped me not to get panic attacks 

when I'm on the tube  going past his area.” [y14] 

Some children had been moved out of the area by children’s social care; however, 

some had moved by going to live with extended family members. One of the children 

who had felt vulnerable to being attacked and had moved said: 

“I think I’m safe, but that's because I don't have anything to do with anyone 

anymore. I don’t really associate with a lot of people because there’s a lot of 

people, I don’t know how to say it, but they just talk rubbish behind my back and I 

don't trust them.” [y9] 
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4.5.4   Did the child feel safe with her keyworker?  

The level of fear the children continued to experience raises questions about whether 

they would have been able to recover sufficiently to assume or resume a positive life 

trajectory without keywork support. All the children described feeling safe in their 

relationship with their keyworkers. One of the children said: 

“I don’t feel comfortable at home, I don’t feel comfortable at school, I don’t feel 

comfortable with my friends and I don’t feel comfortable in my neighbourhood but I 

do feel comfortable and safe with my keyworker – yes, she’s somebody that 

understands, somebody that listens.” [y1] 

Another child gave some insight into what helped her to feel safe with her keyworker: 

“I’ll tell her about the people in my school, what they have done to me and just …. 

some of that you don’t want to hear, but she won’t turn her nose up at it, she’ll 

listen to what I’ve got to say and help me with my feelings about it. It’s not 

something people want to hear, but she always listens so that’s nice and it's made 

me feel better.” [y7] 

A child also talked about school-related fears, and how her keyworker’s presence 

helped: “My keyworker has made me feel safer. School doesn’t feel safe, but when 

she is there I do feel safe. No-one at school listens.” [y12] 

 

4.6  Summary of findings in relation to requirement  3: keywork support 

addresses the whole child’s needs 

In this section I explored whether the keywork support addressed the whole child’s 

needs. The criteria for assessing this can be seen at the beginning of section 4.5. 

 

The children were unanimous that these criteria were met with the exception of their 

feelings of safety. They recognised that support could only be effective if their associative 

life was included, because it encompasses both the circumstances in which CSA/E 
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occurred and could occur again; and situations where the children had to manage the 

impact of the abuse (e.g. through self-management). In the light of this, the keyworkers 

commitment to inhabit the children’s life-space (one of the social pedagogic principles I 

described in section 3.8), was essential in order to be able to help them. The keyworkers’ 

advocating for the children at school was described by both the keyworkers and the 

children as critical. The keyworkers’ responsiveness and ability to make opportunities for 

the children was clearly appreciated. This would have been another excellent example of 

role modelling for the children of how to exert personal agency on their lives.  

 

It may well be expected that between a half and three-quarters of the children did not feel 

safe at school and in their neighbourhoods. However, it was concerning that 12 out of the 

14 children did not feel safe at home at the point that the support commenced. It was 

even more concerning that more than half continued to feel unsafe at home and at school 

after many months of keywork support. The fact that the children felt safe with their 

keyworkers, suggests that the fact that they felt unsafe elsewhere was a function of the 

environment, not the children’s ability to feel safe. A conclusion I draw is that the keywork 

investment in their recovery will have been undermined by the inadequacy of any 

professional intervention and support in the children’s home and school environments. 

Whilst it is unlikely that a staff member at school could have developed a relationship with 

a child that was of equal quality to the one she had with her keyworker, it is disappointing 

that there appeared not to have been a teacher or pastoral care worker who could have 

mitigated the degree of isolation in school that the children described. Equally, there is a 

question about the lack of family support at home in view of the indicators of poor 

parenting which I identified in the file audits and ACEs checklist (see subsection 2.5.2). 
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4.7 Requirement 4: the practitioner gives of themse lves 

Activities and experiences indicating whether the requirement was met. 

Children and keyworkers: 

• Did the child think her keyworker cared about her? 

• Did the keyworker give of themselves in their relationship with the child? 

 

In this section I focus on the pedagogic principle of the ‘use of self’ in the helping 

relationship; I discussed this in subsection 3.8.2. Its importance lies in the fact that it is 

only when the client can see the practitioner as a real human being, that the client is open 

to the help that is being offered (Shulman, 2008). By this is meant that selective sharing 

of experiences, thoughts and feelings can promote client growth most directly – through 

conveying validation and support. This is because of the potential for personal 

disclosures to normalise the client’s experiences and assist her or him with reality testing 

(Wzontek et al., 1995; Barrett and Berman, 2001; Ganzer, 2007). I sought to understand 

whether the keyworkers were able to give of themselves by exploring the keyworkers’ 

and their children’s descriptions of how they worked together.  

 

4.7.1  Did the child think that her keyworker cared about her? 

The children were clear and unanimous that their keyworker cared about them: “Hundred 

per cent she cares about me. She always says, ‘I believe in you, and that you can 

change‘” [y3]. This was surprisingly positive given that the keyworker was a ‘professional’ 

not a family member or friend. I commented in subsection 4.1.6 about possible reasons 

for this universally positive feedback by the children about their keyworkers throughout 

the fieldwork. When asked what made them think that their keyworker cared about them, 

the children talked about the quality of the keyworkers’ communication – how authentic or 

genuine her interest in the child was, and the fact that the keyworker made time for her. 

Some of the children’s responses were: 
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“She asks ‘How’s home going?’, or ‘How are your friends going?’, ‘Are you 

okay?’, ‘How’s school going, how’s your school work is it too difficult. It’s not like 

she is just asking ‘How’s home life, is it good?’ …she is more subtle, the tone of 

voice she uses is a nice one. She really wants to know.” [y11] 

 

and, “Yeah, the way she helps me, she sits there and talks to me about anything.  She 

has time for me.” [y13]. Appreciation of someone giving them time and attention was a 

theme in all my interviews with the children; together with the concept of someone 

‘keeping them in mind’: 

“It doesn’t come across that she just does it because it’s her job. She does it 

because she actually does care. She goes out of her way to text you, even if you 

haven’t seen her weekly.” [y11] and: “She is like an older sister. It feels like we 

are close friends and that she cares about me. She doesn’t treat me like a ‘psych’ 

patient. She treats me like a friend.” [y10] 

 

In several cases the keyworker appeared to be the only person demonstrating care for 

the child. This was not only in relation to school or college. There were instances for 

example, where the keyworker, rather than the child’s mother, attended the police station 

and subsequently accompanied the child to the Sexual Assault Referral Centre, when 

she had been sexually assaulted. Whilst some of the children’s mothers appeared not to 

care, in many cases they were not in a position to demonstrate care because of their own 

difficulties, such as, mental ill health, domestic abuse or recent bereavement. From 

talking to the children and information I gathered from their files, the indications were that 

some mothers just did not have the sense of agency needed to support or advocate for 

their daughter. The keyworker’s addressed this by recognising the children’s feelings 

about being let down by their mothers but helping them to nevertheless relate to their 

mothers in a positive way. An example of this was an interaction described by a 

keyworker when she brought a child back from an activity. The child went to leave the 
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sitting room in her home and thanked the keyworker whilst ignoring her mother who was 

present. The keyworker called on the child to acknowledge her mother. In subsection 

5.1.7 I noted that all the staff I interviewed wanted there to be parenting support services 

to provide help for the children’s parents. 

 

The children did not view their social workers as being there for them. I noted in 

subsection 4.1.6 that the keyworkers viewed their keyworkers in the light of a ‘big sister’ 

whilst they saw their social workers very differently. One child spoke for the others when 

she said:  

“I’m never going to trust my social worker like I trust my keyworker. I haven’t had 

the same bond with any of the social workers and don’t expect to have with the 

new one; although I think that I will ‘get on well with her because she is ‘okay’, but 

if I want anything to change I think my keyworker is the one that…… even if I … I 

would tell her first, because she helped me through a ton of stuff, more than 

anyone has ever helped me in my life really.” [y5] 

It is notable here again, that the keyworker’s help was of such magnitude in comparison 

with what the child had received from her family. Another child talked about the impact of 

the social worker’s divided focus – on her and her younger brother: “My keyworker was 

there 100 per cent for me and she was the only one. The social workers went on and on 

about my brother, they were only worried about my brother.” [y6] 

 

4.7.2  Did the keyworker give of themselves in their relationship with the child? 

I sought to understand whether the keyworkers were able to give of themselves by 

exploring the keyworkers’ and their children’s descriptions of how they worked together. 

My finding was that the keyworkers were giving of themselves and their doing so was a 

theme throughout the children’s responses to questions about the quality of their 
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relationship with their keyworker. Some additional descriptions of how the keyworkers 

worked with the children are included here: 

“I like spirituality and my keyworker is quite like that too, I like that. I can speak to 

her about what is important to me, like meditation, because it helps me keep calm. 

So she gives me tips on that. She sends me video links, website links.” [y1] 

and, 

“I used to have meetings with professionals who just kept bringing up the past. My 

keyworker doesn’t do that. We talk about things that are happening now, at school 

and out of school and with my family; and with her. It helps me to get through 

things that are now, not in the past and to work out about what I need to do to 

manage now and in the future. That’s everything, school, friends and home.” [y3] 

 

Dialogical therapists believe that genuine healing begins at the point when the client 

starts to feel that they, and not the ‘goal of recovery’, are important to the therapist. 

Hycner and Jacobs (1995) describe this as the circumstance in which the personhood of 

the client is seen to be more important than any goal the therapist has in mind. In my 

view this is critical for the children’s recovery. This is because there is a risk that a 

relationship in which the (relatively more powerful) professional is focused on the 

achievement of an outcome (recovery) rather than on the child, might too closely mimic 

the abuse the child experienced, in which her ‘personhood’ will have been subordinated 

to the goal an abuser had in mind. All of the keyworker descriptions contained information 

about how they used themselves appropriately to truly connect with children. This is 

illustrated by the following comment from a keyworker:   

“I don’t think you can adequately work with that person unless you listen to them 

and genuineness is a huge thing because I think children see through that straight 

away if you are genuine or not; and that you do care, and that you do want to 

help.” [k16] 
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Many of the keyworker’s descriptions gave a good sense of the direct and equal way in 

which they spoke to children. The way in which they spoke might be described as light, 

kind and helpful and not at all admonitory, directive or demeaning. A keyworker said that 

she based the relationship on: “ Not judging them or forming any judgement because I 

think that can really cause barriers.” [k16] The keyworkers all agreed that being 

persistent, resilient and strong was fundamental to the work they do: 

“You have to be highly motivated for a young person because they don’t really 

want to see you, and they don’t have to see you. You can’t allow your ego to get 

bruised. So no matter how annoying it is, you’ve got to keep going and your 

resilience has got to be stronger.” [k16]   

 

The keyworkers were well aware of needing to find a balance between ‘giving of 

themselves’ to build a relationship of integrity and trust, and not offering too much 

personal information because doing so can confuse and complicate the support process. 

One keyworker explained:  

“I find this difficult because I am a very transparent person, so I don’t hide … I can 

say anything and not feel afraid of judgement. But you have to be aware of 

professional boundaries and how much you can tell a person. I think the more 

open you are the more you get out of a person. But it’s finding a balance with 

what’s appropriate to share.” [k16]  

The same keyworker went on to explain that a child once asked them if they had ever 

had a sexually transmitted infection (STI). The keyworker had not, but explained to 

the child that they were not going to answer the question because they did not think it 

was appropriate. The keyworker said that she judged that answering the question 

would not have lessened the child’s fears about potentially having contracted an STI; 

this explanation was accepted by the child.  
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The majority of keyworkers described just ‘being themselves’: “I don’t try and be anything 

I’m not and to me that’s being authentic. It’s the most respect you can give them.” [k16]. 

‘Giving of yourself’ does not just relate to what a keyworker might disclose or how honest 

they are, it is also a reflection of what they might do. One keyworker said:  

“I buy her books and stuff and she reads them and she does the exercises and 

stuff like that. So a lot of the work is … I’ll take their Instagram, their phone and I 

will make them follow certain accounts which are helpful. I try to infiltrate their 

social media as well. Then she’ll send me a quote and then we’ll talk about the 

quote and stuff like that.” [k16] 

Another keyworker spoke about being accessible during times of crisis for her child: 

“Weekends are crucial and anything can happen, like the weekend before when I got 

these messages from her that she was in trouble at half twelve, half midnight”. [k16] 

 

4.8   Summary of findings in relation to requiremen t 4: the practitioner 

gives of themself  

In this section I asked whether the children thought their keyworkers cared about them 

and I explored whether keyworkers ‘gave of themselves’ as part of how they worked with 

the children. The criteria for assessing this can be seen in the textbox at the beginning of 

section 4.7.  

 

The children all thought that their keyworker cared about them as a whole person; 

moreover, they were convincing in their reasons for thinking this. They described the 

keyworker’s communication as authentic and indicative of genuine interest in the child. 

They also drew their conclusion from the amount of time and positive attention the 

keyworkers gave them. Evidence from the case files indicated that positive attention such 

as this was not accorded the children by their parents or other family members. 
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The professional ‘giving of themself’ is central to the social pedagogic approach; I 

discussed it section 3.8. The children reported that the keyworkers did give of themselves 

and that they really appreciated this. They said that the keyworkers described their own 

personal coping mechanisms and also sought to engage with and support the child’s 

perspective and efforts to manage herself and her daily life. The keyworkers talked about 

some of the challenges they faced using this approach – of having to ‘put aside your ego’ 

and ‘be yourself’, whilst maintaining an awareness of professional boundaries and 

managing them appropriately. This tension became more acute for the keyworkers when 

related to their 9am – 5pm, five day working week. This was because the children were 

most likely to need help outside of office hours. 

 

4.9      Requirement 5: a strengths-based service  

Activities and experiences indicating whether the requirement was met. 

All participants: 

• What were the child’s strengths? 

• Could the child describe progress towards self-management and wellbeing? 

• Did the child have realistic goals which she was actively pursuing? 

 

In this section I present my findings on whether the children had received a strengths-

based service. The new handbook for adult social care (2019) describes strengths-based 

practice as: ‘Exploring, in a collaborative way the entire individual's abilities and their 

circumstances rather than making the deficit the focus of the intervention.' (Colomina and 

Periera, 2019, p. 24).  

 

I explained in subsection 2.1.1 that I approached this research from the perspective that 

all knowledge comes from an individual’s interpretation of their experience. I noted there 

that consistent with my ontological position, my empirical approach holds that all 
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knowledge comes from an individual’s interpretation of their experience (especially that of 

the senses). Following from this an individual’s progress towards recovery could not rest 

substantially on objective evidence, but depended on being able to get at the truth from 

the individual. So, in addition to contributing to an understanding of whether the support 

for the children was strengths-based, the children’s descriptions of their personal 

experience in this section provide indicators as to whether they were making progress 

towards recovery. This is likely to be a small, albeit important, part of the recovery journey 

(I noted in section 3.4.5 that recovery is typically not a single event but can take a 

lifetime). 

 

4.9.1  What were the child’s strengths?  

Findings from the children 

Strengths-based practice was a concept which the children and staff were familiar with. 

All the children were willing and able to describe their skills and abilities; this is presented 

in column (a) of Table 14a. Two of the children said that they were doing well at school; 

six were involved in sport or dancing; five were doing art and/or music and six children 

described being good with people and/or looking after children.  

 

In contrast to naming their skills and abilities, many of the children needed some 

encouragement to name their positive personal qualities. Twelve of the children did so; 

see column (b) in Table 13a. Even with prompting, two of the children could not think of 

any positive character or personality traits that they might have; and a third said that she 

was less angry and depressed but “nothing else”. Eight of the children named positive 

qualities such as caring, sharing, honest, seeing good in others, generous and kind; 

sensitive, thoughtful, understanding and a good listener. Two described themselves as 

honest; and two described themselves as ‘funny’. Three children said that they were good 

communicators. Only one child used language such as ‘confident’ and ‘stubborn’; one 
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child referred to herself as ‘strong’, but qualified it by saying that her keyworker had told 

her that she was strong.  

 

Table 14a Summary of children’s strengths 

 (a) (b) 

 Skills and abilities named by the 
child 

Positive personal qualities named by 
the child  

Total  14 12 

 

The children’s descriptions of their skills and abilities, and positive personal qualities are 

summarised in table 14b.  

 

Table 14b   Children’s descriptions of their strengths; the descriptions combine the 

children’s words with paraphrasing 

Child  Skills and abilities Positive personal qualities 

[y1] I am good at ice skating, judo 
(orange belt). I’m also really good at 
cheerleading 

I am caring, kind and wanting to 
help people out the best I can. I am 
honest 

[y2] I am good at music and art I am good at communicating. I’m 
also good at overcoming troubled 
feelings and doing what I am 
supposed to do. Nothing else 

[y3] I am good at looking after children 
and talking to people 

I’m only not so angry and 
depressed. Nothing else 

[y4] I’m good at make-up and dancing. I 
am also good t communicating, 
being independent and having 
confidence to go up and talk to 
people 

I am caring, kind and honest 
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Child  Skills and abilities Positive personal qualities 

[y5] I am good at art and poetry. At the 
moment things are going pretty well. 
I’m doing well in school, I’ve got a 
job and I go to the gym 

She [the keyworker] tells me I am 
strong 

[y6] I am good at cooking. Doing make-
up. Hairdressing 

None 

[y7] I am a good communicator None 

[y8] I am a good drawing. I am also a 
good swimmer and I go to the gym 

I see good in everyone. I am 
confident. I am also stubborn, 
sometimes that’s a good thing 

[y9] I am good at running and good with 
children. I do things, I don't sit 
around 

I am good at listening to people and 
understanding them, especially their 
anxiety or depression 

[y10] I’m good at schoolwork, studying 
and reading about politics and 
people. I am good at talking about 
ideas and thoughts. I am 
independent and good at meeting 
people 

I’m sensitive. I am a good listener. 
Honest and kind and caring - I care 
about what happens to people who 
are not fortunate 

[y11] I am good at schoolwork, especially 
maths. I’m good at communicating 
and leadership. I’m also good at 
thinking and debating 

I can communicate with people. ‘m 
funny, kind and I can be nice. You 
have to be civil and you have to be 
nice 

 

[y12] I am good at art and music. I can 
sing and dance and rap. I’m good at 
drawing people. I am also good at 
fashion 

I am thoughtful and I am a good 
listener 

[y13] I can do ‘Health and safety’ care. I’m 
good at looking after my little sister 
and babysitting my niece and 
nephew. I’m also good at singing. 

I am funny, caring and sharing 
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Child  Skills and abilities Positive personal qualities 

[y14] I play the trumpet, trombone, drums. 
I can also do bit on the guitar; but 
I’m not very good on the ukulele. I’m 
good at sport and also at 
schoolwork especially media studies 

I am articulate. I’m a good listener. I 
am caring and generous 

 

The children’s descriptions of their personal qualities are expanded on below in the 

quotes from the children: 

“I’m caring and kind and everything, and I want to help people out the best I can. 

I’m honest, I got into trouble because all my friends had lied but I could not lie to 

save my life.” [y4] 

and,  

“I think I could help girls who have had bad experiences like myself because I am 

sensitive and I am a good listener. I care about what happens to people who are 

not fortunate. Things like honest and kind and caring – that’s me.” [y10] 

and, 

“Everybody says that I am somebody that always sees the good in people, it 

doesn’t matter if they are bad; I always see the good in people. I always defend 

people. That’s a big problem that I have because even people that are bad, I still 

see the good in them.” [y8] 

and, 

“Listening to others as a personal quality as well as an ability. This is because I 

understand people, I didn’t used to be understanding but because I’ve gone 

through stuff it’s helping me to speak about it.” [y9] 

 

In subsection 2.5.1 I discussed the children’s emotional and behavioural presentation, 14 

of the 15 children presented with outbursts of anger. Yet these quotes show that so many 

of the children knew themselves as kind and caring; and wanting to help others. At the 
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very least, working with their keyworkers they had managed to retain and even build a 

self-concept which was not limited to others’ responses to their angry outbursts (e.g. 

exclusion from school and alienation from their families) or depression. Some of the 

children were clearly being helped to build their self-esteem and assertiveness:   

 “I stick up for myself more. With some girls and boys I don’t say anything because 

it’s better that way.  Because if I start – I’m not a person to start an argument, but 

if I’m angry and I feel like you are getting away with it, I won’t let you get away with 

it. I’ll be telling you how I feel because it’s not fair, so you’ve got to realise that. I 

have my own opinion. I won’t be nasty to anyone, definitely not, but I definitely 

stick up for myself if it’s needed. Yeah. Today somebody was rude to me and I’m 

not going to let you be rude to me just because you think I’m nothing. I won’t stand 

for it.” [y7] 

 

The children’s emotional and behavioural presentation (Table 6) also showed that a 

majority (12) of the children were struggling with depression. They were using their 

strengths to work on this with their keyworkers: 

“I am good at art and poetry. I like that she takes the focus off my negative things 

and we just speak about my strengths – what I find good, what my habits and 

hobbies are and what I like doing. I like the conversations about art and poetry, 

they cheer me up in the moment.” [y1] 

and,  

 “Yeah. My keyworker says you don’t have to be good at something; you can be 

just good in yourself. She talks about stuff like that, you know – you’re kind, you’re 

generous, you’re honest, you’re brave – all that kind of stuff. Yeah, we've talked 

about that for me. But I can't see it especially when I am down.” [y7] 

and, 
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“I am good at communicating with people, overcoming my negative feelings. And I 

have better will power, you know, doing what I am supposed to do, pushing myself 

when I don’t feel like it.” [y2] 

 

4.9.2   Findings from the keyworkers and social workers 

Staff at all levels talked about strengths-based practice as being an aspiration for their 

services. All five of the social workers who held the case, but were not the child’s 

keyworker, said their local authority promoted strengths-based practice and supported 

them to focus on their child’s strengths. They viewed a strengths-based approach as 

useful or very useful in recovery work with children; and most could list their child’s 

strengths. The keyworkers spoke unprompted, revealing a constant and intense focus on 

reflecting the children’s positive personal characteristics, thinking and actions back to 

them as a way of raising their self-esteem. A keyworker described it as: “…always trying 

to build on their strengths and empower them and praise them if they’ve done well and 

things that they are good at.” [k17] The keyworker went on to say that she would try to 

identify these strengths herself, so that she could point them out to the child, who might 

say: “Oh, actually, I did do that well”, or “I am good at that” [k17]. The worker ended by 

saying: “Then that’s something they can take away and build on hopefully.” [k17]. This 

keyworker described her own learning about the power of talking about the positives in a 

child’s life, as follows: 

“I’ve never really understood it until I had a young person who came up to me 

quite a long time after we’d had a conversation and thanked me for having that 

conversation and the things we spoke about. That was a real ‘wow’ moment.” 

[k17] 

 

One keyworker described how she used positive feedback to her child who worried that 

she talked too much. She recounted saying:  
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“I think that’s amazing. I actually think that what you’re saying is really articulate 

and everything you are saying has such valid points. The only thing you have to 

learn is when it’s appropriate to say that. You don’t talk too much. You are really, 

really bright and in everything you are saying to me, I’m saying, ‘You’re right’.” 

[k16] 

 

The keyworkers described the strengths-based model as focussing on what the children 

can do now and in the future, rather than dwelling on difficult past experiences. They saw 

this as very important for children who often felt defeated by their history: 

“We are strength-based and it’s a recovery and a holistic model. So we look at 

what the child is good at and what they are like, and the positives in their lives and 

look at how we can build on them.” [k20] 

A keyworker gave the following explanation: 

“So I would say, for me, strength-based is ‘I can do’. That’s how we look at things, 

rather than ‘what’s gone wrong?’. It’s ‘what I can do’, even things like coping 

strategies – an example is when she is not getting up and going to school. I say, 

‘You were able to stay online talking to your friends for one whole hour. If you can 

do that for a full hour, you can do a 30 minute lesson because you have shown 

that you have got the stamina to do it.’ It’s using something that she enjoys; and 

that’s how I feel when I look at strengths, I look at ‘I can do’ – what can that young 

person do already?” [k21] 

Other examples include a keyworker contacting her children on social media and 

exchanging “inspiring quotes and things”. Another said: “So I say to them, ‘That quality 

you have is so special, do you know that is your gift’, and stuff like that.” [k16] 

 

In the light of the children’s distrust (generated both by the trauma they had experienced; 

as well as by previous poor experiences with professionals), the keyworkers regarded the 

child’s willingness to engage as very brave: 
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“They are open to recovery and that in itself is something that is actually quite 

difficult. A lot of adults do not want to face certain aspects because they know our 

service is voluntary. It’s not something that they have to do, they are survivors 

because they continuously are able to show up for our sessions and they are not 

easy sessions.” [k20] 

This worker went on to talk about the courage and determination of the children who 

talked to the police or engaged with the legal system with a view to prosecution of their 

abusers. She fed this back to the child in the following way: 

“‘You’ve come through all this, do you think that means that you are brave?’ ‘Yep’. 

We wrote brave down. ‘When I ask you questions, are you honest and open with 

me?’ ‘Yeah, probably’. Wrote that down, and in the end we had the full poster [of 

positives] and she took it home with her.” [k21] 

For some keyworkers, even ‘less than ideal’ coping mechanisms had positive aspects, 

which they reflected back to the children: 

“Sometimes coping strategies are not the best. But we will say ‘Okay, this person 

is trying to find a way to cope’, so even when for example, one strategy is to 

smoke, that’s not a good thing. But that young person knew that ‘If I have this 

cigarette, I’m going to be able to cope with the next hour’. So that was her coping 

strategy – of trying to do something to manage herself. So we would recognise 

that. For me, that would actually be a strength. ‘I’m feeling a bit wound up, I don’t 

want to cause any aggro here, so I’m going to do this’; which is the lesser of two 

evils.” [k21] 

The keyworkers all talked about identifying areas in the child’s lives where they had an 

established interest, relationships and/or activity which could be built on. These are listed 

in Table 13b, which presents the children’s descriptions of their own strengths and the 

translation of these into short- and longer-terms goals. 
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The keyworkers talked about helping some children to build something positive out of 

their abusive experience, going on to help other children. This is a strengths-based 

approach which is increasingly present in many areas of children’s services, for example 

in anti-bullying work; in school mentoring schemes; in Children in Care Councils and 

other organisations for Looked After children and in numbers of VCS organisations, 

including some sexual exploitation services. Staff noted that one of the problems of this 

type of approach is that although it helps children build their strengths and skills, the 

benefit is limited if there is no accreditation and no follow through into the world of work. 

For example, many Children in Care Councils now provide public sector apprenticeships 

for their most active members.  

 

A keyworker described her child’s ambition to help in this way: 

“She’s a very outspoken child. She’s got strengths. One of the things that she is 

able to identify, and I have seen it as well through our discussions with her, is that 

she knows what she’s gone through. She understands that it was a negative 

experience and she wants to talk to other children who may have gone through 

similar experiences. She wants to be a positive reminder to them that things are 

going to be okay. With her persona and the way she presents herself, I definitely 

see that she could do something like that and I think she’s a good talker. So I 

would definitely see her doing something like that.” [k18] 

In this case, the keyworker was helping the child to become a youth worker. Within the 

cohort of children who participated in this research, there were two other children who 

wanted to support or mentor peer victims following child sexual abuse and exploitation. 

They were undertaking peer educator courses. One keyworker who explored this in some 

depth, noted that her child’s positive qualities, indiscriminately applied, might be the ones 

which had led the child into difficulties: 

“At every opportunity, when she says ‘I’m such a mug’. I’ll say ‘Do you know that 

actually it’s not about that, it’s about giving your kindness and love to the right 
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people. You have amazing generosity! Would you like to be a heartless person 

who doesn’t care about anyone? No.’ People really struggle because, a lot of 

these kids are empathic and sensitive but they are just not aware.” [k16] 

 

4.9.3 Could the child describe progress towards self-management and 

wellbeing? 

This question was focused on whether there were instances within the children’s daily 

lives in which they had begun to exercise some agency. That is, that they had begun to 

feel a measure of empowerment as a result of being able to influence events positively in 

the moment (I discussed empowerment as being one of the two key elements of recovery 

in section 3.4.5). My aim was to explore whether the strengths-based approach was 

being implemented beyond just identifying strengths; and also whether the keywork 

relationship truly reflected the pedagogic principle of being practical in helping the 

children in their daily lives.  

 

All the children could describe progress towards self-management and wellbeing. Twelve 

of the children were confident in their responses whilst two started to say that they had 

not made progress, but both realised, in the process of answering the question that they 

had. All of the children were able to provide such examples; these are summarised in 

column (a) of Table 14.  

 

Five of the children talked about working on changing their negative actions or 

interactions by using thoughts to interrupt their emotional responses. Three of the 

children described practising being assertive with peers who tried to influence them to act 

in negative ways. Three children were working on changing their negative thought 

patterns; and three said they were focusing on a positive activity (schoolwork or looking 

after pets) as a way of managing overwhelming negative feelings. Several of the children 
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mentioned alternative activities as part of their strategies for coping with overwhelming 

feelings. These included withdrawing from the situation; turning to art or music; or talking 

about what was going on for them. One child described the challenge she faced in 

moving away from the peers and others with whom she had been associating, and 

around whom she felt unsafe: 

“So it gets scary, the friends that I had, they are not my friends any more. They 

have got problems with me because I don’t want to be friends with them. I don’t 

want to do what they’re doing. So it does scare me, I’m trying to get away from 

them. I’ve changed and I’m not trying to be out there in the world like I used to.” 

[y8] 

This child had been moved out of area (retaining her relationship with her keyworker) to 

help her stay safe; and her mobile number had to be changed eight times to prevent 

negative peers pressurising her to rejoin their network. 

 

In section 3.3 I discussed the fact that trauma ‘Sets the stage for unfocused and 

irrelevant responses to subsequent stress.’ (McClung, 2007, p. 36). This was confirmed 

for the children in their own descriptions of their difficulties with emotional self-regulation. 

I asked them to describe a situation in which they felt they managed a bad experience 

well. They could describe any recent situation or alternatively, they were asked how they 

thought they might respond if a stranger unexpectedly shouted aggressively at them in 

the street. All of their responses indicated that they knew what to do to manage the 

situation. Furthermore, the children talked about what they had done or would do with an 

earnestness which I found convincing, that they had or could manage the bad experience 

well. Their descriptions are set out in column (b) of Table 15.   
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Table 15 Children’s descriptions of their progress in self-management and wellbeing; the 

descriptions combine the children’s words with paraphrasing 

 (a) (b) 
 

Children Improved self-management and wellbeing  Managing a bad experience 
well 

[y1] 

• [My keyworker] was good at helping me 
see I can walk away from things that upset 
me – write poetry or get a train to the 
seaside. It isn’t easy, especially when it is 
happening. But I am trying 

• I have learnt to reach out for help (from 
keyworker or police) now when I am in 
difficulties/unsafe situations 

Shouted at in the street – I 
can walk away; and I can go 
back and talk to people 
because I am good at talking 
to them 

[y2] 

• I have been trying to communicate with 
people instead of getting angry or just going 
away and staying in my bedroom (doing my 
art) 

• I want to do exercise. Has promised herself 
that she will start exercising 

Shouted at in the street – I 
talk to them, saying it's rude, 
and then I walk away 

[y3] 

• I am okay at schoolwork, so I am working to 
get back into a school. It is all so difficult – 
to be there and think about that stuff 

• I can remain engaged and talk or choose to 
withdraw now. Instead of getting angry 

Overwhelmed by low feelings 
– I talk to myself or if I can, I 
scream into pillow 

[y4] 

• We are working on that I need to stop 
running away from my problems, talk 
instead of turning to drink. I am an 
independent person so I have used that to 
stop hanging out with bad influences 

• I no longer ‘mess things up' by getting 
angry or into unsafe situations socially. I 
have a new concept of myself as an 
independent person who can 'walk away' 
and come back and talk to people 

Shouted at in the street – I 
focus on not getting too 
angry, and just move on. 
Because angry feelings are 
followed by upset feelings 
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Children Improved self-management and wellbeing  Managing a bad experience 
well 

[y5] 

• I am working on being strong when people 
around me try to persuade me to do things 
that I do not want to do. That is not who I 
am; that is not where I want to be 

• I can manage my anxiety and panic attacks 
now. I now understand that it is both 
depression and fear of people judging me 
as 'unlovable' which stops me going out. I 
am learning to go out/do it anyway 

Bad feelings – anxiety, panic 
attacks and feeling 'unlovable' 
– I carry a paper with me, it 
has positive words which I 
stop and read. I don't 
withdraw into a dark room (as 
previously), I read books and 
get out and about 

[y6] 

• I have got a lot more confidence from when 
I started seeing [my keyworker]. Now I can 
let people know what I am thinking and not 
just go along with them 

• I could not say 'no' to anyone e.g. my 
mother. Instead, I would just go missing. I 
have stopped going missing and can say 
no to my mother and to others now. I have 
been building and maintaining good 
relationship with mother. I have stopped 
smoking 

Shouted at in the street – I 
maintain confidence and tell 
the person not to shout at me 

[y7] 

• [My keyworker] makes me practice not 
dwelling on the past all the time and 
worrying about what people say and what 
they know about me 

• I have learnt that if you fail you can just try 
again 

Shouted at in the street – I 
will not allow myself to be 
abused (as in the past). But I 
also think about my safety 
before responding; and about 
remaining civil 

[y8] 

• I used to put myself down. Now I draw 
something that relates to my situation or 
something that will help me to believe in 
myself. It gives be a bit of a boost, I feel a 
little bit happy and get on with my day 

• I have learnt to manage my anger. Now I 
recognise that I am easily swayed by 
friends/peers. I have closed off all those 
(negative) relationships. I am actively 
seeking positive friendships 

Waves of negative feelings 
and responding to abuse from 
associates – I write down my 
feelings. I also write down 
negatives and positives about 
the person who caused the 
feelings 

[y9] • It’s just that if I do slip up, I’ll slip up how I 
used to – I will hurt someone. So now I 

Abusive incident at home. If I 
start getting wound up about 



 

188 
 

Children Improved self-management and wellbeing  Managing a bad experience 
well 

have to think about the consequences. So I 
use that now 

• I can now recognise a bad (boyfriend) 
relationship. I am working on how to put 
that into practice every time 

it I might go in my room, listen 
to music. Also, more now, I 
do things, go out 

[y10] 

• I am independent now. I am focussing on 
my education and I feel happy when I focus 
on getting good grades and making 
progress 

• I know myself much better now. I know that 
my softer feelings can get worked on and 
get me to go along with people who aren’t 
good for me 

I am able to recognise and 
leave a bad relationship 
(boyfriend). I did this not long 
ago 

[y11] 

• I have been practicing being civil and nice 
to people. For myself – I used to self-harm 
every single day and then I used to be in 
hospital at least once a week for trying to 
commit suicide. Now I think about the 
consequences and that mostly stops me 

• I have learnt to recognise depression and 
use singing and caring for animals to lift the 
depression. Now I know when to reach out 
to my sister and my friend for help 

Shouted at in the street – I 
would talk to the person, but 
not if they cannot hear (won’t 
listen). I will walk away, and 
get angry afterwards 

[y12] 

• If I want to feel better I sing. I feel better 
looking after my pets (I look after a cat and 
a dog). I look after my pets well 

• My self-harming and angry outbursts have 
stopped. I am working on communicating 
well generally and building good positive 
friendships 

Mother's partner kicked the 
family dog – I told him not to 
hurt animals and I took the 
dog out of harm's way, to my  
room 

[y13] 

• I don’t kick-off so much anymore at home 
and away from home too. Instead I just turn 
on my music. I store it up to talk to [my 
keyworker]. She makes it make sense. Then 
I can go back to being okay with people. 

• I have learnt not to be so angry and not to 
try to 'sort out' bad friends. I recognise that I 
can get to feel better by caring for my baby 

Feeling sad and/or angry – 
now I stop and think; I don’t 
have a go (argue back). I 
leave it and listen to music or 
take a nap. I am fine when I 
wake up 
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Children Improved self-management and wellbeing  Managing a bad experience 
well 

sister, nieces and nephews 

[y14] 

• I have learned that I can get myself up 
together – go out, find a new route to 
college, trust people. That was the biggest 
thing – trusting myself to spot people who I 
can’t trust. Instead of just not trusting 
anyone 

• I have worked through depression and 
anxiety enough to get on with my life. I trust 
people a bit more now, enough to ask for 
help 

I have changed my route to 
college to reduce my fear. I 
am managing my panic 
attacks. I ask for help 
because now because I have 
started trusting people more 

 

The answers the children gave indicated the progress they had made in understanding 

and managing their own emotional responses. This included having options for acting 

appropriately to take care of their own wellbeing. One of the children illustrated this with 

the following description: 

“When I first knew [my keyworker] I wouldn’t listen to anyone. I was horrible to 

everyone, I was a horrible person. Yes, and now I understand people. I used to be 

rude to someone if they are horrible to me but I wouldn’t now. People say horrible 

things because they are hurting and it doesn't help to have a go back at them. I try 

to just keep calm and not show if I am getting upset.” [y9] 

 

One child described well the challenges she faced and the progress she had made in 

more detail as follows: 

“I was like, that’s it, I am laying here doing nothing with my life, so my depression 

hit quite hard and then my anxiety hit harder. I didn't want to know anyone; and no 

new people ever again! I’m not leaving my house, this is me.” [y14] 
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The child said that it had been “really horrible” however, she does leave her house now: “I 

am out a lot, I trust people a bit easier than I used to.” She continued:  

“Although the individual who had raped me was in prison on a very long sentence, 

his friends have been stalking me, and I have been having panic attacks. By 

changing the route to college I have managed to control panic attacks on the tube. 

I am now seeking help rather than trying to manage my anxiety and fears on my 

own I have worked through my depression enough to get on with my life; and I am 

managing panic attacks and practical changes, such as, avoiding the 

neighbourhood that the rapist came from, to reduce my fear.” [y14] 

 

4.9.4  Did the child have realistic goals which she was actively pursuing? 

I have used the terms ‘goals’ and ‘achievement goals’ to describe activities and 

achievements as opposed to progress in terms of the improved self-management and 

wellbeing I discussed above. Client-centred goal planning has been widely acknowledged 

as an effective component of the process of rehabilitation and recovery (Davis and 

O'Connor, 1999). Van der Kolk (2018) describes a need for children who have been 

traumatised to engage in focused efforts to accomplished goals. Firstly, for children who 

are experiencing hyperarousal (McClung, 2007; van der Kolk, 2014) in section 3.3, this is 

lessened by being in charge, calm, and able to engage in focused efforts to accomplish 

goals. Secondly, children with ‘frozen’ reactions need to be helped to re-awaken their 

curiosity and to explore their surroundings. Brenner (2017) noted that developing a sense 

that long-term goals are attainable and worth working toward is important for trauma 

recovery, even if it does not feel possible or true. This speaks to Brison’s description in 

her personal narrative of recovery after being raped that: ‘The undoing of a self in trauma 

involves a radical disruption of memory, a severing of past from present, and, typically, an 

inability to envision a future.’ (Brison, 2002, p. 68). Rothschild (2004) supports this with a 

view also, that using goals creates hope and optimism which is important for helping a 
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victim/survivor to remain positive; and also to conceptualise the trauma they had 

experienced as time limited.13 

 

Goal planning recognises and accords importance to the client's own values, beliefs and 

aspirations, which form the central focus of the recovery process. This echoes the six 

standards identified by Rapp et al. (2005) which underpin a strengths-based approach – 

the first being that ‘the individual sets their own goals’ (I discussed this in section 3.7). In 

response to my questions the children all talked well about their short- a long-term 

achievement goals. I asked the children whether they foresaw challenges to achieving 

their goals as a means of understanding how realistic they were about their goals. The 

goals appeared to be realistic in so far as all the children were able to talk about the 

challenges related to achieving each goal. One child described failing an interview for a 

college place and, with the support of her keyworker, applying to another college – 

instead of just giving up, as she would otherwise have done. Another child described a 

success: 

“I was shaking so much when I was in my exam, but I passed it, the examiners 

had told me that a certain number of people had passed and 5 had failed. I 

thought I’ve failed, I’ve failed, I’ve failed… then the examiner called my name and 

said, ‘Unfortunately… you passed’.” [y4] 

Summary data on the children’s short- and longer-term goals is presented in Table 16a.  

 

 

 

 

 

 

 

                                                      
13  A key feature of PTSD is perception that the traumatic event has not yet ended – I it continues 
to invade the present. The feeling that ‘it’s over and I’ve survived’ is missing (Rothschild, 2004) 
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Table 16a Children’s short- and longer-term achievement goals; the descriptions combine 

the children’s words with paraphrasing 

 (a) (b) 
 

Child Short-term goals Longer-term goals 

[y1] I want to find a school and get 
GCSEs. Just done First Aid training 

I want to get into the police or army 

[y2] I am currently attending college 
doing music and art. Talking to 
modelling agency 

I want to graduate with music and art; 
and do modelling 

[y3] I am at college at the moment doing 
animal care. I need to get science 
and physics to be a paramedic, so I 
am going to have to start those 
courses, get those GCSEs 

I want to be a paramedic. I want to be 
caring for people 

[y4] I want to go to college, to get the 
qualifications I didn’t achieve at 
school 

I want to be a police officer 

[y5] I want to go to university and then 
drama college 

I want to do English as a major; I also 
want to do acting. One day I want to 
write (educational) plays. I would also 
like to be a foster carer 

[y6] I want to go to college to do 
hairdressing 

I want to be a hairdresser 

[y7] My goal is have my own horse; and 
do something in horse riding 

I want to do horse riding. I also want to 
do hair and beauty 

[y8] I have been doing work experience in 
a school and in a nursery. I have 
applied to college to do childcare or 
health and social care 

I want to work with children 

[y9] I am working for an agency I want to become an air hostess because 
I want to travel 
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Child Short-term goals Longer-term goals 

[y10] I want to get GCSEs in order to go to 
college or university 

I also want to go to college or university 

[y11] I want to get my GCSEs I want to do something with fashion and 
design in it 

[y12] I want to get GCSEs, hoping for 
some As 

I want to go to university to do business 
administration. I also want to get some 
job experience and then start my own 
business 

[y13] I want to do a child care 
apprenticeship/practice placement 

I want to be a nursey worker or child 
minder 

[y14] I want to complete my media studies 
at college 

I want to get a job in the media – 
television and/or journalism 

 

More detailed descriptions of the summary in Table 15a provide an insight into the 

maturity and depth of the children’s thinking about their progress and their futures. Most 

of the children were very aware that their education had been disrupted and that this had 

a disadvantaged them compared to their contemporaries. One child said: 

“I am focussing on my education now, even though I don’t know how I am going to 

get the qualifications I missed. They spent two years getting the court case 

together, that messed up my schooling. And then they pulled the case. I don’t 

know how I’m going to get to university.” [y1] 

and, 

“My keyworker and me, we talk about how I am going to get through school. Now I 

am not in school at all and I don’t know what I am going to do. I can’t do anything 

if I don’t have my GCSEs, so I am going to have to get back into a school. It is all 

so difficult. I can’t be there and think about that stuff.” [y3] 
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Whilst only two of the children named schoolwork as a skill or ability, they recognised that 

it was important to have basic academic qualifications. Half of the children were looking 

at ways of trying to catch up on their missed GCSEs and/or of getting to university. A 

further five children were aiming for an alternative qualification at a college; and of the 

remaining two, one wanted to work and the other was planning to pursue a career in 

horse riding. These findings are summarised in Table 16b. 

 

Table 16b Summary of children’s academic/other goals 

 Purely academic goals 
(GCSE &/or university)  Practical training goals  Work-related/other 

goals 

Total  7 5 2 

 

The children’s education appears to have suffered significantly as a result of the abuse 

they had experienced, in the critical period when they should have been preparing for 

their GCSEs and A-Levels. Two of the children were moved from school to a pupil referral 

unit (PRU) following being sexually abused. One of them described being in the PRU as 

follows: 

“I had a lot of issues at school. I had a lot of issues with people, the whole school 

decided not to like me. It was terrible. But here I don’t feel safe. I know there’s 

teachers, but what’s a teacher going to do if someone pulls a knife? They can’t do 

anything.” [y11] 

 

The majority of the children talked about not being able to go back to school because 

they were already 16 years-old, but that there was no money to support them through 

college to get the qualifications they had missed. This circumstance appeared to be to be 

a collective, multi-agency failure of care for the children in terms of intensive 

victim/survivor support in the immediate aftermath of the abuse e.g. by children’s social 
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care, CAMHS or referral to a VCS recovery service. This was exacerbated by delays in 

the criminal justice system (CJS) for some of the children creating ongoing anxiety about 

court and fear of the perpetrators and their friends. In their summary of the research 

evidence which informs practice for what works in responding to children affected by 

CSE, Scott et al. (2019, p. 13) ask whether it is in the best interests of the child to take a 

case to court. They report children’s concerns, including lack of support for the victim; 

and time lapses of between months and years for court cases to be concluded or 

dropped – within which time the child and the alleged offender are still potentially in 

contact or the abuse is continuing. One of the children in my research described her life 

‘being on hold’ for two years after which the case was dropped and she had missed her 

last two years of schooling.  

 

There was no tailored school support and many of the children were excluded. When 

talking about the role schools play in the recovery of a child following CSA/E, a manager 

noted that:  

“Most of the child sexual exploitation children are not in school, so there is limited 

scope for joint-working with schools – teachers or the pastoral teams.” [m33]] 

Yet, in its report on safeguarding children at risk of criminal exploitation the Child 

Safeguarding Practice Review Panel (2020) highlighted staying in mainstream education 

as a protective factor for children at risk from exploitation:  

‘We cannot emphasise strongly enough the learning from this review about the 

impact on children of exclusion from mainstream school. Leaders of local 

safeguarding agencies and head teachers must work together to ensure an 

immediate response in providing suitable full-time (25 hours) education a week. 

This is vital in preventing the escalation of risk of harm.’ (The Child Safeguarding 

Practice Review Panel, 2020, p. 25) 
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Full time education clearly can provide physical and psychological safety and structure for 

children harmed by CSA/E or other forms of exploitation. Continuing their education is 

also essential for recovery. The children were aware that all support for them would be 

withdrawn when they turned 18; and they would be/had been, left to cope on their own as 

young adults – with no qualifications. One child talked about wanting to go to university 

as a result of support from her keyworker: 

“My keyworker has helped me see that there are a lot of things that I do which will 

help me to get on in life. I am actually really good at schoolwork. I used to enjoy 

studying when I was still going to school, before everything happened; and I read 

a lot about politics and people. That’s why I think I could go to university. I am 

good at talking about what I have been reading and thinking about. I can articulate 

it, but only really when I am feeling confident. I am independent, I go and do things 

on my own and meet people and talk to them.” [y10] 

However, she continued, saying: 

“I am focussing on my education now but I don’t know what to do now because 

they all want good school grades and I don’t have any. I don’t know how I am 

going to get the qualifications - and I haven’t got the money to go to university.” 

[y10] 

 

4.10 Summary of findings in relation to requirement  5: the relationship is 

strengths-based 

In this section I explored whether the keywork support was strengths-based in promoting 

the children’s and skills and abilities, and positive personal qualities; progress towards 

self-management and wellbeing for the children; and whether they had achievement 

goals. The criteria for assessing this can be seen in the textbox at the beginning of 

section 4.9.  
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Strengths-based practice was a concept which the children and staff were familiar with 

and from the children’s responses to my questions, it appears that they had received a 

strengths-based service. All the children could describe their skills and abilities, but found 

it more difficult to describe their positive personal qualities. Many of the children knew 

themselves as kind and caring; and wanting to help others. The social workers who held 

the case, but were not the child’s keyworker, said their local authority promotes strengths-

based practice and supports them to focus on their child’s strengths. A keyworker 

described always trying to build on the children’s strengths. The keyworkers all talked 

about identifying areas in the child’s lives where they had an established interest, 

relationships and/or activity which could be built on. All the children could describe 

progress towards self-management and wellbeing; with the majority of the children being 

confident in their responses.  

 

They appeared to have begun to feel a measure of empowerment as a result of being 

able to influence events positively in the moment. All of the children could convincingly 

describe how they had managed or would manage, a bad experience well. There is a 

wealth of research which supports goal setting and achievement as part of a strengths-

based trauma-informed approach to recovery. The children all had short- and longer-term 

goals they were working towards. Half of the children had plans to acquire the academic 

qualifications they had missed out on and five of them were aiming for practical 

qualifications. Research also supports the value of attaining educational qualifications; 

the Wellcome Trust in their response to the to the Education Select Committee inquiry on 

the purpose of education in England in 2016 asserted that education prepares people for 

life; amongst other things, providing a springboard for young people into further education 

and employment. I was consequently disappointed at the lack of focus in the local multi-

agency networks and the CJS to better support the children not to miss out on their 

education. 
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4.11 Summary of Chapter 4: a social pedagogic and s trengths-based 

relationship 

In Chapter 4 I have explored the extent to which five of the minimum requirements I 

proposed as the conceptual recovery service framework were met in the supportive 

relationship between the children and their keyworkers. The framework was based on the 

social pedagogic and strengths-based ways working which I outlined in sections 3.8 and 

3.7 respectively. The findings for the first five requirements have been explored and 

summarised throughout this Chapter. I highlight key points here. 

 

In the section for requirement 1 , I explored whether the children had experienced the 

relationship with their keyworker as a trusting one. The criteria for assessing this can be 

seen in the textbox at the beginning of section 4.1. The findings, in section 4.2, were that 

all of the children reported that their keyworker fulfilled all of these criteria; I discussed the 

universally positive responses from the children in subsection 4.1.6. This analysis 

suggests that, the keyworkers can be credited as having established a trusting 

relationship. 

  

In the section for requirement 2 , I looked at whether the keywork support was child-

centred. The criteria for assessing this can be seen in the textbox at the beginning of 

section 4.3. The findings, in section 4.4, were that the children were uniformly positive in 

relation to most of the criteria. The exceptions were not all the children had been 

engaged in their own assessment; although they were involved in assessing their own 

safety. It was disheartening that the twelve children whose case were still open were 

anxious about support being withdrawn before they felt ready to cope on their own. 

Furthermore, support had already been withdrawn against two children’s wishes when 

they turned 18. 
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In the section for requirement 3 , I considered the keywork support in terms of whether 

it addressed the whole child’s needs. The criteria for assessing this can be seen in the 

textbox at the beginning of section 4.5. The findings, in section 4.6, were that the children 

were unanimous that these criteria were met with the exception of their feelings of safety. 

I was concerned that more than half of the children continued to feel unsafe at home and 

at school; and a significant minority continued to feel unsafe in their neighbourhood. The 

fact that the children felt safe with their keyworkers, suggests that this was a function of 

the children’s environments, not their ability to feel safe. 

 

In the section for requirement 4 , I looked at whether the children thought that their 

keyworker cared about them as a whole person and whether the keyworkers ‘gave of 

themselves’ in the relationship. The latter is central to the social pedagogic approach (I 

discussed this in subsection 3.8.2). The criteria for making these assessments can be 

seen in the textbox at the beginning of section 4.7. The findings, in section 4.8, were that 

the children did think their keyworkers cared about them. They described the keyworker’s 

communication as authentic and indicative of genuine interest; and appreciated the 

amount of time and positive attention they received from their keyworkers. From the 

children’s descriptions, it appeared that the keyworkers did give of themselves. The 

keyworkers talked about how they managed professional boundaries appropriately. 

 

In the section for requirement 5 , I explored whether the keywork support was 

strengths-based. The criteria for assessing this can be seen in the textbox at the 

beginning of section 4.9. The findings, in section 4.10, were that all of the children could 

describe their skills and abilities, but found it more difficult to describe their positive 

personal qualities. The staff were supported by their service or organisation in strengths-

based practice – identifying areas in the child’s lives where they had an established 

interest, relationships and/or activity which could be built on. All the children could 

describe progress towards self-management and wellbeing; with the majority of the 
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children being confident in their responses. They all had short- and longer-term goals 

they were working towards. In addition to looking at whether the keywork support was 

strengths-based, analysis of requirement 5 indicated that the supportive relationship 

established by the keyworkers was successful in setting the children on the road to 

recovery. I discussed recovery from CSA/E as a process of healing over an individual’s 

lifespan in section 3.4.5.  

 

In subsection 4.9.4 I discussed the fact that the children had not received sufficient 

support to avoid missing out on their education. Becoming an adult without basic 

academic qualifications can have life changing consequences. Half of the children 

appeared to be aware of this and had plans to acquire the academic qualifications they 

had missed out on; five of them were aiming for practical qualifications. 

 

The findings from exploring requirements 1 to 5 appear to support two conclusions. 

These are, firstly, that it is possible to replicate the theory in Part 1 (synthesised into the 

conceptual framework in subsection 3.9.1); and secondly, that when practice closely 

follows the theoretical model, the keywork relationship does appear to have the potential 

to enable a child to commence the process of recovery from CSA/E. The importance of 

the trusted relationship in helping the children prompted me to consider what support the 

keyworkers may need to fully engage in the relationship. I discussed this in subsections 

3.6.1 and 3.7.1, noting that a practitioner is only able to ‘give of themselves’ in the 

relationship with a client if the practitioner is properly supported or contained by their 

organisation. In the absence of such support, a social pedagogic and strengths-based 

relationship will not be sustainable.  
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Chapter 5 Support for a social pedagogic and streng ths-based 

relationship 

In section 3.8 I described the social pedagogy approach as offering more than the 

opportunity to practice building/re-building a positive, trusting relationship between the 

child and the practitioner. I noted that in social pedagogy the practitioner uses their ‘self’ 

to build the relationship of trust with their clients; but then also to extend the relationship 

to their social network and environment. This is needed to integrate the children back into 

society; and the keyworkers achieve it by engaging in their children’s everyday reality. To 

deliver on this in a sustainable way individual practitioners need support from their own 

organisation and collaboration from partner organisations (Eichsteller (2009) in section 

3.2). In Chapter 5 I explore the extent to which the keyworkers participating in this 

research received this type of support. 

 

5.1 Requirement 6: the service or organisation supp orts practitioners to 

give of themselves in the relationship 

Activities and experiences indicating whether the requirement was met 

Keyworkers, social workers, commissioners and managers, does your service or 
organisation: 

• Offer practitioners space for reflective practice? 

• Provide practitioners with supervision? 

• Provide managerial and team support? 

• Allow enough time for individual contact and overall progress? 

• Address the environmental influences on children’s lives? 

• Promote effective multi-agency joint working?  

 

Where these criteria were met, a service could support a keyworker to ‘give of 

themselves’ and address the needs of the whole child. 
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5.1.1 Does your service offer practitioners space for reflective practice? 

Practitioners using their personality and their own ethical orientation towards the world 

appropriately requires reflective practice. I discussed  about this in section 3.8, listing the 

nine principles of social pedagogy (Cameron and Moss, 2011) which include that the 

practitioner uses his/her ‘self’ in relationship with the child; and constantly reflects on their 

practice and applies both theoretical understandings and self-knowledge to the 

sometimes challenging demands with which they are confronted. 

 

It was clear from all of the interviews with the keyworkers that in their commitment to 

‘getting it right’ for the children they had given a lot of thought to their practice. The 

interviews gave a clear picture of the way in which these workers engaged with the 

children and what they said and did to try and help:  

“So if I put it to you this way, you are trying to create with the young person, you 

are trying to create a bond that is like a family, not professional, but then the 

minute you turn inwards towards your organisation, it then becomes 

professional… That’s what’s frustrating, because you know what you want to do 

and you know what you are trying to achieve, and you have a positive relationship 

with this young person, you don’t want to go and jeopardise that and whilst you 

have it, do as much as you can with it.” [k18] 

 

When asked about the support they received from management, several keyworkers did 

not feel that there were opportunities for reflective practice; or that they received the right 

level of support or the appropriate type of support for the work that they were doing: 

“There is no feeling that there is someone else who is shouldering some of your burden; 

all they are doing is giving you advice.” [k17]. This included not feeling that they were 

being supported by their seniors in respect of managing and carrying risk. Most of the 
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keyworkers were aware of needing support to maintain their own wellbeing, in managing 

vicarious trauma14: 

“It’s very difficult. I’ve had sleepless nights. It’s been really tough and I don’t think 

we get enough support from our manager because I don’t think she really 

understands what we go through and how we get affected by it. But you can’t help 

getting affected. If you don’t get affected you’re not human.” [k17] 

One keyworker described the way in which they were working – building intense 

supportive relationships with the children, as being very different from the established 

children’s social care approach. She felt that this led to a lack of understanding from 

management in particular about the personal impact the work had on staff:  

“We’re fighting our way because it’s not been done before and that takes a lot out 

of you and like I explained to you as well, the amount that you are expected to do 

is emotionally draining, and we get supervision once a month, that’s not enough.” 

[k16] 

 

The degree to which keyworkers felt supported varied relatively widely. Several 

keyworkers felt very supported and connected to wider teams, others described working 

alone and feeling completely unsupported. The difference appeared to be largely 

explained by the experience and actions of individual managers. Furthermore, the 

workers’ viewed their managers’ performance as reflecting the pressures on them, rather 

than the manager lacking core skills or specialist experience to support keyworker staff 

working with complex and serious issues. One keyworker commented: 

“So I don’t want to be horrible about our manager because she’s a really lovely 

person and it’s not a thing I hope. They make her do too much, she is doing the 

best she can do. I do feel that no one is really monitoring her.” [k18] 

                                                      
14 Vicarious trauma is a transformation in the self of a trauma worker or helper that results from 
empathic engagement with traumatised clients and their reports of traumatic experiences. It is a 
special form of countertransference stimulated by exposure to the client’s traumatic material 
(Courtois, 1993). 
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In the same way that the children explained the importance of flexible support when they 

required it, keyworkers talked about the need to be able to access the appropriate 

support ‘in the moment’. They also wanted support which was individual to their needs 

and time-specific: 

“We do have access to the two psychologists, once a fortnight. It’s quite often not 

when you need it; also you know you’ll get a standard response anyway. So 

there’s not much point really.” [k16] 

Another keyworker described the support available from the same psychologists as 

follows: 

“We have some psychologists here, you can talk to them, they are part of the 

team and they have their own clients, so… they are colleagues alongside us. 

Don’t get me wrong, they are very approachable and I’m sure that if there was 

something that I desperately needed to speak to them about… but on a personal 

level I don’t know how appropriate that would be, because again I am aware that 

they are there for children and families and not for staff.” [k17] 

 

The keyworkers who spoke about feeling unsupported said that they did not feel that the 

managerial supervision or therapeutic talking therapy that they received was enough. In 

addition to not being accessible at the time it was needed. They described it as 

inconsistent in quality. Staff consequently felt that the burden of responsibility for the 

children’s safety and wellbeing was not shared (through discussion and agreement about 

needs, risk and reflective case management). This was articulated in a very similar way 

to that of the children; a keyworker explained: 

“I think what we need is somebody accessible that you can go and talk to, who 

knows your case inside out, that you can talk the issues through with as you go, 

have a different perspective, see patterns etc.” [k17] 
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As well as consistent, good quality individual line management, the keyworkers also 

wanted: “A good team structure; you need good team meetings where things can be 

discussed.” [k16] 

 

5.1.2 Does your service or organisation provide practitioners with supervision? 

Where support had been most successful it had been separate, independent clinical 

supervision in addition to the individual line management supervision, which in the main 

comprised case discussion. Clinical supervision was described by one keyworker as: 

“The most powerful part of my support. You have it as a group. So it’s good to 

recognise that everyone is struggling with the same stuff. Sometimes, especially 

as a lone worker, you could think ‘It’s just me!’ Working with only the high risk 

group distorts what is normal.” [k21] 

 

Keyworkers who received regular clinical supervision were those in the VCS services. 

They felt that it was the ideal place to reflect as it was not linked to performance or case 

management with a line manager. So it was safe and secure to be honest and offload. 

They explained that the ability to talk through their concerns about the system, their 

performance or decisions and the impact of these and reflect on how this affected their 

confidence or thought process was energising. It was striking that both the statutory and 

the VCS services reported no, or very low staff turnover. The VCS organisation providing 

the CSA/E recovery service recognised ‘space for reflective practice’ as meaning ‘clinical 

supervision’. Bell et al. (2003) described clinical supervision as critical because 

professionals working with trauma survivors risk vicarious trauma through their contact 

with traumatized people; furthermore, that this contributes to burnout over time. 
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The managers in the statutory specialist CSA/E services were not in a position to offer 

one-to-one clinical supervision to their keyworkers. A statutory service manager 

described her attempts to meet her team’s needs for clinical supervision as follows:  

“So we started up a monthly meeting with the clinical psychologists, it’s not clinical 

supervision (they can have a one-to-one session with the clinical psychologists 

whenever they want one); this was a chance to share difficulties and advice about 

their cases. I put it to them, ‘I don’t have to be here and if you don’t want me here, 

then that’s fine, because you don’t always want the manager in the room when 

you are being really open about yourself’. However, I’ve noticed they’ve not been 

having that monthly session. I think it’s because they don’t value the time that they 

need for themselves, e.g. ‘I need to see that kid, so I can’t do that session’. But I 

also don’t know if part of that is that they don’t want to engage in what is really 

personal stuff with others around them.” [m31] 

 

In the absence of clinical supervision the managers and commissioners spoke about 

offering their staff opportunity for reflective practice through line management 

supervision. One of the statutory sector team managers said: 

“Supervision is critical for the keyworkers. Each practitioner’s values and beliefs, 

their life experience, history and current circumstances impacts hugely on their 

effectiveness. Giving of yourself is exhausting. The practitioners need time for 

reflection and to gain insight. This needs to be ongoing in between social workers 

having to respond in real time. Unfortunately pressures of workload mean that 

supervision does get shifted. In order to mitigate the impact of this the team 

manager has developed an informal ‘open door’ policy and a supportive culture. 

This means that there is a fair amount of informal supervision and a family 

atmosphere; which is supported by the Head of Service.” [m33] 
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Line management supervision is however time consuming, and all of the managers talked 

about the challenge of providing this for their practitioners whilst simultaneously delivering 

in their role as service manager. An example was: 

“The last case in which we brought a child into Care took two months of my time, 

working alongside the young person’s social worker. I didn’t talk to my team about 

any other cases for two months because we were literally in court at least once a 

week, with another application (to try and stop her being left in her neighbourhood 

where she was being exploited) repeatedly saying we need to move her.” [m31] 

Thus managers described line management supervision scenarios which ranged from 

slightly inconvenient to unsustainable, in terms of staff support: “The most frustrating 

thing is having supervision moved or interrupted.” [m32] 

and, 

“And I know that certainly during that period, there was one worker who said, ‘You 

don’t listen to our cases any more’ and I said, ‘I physically can’t, I’m sorry. I can’t 

have that conversation with you right now because I’ve got a report deadline. I’ll 

speak to you about it later’.” [m31] 

The manager felt compromised by the demands on her time which rendered her unable to 

support her staff, as she went on to say:    

“It’s not great to have that conversation but I would always do that kind of stuff 

after hours, coz I have got that time for the staff, but when you’ve got a 4pm 

deadline I physically don’t have that choice as I’ve got to do this right now. So 

yeah, I know that was an issue there.” [m31] 

Other managers thought that their staff were likely to feel supported:   

“I think for most of them, most of the time they feel pretty supported. The offer is 

always there to go to my seniors if I’m not here. I know that at times some people 

have, not necessarily gone to the seniors, but actually have gone to other 

managers, but the two other team managers and have been, ‘I haven’t got time for 

this’ .” [m31] 
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In more than one area the manager also had a borough-wide role, as the child sexual 

exploitation ‘lead’, which appeared to be entirely appropriate in terms of concentrating 

expertise and co-ordinating the local response to child sexual exploitation. However, it 

created line-management capacity issues, as described here: 

“It’s quite a difficult role to have because as well as being team manager of the 

service – managing ten people with caseloads, I’m the child sexual exploitation 

adviser for children’s social care. I consult on cases borough-wide, also attending 

strategy meetings and a number of partnership meetings each month. That helps 

my team with capacity because we don’t actually work with all the cases, but it’s 

quite a lot to do, I could really do with a deputy.” [m31] 

There may well be scope for introducing or re-introducing a ‘senior practitioner’ position in 

these and other teams such that the senior practitioner is responsible for supervision, 

creating capacity for the manager to focus on the ‘managerial’ tasks also critical to team 

wellbeing. This was a recommendation from the Munro Review of Child Protection 

(Munro, 2011). The managerial tasks, in priority order, would include improving multi-

agency relationships, developing the team’s influence over the children’s environment 

and increasing the team’s access to resources.    

 

The social workers who held the case, but were not the child’s keyworker were asked 

about the keyworkers using the elements of social pedagogic practice when working with 

the children. The social workers said the keyworkers largely did focus on the whole child 

to support the children’s overall development. They recognised that the keyworkers 

engaged the children through the relationship, listening and communicating and used 

their ‘self’ in the relationship. The social workers also thought that the keyworkers worked 

from the basis of children’s rights not limited to procedures or outcomes related 

requirements; and valued the contributions of others (multi-agency and parents) in 

bringing up children. 
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The social pedagogic practice which the social workers thought was less apparent in the 

keywork relationship was the extent to which the keyworkers inhabited the same life-

space as the child and constantly reflected on their practice. The elements of social 

pedagogic practice which the social workers thought formed the smallest part of the 

keywork relationship were the keyworkers undertaking activities with the children  as part 

the children’s daily lives and incorporating the children’s associative live into the keywork 

relationship. See Appendix 2 for the detail of the social worker survey responses. 

 

5.1.3  Does your service or organisation provide managerial and team support? 

The managers and commissioners spoke about the responsibility they felt to support their 

staff, their inability to provide adequate reflective space and clinical supervision; and 

talked about what they did within the constraints of the organisation, to mitigate this. 

Foremost were efforts to create a work environment and culture that was conducive the 

wellbeing of their staff. This included good team relationships and peer support: 

“Development of an informal supportive culture is assisted by the open plan office 

in that social workers can hear each other’s conversations and can share 

incidents in their cases. A social worker faced with a child sexual exploitation 

young person’s crisis can circulate an email to colleagues requesting a stand-in 

for a meeting or court, to free him/her up to manage the young person’s crisis.” 

[m33] 

All of the managers operated an ‘open door policy’ for their staff. A manager said: 

“I’d like to think that I’m like a role model. When they are having a hard time, or 

when one of our children goes missing, or staff listen to horrific stories of what the 

young person has been through, that I’m able to support them and build them up, 

so that they can then, go back and do the job. That takes time. They’ll come and 

say, ‘Can I talk to you? And I’m like, yeah, of course. No problem.’. I always have 
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an open door policy, because at the end of the day we are all human. I am happy 

for you to speak to my team as to hear what their experience is… ” [m33] 

One manager described an additional, approach to supporting her staff: 

“I make a point of doing home visits with my social workers – where they welcome 

me – to understand what they are dealing with and have a better idea about how 

to support them. Most workers say that me taking the trouble to accompany them 

makes them feel that their work and their contribution is important and valued. It 

also provides me with a good opportunity to get to know my staff through informal 

conversations travelling to and from visits.” [m32] 

 

Helping practitioners to cope with their work was seen as critical. In terms of practical 

arrangements two managers talked about giving their practitioners flexibility to help them 

cope with work: 

“I am able to offer my staff the flexibility of working from home one day per week in 

order to help them to do their paperwork and telephone calls. The open-plan 

office, whilst creating a family atmosphere, also creates interruptions and makes it 

difficult to concentrate e.g. on a court report.” [m33] 

 

A manager alluded to resource limitations: “I am also aware that if I could provide the 

social workers with laptops so that they could get on with some work whilst waiting at 

court.” [m33] Some of the managers also expressed commitment to addressing 

process issues: 

“If a staff member has an issue, think we are able to have a voice and feel quite 

secure within our own service to actually come and raise it and likewise, if I felt 

that I could do something, I’ve had no problem escalating, which I do.” [m33] 

However, some keyworkers felt that their manager had not ‘advocated’ for their interests 

(by addressing long-standing partnership working issues). 
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For managers to be able to support their staff they themselves would need to feel 

supported. The managers were as passionate about helping children as their frontline 

practitioners and were driven by a desire to ‘make a difference’ to the lives of the 

children. Some of this fuelled their anxiety about doing a good job and some of it was 

exacerbated by resource issues: “This work is very intense. It doesn’t always feel like we 

are making a difference.” [m31] and,  

“I worry that we’re not working well enough, not doing enough for our children. 

And when we come up against constraints on resources obviously, we know that 

children are not safe, but the battle we have to help them.” [m31] 

 

And, there was a feeling that the pressure created by resource constraints is unrealistic: 

“For some of our cases I felt quite confident that we’ve done everything we 

physically can. But then, there was an audit on a case that was in court and we 

were found not to have done enough work before we went to court. I would quite 

like to know what else we could have done. If my management of the case wasn’t 

enough, that’s because I didn’t have any more time to give…” [m31] 

 

Lack of capacity within the team or a more general disparity between the number of 

children who need help and the number which the services are able to support was a 

theme:  

“I left a previous role because the manager and I couldn’t agree – she was much 

more about reaching vast numbers of children. Whereas I was much more about 

doing the job properly for a smaller number of children; rather than half the job 

with more children.” [c36] 

Some of the pressure on managers also came from their awareness that any work with 

children who have been harmed is subject to enhanced scrutiny. This was expressed by 

one manager as:  
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“But I do still feel there is an element of watching your back with what we are 

working with. There is going to be a serious case review at some point when you 

are working with child sexual exploitation. It is going to happen and will we have 

done enough? – I don’t know…”[m31] 

 

Notwithstanding the demands and frustrations, all the managers were very positive about 

their jobs, saying: “This is not a 9 to 5 job but I love what I do. You’ve got to be 

passionate about it so that you can support your staff team.” [m32]. Also, “Yes I am 

happy and thriving. Senior management are very supportive.” [m33] 

 

In the light of the work pressures described by the managers, there is likely to be a 

correlation between their enthusiasm for their jobs and the support they received from 

their line managers. A manager said: 

“I have a very supportive line manager. I do feel I can go to her and say, ‘This isn’t 

OK, what are we going to do?’ You also do get too stuck in it as a team manager, 

you get your blinkers on, and you need somebody else to look at it and to make a 

suggestion.” [m31] 

 

A senior manager/commissioner described his position saying:  

“I am one of the seniors who should be supporting other people and other services 

and I think that’s a really important function and that we have to make sure 

whether the staff are in children’s social care or in commissioned services that 

they feel empowered and supported in carrying out their role.” [c35] 

And another senior manager/commissioner said: 

“For me, it’s about appreciating people and saying thank you and I think it’s those 

small things that you do periodically. For example, last week we had a service 

lunch and everybody brought a dish. It was about networking and talking to each 

other because mostly we are all heads down and not able to take that time to say, 
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’You know what, you did really well’, and talk and have a laugh and engage and 

share a meal together. That makes the work environment different, and 

somewhere that you want to work.” [c34] 

 

The need for appreciation was highlighted by one manager. She talked about an 

extremely difficult case and described when a senior manager (not line manager) 

commented that the case had been challenging and the outcome better than could have 

been anticipated: “He didn’t say ‘a lot of good work’, he didn’t overtly praise, but I’ll take it. 

At least somebody has acknowledged that it’s been really hard.” [m31] 

 

5.1.4 Does your service or organisation allow enough time for individual contact 

and overall progress? 

There were collective frustrations resulting from the time expected and required for 

administration and compliance with case recording, and the detail required in reporting 

outcomes. Keyworkers acknowledged this was important for service governance and key 

performance indicators but most were unhappy with a structured model which pressured 

them to keep face-to-face time to a standard, irrespective of where the child was in terms 

of the intensity of the support she needed. One of the keyworkers said that although she 

was expected to deliver a session a week over a six week period for each child, this was 

rarely the case and all her cases lasted at least three months and in many instances 

much longer than that: 

“I sometimes feel that because it’s supposed to be a short intervention, I need 

them to tell me things quickly. Some children want to tell you everything the first 

time you meet them but with other children it takes time. And I get that. I think 

children are cautious about telling people things because they don’t know where 

that information is going to go, or what you are going to do with it or if they are 

going to be judged or if you’re going to tell a parent.” [k17]  
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 and, 

 “We’re supposed to be in and out in six weeks, six sessions. But it’s always much 

longer than that, always, at least three months maybe more because you always 

uncover more issues – with housing, with education or something, there’s always 

something else. Always.” [k18] 

Research supports a case for flexible case lengths. De Thierry (2014) advocates 

strongly against short interventions: 

‘Those working with highly traumatised children need an awareness of the counter 

productivity of short term interventions such as 6 weeks of one hour sessions of 

mentoring or therapy; or 12 weeks of support or other short term interventions 

where the children will experience the building of an attachment which is then 

ruptured. This leads to the children experiencing increased confusion and anxiety 

about relationships and therefore increases the complexity of their coping 

mechanisms.’ (de Thierry, 2014, online) 

 

From a service commissioning perspective there appeared to be a range of intervention 

periods or case lengths specified, which the keyworkers were aware of, and felt pressure 

to comply with. However, alongside this there appeared to be a parallel acceptance from 

management and the commissioners that in most cases the children could not be made 

sufficiently safe within these timescales to close the cases. Sometimes this was not even 

because the child’s reluctance to engage delayed the case: “Sometimes it’s quite difficult. 

You also get some resistance from some of the parents that they don’t want professionals 

involved.” [k21] 

 

Keyworkers agreed that other issues (or repeat victimisation) meant that it wasn’t always 

appropriate to follow a structured recovery plan with the child: 
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“I feel like you need an outcome or I feel like you need to tick a box, and I find that 

then takes away the emphasis of actually just listening to that young person, and 

understanding where they are coming from.” [k17] 

and, 

“There has never been one case when there hasn’t been something else gets the 

conversation going and most children love talking about themselves. I’ve never 

met one yet that didn’t.” [k17] 

 

One keyworker explained that they were funded from a ring-fenced budget specifically for  

work with children following CSA/E and for this reason the workers did not feel pressured 

to close cases, they worked with a small case load and were largely able to give the 

children the time they needed. The keyworker explained that the team were pressured to 

close cases, as other teams were, if the child did not engage quickly and consistently, or 

if management felt there was little or no visible progression in a case: 

“We have a – I’m not sure exactly what we call it – a persistent or assertive 

outreach approach. So if a young person doesn’t show up a few times, that’s fine. 

As long as they have said, ‘Yeah, I want to meet you’ then I’ll keep trying to meet 

them. Again, a lot of services wouldn’t do that”. [k21] 

 

Protecting flexibility in interventions is clearly important, and avenues for achieving it may 

include ring-fencing statutory budgets and/or supplementing statutory funding with 

charitable or grants money to extend case length and intensity to better meet children’s 

needs. Of the five social workers who held the case, but were not the child’s keyworker, 

two said that their cases were ‘open ended’; and three said that while there was some 

pressure to close cases, the case length had been right. The managers were less 

sanguine. They were all fully aware of both the long term nature and the intensity 

required to work successfully with children who have experienced CSA/E. One manager 

explained that: 
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“The commissioned VCS service has a low caseload; but the social workers’ 

caseloads are also kept low because the cases are so complex and intense. As 

well as sexual abuse, they include missing, trafficking, family dysfunction, 

substance misuse and self-harm. There is also always potential knife violence. 

The social workers have two child sexual exploitation cases each, plus their other 

caseload. One child sexual exploitation case can feel like enough when it is really 

bad.” [m33] 

Another manager said: 

“We are supposed to work with children for only a limited amount of time, but that 

doesn’t really fit within a service that works with traumatised sexually exploited 

children. We are expected to time their ‘recovery’ to meet the standard length of 

our intervention. Every child is different. With some of our children, we do manage 

to put in an intervention and close that case down in a relatively short space of 

time. But there are children who are not going to be okay quickly or easily and 

they need that ongoing support, from a social worker to keep them safe.” [m31] 

The services which could offer relatively short interventions were those who supported 

children at the ‘low risk’ end of the CSA/E spectrum. The term is in parenthesis here 

because even at level 1 of the Metropolitan Police Service (MPS) categorisation of risk to 

a child of child sexual exploitation, the fact that the child is presenting with the warning 

signs indicates that /she has already been harmed (MPS, 2014). Some services offered 

support to children at this early stage of abuse, and were therefore able to achieve some 

success with relatively short interventions: 

“For some children we can offer them between six and twelve weeks, the work of 

intervention, for others it’s supposed to be up to six months. However, we’ve got 

several who needed much longer because in reality you can’t build the 

relationship and do the work in six months if they have got complex trauma and a 

chaotic home environment as well. But once we get to nine months, the pressure 

is put on to close the case.” [m33] 
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There was recognition of the dilemma that by continuing to support some children the 

teams were not able to support others:  

“We are a small team, the workers have about six or seven cases each, so 

actually if we were going to work with every child that got referred to us for up to 

two years, we wouldn’t be taking any new cases after the first six months. So that 

can’t happen but.” [m31] 

 

Managers talked about their experience of transferring cases out of the specialist child 

sexual exploitation teams to generic social work teams. The fundamental flaw with this is 

that it completely disrupts the trusting relationship which has taken time to build and is 

essential to recovery for the child. A second challenge to this approach was that the 

generic social workers did not have the low caseloads needed to be able to give the child 

the time they needed: 

“So we do transfer them, and we look at, we consider what services need to 

deliver that child sexual exploitation work with them and the child protection social 

worker will be expected to do that. However, we find that very often support for the 

young person drops after transfer, because, for example, the social worker is 

trying to get an ICO [Interim Care Order] on a baby and that is seen as more 

important than supporting an adolescent.” [m31] 

 

There appeared to be recognition amongst the managers and commissioners that the 

children needed an average of six to nine months of intensive support; but that many of 

the children actually need ongoing, less intensive support after that: 

“A lot of our contracts with providers assume relatively short term working – six to 

nine months, and that fits with what most services say children need. I think the 

challenge is what happens at the end of that and are there places that those 

children can then go for more universal support that if necessary can be escalated 
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again, if it needs to be. Essentially the support just stops at the end of nine months 

and then they’ve got nothing. I think that is partly because youth services and 

other community resources have been cut in recent years.” [c36] 

and: 

“The fact that we have a youth service that can do some of that is relatively 

unique. We have a bit of support in our children’s centres but again, a lot of that is 

more targeted with the short user time limit. I think that’s a real challenge and I 

think the relationship model is really important. It’s at the heart of any work, but of 

course you can’t just end that relationship really at the end of nine months. It’s a 

real tension there needs to be ongoing lower level support and I don’t think we 

have got it right.” [c36] 

 

So far I have considered keyworker support in terms of space for reflective practice 

and/or clinical supervision; managerial and team support; and whether the keyworkers 

were supported with enough time with their children for individual contact and overall 

progress.  

 

5.1.5 Does your service or organisation address the environmental influences on 

children’s lives? 

In this section I explore further the pedagogic and strengths-based principles of 

incorporating the child’s associative life enables supportive links to resources in the 

environment. The keyworkers recognised the importance of the children’s associative 

life and environment. One of the keyworkers talked about having grown up in the area: 

“I grew up here. So I’m familiar with the area, familiar with the schools, I am aware 

of what happens and what goes on and that’s useful. It allows me to understand 

my children that bit more because I’m familiar. Automatically there’s that …you’ve 

got something in common, there’s instantly that connection, or that understanding. 
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And they know that they can talk freely because they know you know the area 

they are talking about – the pavement, pathway and park or whatever.” [k17] 

 

The managers, senior managers and commissioners, all recognised the influence of 

children’s associative life and environment, both conceptually and in talking about 

individual cases. However the day-to-day focus on casework meant that activity to 

address this was generally driven by individual cases. So, the local operational child 

sexual exploitation panels share information about victims and perpetrator networks, with 

varying levels of success: 

“We try and track the locations where child sexual exploitation happens…. which 

is difficult because we don’t get clear enough disclosures from children. But 

tracking where the children are from, shows a very clear fit for all the 

demographics of the borough. The areas of deprivation are where you see most 

social care cases, peer-on-peer violence, our young offenders; and where you see 

most of our child sexual exploitation victims.” [m31] 

 

Perhaps indicative of the lack of influence the teams have in terms of taking into account 

children’s associative life, was that the location of the child sexual exploitation team itself 

was problematic. This was described by a manager as follows: 

“We are also not in a building where it’s really ideal for children to drop in. Firstly 

we have got Youth Offending next door and we know that our exploited children 

don’t generally want to be coming to where Youth Offending is. We are also slap 

bang in the middle of gang territory, so for some children, they are not able to 

access here, which has always been a problem for Youth Offending service, but it 

is also a problem for us.” [m31] 

She continued: 

“It’s also not a particularly friendly building. We try not to bring children here. We 

try to see them at home or in the community, at school maybe. It’s not a minor 
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thing, they don’t want to talk at home; they don’t want to talk at school; so yeah, 

put them in your car or take them for coffee.” [m31] 

This manager, and all of the others, clearly understood that environment is important. 

Another manager spoke for all when she said: 

“The children’s associative environment is critical – really important – but very 

difficult to influence. Housing is a big issue. There are certain estates where drugs 

are readily available and the public spaces are dominated by unsavoury 

individuals. There is an issue about whether children can go to available 

recreational activities e.g. the youth club, because of the location – they have to 

pass through unsafe areas to get there.” [m33]] 

 

Managers talked about the fact that: 

“The key social influences are from school and peers. They are all trying to live up 

to peers’ expectations and create reputations which give then status and safety. 

And, added to that, there are no role models to help children avoid negative and/or 

risky activities and situations.” [m33]] 

 

Despite the fact that children’s social care’s core business is working with family 

dysfunction, managers did not explicitly make the link between the concept of ‘associative 

life’ and the children’s families. However, one manager raised the issue of community 

and/or cultural influence on the children’s opportunities to receive professional help to 

recover from child sexual abuse and exploitation. She mentioned that: 

“There is a sizeable Turkish population in the borough, but we don’t have a very 

large population amongst our child sexual exploitation victims. We have a very 

large Jewish community in the borough…. but, I’ve worked here for eight years 

and I don’t think I’ve ever worked with a Jewish family or child. It’s about what 

communities keep within themselves and what communities will accept scrutiny 

and support for. I think it is much easier for us to identify white British females 
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being exploited because generally they, and their communities, are more open 

about what they are doing.” [m31] 

 

Managers and commissioners were asked about their experience of trying to influence 

the environment to reduce CSA/E victimisation and repeat victimisation. Managers talked 

about the multi-agency operational panels which they attended or chaired, and also 

opportunities through service commissioning, as ways of influencing children’s 

environments and associative lives: 

“Some influencing of the environment, through partner agencies was possible at 

MACE [multi-agency child sexual exploitation] and VAWG [violence against 

women and girls] meetings, however, as resources shrink, VCS partners can’t 

afford to send a representative. We do have influence in terms of commissioning 

and looking at how best we can support youth and community services, but that 

the pot of money is getting smaller.” [c36] 

 

Managers mentioned organisational initiatives, such as, the police Operation Makesafe15: 

“We have initiatives such as, Operation Makesafe, where the police were going to hotels 

and off licences and there are things being done in the community.” [c36]. However, they 

said that as individuals they did not have the capacity to make much of a difference: 

“To make use of opportunities to influence you need time, and none of us have 

that. We know that keeping a young person in their family and neighbourhood is 

often unsafe but we do not have the capacity to change that.” [c36] 

and, 

“There is not enough time to be able to network within the Council to enlist support 

to influence the children’s environments e.g. estates, parks, transport hubs and 

provision, leisure, community and/or faith group activities etc. Similarly, there is 

                                                      
15 Operation Makesafe was developed in partnership with London’s boroughs to raise awareness 
of child sexual exploitation in the business community, such as hotel groups, taxi companies and 
licensed premises. 
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not enough time to co-ordinate information and neighbourhood activity with the 

police.” [c35] 

 

In the light of this feedback, it appears that managers and commissioners would benefit 

from having in place a framework or strategy and a budget, designed to facilitate positive 

influence on the environments in which children live. One commissioner described an 

initiative which could sit within such a framework or strategy: 

“In one of the areas the local authority launched a ‘community response’ initiative 

to tackle knife crime, gangs and child sexual exploitation on a local housing 

estate. The initiative could be described as a ‘resilience approach’, bringing 

together people in the community, including services, including parents, young 

people, businesses in the area, the local hairdresser and the shop keepers, to 

kind of identify their role in supporting young people in their community.  

 

The initiative is Council-led, with a plan for it to become community led once joint 

responsibility has been established for actively diverting and safeguarding the 

young people involved in/affected by the knife crime, gangs and child sexual 

exploitation. Included in the initiative are the two main secondary schools in the 

area; and a youth centre and sports clubs. The premise is that the influence of a 

connected community, who know what is happening on the ground, is the most 

effective response. They know the relationships between the young people, their 

siblings and their parents and so on. So it’s trying to harness that. 

 

The youth service has a key role because the youth centre is right in the middle of 

the estate and lots of young people use it, but also the wider population on the 

estate walk past it every day. All the children go to the two schools. The schools in 

particular have needed to become much more community-focused.” [c36] 
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5.1.6 Does your service or organisation promote effective multi-agency joint 

working?  

I commented in subsection 3.8.2 that recovery includes the integration of the individual 

into society. Multi-agency working offers a first critical step towards extending the trusting 

relationship developed between keyworker and child to the child’s relationship with her 

social network and environment. To deliver on this in a sustainable way, keyworkers need 

collaboration from partner agency practitioners to provide positive engagement and 

support for the children alongside that of their keyworkers (see Cooper and Lousada 

(2005) in section 3.2; and Eichsteller (2009) in section 3.8. The partner agencies are 

most likely to be services or commissioned services, provided by local authorities, 

education, health and the police. All have responsibility to safeguard and promote the 

wellbeing of the children under the Children Acts 1989 and 2004.  

 

I have approached my findings on the quality of multi-agency working by setting out first 

the perspective of the children and their keyworkers; and then describing the views of the 

managers and commissioners. There were similarities in their descriptions across all the 

participants of the way in which the different partner agencies responded to the children’s 

needs. It appeared to me to be useful to understand the inter-agency dynamics both by 

grouping the responses by partner agency and then in themes. I have therefore 

presented the information from the children and the keyworkers in relation to each 

agency and have contrasted this with presentation of the managers and commissioners’ 

views thematically.     

 

5.1.7 The children’s and their keyworkers’ views regarding multi-agency working 

Evidence form the children’s case files was that they were referred for support to a range 

of partner agencies; see Table 5. However, the children all felt that there was a lack of 

authentic engagement and responsiveness from professionals other than their keyworker. 
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This was not accounted for by there being a recognised team-around-the-child approach 

(Limbrick, 2001), in which the keyworker would be the single point of contact for other 

professionals in relation to the child. In contrast the keyworkers aimed to promote the 

children’s independent engagement with other supportive individuals and organisations. 

In terms of the social pedagogic approach, as I noted in section 3.8, this involves 

‘emphasising team work and valuing the contributions of others in 'bringing' up children: 

other professionals, members of the local community and especially parents’. It also fits 

with the strengths-based approach in which the practitioner ‘enables supportive links to 

resources in the environment (people, communities and services)’; I described this in 

subsection 3.8.2. This approach was expressed by a keyworker who wanted her child to 

be able to confidently say to herself: “‘Well I want this person to help me with that’, and ‘I 

know this person is there for that’.” [k17].  

 

One keyworker described the process of supporting children to become more 

independent as follows: 

“You have to go with them for the first couple of times and introduce them to the 

youth worker. Then you say to them ‘I’m not going to come every week because 

[Sarah] will be here and she’s going to be your point of contact’. This starts to 

build a resilient support network. But it’s never easy because there’s never 

enough options and opportunities are not well resourced. So nothing is ever 

simple, partnership needs to be looked at and strengthened.” [k17] 

Another keyworker described a circumstance where partnership working was in place to 

support the child increase her confidence through independence: 

“I help her to do things on her own, just encouraging her to do things outside of 

the family home. That has been the biggest challenge for me, was getting her to 

do things outside of the family home, i.e. activities, getting her to maybe be 

involved in a hobby or an interest; getting in with other people encouraging that. 

It’s an ongoing challenge. A couple of weeks ago she met with an ‘activities 
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worker’ for the first time, it was positive. Last week she had a second session with 

her which she cancelled.” [k18] 

Notwithstanding this last example, the obstacle appeared to be a lack of understanding 

and flexibility on the part of other professionals to take account of the needs of the 

children. When working with children whose lives are chaotic and whose experiences 

have resulted in them being distrustful and non-compliant, multi-agency joint working 

requires practitioners to extend their professional responsibility outside of the usual 

organisational agendas to accommodate the needs of the child. Principally this would 

involve countering the impact of trauma which pushes a child to disengage.  

 

The children’s and their keyworkers’ views regardin g multi-agency working by 

Child and Adolescent Mental Health Services (CAMHS) : examples of where 

understanding and flexibility were lacking include the following: 

“My keyworker and I talk a lot because I know when I went to the psychologist, I 

went to them for about an hour and they’d say, ‘How are you feeling today?’ I’m, 

‘for God’s sake, it’s the same questions every week.’ She did not sort anything out 

when I told her stuff, so I decided not to tell her anything.” [y5] 

 

 

Another children echoed this: 

“My keyworker always listens to me. She is the only one who listens to me. The 

counsellors didn’t listen to me; they didn’t even look like they were listening to me. 

They don’t talk to you about what you said, I don’t think they remember – because 

they weren’t listening. They just sat there and wrote things down and talked to 

someone else. I want my keyworker to ask about everything and I want to tell her. 

I stopped going. My mum wanted me to keep going, but I just stopped.” [y12] 
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The children’s and their keyworkers’ views regardin g multi-agency working by 

schools: the following examples illustrate inflexible responses from schools. A child 

noted that even with the advocacy of her keyworker, her teachers did not engage with her 

needs: 

“My keyworker talked to the school for me, about not feeling safe, but the teachers 

didn’t do anything about it. They don’t understand that I am confident on the 

outside but I am not confident on the inside. On the inside I am scared.” [y11] 

A keyworker described a lack of joint working with education at a professional level: 

“It is difficult because legally she does need to be at school. The school are 

coming from a completely different angle, their outcome is ‘attendance’. So they 

accuse us of ‘being on the child’s side’ in a negative way; saying we are colluding 

with the child to keep avoiding school. We are just working at a far slower pace 

because that’s what we have to do.” [k21] 

A consequence of this type of inter-agency friction was that the keyworkers described 

themselves and colleagues becoming emotionally and physically exhausted. Partner 

agencies lack of commitment to joint working hampered the keyworker’s ability to ‘do 

right’ by the children. One of the keyworkers noted that it was impossible to imagine that 

bringing a ‘vulnerable, damaged and at risk child’ [k16] into the existing multi-agency 

process and culture can have a beneficial outcome: 

“I think there is quite a low morale in our team, if I’m honest with you. I think that 

where there is an almost complete lack of understanding about child sexual 

exploitation. Other professionals and people aren’t very sympathetic towards 

these children; and so you feel like you’re constantly advocating for them.” [k16] 

 

The children’s and their keyworkers’ views regardin g multi-agency working by 

children’s social care:  there were examples of a lack an understanding of CSA/E by 

children’s social care:  
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“Often children’s social care thinks that keyworkers are going to come and ‘fix the 

child’. They see it the same way if a child is being referred to the Substance 

Misuse service for drug addiction. There, the outcome they want is that child no 

longer takes drugs – it’s an open and shut case. We are talking about building 

relationships. That is not actually easy because the trauma stops the child’s 

relationship with themselves… never mind the rest of the world. Until they can 

reconnect with themselves, their relationships with the rest of the world will always 

be damaged.” [k21] 

 

The children’s and their keyworkers’ views regardin g multi-agency working by 

the police:  The keyworkers were particularly frustrated with the police. Several 

keyworkers explained that they did not have the relationship with the police that was 

needed: 

“Yes, there are two police officers supposed to be attached to this team. We never 

see them. They don’t seem to think it’s important being here with us. There are so 

many occasions when we need the police.” [k21] 

Also, that when the police did not address the perpetrators or the perpetrators were not 

dealt with appropriately, this sent the wrong message to children: 

“If a child doesn’t see that anything is happening, why are they going to disclose 

it? Their experience is that when they talk about it nothing’s done and they see the 

perpetrator just moving on to someone else.” [k17] 

This was echoed by another keyworker who said a similar thing: 

“The police categorisation of child sexual exploitation 1, 2 and 3 is narrow and 

inflexible. Whereas we would be able to see indicators of vulnerability and 

intervene at a much earlier stage, for the police it would not be considered and 

something that they need to pursue unless there is actual evidence of abuse. Very 

often that’s not the case in relationships, you are not going to have actual 
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evidence, but there will be circumstantial evidence which should be sufficient to 

support the young person.” [k21] 

 

There is also a need for a risk assessment/categorisation of the case which is not clumsy 

because that causes problems for multi-agency working:  

“The problem isn’t just that the incident has to fit into police category, it also has to 

have read across to a linked social care category. So for example, the police won’t 

recognise that there could be any element of abuse of a 12-year old who has met 

a 15-year old online. That [peer abuse] doesn’t exist within policing, but it does in 

children’s social care. And that’s where the problems come… we don’t have a 

shared approach.” [k21] 

One keyworker felt that co-location was the answer: 

“I think the whole co-location of the police. That would definitely help the whole 

child sexual exploitation work that we are doing, bring us together as a team. 

Basically being in a different location is a problem.” [k18] 

 

The children’s and their keyworkers’ views regardin g multi-agency working by 

providers of community activities: the keyworkers said that getting the child into 

positive activities, both to divert them away from a negative lifestyle, but also to find out 

what their strengths were, what they liked doing, was really important. A keyworker said: 

“We were lucky in the past because we – I, had the whole wealth of the youth 

service behind me, my organisation, with several youth centres in the borough and 

lots of programmes running. Not anymore.” [k17] 

The keyworker went on to say that: 

“Building a resilient support network is never easy because there are never 

enough options. Opportunities are not well resourced. There are issues about 

money and resources. So nothing is ever simple; partnership needs to be looked 

at and local activities strengthened.” [k17] 



 

229 
 

The children’s and their keyworkers’ views regardin g multi-agency working by 

providers of parenting and peer support:  related to the issue of resources was a plea 

from the keyworkers for additional support for the children’s parents. The keyworkers all 

felt that there needs to be a parenting support for families open to children’s social care. 

This was currently not the case and could be frustrating for the staff because of the high 

degree of dysfunction in the children’s families and the high level of trauma experienced 

by the children (see section 2.5). A keyworker commented that: 

“Parents are needy and often they don’t know what parenting means, and can 

undo a lot of the work that we do. To prevent that we need a parenting support 

worker within the service. I think it would be helpful to have a multi-disciplinary 

service with all the key agencies that work with child sexual exploitation: social 

and health services, the police and an education liaison officer. We have 

psychologists here, which is helpful.” [k16] 

 

Peer or mentoring support also proved popular; with a keyworker explaining: 

“Then there’s a Youth Leader Scheme as well, which I am supporting her to join 

because, one of the things is that she knows what she’s gone through. She 

understands that it was a negative experience and she wants to talk to others – 

other children who may have gone through similar experiences, be a positive 

reminder to them that things are going to be okay.” [k18] 

 

5.1.8  The social workers’ views regarding multi-agency working 

The social workers who held the case, but were not the child’s keyworker, said that joint 

work with multi-agency partners, the CJS and parents, was good in about two thirds of 

cases. In terms of supporting or hindering them in their work, they found the processes 

and supervision in their own organisations to be largely supportive; whilst they felt let 
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down by training and guidance, resources and the way specialist CSA/E services are 

commissioned. 

 

5.1.9 Themes arising from the managers and commissioners regarding multi-

agency working  

Brabazon, (2009) described multi-agency working as a set of parallel contributions and 

observations to a collective process; and reminds us that there have been continuous 

political efforts for many years to shift professional cultures away from their narrow ‘silos’ 

towards lateral working relationships to safeguard children. The managers and 

commissioners I interviewed agreed that the only way to meet the needs of the children 

was through good multi-agency working. However, all the managers and commissioners 

acknowledged that multi-agency working was not consistently good. This appears to be a 

universal problem. Almost ten years ago the Munro report (2011) had recommended that 

multi-agency working to safeguard and promote the welfare of children should be 

monitored in order to achieve improvement. More recently the Wood Review (2016) 

expressed a lack of confidence that multi-agency working to protect children is fit-for-

purpose and reliable. 

  

The managers and commissioners talked about similar challenges to multi-agency 

working as those raised by the children, keyworkers and social workers. In setting out the 

children’s, keyworkers’ and social workers’ responses I highlighted the issues in relation 

to the different agencies (and for parent/carers). In presenting the managers and 

commissioners perspective I thought it might be useful to contrast this by identifying 

themes, rather than focus on the partner agencies. I identified five partner agency joint-

working challenges. The first was partner agencies’ reluctance to engage with the 

specialist CSA/E service – due to internal pressures or a culture of siloed working. The 

second was a reluctance/lack of confidence in partner agencies to address CSA/E 
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potentially due to lack of staff confidence or because the agency is resistant to taking 

responsibility for addressing CSA/E. The third theme was an absence of a trauma-

informed approach in which a partner agency might provide a response tailored to 

accommodate the children’s underlying traumatic distress. The fourth theme was capacity 

or staffing issues in partner agencies. This included rapid police staff turnover disrupting 

the relationships necessary for good organisational working. Also noted was a lack of 

adequate resourcing for school pastoral teams. Managers and commissioners felt that 

schools in particular should take more responsibility for addressing CSA/E. The major 

issue however, was the lack of access to CAMHS for the children. The high demand and 

limited resources for CAMHS was noted by the 2018 All Party Parliamentary Group 

(APPG) inquiry report (APPG, 2018). The fifth and final theme was gaps in service 

provision – referring to agreement amongst the managers and commissioners that there 

is a need for a support service for parents. This echoed the views of the keyworkers.  

 

5.2 Summary of Chapter 5 and summary of findings in  relation to 

requirement 6: the service or organisation supports  practitioners to 

give of themselves in the relationship 

In section 3.2 I discussed the fact that to be optimally effective and sustainable social 

pedagogic and strengths-based CSA/E recovery services need a whole 

service/organisation and multi-agency approach.  

 

The keyworkers were reflective about their use of self in their practice. However, the only 

keyworkers who were getting clinical supervision were in the VCS. The statutory service 

managers struggled to offer one-to-one support or clinical supervision due to time and 

budgetary constraints. All the managers talked about their staff ‘knowing they could come 

for support if they needed it’, but some managers acknowledged that offloading the 

responsibility onto the keyworkers in that way was not ideal. They tried to offer support 
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knowing that it was inadequate – limited by the fact that it was either through group self-

help or line-management supervision. In respect of the latter, the staff who were receiving 

clinical supervision ascribed a large part of its value to the fact that it was separate from 

line management. 

 

Managerial and team support was described as very varied. Some staff reported a lack of 

understanding by their managers of the demands associated with a practitioner ‘giving of 

themselves’ in relationship with their child. Some keyworkers felt alone with responsibility 

for the safety and wellbeing of the child. Some keyworkers talked about wanting good 

team discussion as a means of receiving support. Where they did describe the type of 

psychological support they wanted, they wanted it to be timely and individual. There may 

well be scope for introducing or re-introducing a ‘senior practitioner’ position in these and 

other teams responsible for supervision, creating capacity for the manager to focus on 

the ‘managerial’ tasks also critical to team wellbeing. All the managers reported being 

under severe pressure due to the range of their responsibilities and lack of resources e.g. 

to purchase clinical supervision for their staff. Pressure included their awareness of the 

sheer number of children needing their service. They also acknowledged feeling under 

scrutiny and defensive in relation to their teams’ practice due to the sensitivity of CSA/E 

work.  

 

The keyworkers were all frustrated by having to work within structured case-work models, 

which limited regular face-to-face contact with their children and case length. However, 

the managers were fully aware of both the intensity required and the long-term nature of 

working successfully with children who have experienced child sexual abuse and 

exploitation. In consequence, management allowed for flexibility. A theme that emerged 

from the responses in relation to service or organisational support for staff, was that at 

each level keyworkers, managers and senior management/commissioners were coping 
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without adequate resources (see subsections 4.3.2, 5.1.1 and 5.1.3) and/or influence 

(see subsection 5.1.5).   

 

The keyworkers, managers and commissioners all recognised the importance of the 

children’s associative lives and environments. Management were less sighted on the 

children’s associative lives than their environments. However, even where there was a 

focus on the environment, it appeared to be due to discussion about local ‘hotspots’ in 

multi-agency child sexual exploitation meetings. Children’s social care managers and 

practitioners were not empowered to influence either the environment or the children’s 

associative lives to any great degree. Examples were the very limited success they had in 

helping the children to feel safe in their homes, schools or communities. 

 

The children, the keyworkers and management reported difficulties with multi-agency 

working. In their view this was because other professionals were not committed to 

understanding the destructive impact of CSA/E on the children’s ability to trust others and 

to manage well their own feelings and behaviour/actions. This was concerning in the 

case, for example, of teachers and psychologists; but also the police and other 

professionals who work with young people. A consequence was that the staff supporting 

the children felt isolated and became exhausted. There was a sense that the multi-

agency network was improving in its understanding and response to CSA/E. Keyworkers, 

managers and commissioners nevertheless also all reported gaps in support services 

such as, out of school provision and CAMHS at a lower threshold for the children, youth 

work services and community activities for the children and family support for the 

children’s parents/carers. 

 

My findings, as reported in this chapter were that at all levels staff support fell short of 

what they said they needed from their services or organisations to give of themselves in 

the relationship with their children. The keyworkers were able to develop a good 
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relationship with their children – I discussed the role of a trusted one-to-one relationship 

and the containment it affords in relation to trauma, in subsection 3.6.1. The keyworkers 

achieved this by managing or accommodating any tensions and challenges in the 

relationship – I discussed how this contributed towards the children’s universally positive 

views of the relationship with their keyworkers in subsection 4.1.6. My concern is that 

without supervisory, managerial and intra- and inter-organisational support, the 

keyworkers (and their managers) are unlikely to be able to sustain the healing 

relationship.  

 

In Part 3, I draw together the results from the four reviews and the conceptual framework 

I developed in Part 1 and the findings from my fieldwork, based on the conceptual 

framework, in Part 2. I use this evidence to advance a conclusion in response to my 

research question i.e. whether it is possible to identify the minimum requirements within a 

supportive relationship which might give it the potential to enable children who have been 

harmed through CSA/E to recover. I also highlight what appears to me to be new 

knowledge arising from this research; and I suggest possible areas for further research. 
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Part 3: Conclusion 

Chapter 6 Findings, new knowledge and future resear ch   

Part 3 comprises Chapter 6 which I begin by restating what I aimed to achieve with this 

research and a brief summary of the research activity. I follow this with a discussion of 

what appear to me to be the most significant of my fieldwork findings and which constitute 

to varying degrees, ‘new knowledge’. I then draw the discussion together in a brief 

conclusion, before suggesting potential areas for further research. Throughout Chapter 6 

my comments are strongly prefaced by acknowledgement that my fieldwork sample was 

small and may therefore be considered by some only as evidence of a need for further 

research or for seed-funding for pilot projects to test my findings. 

 

6.1 Research aims and activity 

As I described in the introduction, my primary aim with this research was to explore 

whether it was possible to identify and establish a set of minimum requirements for a 

recovery service for children following CSA/E. My research question asks what the 

minimum requirements are within a supportive relationship which give it the potential to 

enable children who have been harmed through CSA/E in the UK to recover.  

 

My reason for wanting to establish the minimum requirements for such a service (based 

on mainstream policy and practice positions) was to give local health and social care 

commissioners the confidence to purchase CSA/E recovery services and thereby reduce 

the scarcity of such services. As part of this I hoped that it was possible to bridge a 

perceived gap between statutory child and adolescent mental health service (CAMHS) 

and voluntary and community sector CSA/E recovery service approaches. This would 

encourage local commissioners to purchase voluntary and community sector (VCS) 

recovery services to meet needs at the level of CAMHS Tier 2, and in some cases Tier 3, 

thresholds. In consequence there could be an increase in service provision for children 
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following CSA/E without putting more pressure on CAMHS. For this reason my 

preparatory scoping exercise to inform the recovery service model explored the 

knowledge base which supports the established, mainstream psychotherapy approaches 

recognised by mental health services. The preparatory scoping also reviewed the 

commissioning context. My post-fieldwork scoping exercise considered the extent to 

which the knowledge base informs current VCS service practice. Altogether these 

scoping exercises provided information, not only about what a recovery service model 

should look like but also what is needed to commission and deliver it effectively.  

 

6.2 Research findings  

6.2.1 Scoping exercises findings  

I started my research activity by considering the prevalence of CSA and CSE in the UK 

and establishing that they are not only high, but also that available data represent an 

underestimation due to low rates of disclosure. Following from this, I concluded that it is 

important that suitable recovery services are available at a scale across the country to 

meet need. I explained that this research focused only on girls in the Introduction. I also 

highlighted the importance of providing recovery services by looking at the potential 

consequences for children who do not receive treatment. To do this I considered the 

impact of trauma and noted that it breaks down a victim/survivor’s capacity to regulate 

internal states; and that there is a likelihood that many of the victim/survivors experience 

multiple and complex trauma. I discussed this in subsections 3.4.1 and 3.4.2 (de Thierry, 

2015; Van der Kolk et al. (2005). This latter fact is important because traumatic impact is 

compounded if there have been multiple traumas. In consequence, I sourced information 

from the file audits which indicated that the children in my research had a range of 

presentations and behaviours which corresponded to those of PTSD and C-PTSD; and 

this was supported by the children’s ACE scores which were high. This increases the 

existing need for a specialist recovery response for children due to the unique harm 
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experienced by the victims/survivors of CSA/E; see subsection 3.4.3 (Lev-Wiesel, 2008; 

Finkelhor and Browne, 1985). In summary, my findings were that CSA/E is very prevalent 

in the UK; that the trauma it causes is serious and often one component of multiple 

traumas; and that it is therefore very important to increase provision of specialist CSA/E 

recovery services to meet the need.  

 

I also reviewed the UK context within which services are expected to be provided to meet 

children’s needs following CSA/E – to understand the impact of neoliberal marketization 

and managerialism. This was an increase in tension and uncertainty; and a reduction in 

supportive containment needed by staff helping service users who have experienced 

CSA/E (Clarke, 2004; Cooper and Lousada, 2005; Teasdale et al., 2013). A key finding 

was that local authorities should manage the ‘marketplace’ and address the lack of 

containment by publishing and prioritising local CSA/E strategies (Whitfield, 2012; Mays 

et al., undated). My findings from a review of local strategies from the areas which 

participated in the fieldwork, were however, that none had a CSA strategy and that 

recovery services, do not feature prominently in any of their other potentially relevant 

strategies. I discussed this in sections 3.2 and 3.3. 

 

I used thematic synthesis (described in subsection 2.2.4) to identify the common 

positions from the key psychological approaches from the past 150 years about the core 

elements necessary to help a children recover from CSA/E. I described the development 

of a body of practice knowledge from established psychotherapy, firstly to establish a 

robust underpinning to authenticate my fieldwork findings; and secondly, to bridge the 

gap between CAMHS and the VCS CSA/E recovery services. In summary, my findings 

from this area of focus in the scoping exercise were that the common features of the 

psychological approaches were hel  pfully articulated in social pedagogy and strengths-

based recovery practice. I used these to develop the conceptual framework of what I 

proposed as the minimum requirements which might be needed within a supportive 
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relationship which give it the potential to enable children who have been harmed through 

CSA/E to recover. I explored these requirements with the 15 children and their 

keyworkers, their social workers where applicable (in an electronic survey), the workers’ 

managers and the service commissioners.  

 

6.2.2 Fieldwork findings  

My research question asked what the minimum requirements are within a supportive 

relationship which give it the potential to enable children who have been harmed through 

CSA/E in the UK to recover. I acknowledged in section 3.4.5, that the process of recovery 

can take a lifetime. Accordingly any fieldwork findings on progress towards recovery need 

to be viewed as the beginning of a process likely to take a lifetime. In order to explore in 

practice the effectiveness of a supportive relationship for beginning the process of 

recovery for the children, I used the conceptual framework, described in subsection 3.9.1; 

with the following minimum requirements:  

1) The child trusts her keyworker  

2) Keywork support is child-centred 

3) Keywork support addresses the whole child’s needs 

4) The practitioner gives of themself  

5) The relationship is strengths-based 

6) The service or organisation supports practitioners to give of themselves in the 

relationship. 

 

Each minimum requirement was tested using a set of activities or experiences/criteria. My 

analysis of these suggested that: 

• For requirement 1:  the keyworkers had established a trusting relationship.  

• For requirement 2:  most of the criteria for the keywork relationship being child-

centred were met. The key exception was that all the children whose cases were 
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still open were anxious about support being withdrawn before they felt ready to 

cope on their own; and support had already been withdrawn against two children’s 

wishes when they turned 18. 

• For requirement 3:  again most of the criteria for addressing the whole child’s 

needs were met. However, a key exception was that more than half of the 

children continued to feel unsafe at home and at school; and a significant minority 

continued to feel unsafe in their neighbourhood. The fact that the children felt safe 

with their keyworkers, suggests that this was a function of the children’s 

environments, not their ability to feel safe. 

• For requirement 4:  it appeared that the keyworkers did give of themselves. 

• For requirement 5:  the relationships were strengths-based. 

 

Early in this thesis I explained that the findings for my fieldwork reflect responses from 14 

of the children because the fifteenth child’s circumstances meant that her interview 

produced ‘outlier’ information (see subsection 2.4.11). Exploration of requirement 5 

included looking at how much progress the children had made since the commencement 

of support from their keyworker. All of the children could describe their skills and abilities 

and their positive personal qualities. They could also all describe progress towards self-

management and wellbeing; and all had short- and longer-term goals they were working 

towards. In talking about their progress the children gave examples which underscored 

their advancement towards self-regulation, wellbeing and achievement. This was 

important as a measure of the extent to which the supportive relationship was helping 

them towards recovery. In subsection 2.1.1 I reiterated my ontological and 

epistemological perspectives supporting reliance on the individual’s interpretation of their 

experience to measure their progress towards recovery. I defined recovery in section 

3.4.5, as autonomy and empowerment. As already mentioned, I also noted that recovery 

from CSA/E is considered to be a process of healing over an individual’s lifespan; the 
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keyworkers’ role being to set the children on the road to recovery. They did this by 

valuing the children, advocating for them, being a role model, equipping them with the 

insight and skills for self-regulation, and helping them set and achieve goals – to enable 

the children to continue the recovery journey after their case was closed. Analysis of 

requirement 5 indicated that the supportive/trusting one-to-one relationship established 

by the keyworkers was successful in this regard.  

 

Whilst requirements 1 to 5 were largely met, my analysis of requirement 6 yielded much 

less positive results. The key issue here was that a keyworker is only able to ‘give of 

themselves’ in the relationship with a child and truly engage in a trusting relationship, if 

the keyworker is properly supported or contained by their service or organisation. In the 

absence of such support, a social pedagogic and strengths-based relationship will not be 

sustainable because the keyworkers are at risk of emotional exhaustion. My findings 

were that only one of the six criteria was fully met, that was that the keyworkers were 

reflective about their use of self in their practice. However, only the VCS keyworkers were 

getting clinical supervision and managerial and team support was described as very 

varied; the keyworkers were frustrated at the limitations on their contact with the children 

and on the arbitrarily determined case lengths. My finding was that at each level 

practitioners, managers and senior management/commissioners were coping without 

adequate resources and/or influence (see section 5.1). Lack of resources would also 

have affected the staff’s ability to improve the children’s safety in their homes e.g. by 

introducing parenting support. However, significant enhancement of the children’s safety 

in their associative lives and environments would require more than an injection of 

resources; as would improvements in multi-agency work, both of which I found to be 

much needed.  

• In summary,  requirement 6:  could not be said to have been met. 

 

6.3 Key themes and new knowledge  
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Four key themes from my research findings emerged as relevant to my research 

question. I discuss them here before summing the whole in a brief conclusion. The first 

two themes respond directly to the questions I sought to answer in my research question: 

theme 1 addressing requirements 1 to 5 and theme 2 addressing requirement 6, in the 

conceptual framework. They are accordingly well evidenced by this research. However, 

themes 3 and 4 came to notice unexpectedly during the fieldwork and are therefore less 

well evidenced in this thesis, but seemed to me to be worthy of note due to their 

importance in potentially improving recovery responses for children experiencing CSA/E. 

 

6.3.1 Theme 1: The minimum requirements for a supportive relationship appear 

to be identifiable, effective and potentially generalisable 

The fieldwork findings in relation to requirements 1 to 5) above, appear to support a 

conclusion that it has been possible to identify and isolate in practice, a set of minimum 

requirements for a supportive relationship which give the relationship the potential to help 

a child’s recovery following CSA/E. The service model is a social pedagogic and 

strengths-based one. Furthermore, services which closely resemble this recovery service 

model already exist in practice – not only in the services which participated in the 

fieldwork for this research, but in the VCS children’s CSA/E recovery services sector 

more widely.  

 

Identifying the minimum requirements would not be of value if they did not contribute 

critically to the effectiveness of the recovery service. In section 3.4.5 I defined recovery 

as a state in which the child has demonstrably achieved autonomy: 

• A sense of separateness 

• Self-possession (including being able to regulate their emotions and manage 

their behaviour) 

• An ability to define their goals 
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• The flexibility to make significant choices; 

  and, empowerment: 

• A sense of safety (with others and in their environment) 

• The ability to enter into mutual support. 

 

The responses from all of the children I interviewed, and the staff supporting them, 

indicated that the children had made, or were making, good progress towards recovery. 

All the children appeared to have begun to feel a measure of both autonomy and 

empowerment. The children could evidence self-possession, ability to define their own 

goals and the flexibility to make significant choices. This was reflected in being able to 

influence events positively in the moment and all of them having short- and longer-term 

goals they were working towards. I discussed the value to recovery of having goals in 

section 3.7. In terms of their ability to enter into mutual support, the children were making 

progress by truly engaging in the relationship with their keyworkers. This was important in 

view of the fact that isolation and shallow relationships were high on the list of the 

children’s emotional and behavioural presentation (see Table 6). I explored this 

phenomenon in subsection 3.4.3, noting that it is a lack of trust for trauma survivors which 

lead them to experience shallow relationships and isolation; this in turn promotes 

negative models of self and others and increases maladjustment (Zepinic, 2016).  

 

The two criteria for recovery in which the children’s progress was less advanced, were in 

achieving a sense of separateness, I discussed this in subsection 4.1.6; and a sense of 

safety, discussed in subsection 4.5.3. The development of the children’s sense of 

separateness is dependent in the early stages on co-creation with their keyworkers of 

their sense of self. At the time that I interviewed the children they were still dependent on 

their keyworkers, learning to trust their sense of self as the necessary precursor to true 

separation and independence. In terms of a sense of safety half of the children had not 
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reached a point in which they felt safe at home, in school or in their environment. I noted 

that as a result those children will not have had the secure and safe refuge necessary for 

the reduction in the hyper-vigilance, and other PTSD symptoms they were experiencing 

as a result of the trauma. Whilst the keyworkers, their managers and children’s social 

care service commissioners clearly recognised and made concerted efforts to do so, they 

were not in a position to influence the home, school and neighbourhood to significantly 

reduce the children’s feelings of insecurity.  

 

The absence of a sense of safety will have hampered the children’s progress towards 

recovery, however, it will not have rendered the supportive relationship ineffective. 

Schauer et al. (2011), in their work on Narrative Exposure Therapy, reported being able 

to contradict Maslow’s hierarchy of needs (Maslow, 1962) in so far as it suggests that 

treatment for psychological problems cannot be addressed as long as the basic needs of 

nutrition and safety are pressing. Instead, they found that survivors see their mental 

health as having the highest priority because mental and emotional functioning is the 

prerequisite for self-efficacy, enhancing their ability to meet their own basic and other 

needs. Accordingly I maintain confidence that the relationship between the children and 

their keyworkers was effective in helping the children to recover following CSA/E.  

I was only able to test the minimum requirements with a small sample of 14 children and 

the staff who support them. However, as I noted above, the requirements represent a 

synthesis of the substantial and respected body of knowledge from the key psychological 

approaches developed over the past 150 years, about what is effective in assisting 

individuals to recover from trauma. Furthermore, from my scoping of VCS CSA/E support 

services I found that their practice was based on the same approach and requirements I 

identified in the conceptual framework (see subsection 3.9.1). Following from this, I 

conclude that the VCS services share the same common elements from the established, 

mainstream psychotherapy which underpin the approaches used by CAMHS; and that 

the ubiquity of the minimum requirements lends weight to their generalisability 
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6.3.2 Theme 2: to be optimally effective and sustainable social pedagogic and 

strengths-based CSA/E recovery services need a whole 

service/organisation and multi-agency approach  

In section 3.2 I discussed the fact that in social pedagogy support for staff is critical to the 

sustainability of high quality recovery services. This became requirement 6 in the 

conceptual model i.e. that in order for practitioners to give of themselves, they need 

support from their service or organisation. However, the fieldwork findings indicated that 

the services or organisations were not structured or culturally set up to do this (see 

section 5.2). There was a recognition by managers that the keyworkers needed support 

and they did their best to meet their practitioners’ needs in terms of reflective practice, 

supervision and managed workloads. However the managers themselves were not 

supported in either of these areas. In addition the keyworkers were frustrated about the 

lack of flexibility afforded them for contact with the children and the closure of cases 

based on pre-set case lengths or the children turning 18, rather than on their progress. 

The keyworkers in the statutory services in particular were not receiving clinical 

supervision – which typically protects staff in personal services from vicarious trauma and 

potential burnout (I discussed vicarious trauma in subsections 5.1.1 and 5.1.2). Maslach 

and Goldberg (1998) describe burnout as being when the demands in the job 

environment are high but the resources to meet those demands are low; and where there 

is conflict between the role demands or important values. There appeared to me to be 

considerable risk that inadequate service or organisational support might trigger burnout 

for both the keyworkers and their managers.  

 

A source of support external to the service or organisation might have come from local 

partner agencies through multi-agency working. However, it appeared that this was also 

poor. The keyworkers reported that CAMHS, education and the police did not take a 
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trauma-informed approach or acknowledge the dysfunction in the children’s associative 

lives, and in consequence were unresponsive to the children’s needs. Managers and 

commissioners said that multi-agency working to support children following CSA/E was 

poor; I discussed this in subsection 5.1.6 and 5.1.7. Lack of informed engagement from 

partner agencies is likely to have hampered the children’s progress, making the keywork 

task more challenging, critically limiting opportunities for making the children’s 

environments safer; and for furthering the children’s goals. In subsection 4.9.4 I noted 

that for half of the children their goals were to acquire the academic qualifications they 

had missed out on as a result of the abuse they had experienced (I expand on this in 

Theme 4). Managers alluded to burnout, in their concern that poor partnership working 

was reducing keyworkers’ ability to feel satisfied in their role. In conclusion, whilst the 

relationship offered by the keyworkers did appear to support good progress for the 

children, to be optimally effective and sustainable over a longer period of time, it is likely 

that it would need much more of a whole service/organisation and multi-agency 

approach.  

 

6.3.3 Theme 3: CSA/E recovery services can only be successful if they 

recognise that the service users may have multiple traumas; and look to 

respond to early childhood CSA to minimise revictimisation 

This is the first of the two themes which did not arise directly from questions related to the 

minimum requirements for a supportive relationship for recovery following CSA/E. Instead 

the fact that the children who participated in this research had experienced multiple 

traumas came to light when I populated their ACEs checklists from their case files. I used 

the ACEs scores as a proxy for the degree of trauma that the children could potentially 

have experienced, as this might be an indicator of the degree of recovery or progress 

towards recovery, that each child might be expected to achieve (I discussed this in 

subsection 3.4.3). Van der Kolk et al. (2005) described the impact of high ACEs scores in 
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terms of the individual being likely to experience C-PTSD, rather than PTSD. If a recovery 

service were to recognise that the children may be experiencing C-PTSD, rather than 

PTSD, it could offer a more effective response. In subsection 3.4.1 I discussed this in 

terms of de Thierry’s trauma framework of single or multiple traumas. The framework 

takes into account not just the level of severity of the trauma (the trauma continuum), but 

also the degree of support for recovery available to the child (the parenting capacity 

continuum). The children had a high average number of ACEs; and poor parenting (see 

section 2.5). These are indicators that the children were likely to have been experiencing 

C-PTSD. Accordingly, an optimally effective CSA/E recovery service, would support the 

children’s keyworkers to prioritise the key C-PTSD presentations of: loss of emotional 

regulation, dissociation and interpersonal problems (Cloitre et al., 2002; Briere and 

Spinazzola, 2005; Ford et al., 2005; Pearlman and Courtois, 2005).  

 

Understanding the positive and negative/adverse experiences a child may have had as a 

child, is part of the pedagogic practice of the keyworker inhabiting the same life-space of 

the child. I discussed this in section 3.8, noting that children’s understanding of 

themselves needs to be explored as they can be seeing the world through internalising 

damaging experiences (Glaser, 1992; Wieland 1998 in May-Chahal and Coleman (eds), 

2003). This is particularly so if the early childhood ACEs included CSA. My finding was 

that 13 of the 15 children were known to have been sexually abused in early childhood; 

and in the cases of the remaining two early childhood sexual abuse had been suspected, 

but not disclosed. I did not see evidence in any of the children’s case files that they had 

received specialist CSA/E recovery support at the time; though that may have been 

recorded in earlier files or in a different area if the family had moved (which in some 

cases they had). I noted in section 2.5 that it is possible that practitioners undertaking 

assessments of risk and need may have focused on future risk at the expense of 

understanding and intervening to address children’s cumulative experience of harm. 

 



 

247 
 

The fact that the children had been revictimised was not raised by any of the 

professionals in their descriptions of the children’s experiences and needs; and how they 

were working with them. This despite the fact that the repetition of such violation is likely 

to be relevant when planning for the children’s recovery. In subsection 3.4.1 I noted van 

der Kolk’s finding in 2014 that women who had an early history of abuse and neglect 

were seven times more likely to be raped in adulthood than women who had not had poor 

childhoods. In subsection 4.5.3 I discussed the fact that most of the children did not feel 

safe at home, in school and in their neighbourhood, before receiving recovery support 

and half continued to feel unsafe despite the support. Without experience of safety and 

security which they could use to judge the quality of an unsafe environment or 

relationship, the children remained at risk of revictimisation. 

  

Spatz Widom et al. (2008) undertook research into revictimisation following all types of 

childhood abuse (physical and sexual abuse, and neglect), and found that they were 

associated with increased risk for lifetime revictimisation. It follows that there is a critical 

need for early intervention with abused and neglected children and their families to 

improve their health and wellbeing and prevent subsequent victimisation. It follows that 

specialist CSA/E recovery services should be available to work across the whole age 

range. If one service or organisation could deliver such a service this might be more 

affordable and therefore more likely to be commissioned, than for each local area to 

commission two separate services, one for younger children and the other for older 

children. 

  

6.3.4 Theme 4: Failure to maintain the young victim/survivors’ educational 

achievement is a serious concern 

This is the second of the two themes which did not arise directly from questions related to 

the minimum requirements for a supportive relationship for recovery following CSA/E. 
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Instead the fact that the children who participated in this research had missed vital 

schooling and were struggling to address the gap came to light when I talked to them 

about their goals and aspirations. The children talked about the disruption to their 

education whilst the criminal justice system processed their case. This typically took two 

years during which time the child’s life was suspended. Half of the children had plans to 

acquire the academic qualifications they had missed out on and five of them were aiming 

for practical qualifications. The importance of this cannot be underestimated in view of the 

potential life changing consequences of becoming an adult without the basic academic 

qualifications which support access to the workplace and further training. In subsection 

4.5.3 I noted research findings that schools have the potential to build young people’s 

resilience and that education provides the springboard for young people’s access to 

further training and employment. A research project on identity, socioeconomic status 

and wellbeing, reported in Economic and Social Research Council Evidence Briefing 

(2014), noted that education is one of the clearest indicators of life outcomes such as 

employment, income and social status. However they also found that it is a strong 

predictor of attitudes and wellbeing. The study found that individuals use their educational 

attainment to shape their social identity. It follows that it is much harder for people with 

low levels of education to develop a positive social identity and this can then negatively 

affect their self-esteem and wellbeing. These findings suggest that getting a good 

education is critical for the children who participated in my research, who were already 

struggling with low self-esteem and difficulties in developing and sustaining positive social 

networks. 

 

The reasons for the children’s poor school attendance and achievement appeared 

variously to be a combination of the fact that either the abuse was associated with or 

known about by fellow pupils, the school did not or could not extend itself to cope with the 

children’s trauma-related presentation and/or the intensity or extended period of the 

criminal justice process was too overwhelming for the children (I discussed these issues 
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in subsection 4.9.4). In relation to the criminal justice process, I asked the children 

whether they cared about whether the perpetrators were convicted and they 

unequivocally did not care; their concern was for their own futures. In this research it was 

the state which cared about convicting the perpetrators. This should not be at the 

expense of the victim/survivors.  

 

Finally, it appears important that none of the children had a good relationship with their 

school or college; 11 of them did not feel safe in school (see Table 13b). The staff who 

participated in this research said that if school pastoral teams were adequately resourced 

they could or should take responsibility for pupils at risk of, or following CSA/E. However, 

many of the children had been excluded; yet that full-time education is regarded as a 

protective factor from harm (The Child Safeguarding Practice Review Panel, 2020) (see 

subsection 4.9.4); as well as supporting recovery progress through achievement. 

 

6.4 Conclusion  

The impetus for this research was to give local commissioners the confidence to 

purchase recovery services for children who have been sexually abused on a scale that 

would address the scarcity of CSA/E recovery places which I speculate will form part of 

the shortfall of two-thirds in therapeutic support for all children by 2020/21 (APPG, 2018). 

In summary my findings have been that provision of recovery support to children following 

CSA/E is important because CSA/E is prevalent in the UK and because of the lifetime 

harm it can cause if left untreated. Subject to the caveat mentioned above, that the 

sample size in this research was very small, it does appear that it is possible to identify, 

and therefore specify and measure for commissioning purposes, the minimum 

requirements for an effective CSA/E recovery service for children. The model is that of a 

trusting one-to-one relationship delivered according to social pedagogic and strengths-

based principles. The services could be purchased from the VCS because CSA/E 
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therapeutic services delivered by the sector are informed by the same established, 

mainstream psychotherapeutic knowledge base as CAMHS. The VCS also already work 

with largely the same cohort of victim/survivors as CAMHS. The presentation and 

behaviours of the children in this research appeared to broadly fit the CAMHS framework 

threshold of need for Tier 2, and in some instances, Tier 3 support (NHS England, 2014, 

pp. 20-22).16   

 

This commissioning and service delivery should be supported by published and 

prioritised local CSA strategies. For example, in relation to theme 1 above – a local CSA 

strategy could include guidance for commissioning of social pedagogic and strengths-

based CSA/E recovery services with clear specifications and outcomes. In relation to 

themes 2 and 3 – a local CSA strategy would help management to adopt a whole-service 

approach, and could assist local leaders to promote a framework for multi-agency 

working using a trauma-informed, early intervention approach from all relevant local 

agencies. For theme 4 – a local CSA strategy might encourage local education providers 

to develop and deliver tailored support for children who have experienced CSA/E. These 

examples are not exhaustive. 

 

This research does not claim to have established a causal link between the minimum 

requirements identified and the good progress towards recovery which both the children 

and the staff working with them felt had been achieved. However, the research might 

have refuted the efficacy of the social pedagogic and strengths-based approach, instead 

my findings from all the participants overwhelmingly supported it.  

                                                      
16 The Tier 2 threshold of: mild to moderate emotional and behavioural disorders; conduct 
disorders; anxiety, depression; stress and or other mood disorders e.g. low self-esteem; 
adjustment reactions; simple phobias; self-harm; bereavement; bullying; anger management 
issues and relationship problems (with ‘emerging personality disorder’ accepted under mood 
disorder, suicidal ideation and self-harm). Some of the categories of need in Tier 3 reflect a higher 
level of severity for the same symptom; some of the young women in this study met this threshold 
e.g. conduct disorder and oppositional defiant disorder; eating disorders; self-harm including 
suicidal ideation; attachment disorders; PTSD and mood disorders (NHS England, 2014, pp. 20-
22).  
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These conclusions might suggest a Theory of Change (Weiss, 1995) for commissioners 

wanting to purchase recovery services for children following CSA/E. Theories of Change 

typically constitute a series of stages articulating the causal linkages in a process, such 

as: the activity aimed at effecting the change; the enablers (resources) needed to achieve 

the change; intermediate output/outcomes; and the final goal. The Theory of Change my 

findings appear to support starts with an understanding that, at core, the experience of 

CSA/E disrupts a child’s relationship with herself and with others. The therapeutic or 

rehabilitative activity takes the form of engaging the child in a containing relationship 

which draws the child back into relationship first with another and through that, with 

herself. In terms of enablers, the relationship with the child needs to be developed by a 

skilled practitioner and should be of sufficient length to consolidate the change. As well as 

creating for the child the experience of ‘being in relationship’ (positively), the activity must 

include creating an experience of achievement which can reconnect the child with a 

sense of agency in the world. Establishment of a good quality relationship appropriate 

length is the intermediate output/outcome aimed for in the Theory of Change. The goals 

are co-created by the stakeholders (the keyworker and the child) and the process of 

reviewing progress towards the goals is an important contributor to the change. The 

positive experience that the child takes from the relationship into her future forms the 

measure of the final goal – it is the essential cornerstone on which a lifetime of recovery 

can be built.  

 

The findings from this research indicate that the effectiveness of the relationship in 

helping the children to recover would have been improved if the children’s associative 

lives could have been better supported – to increase their sense of safety and their 

educational achievement; also to better prevent revictimisation. Finally, the findings 

raised a question about the sustainability of the service. I suggest below that these are 

priority issues for further research.   
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6.5 Suggestions for future research 

In this final section I suggest five areas for further research based on the findings set out 

above. The first suggestion addresses the small sample size in this research – my 

findings would benefit from further exploration to understand how generalisable they are. 

It may also encounter contradictory data which did not come to light in my research (see 

subsection 2.4.10). The next two suggestions for further research appear to me to be 

more pressing. My second suggestion is that more research is urgently needed  to better 

understand and support practical solutions to ensuring that children who are victims or 

survivors of CSA/E in their early (or pre-pubescent) childhoods are identified and 

provided with the appropriate support when the abuse occurs.  

 

My third, also urgent, suggestion is that research should be undertaken into how to 

prioritise and ensure that children who are victims or survivors of CSA/E are supported to 

complete their education. This is critical for their ability to transition into self-sufficient 

adults (and it may contribute to reducing revictimisation in adulthood. I noted findings on 

revictimisation in adulthood in subsection 3.4.2 (van der Kolk, 2014; [US] National Sexual 

Violence Resource Center, 2012). The fourth suggestion for further research is to better 

understand and find practical ways of improving victims or survivors’ sense of safety in 

their environments and associative lives. The fifth and final suggestion is for further 

research into whole-service and organisational models which can better contain or 

support frontline staff to give of themselves without risking vicarious trauma and burnout 

(discussed in subsections 5.1.1 and 5.1.2). This is essential to the sustainability of high 

quality, effective CSA/E recovery services.  
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Appendices 

Findings 

Appendix 1 Local strategy review 

Table 17. Local authority area strategies which include CSA/E recovery services 

Local authority Area A Area B Area C 

1. CSA Strategy  x x x 

2. CSE Strategy       

⁻ Content 
(commitment to a 
CSA/E victims’ 
recovery service) 

1) Strategic oversight of the issue is 
provided by the LSCB Trafficking, Sexual 
Exploitation and Missing (TSEM) sub-
group which….  
• Reviews the effectiveness of early 

help and specialist support.  

2) Gangs – a commissioned specialist 
service project offers intensive, one-to-
one support to young girls involved in 
gangs and at risk of CSE. 

3) The CSE Strategy is based upon five 
strands:  
• Leadership and oversight  
• Identification  
• Prevention  
• Support  
• Prosecution  

  
4) Support: the focus of this strand is on 

1) The strategic Missing, Exploited & 
Trafficked (MET) Board provides scrutiny 
and oversight of the four areas of activity 
identified within the Action Plan:  
• Understand & Identify 
• Prevention 
• Intervention and Support 
• Disrupt and bringing to justice 

2) Intervene and Support - We want to 
intervene at the right time and provide 
appropriate support for children and their 
families… 
• Providing accessible services for 

children who have been sexually 
exploited. 

3) [MET Board] Working Action Plan – one 
of the four key priorities (as above). 

4) Appendix D: Outlines the 7 principles 

1) …ensure…that victims receive the 
support necessary.  

2) The aims of the Strategy are: 
• Identify 
• Prevent 
• Support & protect – work 

collaboratively to ensure that children at 
risk of CSE are safeguarded and mitigate 
the impact of CSE among victims 

• Intervene (disrupt) 
• Prosecute 

3) Supporting and Protecting Victims of 
CSE: …strategy meeting/care plan 
actions will relate to services to support 
the child/young person, including:  

4) The victim may be referred to one of 
the services managed and 
commissioned within the Edge of Care 
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Local authority Area A Area B Area C 

immediate support and the long-term 
service needed to provide therapeutic 
support for a child after they have been 
removed from the exploitative situation.   

 

from the ‘See Me, Hear Me 
Framework’…  
• Enduring relationships and support - 

Support must be tailored to meet the 
needs of the child. A consistent 
person who sticks with them 
throughout the whole period of their 
protection and on-going care is crucial 
to children’s recovery. 

Team and/or referred to the Early 
Intervention Service. The services 
provided include: 
• One-to-one advocacy to support the 

young person through their 
experience and to develop an 
understanding of what constitutes a 
healthy relationship  

• A family support work to work with 
the family  

• A gangs worker to support young 
people not to join or to leave a gang  

• Independent return home interview 
if the young person has been 
missing  

• Small package of support following 
missing episode/s  

• Young Person’s Support Group.  

⁻ Status 1) In section on responsibilities of TSEM 
(p4/18).  

2) In section on Local contextual 
information (p8/18). 

3) & 4) In the priority list under the heading 
of ‘Strategic Approach’ (p11-12/18). 

 
 

1) In section on responsibilities of MET 
Board (p5/62). 

2) In section called Intervention & Support – 
‘support’ for C&F, but ‘services’ for CSE 
(p7/62). 

3) In section called [MET Board] Working 
Action Plan (p9/62). 

4) List of ‘emerging good practice’ 
Implication, but no directive to practice 
according to these (Appendix D p34/62) 

1) In Introduction – generic use of the term 
‘support’ (p2/10). 

2) In section on Aims (p2/10). 

3) & 4) In section called Supporting & 
Protecting Victims of CSE. This is 
described as ‘advocacy’ not ‘recovery’, 
there is also a Young Persons Support 
Group (p8/10). 

3. VAWG Strategy       

⁻ Content 1) Sexual violence, including rape; and 1) Services take a trauma informed 1) Our Action Plan to tackle CSE and 
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Local authority Area A Area B Area C 

(commitment to a 
CSA/E victims’ 
recovery service) 

sexual exploitation 

2) YOS & CAMHS are protecting young 
people at risk of CSE and other forms of 
violence and abuse through gang 
affiliation. By running targeted 
awareness-raising programmes and 
providing therapeutic support for victims 
with complex needs.  

3) Ensuring violence against women and 
girls is more visibly addressed as part of 
anti-gang initiatives as well as wider 
initiatives to tackle CSE and anti-social 
behaviour. 

approach to supporting victim/survivors, 
recognising their range of support needs.  

 
2) Victims should expect to access 

specialist support quickly, appropriately, 
fairly and easily. This will be provided 
through the support of a community 
based specialist VAWG service, for 
victims to access directly.  

 
3) Support will be joined up and can 

address all risk, harm, needs and 
vulnerabilities including substance 
abuse, child sexual exploitation (CSE), 
housing/homelessness, knife crime, 
modern slavery and debt.  

sexual violence against children and 
vulnerable people will support the aims 
in this strategy to tackle sexual violence. 

[ DA not CSE: Aiming to…commission 
integrated holistic service for all survivors. 
Combining existing funding streams to 
commission a more effective, holistic 
support service that will operate in the 
borough. 

Ensuring that services are accessible by 
everyone, particularly where levels of 
reporting and confidence are low.] 

⁻ Status [‘Recovery’ is not one of the four objectives 
of the vision]. 

1) Listed in the section called Definitions 
(p2/12). 

2) In section called Objective 2: Providing 
support and protection where violence 
does occur. Does mention ‘therapeutic 
support’ (p7/12). 

3) In section called Objective 2: Providing 
support and protection where violence 
does occur (p7/12). 

1) In section called Strategic Vision, 
describing the ‘approach’, list of actions 
(p15/20). 

2)  In section called Strategic Priorities 
(there are five). This one: ‘Deliver the 
Right Support’, first bullet (p17/20). 

3) Fifth bullet – in both bullets ‘support’ is 
generic (p17/20). 

1) In section called Key Issues, second of 
three bullets: ‘Join up with other 
programmes’ (p8/17) 

[The VAWG Strategy uses the term 
‘support’ – no reference to ‘recovery’.] 

4. Health & Wellbeing 
Strategy 

      

⁻ Content 
(commitment to a 

x x 1) Mental Wellbeing: Supporting children’s 
and young people’s mental wellbeing is 
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Local authority Area A Area B Area C 

CSA/E victims’ 
recovery service) 

key to improving outcomes and 
reducing long-term mental health 
needs. Young people who experience 
mental health problems often start to 
have symptoms during teenage years. 

• Mental wellbeing – Local people are 
supported to maintain good mental 
health and emotional wellbeing, and 
maximise their resilience to and 
recover from adverse situations and 
events. 

• 1 in 4 young women between the 
ages of 16 and 24 years self-harm at 
some point, evidence shows that this 
is increasing (Adult Psychiatric 
Morbidity Survey, 2014). 

• Improve mental wellbeing and 
resilience among families, children 
and young people by working with 
partners. 

• Identify mental health needs among 
children and young people, families 
and adults early and ensure timely, 
evidence-based early support. 

⁻ Status n/a n/a 1) In section 3 Mental Wellbeing:  
• Talks about mental health problems 

starting in teens. 

• Refers to generic ‘local people’, but it 
does say ‘recover from adverse 
situations and events’. 

• Mentions rise in one of the impacts 
of CSA/E – self-harming by young 
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Local authority Area A Area B Area C 

women. 

• Refers to improving support by 
working with partners. 

• Refers to timely/early mental health 
needs ‘support’ for all ages (p14/31). 

• However, the outcomes that will be 
used to measure success refer to 
adult mental health issues (p30/31).  

5. CAMHS Strategy       

⁻ Content 
(commitment to a 
CSA/E victims’ 
recovery service) 

1) Priority 7: Development of local Child 
Sexual Assault (CSA) Services/Child 
House Model:  

• A single pathway for C&YP across 
NCL who have experienced child 
sexual assault.  

• Development of the Child House 
Model.  

2) More generically: 
• Reduce waiting times for assessment 

and treatment for specialist multi-
disciplinary CAMHS services.  

• Increase community-based clinical 
capacity and the range of evidence 
based therapeutic interventions 
offered through joint workforce 
planning and CYP IAPT.  

• Extend access, particularly for 
vulnerable young people who may be 
reluctant to engage with services, by 
making it easier to get an appointment 
at different locations including 

1) Key Messages: clinical services to 
operate effectively, to ensure that 
universal services are better equipped to 
deal with mental health difficulties in 
community:  
• Embed resilient practice in community 

settings, creating a young person 
population that is better able to cope 
when faced with adversity (third of 
four bullets). 

2) Priorities referenced below have a 
specific focus on resilience: 
• Develop resilience in young people 

that have been exposed to trauma 
(seventh/last bullet) 

3) Caring for the most vulnerable; we will:  
• Work in partnership with Lewisham 

CAMHS to ensure that LAC, children 
exposed to trauma and young people 
involved in the CJS, are identified at 
the earliest point to ensure quick and 
direct access into services. This will 

1) Consideration of options for 
commissioning emotional support 
pathway following community paediatric 
examination for CSA (subject to 
evidence of benefit), by the CSA 
Steering Group on 1 November. 

2) Developing additional capacity: for 
youth offending only. 

[BHR and Waltham Forest CCGs invested 
their additional recurring allocation in child 
and adolescent community eating 
disorders services in 2015/16. … [to meet 
the requirements of] the new access and 
waiting time standards for community 
eating disorders services.] 

3) [The 3 BHR CCGs commissioning 
additional capacity to the existing Youth 
Offending Services across the area, 
utilising the additional Health and Justice 
funding made available to CCGs. As part of 
the Local Authority statutory duties under 
the Crime & Disorder Act 1998, requiring 
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Local authority Area A Area B Area C 

availability out of school hours. build on the co-located youth 
offending ARTS service, mental 
health outreach service, the diversion 
liaison work and the Functional Family 
Therapy Programme.  

4) CAMHS Refresh 2017 includes a focus 
on CSE (as a bullet point) in the Liaison 
and Diversion pathway – this relates to 
the CJS. 

the co-operation of the named statutory 
partners; and to meet National Indicators, 
for submission to the Youth Justice Board.] 

 

⁻ Status 1) This is as a result of Child House 
initiative by MOPAC & NHS London 
(80/100). 

2) Priorities for action in Exec Summary. 
Generic, however, CSA/E may be 
included in all three – improved 
specialist services; increased 
community-based capacity & 
therapeutic interventions (though IAPT 
on its own is not recommended for 
CSA/E); and extended access (6/100). 

1) Embedding resilience in the community – 
appears to be preventative (p3/22) 

2) Priorities for Action, under Caring for the 
most vulnerable – ‘trauma’ [excellent] but 
CSA/E not mentioned (p16/22) 

3) LAC, children exposed to trauma and 
young people involved in the CJS – does 
not mention CSA/E but CSE mentioned  
in the context of DA & youth offending 
(p16/22) 

4) Refresh commits to a pathway, CSE 
listed as a bullet (p20/22) 

1) ‘Emotional support’ – likely to mean 
‘recovery’ for CSA. This is as a result of 
Child House initiative by MOPAC & 
NHS London (p18-19/37). 

2) Investment in YOS resulting from ring 
fenced funding (p28/37);and investment 
in YOS in order to meet PIs for YOS 
(p29/37). 

[Note compliance with directives re eating 
disorder services (p20/37)] 
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Appendix 2 Findings from social workers’ survey  

Social workers’ perspective on pedagogic practice 

Whilst all of the children had a specialist CSA/E service keyworker, in five cases the case 

was held by a social worker who was not the children’s keyworker. These social workers 

were asked to contribute their views about social pedagogic and strengths-based working, 

via an electronic survey. This was because they will have been influential in supporting or 

detracting from the keyworkers’ efforts. The social workers were asked to respond 

specifically in relation to their child. However, some of the questions were about general 

practice and although the sample size was very small, this provided another perspective on 

social pedagogic and strengths-based working as part of the local authority CSA/E 

response.  

 

The social workers described both themselves and keyworkers using the elements of social 

pedagogic practice when working with the children in the following proportions:  

• Focusing on the child as a whole person and supporting the child’s overall 

development – almost always, in three of the cases 

• Using his/her ‘self’ in relationship with the child – often, in all the cases 

• Inhabiting the same life-space as the child, not as existing in separate hierarchical 

domains – sometimes, in three out of the cases 

• Constantly reflecting on their practice and to apply both theoretical understandings 

and self-knowledge to the sometimes challenging demands with which they are 

confronted – often, in three of the cases 

• Being practical, undertaking activities with the child as part of the child’s daily life – 

sometimes, in four of the cases 

• Incorporating the child’s associative life (neighbourhood and community) – 

sometimes, in three of the cases 
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• Working from the basis of children’s rights that is not limited to procedural matters, 

legislated [or regulated, outcomes related] requirements  – almost always, in three 

of the cases 

• Emphasising team work and valuing the contributions of others in 'bringing' up 

children: other professionals, members of the local community and especially 

parents – almost always, in three of the cases 

• Focusing on the relationship, listening and communicating – almost always, in 

three of the cases. 

 
Table 18 Social workers’ perspective on the use of pedagogic practice 

  How much do you think this core set 
of elements of pedagogic practice is 
used by social workers and specialist 

CSA/E service keyworkers 
  

  Sometimes Often  Almost 
always 

Focusing on the child as a whole person and supporting 
the child’s overall development 1 1 3 

Using his/her ‘self’ in relationship with the child    5   

Inhabiting the same life-space as the child, not as 
existing in separate hierarchical domains 4 1   

Constantly reflecting on their practice and to apply both 
theoretical understandings and self-knowledge to the 
sometimes challenging demands with which they are 
confronted. 

1 3 1 

Being practical, undertaking activities with the child as 
part of daily the child’s daily life 4 1   

Incorporating the child’s associative life (neighbourhood 
and community) 4 1   
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  Sometimes Often  Almost 
always 

Working from the basis of children’s rights that is not 
limited to procedural matters, legislated [or regulated, 
outcomes related] requirements 

1 1 3 

Emphasising team work and valuing the contributions of 
others in 'bringing' up children: other professionals, 
members of the local community and especially parents 

1 1 3 

Focusing on the relationship, listening and 
communicating   2 3 

 

Social workers’ perspective on strengths-based practice 

• All five social workers said their local authority promotes strengths-based practice. 

• All five social workers said their local authority supports them to focus on their 

child’s strengths. 

• Four of the social workers said a strengths-based approach is very useful in 

recovery work with children; and named three of their children’s strengths. One 

social worker said that it was useful, but did not name their child’s strengths. 

 

Table 19 Social workers’ perspective on the service being strengths-based 

  Do you think that taking a 
strengths-based approach in your 

work with children is 

Local authority 
promotes strengths-

based practice 

Local authority supports 
practitioners to focus on 

their child’s strengths 

  Useful Very useful     

Total 1 4 5 5 

 

Social workers’ perspective on systems and processes 
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• When asked whether there were time limits on the cases, two social workers said 

that their cases were ‘open ended’; and three social workers said that while there 

was some pressure to close cases, the case length had been right. 

• All the social workers who held the case, but were not the child’s keyworker, said 

that the children they worked with achieved half of the outcomes that the service 

aimed for as part of helping them. 

 

Table 20 Social workers’ perspective on systems and processes 

  

Is her case open-ended, or are you working to an ideal 
case length for you and programme length at the 

specialist CSA/E service? 

How regularly do the children you 
are working with achieve the 

recovery outcomes which your 
service aims for?  

  
Cases were ‘open ended’ 

Set case length/some 
pressure to close 

50% of the time* 

Total 2 3 5 

* The social workers were offered the choice of 'rarely', half the time or 'usually' 

 

Social workers’ perspective on professionals’ support needs 

The social workers described their support needs as follows: 

• A social worker wanted more training around CSE and engaging with women who 

are vulnerable to CSE. This was not available. 

• Two social workers wanted reflective supervision, rather than supervision which 

focuses more on case management. This was available on request for a specific 

incident within a case. 

• A social worker wanted to work jointly with other professionals. This was usually 

possible and described as ‘very effective’ e.g. undertaking home visits jointly with 

other professionals. 
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The social workers were asked to rate their support needs on a scale of 0 (no support) to 5 

(complete support); the maximum score being 25. Their responses are presented in Table 

20. 

 

Table 21 Supportive systems and practices for social workers 

 

How supportive are the following structures, systems or practices to your ability to work in a child-
centred, strengths-based, relationship-centred way with children harmed through CSA/E 

 

S
up

er
vi

si
on

 

S
er

vi
ce

  

co
m

m
is

si
on

in
g 

sp
ec

ifi
ca

tio
n 

 

R
es

ou
rc

es
 

C
hi

ld
re

n’
s 

so
ci

al
 

ca
re

 p
ro

ce
ss

es
 

(in
cl

ud
in

g 
re

co
rd

in
g)

 

M
ul

ti-
ag

en
cy

 
pr

oc
ed

ur
es

  

C
rim

in
al

 ju
st

ic
e 

se
rv

ic
es

’ 
pr

oc
es

se
s 

T
ra

in
in

g 
an

d 
gu

id
an

ce
 

W
or

k 
w

ith
 p

ar
en

ts
 

Total 21 11 13 20 15 17 14 17 

 

Social workers’ perspective on the children’s progress 

• All (100 per cent/n=5) of the social workers who held the case, but were not the 

child’s keyworker, said that the children whose cases they held achieved the 

outcomes that the service aimed for as part of helping them 50 per cent of the time.  

• Three out of five social workers described their child’s progress as good; two out of 

five social workers said it was quite good. 

• The social workers described who had provided most support and impetus for the 

child’s progress. They were asked to rate each of the potential parties who might 

have contributed to the child’s progress, using a score of 0 (no contribution) to 5 

(the main contribution); the maximum score being 25. The social workers’ 

responses are presented in Table 21. 
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Table 22 Social workers’ perspective on children’s progress 

 

Child's progress Main driver of progress for the child 
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Total 2 3 20 21 18 17 16 15 10 5 
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Appendix 3 Children’s emotional and behavioural pre sentation 

Table 23 Children’s emotional and behavioural presentation per area 

Presenting issues Number of children presenting with each issue 

 

 Area A Area B Area C Total 

Low self-esteem 5 5 5 15 

Outbursts of anger 4 5 5 14 

Depression 4 4 4 12 

Isolated/shallow relationships 3 5 4 12 

Anxiety and panic attacks 4 3 4 11 

Flashbacks 3 3 4 10 

Detached/in denial 2 4 4 10 

Difficulty with boundaries/self-protection 4 3 1 8 

Scared in home, school, neighbourhood 1 3 3 7 

Drink 3 1 2 6 

Self-harming - cutting 3 0 2 5 

Smoking 2 1 2 5 

Drugs 2 1 2 5 

Difficulty sleeping 2 1 2 5 

No self-care skills 1 1 3 5 
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 Area A Area B Area C Total 

Attempted suicide 2 0 2 4 

Eating disorder 1 0 1 2 

Total 46 40 50  
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Appendix 4 Adverse Childhood Experiences (ACEs) 

Table 24 ACEs scores for the children 

Adverse experience 

While you were growing up, during your first 18 years of life: 

 

Number of children who had the adverse experience 

Area A Area B Area C Total Average 

1 Did a parent or other adult in the household often … 

• Swear at you, insult you, put you down, or humiliate 
you? or 

• Act in a way that made you afraid that you might be 
physically hurt? 

3 4 3 10 3.3 

2 Did a parent or other adult in the household often … 

• Push, grab, slap, or throw something at you? or 

• Ever hit you so hard that you had marks or were 
injured? 

3 2 0 5 1.7 

3 Did a person ever… * 

• Touch or fondle you or have you touch their body in a 
sexual way? or 

• Try to or actually have oral, anal, or vaginal sex with 
you?  

…when you were a child or against your will when you were a 
teenager? 

5 3 5 13 4.3 

4 Did you often feel that … 

• No one in your family loved you or thought you were 
important or special? or 

• Your family didn’t look out for each other, feel close to 
each other, or support each other? 

5 4 4 13 4.3 

5 Did you often feel that … 

• You didn’t have enough to eat, had to wear dirty clothes, 
and had no one to protect you? or 

• Your parents were too drunk or high to take care of you 
or take you to the doctor if you needed it? 

5 2 2 9 3.0 

6 Were your parents ever separated or divorced? 5 4 2 11 3.7 

7 Was your mother or stepmother: 3 2 2 6 2.0 
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Adverse experience 

While you were growing up, during your first 18 years of life: 

 

Number of children who had the adverse experience 

Area A Area B Area C Total Average 

• Often pushed, grabbed, slapped, or had something 
thrown at her? or 

• Sometimes or often kicked, bitten, hit with a fist, or hit 
with something hard? or 

• Ever repeatedly hit over at least a few minutes or 
threatened with a gun or knife? 

8 Did you live with anyone who was a problem drinker or alcoholic or 
who used street drugs? 

4 2 1 7 2.3 

9 Was a household member depressed or mentally ill or did a 
household member attempt suicide? 5 3 3 11 3.7 

10 Did a household or family member go to prison?  2 2 2 6 2 

 Collective ACE score 40 28 24 92 31 

Average ACE score for all young people across 3 Are as 8 6 5  6 

Source: Felitti and Anda, 1997 

*  Excluding the most recent CSA/E 
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Appendix 5 Anonymised composite child case study 

Personal details and circumstances  

The column on the left hand side sets out the features identified for each case. 

Age at referral: Zoe17 was 15 years old at the time of the incident which resulted in the 
referral for which Zoe was receiving support when she participated in this 
research. At the time of the research Zoe was 17 years old. 

Referring individual/ 
service: 

The school. 

Ethnicity: Zoe’s father was White Irish and her mother was White UK. Her father died 
shortly before the incident. 

Learning difficulties: Zoe had no learning difficulties. 

Perpetrator and 
perpetrator age: 

The perpetrators were Zoe’s 16 year old boyfriend and a group of his 
friends; who were 16 or 17 years old. 

The incident which 
resulted in the referral 
for which Zoe was 
receiving support 
when she participated 
in this research: 

Zoe was subjected to multiple perpetrator rape by pupils at Zoe’s school. 
The rape happened in the home of one of the perpetrators. Zoe went 
missing after the rape. She had not gone missing before. Her absence was 
not reported by her mother. 

 

Family known to 
children’s social care; 
for what: 

Zoe’s family was known to local authority children’s social care when Zoe 
was under 5 years old. This was for: domestic abuse, neglect, physical 
abuse and an investigation into reports that Zoe and her sister had been 
subjected to CSA by members of the wider family. 

Child known to 
children’s social care: 

Prior to the referral for which Zoe was receiving support when she 
participated in this research, Zoe had not come to the attention of 
children’s social care as an adolescent.  

Criminal justice 
response: 

All of the boys involved in the rape were arrested and charged. The police 
prepared the case and submitted it to the CPS. Zoe was informed that she 
should hold herself in readiness to be a witness in the court case. Two 
years after the rape the CPS notified the police (and they notified Zoe), that 
the prosecution case was being dropped and no further action would be 
taken. 

As a result of the referral for which Zoe was receiving support when she participated in this 
research, Zoe had received help from the following services: 

A specialist CSE 
service 

The service which participated in this research.  

Children's social care The local authority team participated in this research. 

                                                      
17 Pseudonym. 
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The police In relation to the arrest, investigation and charging of the perpetrators. 

CAMHS Therapy; however this could not be 'full therapy' because that might 
jeopardise the prosecution case). 

Other health services The accident and emergency department in relation to several incidents of 
self-harming 

Other support services In the past Zoe’s parents had refused support for domestic abuse. Her 
father did attend a parenting course; and her mother had engaged with an 
IAPT (Improving Access to Psychological Therapies) course. 

Sexual health services Not evidenced. 

The school pastoral 
team 

Not evidenced. 

The SENCO (special 
educational needs 
officer) 

Not needed. 

Any other VCS 
services e.g. 
counselling or 
substance misuse 

Not evidenced. 

Quality of relationship with keyworker  

Trusting relationship: 

 

Zoe said that she felt safe with keyworker – that her keyworker had ‘made 
her feel safer’; that school did not feel safe, but that when her keyworker 
was there she felt safe. Zoe explained that ‘no-one at school listens’ but 
that the keyworker listened to her much more than anyone else did or had 
done in the past. Similarly, the keyworker could be trusted to remember 
what Zoe had told her and to do what she said she would; for example 
advocating for Zoe with her teachers. Also in relation to school, Zoe gave 
the example of not having friends, and that her mother just told her to ‘go 
up and talk to people’ at school. However, Zoe said that it is not like that. 
Zoe valued feeling able to say ‘no’ to her keyworker without jeopardising 
the relationship – which she said was not the case with her mother. 

Child-centred 
approach: 

 

Zoe described how when she met her keyworker she had been feeling 
‘completely lost’ and ‘didn’t know what she was doing with her life’. She 
said that when she first met her keyworker she was very depressed and 
anxious; and did not want to interact with anyone outside of her family. Zoe 
said her keyworker helped her ‘figure out what was causing all of this’ and 
gave her options. Zoe described them doing a lot of work together to get 
insight into what was going on for Zoe.  With respect to the insight, Zoe 
said it was new to her; and for someone to actually know something about 
her that she didn’t know herself was strange. However, that it was very 
helpful and also important that someone cared enough to take the time to 
find out what was happening for her and help her understand it.  

Whole-life approach: Zoe described her experience at the time of the most recent rape being 
that the police and children’s social care were focused on the incident and 
the circumstances surrounding it. However, Zoe said her concern at the 
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 time was the fact that when it happened she was about to do her GCSE’s. 
Zoe said that her keyworker addressed this issue for her, by talking to the 
teachers and by setting up an exams preparation schedule to help Zoe 
work despite the stress. Zoe said that her keyworker had helped her with 
everything: ‘her mum’, school and exams and her safety issues.  

Strengths-based work: 

 

When asked what she was good at in terms of skills and abilities Zoe said 
she was good at art and poetry. She added that she appreciated that her 
keyworker took the focus off her deficits: ‘we just spoke about my strengths, 
what I am good at, what my habits and hobbies are and what I like doing’. 
Zoe said that her keyworker had helped her use her art and poetry ‘to 
cheer herself up’ in the moment. She continued: ‘on a train, at school or 
talking to somebody, sometimes it just helps to doodle or write down a 
poem, it helps me get all my emotions down somewhere’.  

In relation to her good qualities Zoe said that her keyworker ‘always, always 
tells me how strong I am and how far ahead I am than most people that 
have been in my circumstances’. Zoe said this helped her a lot because of 
her lack of belief in herself and her tendency ‘draw herself down a lot’. 

Self-management and 
wellbeing 

Zoe said her keyworker made her practice not dwelling on the past all the 
time and worrying about what people say and what they know about her; 
because it made Zoe depressed and anxious. She said she had also been 
practising going out and meeting people instead of staying in her bedroom. 
She has been working on communicating with people instead of getting 
angry. 

Short and longer term 
goals 

Zoe said that she wants to go to college, to get the qualifications she did 
not achieve at school and then she would like to go to university. However, 
Zoe said she was very worried about how to fund herself through 
university. 
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Fieldwork materials 

Appendix 6 Children’s risk assessment 

Research on what works for children recovering from  sexual abuse and exploitation 

Child’s Risk Assessment 

Child and professional  

Child’s name  Age  

Name and Designation of worker completing 
assessment  

 Date 

complete 

 

Name, Designation and Contact details of 
worker who will be supporting the child (and 
may be accompany the child) if she 
participates 

 

Consent  

Date child’s consent obtained  

Date parent’s consent obtained  

If a decision has been made not to seek 
parental consent. Please give reason 

 

 

 

Date Social Worker or Special Guardian 
consent obtained (Looked After children and 
children on Special Guardianship Orders (GOs) 

 

If a decision has been made not to seek 
consent for Looked After or children on SGOs. 
Please give reason 

 

 

Risk Assessment (If the answer to the following que stions is “yes” the child should not be invited to 
participate) 

Is the child currently involved in an active police investigation or court case?  YES NO 

Is there reason to believe that the child’s participation is likely to result in retribution, 
such as physical harm, from their abusers or any other person, for any reason?  

YES NO 

Is there reason to believe that the child’s participation is likely to cause them serious 
distress or cause them to harm themselves? 

YES NO 

Please describe any other risks and the measures you will take to minimise their impact. 
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Decision 

Should the child be asked to participate in the research YES NO 

Signed and Dated  
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Appendix 7 Children’s information 

Research for improving services for children  

Information for children 

Who I am: 

My name is Christine, I am a student at Bedfordshire University. I have been working to improve services 
for children for a long time now (20 years). 

I’m especially concerned about helping girls getting on with their lives safely and happily and them getting 
the right help if something goes wrong, to get their lives back on track. 

What I need YOUR help with: 

I would like to come and ask you some questions and hear your views to understand what you think helps 
young people get their lives back together again when they have been harmed by violence or other 
abuse, including being sexually exploited, from someone who they had a relationship with – like a partner 
or boyfriend (or a one-night-stand).  

I would like your help to know things like… 

• what you are getting help with at the moment from your social worker and your keyworker? 

• if you are making progress to get your life together – who or what is helping you most to do that? 

• if you are struggling – what is making things difficult? 

• if you have had some other difficult experiences in your past? 

Why I need your help: 

Because if I can understand what helps young people like you, and what doesn’t help, then I can use that 
information to help the services to improve –all the other young people who need services to be good.  

It is all confidential… 

Obviously, I would like to use the information you give me (to improve services) and it may be helpful to 
quote things you have said. But, I will make sure that no-one knows what you have said, anything that 
identifies you and even that you have been involved.  

I am asking you to volunteer: 

It is entirely up to you whether you want to be involved. I can only ask for your help. If you say yes and 
then change your mind you can withdraw at any time. If you do that I won’t use anything you have told me 
about you.   

Your opinions are important… 

So I don’t want to waste time talking about stuff I can find out by looking at your files or talking to your 
social worker and your keyworker.  

I am asking you to agree that I can look at your file and talk to your workers, before I come to see you, so 
when we meet we can focus on your thoughts and opinions about the help you have had or that you think 
should be available.  

You don’t need to do it alone: 

If you want to, you can see me with another child. Having someone else there who you feel comforTable 
with might be good – or you might find it’s easier to talk to me without anyone else listening. I’m okay 
either way. 

Talking to me or about me: 

If you have any thoughts or ideas you want to add or [after talking to me] there things you’ve said you 
want to withdraw – you can contact me at: 
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E:  christine.christie@study.beds.ac.uk          T:  07432 768 862 

 

If you want to talk about me or complain you can talk to your social worker or keyworker and they will 
contact my supervisor at the University. 
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Appendix 8 Children’s consent 

Research for improving services for children  

Consent form for children 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

Before we start, I need to be sure that you are happy to take part in this 
research. Please read or listen to these things and tick the box if you agree. 
If there is anything you’re not sure about, just ask me (or you can ask your 
keyworker, and she can ask me). 

• I understand what the project is about and have had the chance to ask questions 

about it. 

• I give permission for the researcher to read my file and use the information as 

part of the research 

• I know that I don’t have to answer any questions I don’t want to and can stop 

taking part in the interview or completing the questionnaire at any time. I know 

that I can ask for anything I’ve said to be taken out of the research – so long as I 

let you know within a month of saying it. 

• I know that you will use what I tell you to help you write reports, but you won’t 

use my name or anything that would let people know it was me that told you 

these things.  

• I know that if I tell you about me or someone else being seriously harmed or 

seriously harming someone else, or you are worried that this is going to happen, 

that you will have to pass it on. Apart from this, you will keep what I say 

confidential to the research. 

• I know who I can talk to if I have any worries or questions after taking part. 

• Are you happy for me to record the interview to help me remember what 

you say? (even if you say ‘no’ you can still be involved in the review –  

I can just take notes. It just means I will be writing while we talk)  

 

Your name:     _________________________________________________ 

Your signature:    ______________________________________________ 

Date:    ________________________________________________________ 

Researcher’s name:    _____Christine Christie____________ 

If you have any 

questions you can 

call me (Christine) 

on 07841 054 204 

Yes 

No 
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Appendix 9 Children’s interview questionnaire 

Improving services for children  

Questions for children 

What I need YOUR help with: 

I want to understand what helps young people get their lives back together again when they have been 
harmed by violence or other abuse, including being sexually exploited, from someone who they had a 
relationship with – like a partner or boyfriend (or a one-night-stand).  

I would like your help to know things like… 

1 Trusting relationship  

1 a) Since you came to this service have you had the same keyworker? 
YES               NO 

1 a) Comment 

 

1 b) Does your keyworker do what she says she will? YES               NO 

1 b) Comment: 

 

1 c) How often do you see your keyworker? Is it enough, or would you like to 
see her more often? 

YES               NO 

1 c) Comment: 

 

1 d)  i)    Does your keyworker listen to you and respect your views? YES               NO 

1 d)  i) Comment: 

 

1 d)  ii) Does your keyworker tell you what to do or does she negotiate with you? YES               NO 

1 d)  ii) Comment: 

 

2 Child-centred approach  

2 a) Do you talk about things with your keyworker when it is right for you or too 
soon or too late? 

YES               NO 

2 a) Comment: 

 

2 b) How long do you think you will go on seeing your keyworker? Will that suit you or will you want more 
or less time? 
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2 b) Comment: 

 

 

2 c) Are you able to contact your keyworker for support when you need her? YES               NO 

2 c) Comment: 

 

 

2 d) Do you and your keyworker deals with what is important to you or her or 
somebody else? 

YES               NO 

2 d) Comment: 

 

 

2 e) If you and your keyworker disagree, how do you sort it out? YES               NO 

2 e) Comment: 

 

 

2 f) i) If you have had an assessment t see how safe you are and what you need – who did the 
assessment? 

 

2 f) i) Comment: 

 

2 f) ii) Who made the decision about your safety and needs? 

 

2 f) ii) Comment: 

 

 

2 f) iii) Who decides how much progress you are making? 

 

2 f) iii) Comment: 

 

 

3 Whole-life approach 

3 a) Do you and your keyworker talk about how you are getting on at home, 
school, with your friends and in your neighbourhood?  

YES               NO 

3 a) Comment: 
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3 b) Do you feel safe at home, school, with your friends and in your 
neighbourhood? 

YES               NO 

3 b) Comment: 

 

 

3 c) Do you feel safe at the service/with your keyworker? YES               NO 

3 c) Comment: 

 

 

3 d) Does your keyworker help you in a practical way with issues you might 
have at home, school, with your friends and in your neighbourhood? – 
like talking to your parents or teachers or police? 

YES               NO 

3 d) Comment: 

 

 

3 e) Does your keyworker talk to you about what you are working on and 
what your goals are? Would you tell me what they are? 

YES               NO 

3 e) Comment: 

 

 

3 f) Do you think feel that your keyworker cares about you? YES               NO 

3 f) Comment: 

 

 

4 Strengths-based 

4 a) 
i) 

Have you and your keyworker talked about things that you are good at? YES               NO 

ii) If you have can you name them? 

 

 

4 a) i) and ii) Comment: 

 

 

4 b) 
i) 

Have you and your keyworker talked about the good things about you 
as a person? 

YES               NO 

ii) If you have can you name them? 
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4 b) i) and ii)  Comment: 

 

 

4c)  i) Have you and your keyworker been working on how you can use things 
that you are good at to be safe and happy? 

YES               NO 

ii) If you have can you give me some examples? 

 

 

4 c) i) and ii) Comment: 

 

 

4 d) 
i) 

How do you know that you are making progress? 

 

 

ii) Which things you still need to or want to work on? 

 

 

iii) Do you tell your keyworker or does she tell you? 

 

 

iv) Or do you work it out together?  

 

 

4 d) i) - iv) Comment: 

 

 

4 e) If you have a bad experience, what do you say to yourself and what do you do? 

 

 

4 e) Comment: 
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4 f) i) Have you got goals that you are working towards? YES               NO 

ii) Can you name them? 

 

 

4 f) i) and ii) Comment 

 

 

5 What is good about being here? 

5 a) What is the best thing you get from coming here? 

 

 

5 a) Comment: 

 

 

5 b) What could be improved? 

 

 

5 b) Comment: 

 

 

 

THANK YOU for talking to me 

  If you want to talk to me after this, my number is: 07841 054 204 

   and my email is: christine@chanon.demon.co.uk 
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Appendix 10 Case file audit tool 

Research on what works for children recovering from  sexual abuse and 
exploitation 

Case file audit tool 

Evidence will be collected from each child’s Children’s social care case file to answer the questions in this 
template. The child and the social worker will both have given their consent – on the understanding that 
the information will be: 

• Confidential to the researcher 

• Held securely 

• Used only for the purposes of the research 

• Presented in the research and research-related reports preserving the child’s anonymity 

• Destroyed 6 months after the publication of any reports/articles. 

  

Template questions: 

Basic details 

1. Case identifier 

2. Age at referral to Children’s social care 

3. Ethnicity: 

4. Religion or culture: 

5. a)    Does the child have a disability? 

b) If so, what is it? 

Case status 

1. Level of need:       CiN       CP       LAC 

2. Length of time case has been open to Children’s social care 

History 

1. a)    Family known to Children’s social care 

b) For what: 

2. a)    Child known to Children’s social care 

b) For what 

3. Reason for initial referral 

a) Child’s presentation/circumstances. 

Health: 

• Physical injuries 
• Sexually transmitted infections 

• Pregnancy /termination 

• Mental health issues: 
⁻ flashbacks (re-experiencing) 

⁻ depression 

⁻ post traumatic stress disorder (PTSD) 
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⁻ self-harm /suicide attempts 

⁻ flashbacks (re-experiencing) 
⁻ borderline personality disorder 

⁻ sleep disorders (nightmares, insomnia and sleep terror disorder) 

⁻ eating disorders (anorexia nervosa, binge eating and bulimia) 

⁻ somatic (body) memories 

⁻ Dissociative Identity Disorder 

• Emotional issues: 

⁻ Low self-esteem or self confidence 

⁻ Denial of the abuse/defence of the abuser 

Social: 

• Stalked, coerced, controlled [incl finances] by partner* (and his friends*/family) 

• Scared of partner* (and his friends*/family) 

• Missing from home or care 

• Drug or alcohol abuse 

• Involvement in offending 

• Absent from school 

• Change in physical appearance  

• Evidence of sexual bullying and/or vulnerability through the internet and/or social networking 
sites 

• Estranged from their family 

• Receipt of gifts from unknown sources 

• Recruiting others into exploitative situations 

• Groomed/controlled through ICT 

• Multiple relationships 

• Learning disabilities 

• Unsure about their sexual orientation or unable to disclose sexual orientation to their families 

* These terms include transient relationships and peer groups 

Environmental: 

• Living in a chaotic or dysfunctional household (including parental substance use, domestic 
violence, parental mental health issues, parental criminality) 

• History of abuse (including familial child sexual abuse, physical and emotional abuse and 
neglect) 

• Risk of forced marriage and/or ‘honour’ based violence 

• Recent bereavement or loss   

• Gang association either through relatives, peers or intimate relationships  

• Living in a gang neighbourhood 

• Attending school with children who are sexually exploited 

• Friends with children who are sexually  exploited 

• Lacking friends from the same age group 
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• Living in residential care 

• Living in hostel, bed and breakfast accommodation or a foyer 

• Trafficked 

• Homeless 

• Young carer 

 

4. What did the initial needs and risk assessment identify?    CSE        CSA         Other………………..   

5. a)    Who was the perpetrator? 

b) What is his age? 

c) How did the child meet the perpetrator? 

d) How is the relationship described – as perceived by the child and by the social worker/others? 

e) What were the harmful incidents? 

6. a)   Is there evidence from the file that an issue e.g. CSA/E was missed in the initial  
assessment?   

b) If so, what is the evidence? 

7. a)   Have there been referrals to other services?  

      b)  If so, which services and for what? 

• A health service {which one?] ……………………………………….. 

• Police 

• Substance misuse 

• Specialist CSA/E 

• Other ……………………………………………………………………………… 

9. a) Has there been a review/repeat assessment?  

b) If so, was there new information which changed conclusion from the original assessment?  

c) If so, what was the new information? 

d) What was the new conclusion? 

Child-centred 

10. a)    Is there evidence from the file that the child participated at pivotal points in the course of her 
case: 

• Disclosure 

• Assessment 

• Contribution to meetings 

• Proactive information-giving 

• Willing to be a witness 

• Other………………………………………………………………………… 

11. Is there clear recording of what the child wanted at each point in the course of her case? 

12. a)    Is there evidence of discussion with her/coming to decisions together?  

b) If so, what is the evidence? 

Relationship-centred 
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13. a)    Has the child had the same social worker throughout her case? 

b)    If not, how many social workers has she had?   

14. How often has the child been meeting with her social worker? 

15. Where has the child been meeting with her social worker? 

16. a)   Is there contact such as telephone calls or texting? 

b)   If so, how often? 

17. a)   Is there any evidence that the child trusts her social worker? 

b)   If so, what is it e.g. disclosure, voluntary contact, requests for support, quality of interaction. 

Strengths-based 

18. a)   Is there evidence in the assessment/s that the child’s strengths* were identified? 

*  Not protective factors  

b)   What are they? 

19. Is there evidence that the children has been engaged in discussion about her identified strengths and 
that they have been developed? For examples through particular activities? 

20. Is there evidence of explicit tracking of the development of the child’s strengths? 

21. Is there evidence that in the course of the case new strengths have emerged/been identified; and are 
being nurtured? 

22. a)   Is there a balance of strengths recorded and worked with relating to intellectual (academic), social 
(people skills) and physical (sport or activities)? 

b) If not, what is there? 

CJS 

23. a)   Is the child supporting a court case? 

b) If she isn’t, why not? 

24. a)   Is there a plan of how she is being supported to contribute? 

b)  What is the plan? 

Staff support 

25. Is there evidence that the case has been regularly discussed in supervision? 

26. Has all the statutory case activity taken place as it should (conferences, review meetings etc) 

27. Is there evidence that the file is regularly reviewed by a manager?  
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Appendix 11 Adverse Childhood Experiences (ACEs) ch ecklist 18, 19   

 

 Adverse experience 

1. Did a parent or other adult in the household often … 

• Swear at you, insult you, put you down, or humiliate you? or 

• Act in a way that made you afraid that you might be physically hurt? 

2. Did a parent or other adult in the household often … 

• Push, grab, slap, or throw something at you? or 

• Ever hit you so hard that you had marks or were injured? 

3. Did a person ever… * 

• Touch or fondle you or have you touch their body in a sexual way? or 

• Try to or actually have oral, anal, or vaginal sex with you?  

…when you were a child or against your will when you were a teenager? 

4. Did you often feel that … 

• No one in your family loved you or thought you were important or special? or 

• Your family didn’t look out for each other, feel close to each other, or support each other? 

5. Did you often feel that … 

• You didn’t have enough to eat, had to wear dirty clothes, and had no one to protect you? or 

• Your parents were too drunk or high to take care of you or take you to the doctor if you needed 
it? 

6. Were your parents ever separated or divorced? 

7. Was your mother or stepmother: 

• Often pushed, grabbed, slapped, or had something thrown at her? or 

• Sometimes or often kicked, bitten, hit with a fist, or hit with something hard? or 

• Ever repeatedly hit over at least a few minutes or threatened with a gun or knife? 

8. Did you live with anyone who was a problem drinker or alcoholic or who used street drugs? 

9. Was a household member depressed or mentally ill or did a household member attempt suicide? 

10. Did a household or family member go to prison?  

 

                                                      
18 Felitti  and  Anda (1997) The Adverse Childhood Experiences (ACE) Study. Centers for Disease 
Control and Prevention. Retrieved from http://www.cdc.gov/ace/index.htm. 
19 World Health Organization has included the ACE Study questionnaires as an addendum to the 
document Preventing Child Maltreatment: A Guide to Taking Action and Generating Evidence (2006). 
Available at: http://apps.who.int/iris/bitstream/10665/43499/1/9241594365_eng.pdf.  
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Appendix 12 CSA/E specialist practitioner/keyworker  information 

Research on what works for children recovering from  sexual abuse and 
exploitation 

Information for CSA/E specialist practitioners/keyw orkers 

Dear Keyworker,  

I have spent my career trying to improve services for children who have been harmed – by giving 
commissioners confidence about what works and why. I am using my doctoral studies to do this for 
children harmed through child sexual abuse and exploitation; and I am hoping you will help? 

What is the research aiming to do? 

The research is aiming to inform commissioning and practice about how best to deliver recovery services 
for children harmed through child sexual abuse and exploitation (CSA). The question is – to what extent 
does the effectiveness of such a service depend on the service being pedagogic, relationship-centred and 
strengths-based? And how possible is it to provide the working environment for practitioners to work in 
this way? 

Why focus on this issue? 

Research indicates that harm experienced by children (and young men) has a more global negative 
impact into adulthood than childhood-limited maltreatment (Thornberry et al., 2010). The Association of 
Directors of Children’s Services has recently concurred with Thornberry that ‘many adolescent 
interventions are either downward extensions of adult programmes or upward extensions of child 
programmes’. 

With the increased reporting and identification of CSA/E it seems pertinent to consider how best to 
respond to children (and young men) who are harmed in this way. This research is based on four key 
assumptions: 

1) There is a lack of clarity about exactly which children need help; and what the help is for 

2) We have enough evidence to accept that CSA/E is widespread in the UK 

3) There is a substantial and respected body of philosophical and psychological knowledge that a 
relationship-based approach to recovery for children affected by CSA/E is effective 

4) The marketization and managerialism of welfare services in the UK has challenged our ability to 
offer young people recovery services which are pedagogic/relationship-centred and strengths-
based.   

What would be involved for you? 

I would like you to take part in a confidential interview about your role/contribution, experience and 
perspective in relation to a particular child on your case-load because of harm or risk of harm from sexual 
exploitation and/or intimate partner violence and abuse. The interview would be conducted face-to-face 
and I anticipate would last about one hour. With your agreement, I would like to record the interview, so 
that I am not writing taking notes whilst we are talking. The interview will be semi-structured and you will 
receive the prompt questions and consent form prior to the interview.   

The information you provide will help to build a picture of the service needed and received by the child on 
your case-load. I will analyse it (to try to answer the key research questions above), alongside information 
from the child herself; from an audit of her case file; from her social worker; and from 
managers/commissioners. 
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I may want to use some of your words to illustrate the points I am trying to make in my research 
dissertation and any academic publications or in conference presentations. I will do so in a way which will 
not identify you, your authority or your specialist organisation. 

After the interview I will ensure that all data is anonymised and all electronic and hard copy information 
will then be stored securely until it is destroyed once the final report and any other papers are completed.  

Your participation is entirely voluntary, but I would be very grateful if you are in a position to help. 

Who is doing the research and in what context? 

I am the researcher – my name is Christine Christie and I am undertaking this research as part of my 
Professional doctorate, which is being supervised by academics from the University of Bedfordshire.  

The thread that runs through all my work is trying to connect the real experience of children who need 
help, and the support frontline practitioners need to help them, with the senior 
management/commissioners and policy makers who have the power to influence who gets a service, 
what that service looks like and what resources are available.  

Over the past 20 years I have tried to do this in senior positions in several of the Department of Health 
Violence, Social Exclusion and Cross-Government Working initiatives; setting up and managing the 
London Safeguarding Children Board; and before that commissioning children’s services for a London 
local authority.  

I currently work as an independent safeguarding consultant undertaking reviews/evaluations and multi-
agency service design and development in (statutory and voluntary) related to safeguarding children 
(specialising in child sexual exploitation and partner violence/abuse).  

If you would like to email or talk to Christine her  contact details are: 

E:  christine.christie@study.beds.ac.uk          T:  07432 768 862 

If you have any questions, comments or complaints a bout the research which you would like to 
address other than to Christine, please contact: 

Jenny Pearce OBE  
Professor of Young People and Public Policy  
Director of The International Centre; Researching child sexual exploitation, violence and trafficking  
University of Bedfordshire 
01234 400400 
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Appendix 13 CSA/E specialist practitioner/keyworker  consent 

Research on what works for children recovering from  sexual abuse and 
exploitation 

  Consent form for CSA/E specialist practitioners/key workers 

Please refer to the information sheet, circulated with this form, to confirm any questions in relation to the 
statements below or contact the researcher, Christine Christie (christine.christie@study.beds.ac.uk, 
07432 768 862). 

This form is to ensure you are aware of what the research is about and how your contribution may be 
used – and allows you to confirm that you are happy to participate. 

Please tick the box in response to each statement as it applies to you. 

 Agree  Disagree  

I am happy to be asked questions about my role/contribution, experience and 
perspective in respect of a child I am working with to safeguard her from harm 
caused by CSA/E. And to assist the child I am working with who is also participating 
in the research to complete a questionnaire about childhood traumas she may have 
experienced. 

  

I understand the commitment to/arrangements for, confidentiality in this research.   

I know my participation is voluntary and that I can leave the research at any point up 
to [ date 2016 ] by contacting Christine Christie to request that my data be 
withdrawn. 

(The research data be analysed in [ [month] following withdrawal deadline ] ) 

  

I know that I can refuse to answer any questions as I choose.   

I am aware the research is of a Professional doctorate; and that it may be published 
as a report and/or articles in various places, including those that are publicly 
accessible. 

  

I am aware that researchers may wish to include extracts of the interview in their 
reports but will do so in a way which does not identify me or my client.  

  

I understand that all the data will be held securely, with access restricted to the 
researcher only, and destroyed after production of the Professional 
doctorate/publication of the report and any related articles. 

  

I have been given an opportunity to ask questions and any questions I had have 
been addressed to my satisfaction. 

  

 

I am happy for the interview to be audio recorded so that the interviewer is not distracted by having to 
take notes YES/NO. If you do not want to have the interview audio recorded the interviewer can take 
notes. 

 

Signature:___________________________________Date:__________________________ 
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Appendix 14 CSA/E specialist practitioner/keyworker  keyworker interview 
questionnaire 

Research on what works for children recovering from  sexual abuse and 
exploitation 

Semi-structured questionnaire for CSA/E specialist practitioners/keyworkers 

1 What do you understand by CSA and CSE? 

Prompts: 

• legal definition 
• differences/similarities in impact on victim 
• differences/similarities in recovery response required 
 

2 Was the child identified in terms of CSA or CSE? 

Prompts: 

• CS/EA as an issue practitioners are prompted to identify/record 
• child’s understanding of CSA/E – related to her experience 

 
3 What is your view about a pedagogic/relationship- centred, strengths-based way of working?  

Prompt: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Social pedagogy is fundamentally relationship-centred and focused on the ‘self’ of the child, rather than 
on external aims20. It depends on the development of trust between the practitioner and the child. Trust 
can only be nurtured gradually and carefully, building strong relationships, it takes time and is bi-

                                                      
20 Lockenvitz, undated in Cameron & Moss, 2011 p43 

Pedagogic practice with children and young people* includes the practitioner: 

• Focusing on the child as a whole person and supporting the child’s overall development 

• Using his/her ‘self’ in relationship with the child 

• Inhabiting the same life-space as the child, not as existing in separate hierarchical domains 

• Constantly reflecting on their practice and applying both theoretical understandings and self-
knowledge to assist the child 

• Being practical, undertaking activities with the child as part of daily the child’s daily life 

• Incorporating the child’s associative life (neighbourhood and community) 

• Working from the basis of children’s rights that is not limited to procedural matters, legislated [or 
regulated, outcomes related] requirements 

• Emphasising team work and valuing the contributions of others in 'bringing' up children: other 
professionals, members of the local community and especially parents. 

• Focusing on the relationship, listening and communicating.** 

* Cameron and Moss (2011 p9) ;  ** Petrie et al, 2006 p22; see also Social Education Trust, 2001 
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directional. This provides an opportunity for a child to practice building a relationship; and also, ‘placing 
trust in children, in their competence and responsibility, can be an empowering experience for them’.21 

4 Perceptions as to the effectiveness of a pedagogi c/relationship-centred approach?   

Prompts: 

• examples 

 

5 Are you aware of tensions between a pedagogic app roach and a need for services to be 
commissioned and to perform to clearly defined perf ormance targets?  

Prompts: 

• sufficient funding to meet management, training and supervision costs 
• pressure to close cases 
• defining realistic outcomes 
• short term contracts 

6 Are you working in a strengths-based way?  

Prompts: 

• initial and current assessments include the child’s attributes, skills and circumstances  
• child’s understanding of her own vulnerabilities and strengths 
• examples of her strengths and how they are being developed 
• does this fit with the child’s views and actions for developing her own strengths 
 

7 Perceptions as to the effectiveness of a strength s-based approach 

Prompts: 

• practitioner’s opinion 
• child’s opinion 
• examples  

 

8 What progress has the child made in terms of recove ry?   

Prompts: 

• what has supported progress the most 
• how much is progress related to a pedagogic/relationship-centred and/or strengths-based 

approach  
• how long has it taken 
• how long will it take for practitioner and child to be satisfied the looked for progress has been 

made 
• what happens if this level is not reached 
• chances of success 
• barriers to success 

 
9 What support needs do you have, are they being me t; and what are the implications for them 

not being met? 

Prompts: 

• supervision 
• training 

                                                      
21 Cameron & Moss, 2011 p.44 
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• models of working 
• good placement support 

 
10 What structures, systems or practices might be i ntroduced or re-introduced to improve 

practitioner’s ability to work in a pedagogic/relat ionship-centred, strengths-based way with 
children harmed through CSA/E? 

Prompts: 

• supervision 
• service commissioning specification 
• resources 
• Children’s social care processes (including recording) 
• CJS processes 
• training and guidance 
• work with parents 
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Appendix 15 Commissioners/heads of service and mana ger information  

Research on what works for children recovering from  sexual exploitation 

Information for managers/commissioners 

Dear Manager/commissioner,  

I have spent my career trying to improve services for children who have been harmed – by giving 
commissioners confidence about what works and why. I am using my doctoral studies to do this for 
children harmed through child sexual abuse and exploitation; and I am hoping you will help? 

What is the research aiming to do? 

The research is aiming to inform commissioning and practice about how best to deliver recovery services 
for children harmed through child sexual abuse and exploitation (CSA). The question is – to what extent 
does the effectiveness of such a service depend on the service being pedagogic, relationship-centred and 
strengths-based? And how possible is it to provide the working environment for practitioners to work in 
this way? 

Why focus on this issue? 

Research indicates that harm experienced by children (and young men) has a more global negative 
impact into adulthood than childhood-limited maltreatment (Thornberry et al., 2010). The Association of 
Directors of Children’s Services has recently concurred with Thornberry that ‘many adolescent 
interventions are either downward extensions of adult programmes or upward extensions of child 
programmes’. 

With the increased reporting and identification of CSA/E, it seems pertinent to consider how best to 
respond to children (and young men) who are harmed in this way. This research is based on four key 
assumptions: 

1) There is a lack of clarity about exactly which children need help; and what the help is for 

2) We have enough evidence to accept that CSA/E is widespread in the UK 

3) There is a substantial and respected body of philosophical and psychological knowledge that a 
relationship-based approach to recovery for children affected by CSA/E is effective 

4) The marketization and managerialism of welfare services in the UK has challenged our ability to 
offer young people recovery services which are pedagogic/relationship-centred and strengths-
based.   

What would be involved for you? 

I would like you to take part in a confidential interview about your role/contribution, experience and 
perspective in relation to line managing and/or commissioning statutory or voluntary services for children 
harmed or risk of harm from CSA/E. The interview would be conducted face-to-face and I anticipate 
would last about one hour. With your agreement, I would like to record the interview, so that I am not 
writing taking notes whilst we are talking. The interview will be semi-structured and you will receive the 
prompt questions and consent form prior to the interview.   

The information you provide will help to build a picture of the service needed and received by children 
harmed or risk of harm from CSA/E. I will analyse it (to try to answer the aims of the research set out 
above), alongside information from children currently receiving services; from an audit of their case files; 
from their social workers; and from their keyworkers. 
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I may want to use some of your words to illustrate the points I am trying to make in my research 
dissertation and any academic publications or in conference presentations. I will do so in a way which will 
not identify you, your authority or your specialist organisation. 

After the interview I will ensure that all data is anonymised and all electronic and hard copy information 
will then be stored securely until it is destroyed once the final report and any other papers are completed.  

Your participation is entirely voluntary, but I would be very grateful if you are in a position to help. 

Who is doing the research and in what context? 

My name is Christine Christie and I am undertaking this research as part of my Professional doctorate 
which is being supervised by academics from the University of Bedfordshire.  

The thread that runs through all my work is trying to connect the real experience of children who need 
help, and the support frontline practitioners need to help them, with the senior 
management/commissioners and policy makers who have the power to influence who gets a service, 
what that service looks like and what resources are available.  

Over the past 20 years I have tried to do this in senior positions in several of the Department of Health 
Violence, Social Exclusion and Cross-Government Working initiatives; setting up and managing the 
London Safeguarding Children Board; and before that commissioning children’s services for a London 
local authority.  

I currently work as an independent safeguarding consultant undertaking reviews/evaluations and multi-
agency service design and development in (statutory and voluntary) related to safeguarding children 
(specialising in child sexual exploitation and partner violence/abuse).  

 If you would like to email or talk to Christine her  contact details are: 

E:  christine.christie@study.beds.ac.uk          T:  07432 768 862 

If you have any questions, comments or complaints a bout the research which you would like to 
address other than to Christine, please contact: 

Jenny Pearce OBE  
Professor of Young People and Public Policy  
Director of The International Centre; Researching child sexual exploitation, violence and trafficking  
University of Bedfordshire 
01234  400400 
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Appendix 16 Commissioners/heads of service and mana ger consent form 

Research on what works for children recovering from  sexual abuse and 
exploitation 

  Consent form for managers/commissioners 

Please refer to the information sheet, circulated with this form, to confirm any questions in relation to the 
statements below or contact the researcher, Christine Christie (christine.christie@study.beds.ac.uk, 
07432 768 862). 

This form is to ensure you are aware of what the research is about and how your contribution may be 
used – and allows you to confirm that you are happy to participate. 

Please tick the box in response to each statement as it applies to you. 

 Agree  Disagree  

I am happy to be asked questions about my role/contribution, experience and 
perspective in relation to line managing and/or commissioning statutory or voluntary 
services for children harmed or risk of harm from CSA/E. 

  

I understand the commitment to/arrangements for, confidentiality in this research.   

I know my participation is voluntary and that I can leave the research at any point up 
to [ date 2016 ] by contacting Christine Christie to request that my data be 
withdrawn. 

(The research data be analysed in [ [month] following withdrawal deadline ] ) 

  

I know that I can refuse to answer any questions as I choose.   

I am aware the research is of a Professional doctorate; and that it may be published 
as a report and/or articles in various places, including those that are publicly 
accessible. 

  

I am aware that researchers may wish to include extracts of the interview in their 
reports but will do so in a way which does not identify me or my client.  

  

I understand that all the data will be held securely, with access restricted to the 
researcher only, and destroyed after production of the Professional 
doctorate/publication of the report and any related articles. 

  

I have been given an opportunity to ask questions and any questions I had have 
been addressed to my satisfaction. 

  

 
I am happy for the interview to be audio recorded so that the interviewer is not distracted by having to 
take notes YES/NO. If you do not want to have the interview audio recorded the interviewer can take 
notes. 

Signature:___________________________________Date:__________________________ 
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Appendix 17 Commissioners/heads of service and mana gers’ questionnaire 

Research on what works for children recovering from  sexual abuse and 
exploitation 

Semi-structured questionnaire for children’s social  care heads of service/commissioners 
and specialist CSA/E service managers 

 

1 What is your view about the differences and simil arities of CSA and CSE respectively? 

Prompts: 

• legal definition 
• differences/similarities in impact on victim 
• differences/similarities in recovery response required 

2 For the commissioned CSA/E service, what have you  specified for: 

a) criteria for acceptance into the service 

b) length of time a case should be open to one child 

c) number of cases per keyworker 

d) strengths-based practice stipulated 

e) scope for working with neighbourhood and community 

f) outcome measures for the service 

g) supervision for keyworkers 
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3 What is your view about a pedagogic/relationship-ce ntred, strengths-based way of working?  

Prompt: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Social pedagogy is fundamentally relationship-centred and focused on the ‘self’ of the child, rather than 
on external aims22. It depends on the development of trust between the practitioner and the child. Trust 
can only be nurtured gradually and carefully, building strong relationships, it takes time and is bi-
directional. This provides an opportunity for a child to practice building a relationship; and also, ‘placing 
trust in children, in their competence and responsibility, can be an empowering experience for them’.23 

4 Are you aware of tensions between a pedagogic app roach and a need for services to be 
commissioned and to perform to clearly defined perf ormance targets?  

Prompts: 

• sufficient funding to meet management, training and supervision costs 
• defining realistic outcomes 
• short term contracts 

5 What services are commissioned/available for chil dren who experience CSA/E in your 
borough?  

Prompts: 

• recognition that this is an issue 
• children 16+years 
• under 16’s? 
• services supporting these children 

6 Are you happy and thriving in your job? Is this u sual in Children’s social care/the specialist 
CSE service? 

                                                      
22 Lockenvitz, undated in Cameron & Moss, 2011 p43 
23 Cameron & Moss, 2011 p.44 

Pedagogic practice with children and young people* includes the practitioner: 

• Focusing on the child as a whole person and supporting the child’s overall development 

• Using his/her ‘self’ in relationship with the child 

• Inhabiting the same life-space as the child, not as existing in separate hierarchical domains 

• Constantly reflecting on their practice and applying both theoretical understandings and self-
knowledge to assist the child 

• Being practical, undertaking activities with the child as part of daily the child’s daily life 

• Incorporating the child’s associative life (neighbourhood and community) 

• Working from the basis of children’s rights that is not limited to procedural matters, legislated [or 
regulated, outcomes related] requirements 

• Emphasising team work and valuing the contributions of others in 'bringing' up children: other 
professionals, members of the local community and especially parents. 

• Focusing on the relationship, listening and communicating.** 

* Cameron and Moss (2011 p9) ;  ** Petrie et al, 2006 p22; see also Social Education Trust, 2001 
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Prompts: 

• how long have you been in post  
• how balanced is your workload 
• how secure do you feel 
• to what extent are you supported by your seniors 

7 Are social workers/specialist CSA/E service keywo rkers happy and thriving in post? 

Prompts: 

• is there high turnover or are people sTable, secure and experienced 

8 To what extent do you feel able to support your s taff? 

Prompts: 

• workloads, structures and systems are flexible and manageable 
• there is room for professional discretion 
• there is time for casework and supervision 

9 How much do you think the children’s associative life (neighbourhood and community) 
influences their experience [of abuse]? 

Prompts: 

• safety of the local area – parks, estates, transport, town centre, night economy 
• community relations, cohesion, gangs 
• activities for young people 

10 What opportunities do you have for influencing t he environment? 

Prompts: 

Working with: 

• the community 
• parents 
• other local authority departments 
• other statutory and voluntary agencies 

11 What is the state of multi-agency working locall y? 

Prompts: 

How close a working relationship are your staff able to have with: 

• schools 
• parents 
• neighbourhood/community and voluntary sector 
• CAMHS or substance misuse services 
• health 
• police 
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12 What structures, systems or practices might be intr oduced or re-introduced to improve 
practitioner’s ability to work in a pedagogic/relat ionship-centred, strengths-based way with 
children harmed through CSA/E? 

Prompts: 

• supervision 
• service commissioning specification 
• resources 
• Children’s social care processes (including recording) 
• CJS processes 
• training and guidance 
• work with parents 
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Appendix 18 Social worker information 

Research on what works for children recovering from  sexual abuse and 
exploitation 

Information for social workers 

Dear Social worker,  

I have spent my career trying to improve services for children who have been harmed – by giving 
commissioners confidence about what works and why. I am using my doctoral studies to do this for 
children harmed through child sexual abuse and exploitation; and I am hoping you will help? 

What is the research aiming to do? 

The research is aiming to inform commissioning and practice about how best to deliver recovery services 
for children harmed through child sexual abuse and exploitation (CSA). The question is – to what extent 
does the effectiveness of such a service depend on the service being pedagogic, relationship-centred and 
strengths-based? And how possible is it to provide the working environment for practitioners to work in 
this way? 

Why focus on this issue? 

Research indicates that harm experienced by children (and young men) has a more global negative 
impact into adulthood than childhood-limited maltreatment (Thornberry et al., 2010). The Association of 
Directors of Children’s Services has recently concurred with Thornberry that ‘many adolescent 
interventions are either downward extensions of adult programmes or upward extensions of child 
programmes’. 

With the increased reporting and identification of CSA/E, it seems pertinent to consider how best to 
respond to children (and young men) who are harmed in this way. This research is based on four key 
assumptions: 

1) There is a lack of clarity about exactly which children need help; and what the help is for 

2) We have enough evidence to accept that CSA/E is widespread in the UK 

3) There is a substantial and respected body of philosophical and psychological knowledge that a 
relationship-based approach to recovery for children affected by CSA/E is effective 

4) The marketization and managerialism of welfare services in the UK has challenged our ability to 
offer young people recovery services which are pedagogic/relationship-centred and strengths-
based.   

What would be involved for you? 

There are two aspects which I hope you will be able to help me with: 

1) The first is to take part in confidential a survey about your role/contribution, experience and 
perspective in relation to a particular child on your case-load because of harm or risk of harm 
from sexual exploitation and/or intimate partner violence and abuse. The survey would take the 
form of a questionnaire for you to complete which I will email to you; together with a consent form 
for you to sign and return.  

2) The second is to facilitate access for me to the child’s case file, so that I can undertake a case file 
audit to develop a picture of what her needs are, what services she has received and what 
progress she has made.  
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I will analyse the information, alongside information from the child herself, her keyworker and from 
managers/commissioners, to try to answer the key research questions above.  

If you provide comments in the questionnaire, I may want to use some of your words to illustrate the 
points I am trying to make in my research dissertation and any academic publications or in conference 
presentations. I will do so in a way which will not identify you, your authority or your specialist 
organisation. 

After the interview I will ensure that all data is anonymised and all electronic and hard copy information 
will then be stored securely until it is destroyed once the final report and any other papers are completed.  

Your participation is entirely voluntary, but I would be very grateful if you are in a position to help. 

Who is doing the research and in what context? 

I am the researcher – my name is Christine Christie and I am undertaking this research as part of my 
Professional doctorate, which is being supervised by academics from the University of Bedfordshire.  

The thread that runs through all my work is trying to connect the real experience of children who need 
help, and the support frontline practitioners need to help them, with the senior 
management/commissioners and policy makers who have the power to influence who gets a service, 
what that service looks like and what resources are available.  

Over the past 20 years I have tried to do this in senior positions in several of the Department of Health 
Violence, Social Exclusion and Cross-Government Working initiatives; setting up and managing the 
London Safeguarding Children Board; and before that commissioning children’s services for a London 
local authority.  

I currently work as an independent safeguarding consultant undertaking reviews/evaluations and multi-
agency service design and development in (statutory and voluntary) related to safeguarding children 
(specialising in child sexual exploitation and partner violence/abuse).  

  

If you would like to email or talk to Christine her  contact details are: 

E:  christine.christie@study.beds.ac.uk          T:  07432 768 862 

If you have any questions, comments or complaints a bout the research which you would like to 
address other than to Christine, please contact: 

Jenny Pearce OBE  

Professor of Young People and Public Policy  

Director of The International Centre; Researching child sexual exploitation, violence and trafficking  

University of Bedfordshire 

01234 400400 
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Appendix 19 Social worker consent form 

Research on what works for children recovering from  sexual abuse and exploitation 

  Consent form for social workers 

Please refer to the information sheet, circulated with this form, to confirm any questions in relation to the 
statements below or contact the researcher, Christine Christie (christine.christie@study.beds.ac.uk, 
07432 768 862). 

This form is to ensure you are aware of what the research is about and how your contribution may be 
used – and allows you to confirm that you are happy to participate; and that you are happy to facilitate 
access to your child’s file for the research. 

Please tick the box in response to each statement as it applies to you. 

 Agree  Disagr ee 

I am happy to complete a questionnaire about my role / contribution, experience and 
perspective in respect of a child I am working with to safeguard her from harm 
caused by CSA/E. 

  

I understand the commitment to/arrangements for, confidentiality in this research.   

I know my participation is voluntary and that I can leave the research at any point up 
to [ date 2016 ] by contacting Christine Christie to request that my data be 
withdrawn. 

(The research data be analysed in [ [month] following withdrawal deadline ] ) 

  

I know that I can refuse to answer any questions as I choose.   

I am aware the research is of a Professional doctorate; and that it may be published 
as a report and/or articles in various places, including those that are publicly 
accessible. 

  

I am aware that researchers may wish to include extracts of the interview in their 
reports but will do so in a way which does not identify me or my client.  

  

I understand that all the data will be held securely, with access restricted to the 
researcher only, and destroyed after production of the Professional 
doctorate/publication of the report and any related articles. 

  

I have been given an opportunity to ask questions and any questions I had have 
been addressed to my satisfaction. 

  

I am happy for the interview to be audio recorded so that the interviewer is not distracted by having to 
take notes YES/NO. If you do not want to have the interview audio recorded the facilitator can take notes. 

I am happy to facilitate access by the researcher to my child’s file for the purposes of this research. 

Signature:___________________________________Date:__________________________ 
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Appendix 20 Social worker electronic survey questio nnaire 

Research on what works for children recovering from  sexual abuse and 
exploitation 

Survey questionnaire for social workers 

Thank you for taking the time to complete this questionnaire. 
 

The boxes expand as you type. 

You details  

Your Name  

Your local authority  

How long you have been in post  

Your child’s first name (only)  

Your experience and practice   

CSA 

1 In your experience, when children experience either CSA or CSE 
are they likely to experience the other one?   
 

Never Sometimes Often Almost 
always 

Please can you explain your answer 
 
 
 

2 Do you think the needs of children who have experienced CSA and CSE are 
very different  
 

Yes No Sometimes 

Please can you explain why you have answered yes or no 
 
 
 

Trusted r elationship -centred practice  

3 Do you think that taking a trusted relationship approach in 
helping a child to recover from being harmed is: 
 
 

Not 
effective 

Quite 
effective 

Effective   Very 
effective 

Please can you explain why it might be effective or not.  
 
 
 

4 Did your child actively contribute to the assessment of her needs and risk? 
 

Yes No 

Can you explain if she did – what was it; and if not – why not?  
 
 
 
 

5 Does your local authority actively promote the value of relationships as the core element 
of good work with clients? 
 

Yes No 

Can you give reasons for your answer 
 
 



 

340 

 

 

6 What progress has the child made in terms of recovery?   
 
 

Not 
effective 

Quite 
effective 

Effective   Very 
effective 

7 If there has been progress, what would you say has been the 
main driver? Activity and input from: 
 
You 

The Specialist worker 

The child 

Her family 

Her school  

Police 

Health (which 
service………………………………………………………….) 

Other 
(……………………………………..……………………………………
…….) 

Please rate contributions to your child’s progress: 
 
0       1        2        3        4        5    You 

0       1        2        3        4        5    Keyworker  

0       1        2        3        4        5    Child  

0       1        2        3        4        5    Her family 

0       1        2        3        4        5    School 

0       1        2        3        4        5    Police 

0       1        2        3        4        5    Health 

0       1        2        3        4        5    Other 

Can you explain why the main drivers have been important/effective. If none of them have, could you say why? 
 
 
 

Social pedagogy/relationship -centred practice  

8 How much do you think this core set of elements of pedagogic 
practice24 is used by social workers and keyworkers: 

Never Sometimes Often Almost 
always 

a) Focusing on the child as a whole person and supporting the child’s 
overall development 

    

b) Using his/her ‘self’ in relationship with the child     

c) Inhabiting the same life-space as the child, not as existing in separate 
hierarchical domains 

    

d) Constantly reflecting on their practice and to apply both theoretical 
understandings and self-knowledge to the sometimes challenging 
demands with which they are confronted. 

    

e) Being practical, undertaking activities with the child as part of daily the 
child’s daily life 

    

f) Incorporating the child’s associative life (neighbourhood and community)     

g) Working from the basis of children’s rights that is not limited to procedural 
matters, legislated [or regulated, outcomes related] requirements 

    

h) Emphasising team work and valuing the contributions of others in 
'bringing' up children: other professionals, members of the local 
community and especially parents. 

    

i) Focusing on the relationship, listening and communicating.25     

Strengths -based practice  

5 Does your local authority actively promote the practice of identifying strengths as the core 
element of good work with clients? 

Yes No 

                                                      
24

 Cameron and Moss (2011 p9) 
25 Petrie et al, 2006 p22; see also Social Education Trust, 2001 
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6 Does the service/system you work in support you to focus on your child’s strengths 

 
Yes No 

Please can you explain how 
 
 

 

7 
 

Do you think that taking a strengths-based approach in your work with 
children is: 

 

Not useful Quite 
useful 

Useful  Very 
useful 

Please can you explain why it might be useful or not  
 
 
 

Can you list 3 of your child strengths? 
 
 
 

Systems and practice  

8 Is her case open-ended, or are you working to a set case length 
for you and programme length at the specialist CSA/E service?   
 

Open-ended Set case 
length/some 
pressure to 

close 
 
 

What is the 
length: 

 
 

Specific programme 
length for specialist 

CSA/E service 
 
 

What is the length: 

Whichever your answer, what is your view about the system/practice? 
 
 
 
 

9 How regularly do the children you are working with achieve the 
recovery outcomes which your service aims for?  
 

Rarely 
 

Half the time 
 

Usually 

Whether or not they are achieved, what are the outcomes? How are they reported to managers and commissioners? 
 
 
 
 

Your support needs  

10 What support needs do you have, are they being met; and what are the implications for them not being met? 
 
 
 
 

11 How supportive are the following structures, systems or practices 
to your ability to work in a child-centred, strengths-based, 
relationship-centred way with children harmed through CSA/E? 

Supervision 

Service commissioning specification (comm.) 

Resources 

Children’s social care processes (including recording) (Csc) 

Please rate the level of support you receive from the 
following: 
 
 

0       1        2        3        4        5    Supervision 

0       1        2        3        4        5    Comm. 

0       1        2        3        4        5    Resources  
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Multi-agency procedures (M/agency) 

Criminal justice services’ (CJS) processes 

Training and guidance 

Work with parents 

0       1        2        3        4        5    Csc  

0       1        2        3        4        5    M/agency 

0       1        2        3        4        5    CJS 

0       1        2        3        4        5    Training 

0       1        2        3        4        5    Parents  

Any other comments  

 
 
 
 
 
 
 
 
 

 
 

Thank you so much for taking the time to complete this questionnaire. If there are questions or answers 
which you would like to talk more about or if completing the questionnaire has raised issue for you that 

you would like to discuss with me. Please email me at christine@chanon.demon.co.uk and we can 
arrange for a telephone call. 
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Appendix 21 Ethics: approval and application 

University Research Ethics Committee approval 
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Application for Ethical Approval for a Research Project involving Primary Research 

Name: Christine Christie 

Contact 

email/phone:  christine@chanon.demon.co.uk / 07841 054 204 

Date:  1 February 2016 

Title of Proposal:  What works for children recovering from IPV or CSA/E? We may 
already know enough to take action that will turn young lives 
around. 

Anticipated Start 

Date: of Project: 1 July 2016 Of fieldwork: 1st August 2016 

Anticipated Duration of project:  12 months  

Is the project to be externally funded?  YES  NO x  

 

UNDERGRADUATE AND POSTGRADUATE STUDENT PROPOSALS: 

Supervisor Name:  Jennifer Pearce 

Award studied for: Professional Doctorate in Leadership of Children's and Young 
People's Services as a part-time student 

 

STAFF PROPOSALS:  

Department:       

Role/Job Title:       

Principal Investigator:       

 

What are the key aims or objectives of your researc h? (provide a brief summary in bullet 

points) 

a) The extent to which single service delivery of recovery services for children harmed either 
through intimate partner violence and/or sexual exploitation can be effective 

b) The extent to which relationship-centred, strengths-based, pedagogic practice can be 
successfully applied for such a recovery service.   
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What is the key question your research will address ? 

To what extent is it possible for children who have been harmed through intimate partner 
violence and/or sexual exploitation (IPVSE) in the UK to access services and be supported to 
recover, through relationship-centred, strengths-based, pedagogic practice?  

Who is your target group or sample? 

For this research a target group of children, their specialist service keyworkers, their allocated 
social workers, the professionals’ managers and service commissioners will be identified in two 
London local authorities.  

The detail of each of these sub-groups is as follows: 

1. One sub-group will be 10 children in 2 local authorities (5 per local authority) willing and suitable 
to engage with the research, who are currently being supported by a specialist CSE service. The 
children will need to: 

• have experienced IPVSE 

• have an allocated local authority social worker 

• have a specialist service practitioner as a keyworker; and 

• have been receiving support from the service for a sufficient period of time for progress 
towards recovery to be assessed. 

A decision has been made not to include young men in this study given that the significant 
majority of service users are currently children (STIR, 2015/Barnardo’s 2011) and much less is 
known about how young men are affected by IPVSE, patterns or models of abuse or service 
use etc.; and whether /how it might differ to those for children. A limitation following from this will 
be the fact that the research results will apply only for children. 

Purposive sampling will be used to achieve variation in the sample group of children, to include, 
as a minimum, BME children and some with learning disabilities. This is because of research 
findings that these groups of children are more vulnerable to CSE and have less understanding 
of it than other young people (Muslim Women’s Network UK, 2013/Barnardo’s, 2006 & 2015).  

Consideration was given to interviewing children believed to have had negative experiences of 
IPVSE services, as well those who have had positive, experiences of PIVSE services. It has 
been decided, however, to focus on children who have had largely positive experiences only. 
The reasons are: 

a)  The sample size is very small to be split between participants with positive and 
negative experiences;  

b)  It may be difficult for workers to engage children with negative experiences to 
persuade them to participate; 

c)  The focus of the research is to identify and assess experiences which have been 
positive for the child (i.e. relationship-centred, strengths-based, pedagogic practice).  

The researcher intends to rely on the judgement of the social workers and specialist service 
practitioners working with the children to make the decision about which children to approach to 
participate in the research. This decision will be directed by the criteria outlined above. 
However, the priority in making the decision will be given to the results of a risk assessment by 



 

346 

 

each child’s keyworker, evaluating the impact on the child of her participation in the research. 
Paramount will be the requirement that participation will not be harmful for the children. 

The interviews will aim to gather information on the children’s perceptions of IPVSE as a single, 
undifferentiated issue, the needs of children arising therefrom and the type of response the child 
thinks is most likely to promote recovery; the extent to which the service she has received could 
be described as relationship-centred, strengths-based and/or pedagogic; and whether this has 
been relevant to any progress she feels she has made.  

2. The second sub-group will be the specialist service practitioners (keyworkers) working with each 
child as keyworkers in the 2 London local authorities (10 altogether). 

3. The third sub-group will be the local authority allocated social workers for each of the children in 
the 2 local authorities (10 altogether). 

4. The fourth sub-group will be the managers and/or commissioners and the managers of the 
specialist CSE service in the 2 local authorities (4-6 altogether).  

 
What data collection methods will you use? 

The data collection will involve 4 phases: 

• Phase 1 

In Phase 1 the research will be desk based and will aim to establish, for each of the 2 London 
local authorities, an understanding of: 

a) the current local strategy, structures, systems and practice in respect of CSE and IPV; and 

b) aggregated (i.e. anonymous) data on the profile, prevalence, referrals, inputs and outcomes 
information for children harmed through IPVSE; 

which is available to organisations locally with responsibility for the welfare of children harmed, 
or at risk of being harmed, through IPVSE.  

This review of existing local single and multi-agency strategies, structures, systems and 
practice’ will inform the fieldwork in Phases 2 - 4 as it will provide a local context which typically 
strongly influences the degree to which frontline practice can be effective. 

• Phase 2  

In Phase 2 case file audits will be undertaken of the children’s local authority children’s social 
care file (10 altogether). A structured case study template (see attachments p33) will be used to 
develop a profile of each child’s presentation and her past and current receipt of services from 
children’s social care and any other services. The case file audits will be facilitated by each 
child’s social worker and will be undertaken by the researcher on the children’s social care 
premises. 

The case file audit is essential to enable the researcher to understand the child’s circumstances 
without requiring her to talk through them (which could be potentially re-traumatising); and to 
assess the multi-agency contribution and general trajectory of her case. This is different to the 
information which the interviews will solicit about the individual practitioners and managers 
experiences and perspectives; and the child’s experience of receiving supportive services. For 
these reasons only children who feel able to consent to all three elements will be included in the 
research. 
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Every child receiving local authority children’s social care services has a legal right to access 
their case file including the one held by a specialist service commissioned to support the child.  

All children who are approached about the research will receive an information sheet (see 
attachments p17) informing them about the research, the ways in which they can participate, 
intended use of information collected and clarity about what they can expect to get out of it. The 
information sheet will explain to the children why the researcher would like to undertake an audit 
of her case file. Each child’s social worker or specialist service keyworker will read the 
information sheet with her/to her, explain the research and answer any immediate questions.  

The social worker and specialist service key worker will be asked to remind the child what is in 
her case file as part of the discussion about whether she would like to participate and what it 
entails to do so. They will be asked to explain that without access to her case file, the 
information about her circumstances and how well she has been supported would be 
incomplete. (Similarly, consent to access a case file, while not consenting to an interview, would 
yield incomplete information). 

The children will be asked to give written consent (see attachments p19) to undertake the audit 
of her case file (as well as her giving permission for the researcher to ask her social worker and 
her specialist service key worker electronic or face-to-face questions about her  case; and for 
her participation in an interview).  

Information materials will be written in age-appropriate language, avoiding use of jargon. 
Contact details for the researcher will be provided in case the child has any questions. 

• Phase 3  

In the third phase of the research two methods of data collection will be used: 

a) A survey undertaken with the allocated social workers (see attachments p28) working with the 
children (5 respondents per local authority). This will be an electronic questionnaire for 
completion and return to the researcher.  

b) Semi-structured, qualitative face-to-face interviews with the specialist service practitioners (see 
attachments p12) working with the children (5 respondents per local authority area). 

The survey and interviews will seek to gather information on, for example, the identification of 
IPV and SE in the child’s circumstances, use of, and support for, strength-based, relationship-
centred, pedagogic approaches. 

• Phase 4 

In Phase 4 semi-structured interviews (see attachments p20) will be undertaken with the 10 
children, aiming to collect data on their perceptions of IPVSE as a single, undifferentiated issue; 
the needs arising therefrom; and the type of service response each child thinks is most likely to 
promote recovery. It will also aim to gather information on the extent to which the service she 
has received could be described as strengths-based or relationship-centred [/child centred]; and 
whether this has been relevant to any progress she feels she may have made.  

• Phase 5 

In Phase 5 semi-structured, qualitative face-to-face interviews (see attachments p6) will be 
undertaken with the managers and commissioners in each local authority and the managers of 
the specialist service (4-6 altogether).  



 

348 

 

The interviews will seek to gather information on, for example, the extent to which 
commissioning; and managers’ understanding of what is needed, and ability to support their 
staff,  helps practitioner’s to work in a strengths-based, relationship-centred and pedagogic way 
with children harmed through IPVSE. 

 

Answer the following questions by checking ‘yes’ or  ‘no’ and supplying any additional 
information as required 

1) Does the study involve children (anyone under 18  years), vulnerable participants 
or those who are unable to give informed consent? [Please consult the notes on 
researching with children and the list of those who  may be considered 
‘vulnerable’ at the end of this form before complet ing] 

YES x    NO  

• If YES: Explain what steps will be taken to ensure that participants 
understand what participation will mean 

• Children  

Children (14 to 18 years old) who have been assessed as suitable to participate, will be initially 
informed about the research via their social worker or specialist service keyworker – with whom 
they have an existing relationship. These professionals will have been clearly briefed about the 
research and how they should approach the children about potential involvement.  

All children who are approached about the research will receive an information sheet  informing 
them about the research, the ways in which they can participate, intended use of information 
collected and clarity about what they can expect to get out of it (See Phase 2, above; points 2) 
and 16). Each child’s social worker or specialist service keyworker will read the information 
sheet with her/to her, explain the research and answer any immediate questions. Information 
materials will be written in age-appropriate language, avoiding use of jargon. Contact details for 
the researcher will be provided in case they have any questions or want to make a complaint. 

• Professionals (social workers, specialist service practitioners, managers and commissioners) 

The professionals will receive information sheets (drafts attached) informing them about the 
research, the ways in which they can participate, intended use of information collected and 
clarity about what they can expect to get out of it. Contact details for the researcher will be 
provided in case they have any questions; and also contact details in case they want to make a 
complaint. 

 

• If YES: Have/will researchers been DBS checked? (obligatory)  

YES x    NO  

• If you are researching with children/young people, what is your target age group? 

The target age range for the children is 14 -18 years of age.  
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2) From whom will consent be sought and how is cons ent to be given? (it is 
anticipated that written consent will be sought in most circumstances)  

Written consent will be required from all participants prior to the research commencing (drafts 
attached). Included in the information sheets and consent forms will be the fact that the data 
gathered in this research will inform both the student/researcher’s Doctoral thesis and 
publications based on the thesis; and also a report to the Department of Health.   

• Children 

All child participants will be 14 years or over and the focus of the research is on evaluating a 
service rather than the participants personal experiences. Nevertheless, because of the 
vulnerability of the children parental consent to approach them for participation will be sought for 
all children under 16 years, unless there are reasons for not doing so in the particular case. An 
example of where it is not appropriate to seek parental consent would be if the parents are 
implicated in the abuse she experienced. The consent will be obtained through the social worker 
or specialist service practitioner. A decision not to seek consent will be informed by each child’s 
social worker or specialist service practitioner; and the reasons recorded. 

Consent for use of data provided in the research will be recorded at the start of the research. 

Consent for gathering the data will also be sought from the children. Each child will be asked to 
sign her consent for the researcher to undertake an audit of her case file, for the researcher to 
ask her social worker and her specialist service key worker electronic or face-to-face questions 
in relation to her case and for participation in an interview. Recognising the potential for literacy 
difficulties, the content of the consent form will be read out to participants in addition to giving 
them a written copy. This will be undertaken by the child’s social worker or specialist service 
keyworker as part of discussing and explaining the research.  

For the purposes of this research consent is viewed as an ongoing process – until commencement of the 
data analysis, which will be 4 weeks after the children’s interviews. Thus, for example, all participating 
children will be given contact details for the researcher should they wish to retract consent within a month 
of being interviewed (date given in the Consent form attached/it will be prior to data analysis 
commencing). At the end of each interview, the researcher will check if participants wish to withdraw any 
contributions, if they are still happy for the information to be used, if they have any questions or concerns 
and explain how to withdraw their contribution within two weeks of participation. Any data that 
participating children request be retracted will be removed from the research and they will be notified that 
this has occurred. 

• Professionals (social workers, specialist service practitioners, managers and commissioners) 

Prior to the survey and interviews commencing participating professionals will receive an 
information sheet describing the research (its aims, methodology and anticipated outputs/ 
audiences) and their role/contribution within that (see attachments pp2, 9, 25). They will also 
receive a consent form (see attachments p5, 11, 27). Both information sheet and consent form 
explain that participation is voluntary and that professionals can retract consent within a month 
of providing survey or interview information; also that they can withdraw from the research 
altogether, prior to commencement of the data analysis. 

At the introductory stage for the survey and interviews professionals will be offered the 
opportunity to ask any questions and will be asked to sign the consent form. 

 

3) Is participation voluntary? 



 

350 

 

YES x    NO  

 

4) Will it be necessary for participants to be invo lved without consent? (e.g. covert 
observation in public places) 

YES    NO x  
 

5) Will the study make use of gatekeeper(s) to acce ss participants? 
YES x    NO  

 

6) Will the study include participants or involve a ccessing information or case files 
pertaining to those who are part of your client gro up, case load or with whom you 
are working? 

YES     NO x  

• If YES: How will you obtain their consent to use in formation about them, 
access their files or otherwise participate? 

Consent for the researcher to access the children’s children’s social care files will be recorded in 
the Agreement with the two London local authorities. The children will be asked for their consent 
to access their children’s social care files for the purposes of the research (in consent forms 
attached). The children’s social workers’ will be requested to facilitate access to the children’s 
files (in information sheets and consent forms attached). 

7) Will the study be exploring ‘sensitive’ topics? [Please consult the list of what may 
constitute a ‘sensitive’ topic given at the end of this form]  

  YES x    NO  

 

8) Will the research investigate involvement in any  illegal activity? 
  YES    NO x  

        

9) Will any incentives or rewards be offered for pa rticipation? 
YES    NO x  

• If YES: Explain the nature of the incentives or rew ards 

      

10) Is the research likely to cause any distress to  participants? 
YES    NO    NOT SURE x  

 

11) Will arrangements be made to support participan ts after their involvement 
in fieldwork if necessary? 
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 YES x    NO  

• If YES: Please explain the nature of the arrangemen ts 

• Children  

Children will only be offered the opportunity to become involved in the study if a named support 
worker (social worker or specialist service keyworker) has committed to providing support, 
during the interview if the child requests it and follow-up support as required.  

• Professionals  

Professionals’ supervisors will have been briefed about the research and will be asked to 
facilitate staff members receiving preparatory information and an opportunity to ask questions, 
also that staff may request follow-up support. Participants will also be provided with contact 
details of the researcher should they have any follow up questions or concerns regarding the 
research. 

12) Will the research involve intrusive interventio ns? (e.g. provision of drugs to 
participants, hypnosis, physical exercise, blood or  tissue sampling) 

YES    NO x  

 

13) Will the research involve any participants from  the NHS (patients or staff) 
YES     NO x  

 

N.B. If you have answered YES to this question you MUST additionally 
submit your proposal to the National Health Service  Local Research Ethics 
Committee through NHS procedures 

14) Will the study involve clients or workers of a Local Authority? 
YES x    NO  

 

N.B. If you have answered YES to this question you should additionally 
seek the permission of the relevant Local Authority  Research Governance 
Committee 

 

15) Will ethical approval for the project be sought  from any other source?  Please 
note that consent and ethical approval must be obta ined from any organisation 
involved in the research. 

YES    NO x  

If you have answered YES to this question please gi ve details and forward 
the letter of approval to: CARA SENOUNI, ROOM C411,  PARK SQUARE, 
LUTON, LU1 3JU, BEDS       
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The Local Authorities and the voluntary sector organisations have said that they will not be 
seeking their own ethics approval. Written confirmation of this has been requested and is 
awaited.  

 

16) Summarise below any ethical issues involved in your proposed research and state 
how you intend to address them, paying particular a ttention to any of the questions to 
which you have answered ‘yes’ above. Provide as muc h detail as you can about your 
project here.  

If your research involves fieldwork with human subj ects provide details of: 

o how you will gain informed consent,  
o how will you ensure confidentiality and deal with d isclosures of serious 

harm or illegal activity. (Please note that there i s a presumption of a 
requirement of individual and organisation confiden tiality other than where 
disclosure is required in the event of serious harm  or illegal activity. This 
presumption can only be overturned with the explici t and informed consent 
of participants and where the rationales for identi fication, and the potential 
risks, are fully addressed in the ethical applicati on), 

o how you will inform participants about the purpose of the research and 
dissemination of findings, who will have access to the data,  

o what risks do you see to researchers, participants and participating 
organisations (physical and reputational) and what steps will be taken to 
mitigate these risks?, 

o what mechanisms you will employ to enable participa nts to withdraw from 
the research if they should wish to do so. It may i n some circumstances be 
appropriate to impose time limitations on the right  to withdraw, but in that 
event, you should indicate what considerations you have taken into 
account when determining those limits. 

o how you will store the data and what you will do wi th it on completion of 
the project. Data may be retained after the complet ion of the project, but 
where it is proposed to do so, you should indicate the purpose of retention 
– for instance, subsequent re-analysis, as a baseli ne for future comparative 
or complementary research, or to allow other resear chers in the field 
access to the raw data in anonymised form. In the e vent that you intend to 
retain data for such purpose. Data should only be h eld beyond the life of 
the current research project with participant conse nt and where such 
retention is intended, participants should be made aware of that possibility 
through information sheets and consent forms. 

[NB. If it is envisaged that data will be processed outs ide of the research team (e.g. 
external transcribers) a confidentiality agreement may be required. ] 

 

1. For participants 

The following section refers to the children participating in this research. However, the 
processes will be applied as described [excepting those clearly only applicable to children] to 
the professionals participating in the research. 

• Receiving information about the research and ensuring informed consent 
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As noted above the children will be initially informed about the research via their social worker 
or their specialist service keyworker with whom they have existing relationships. All the 
children’s social workers and their specialist service keyworkers will be fully briefed about the 
research; including safeguarding procedures prior to contacting any child about participation.  

All children approached about participating in the research will receive an information sheet (see 
attachments p17) informing them about the research, the way in which they can take part – by 
giving permission for the researcher to undertake an audit of the you woman’s case file, for the 
researcher to ask her social worker and her specialist service key worker electronic or face-to-
face questions about her case and to participate in a face-to-face interview; clarity about what to 
expect and intended use of data. The professional approaching the child about the research will 
verbally cover the content of this to address any potential difficulties re literacy. Contact details 
for the researcher will be provided should a child have any questions or want any further 
information at this point and up to a month after participating in the interview. Either the child or 
the professional can contact the researcher in this way. The researcher will check 
understanding of the content of the information sheet prior to commencement of any data 
collection (see below re informed consent). 

Given that all participants will be either delivering or receiving services, specific care will be 
taken to ensure that they understand that what they share will not be fed back to relevant 
authority figures (unless confidentiality must be broken for safeguarding reasons) and to ensure 
they understand that what they say – or their decision to participate or not – will not impact upon 
their career (for the professionals) or their personal receipt of services (for the children). 

• Informed consent 

All the children participating will be 14 years or over and the focus of the research is on 
exploring the value of a service rather than the participants’ personal experiences of sexual 
exploitation or intimate partner violence. Nevertheless, parental consent for participation will be 
sought for all children under 16 years, unless there are reasons for not doing so in the particular 
case. An example of where it is not appropriate to seek parental consent would be if the parents 
are implicated in the abuse she experienced. The consent will be obtained through the child’s 
specialist service keyworker and a decision not to seek consent will be informed by the 
keyworker and the child’s social worker together, and the reasons recorded. 

All children participating will be asked to confirm their understanding of the purpose of the 
research and intended use of the data by ticking agreement to statements in the consent form at 
the start of the fieldwork, before any data is collected; see Phase 2 (page 5) and point 2) 
Children (page 7), above (see attachments p19). In order to address any potential challenges re 
literacy the form will be read out to them by their specialist service keyworker and the 
researcher, as well as provided in written form.   

During the process of gaining consent it will be stressed to participants that consent is voluntary 
and that they can choose not to participate in the research at any time, for whatever (or no) 
reason.  

If they change their mind about anything they have shared being used, or if they want to 
withdraw from the research altogether, if they let the researcher know within a month after being 
interviewed the researcher will make sure that the information is taken out of the research. The 
child can contact the researcher directly or ask their specialist service keyworker to do this for 
her. In addition it will be highlighted that participants may choose not to answer any questions 
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that they don't want to. The researchers will actively check at the end of each interview if 
participants still consent for their information to be used and/or wish to withdraw any comments 
– any data identified as such will be removed from the research. 

All participants will be reminded of the limits of confidentiality at the start of an interview (both 
verbally and in writing on the form) i.e. that if they share anything which makes the researcher 
seriously concerned for their safety or the safety of someone else, the researcher has an 
obligation to share this information with their worker and the appropriate authorities, but that if 
this happens the researcher will tell them that this is what the researcher is going to do and to 
explain what is going to happen (see below). 

• Gatekeepers 

Initial contact with children who may participate will be commenced as follows: 

a) The researcher will meet  with the local authority and specialist service managers to fully brief 
them about the aims and method of the research  

The researcher has meetings (in July 2016) with the local authority management and 
practitioners and the specialist service management and keyworkers.  

The opportunity is there for services and practitioners to be very well briefed about the aims and 
methods of this research before any fieldwork commences. 

b) The local authority and specialist service management will work with their practitioners to identify 
children suitable to approach about potential involvement 

c) The specialist service practitioners (together with the social workers – as appropriate) will assess 
any potential risks associated with involvement for each child.  

d) Once the children have been identified, the researcher will brief the specialist service keyworkers 
to ensure that they are sufficiently informed about the aims and method of the research to speak 
to their children about participating; and to seek consent from the children’s parent/s as 
appropriate. 

e) Similarly, once the cohort of children has been agreed, the researcher will brief the children’s 
social workers. 

Whilst there may be some difficulties associated with accessing children through their 
keyworker and then asking them about their relationship with the worker, the children’s 
wellbeing in the research makes this inevitable. Measures will be implemented to minimise its 
impact: 

a) As noted above, care will be taken to ensure children understand that their contributions 
will not be shown to their keyworker, their social worker or anyone in either the local 
authority or the specialist service (unless child protection exceptions apply) 

b) Care will be taken to ensure that children understand that their decision to take part or 
not – or any contribution they make – will not affect their receipt of the service 

c) The importance of these principles will be reiterated with workers identifying and 
approaching potential participants, as will the need to access as diverse a cohort of 
children as possible, with a range of experiences. 

• Potential distress to participants 

The research will attempt to minimise the chance of any stress or discomfort to participants 
through the following actions:  
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a) Not involving any child without completing a risk assessment (see attachments p15) 
with their worker – any young people who project workers feel are likely to suffer undue 
distress by involvement in the process will not be approached or invited to take part. 

b) All questions will be focused on delivery of the CSE service i.e. the child’s first person 
experience of receiving the service (and how this can be improved for other young 
people). Participants will not be asked about their experiences of CSE or the reason for 
their referral to the service (this will be known through the case file audit). 

c) All interview sessions will begin with a discussion about confidentiality, feeling safe and 
consent. Reassurance will be given to children that they do not have to talk about 
anything they don’t feel comfortable with and opportunities will be given to them to 
pause or change the subject at any point, leave or take a break whenever they wish.  

d) Preparation discussion for interviews will encourage the children to consider the value 
of differentiating between aspects of themselves they wish to share publically; with 
specific individuals and those they wish to keep fully private. This will be undertaken by 
their keyworkers and will be part of enabling the children to make properly informed 
choices about what aspects of their lives or experiences they wish to share in this 
research. 

e) Time will be taken at the end of each interview to check that the child feels okay and 
ask them if they would like to take some time to speak with their keyworker. It will be 
made clear that the researcher cannot offer any advice or therapeutic support to the 
children, however the researcher will respond with compassion and listen to any needs 
the child may share and help to signpost them to other forms of support. As outlined 
above, all participants will have a named keyworker who has agreed to offer follow-up 
support. Information will only be passed to this worker if the child has requested that the 
researcher does so (with the exception of serious concerns about safety – see above). 

f) The time taken at the end of each interview will include the researcher summarising the 
child’s contribution for her and reminding her that and she will be invited to reflect on 
what she has said, asked whether she feels happy with the contribution she has made, 
reminded that she can withdraw anything she has said or altogether and reminded that 
she has both these options for the month after the interview.  

As part of the follow up support by the keyworkers the children will again be asked 
whether  happy with the contribution she has made, reminded that she can withdraw 
anything she has said or altogether and reminded that she has both these options for 
the following 4 weeks. 

The researcher will ask the keyworkers to remind the children of these options in the 
last week of the month after their interview.  

Despite these safeguards it is acknowledged that the nature of some of the information shared 
by participants may be sensitive and does have the potential to evoke painful memories and 
emotional distress. While this potential scenario cannot be eliminated completely – and whilst 
active steps will be taken to discourage this (e.g. explaining how to talk about things in the third 
person), the researcher will ensure that any signs of distress are responded to by inviting the 
participant to pause and consider if they want to continue with the interview. The researcher is 
experienced at undertaking research with children, young people and vulnerable individuals on 
sensitive topics. 

Overall it is also hoped that the children will find involvement in the research to be a positive 
experience. Their advice and opinions will be genuinely valued. The interview sessions will be a 
chance for children to express their views in a safe, non-stigmatising and enjoyable way. The 
project findings will be used to improve receipt of the service by other children. 
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• Location of interviews re researcher and participant safety 

All interviews will take place in two places:  

a) In the local specialist service premises – to interview the children and the specialist service 
managers and practitioners; and  

b) In the local authority offices – to interview the managers/commissioners. 

This will help to ensure researcher and participant safety. When the children are being 
interviewed, their specialist service keyworker will be required to be within the building. This will 
ensure that the worker will be immediately available should she become distressed and need 
their support. 

• Potential disclosures of information about abuse, neglect or malpractice 

The researcher acknowledges that though unlikely, there is a possibility that a child will disclose 
information that they or another child are experiencing (or at significant risk of) physical, 
emotional, sexual abuse or neglect or that some form of concerning practice has taken place 
within a professional setting that threatens the safety or wellbeing of individuals.  

The researcher is experienced in working with child protection issues. The research agreements 
with the local authorities and the specialist service will include a protocol for responding to child 
protection issues. The researcher will familiarise herself with all relevant local child protection 
guidance and ensure she has access to appropriate referral pathways before commencing 
contact with the children. As noted above, at the start of all face-to-face interview sessions the 
researcher will discuss confidentiality issues with the children and explain that "whatever you tell 
me will be confidential unless what you tell me leads me to think that you or someone else is at 
risk of serious harm".  

If a child does disclose information, the researcher will work with the child in a way that is 
respectful of the information they have shared, by: listening carefully to them, not probing, 
reassuring them and talking to them about what action will be taken. It will be explained that the 
information cannot be kept 'secret' and that local child protection guidelines will be followed.  

The ‘designated child protection officer for the research’ (named in the research agreements) 
will be contacted by the researcher as soon as possible. A written record of the child's account 
using their own words where possible and including everything said, heard or witnessed will be 
recorded as soon as possible and passed to the child protection officer. There is a legal 
(Children Act 1989) responsibility to ensure that following disclosure children are adequately 
supported. The researcher will follow up to be reassured that the child has been offered this 
support.  

The researcher has an enhanced DBS check.   

• Disclosures of involvement in illegal activities 

Details of any involvement in illegal activities by children will not be actively elicited, however it 
is acknowledged that there is the potential that some information pertaining to illegal activity 
may arise during interviews. If this is the case children will be reminded that if they disclose 
something that makes the researcher concerned for their or someone else’s safety this 
information will have to be passed on (as described above). The researcher will seek agreement 
with the local authorities and the specialist service not to share information about illegal activity 
that does not pose a risk of significant harm e.g. children disclosing historic involvement in 
robbery or drugs possession.  



 

357 

 

• Support following the research 

Also noted above, children will be invited to take part in the research on the understanding that 
their specialist service keyworker is available (immediately and longer term) to support them 
should anything arise for them after the data collection activities. Only children for whom this 
immediate support is agreed, along with follow-up support should it prove necessary, will be 
involved in the research.  

• Management and maintaining confidentiality of records 

Data gathered during fieldwork will be gathered in one of several ways depending on the 
consent provided by participants. It will either be: 

a) recorded, uploaded into an encrypted USB flashdrive for transport and then transcribed (if all 
interview members consent to this), or  

b) notes will be made during interviews and then typed up, or  

c) notes made after an interview and then typed up.  

When interviews are typed up all information which may identify individuals, specific services or 
locations will be removed (this will include changing names, project names, place names and 
additional details that could be likely to identify them). Original audio recordings and notes will 
be stored in a safe to which only the researcher has access. All electronic files or recordings will 
be encrypted and password protected. All stored data pertaining to this research will be 
destroyed six months after the thesis has been accepted. 

If the services of an external transcriber are employed then they will be asked to sign a 
confidentiality agreement to ensure that they are bound not to share any details of the transcript 
that is completed. The researcher will use a preferred provider for transcription work with whom 
the researcher has previously worked on similar projects and has experience of complying with 
confidentiality agreements. 

• Incentives to participants 

There is no monetary recompense available for the participation in the research. However, as a 
matter of good practice, the researcher is committed to ensuring that all those participating 
receive feedback and a summary of the research findings in an age appropriate and accessible 
language. [The researcher has experience of reproducing professional information for different 
audiences.] The timing of this will be agreed with the local authorities and specialist service 
providers with responsibility for the children and practitioners who participate in the research. 

• For researcher 

When planning and carrying out research, the researcher will make every effort to safeguard her 
own safety and seek necessary support to help her deal with the emotional impact of conducting 
the research. This will include: 

a) Recognising that both children’s direct experience and professionals’ vicarious trauma* 
can have an emotional impact on the interviewer.  

b) Setting aside time after each interview to reflect on the emotional, as well as 
informational, content of the interview. 

c) Putting in place, prior to commencement of the research, an arrangement for 
supervision with a psychotherapeutic professional in case it is required.  



 

358 

 

d) Scheduling supervision at regular intervals during the fieldwork phase and having the 
impact on the researcher as a standing item on the supervision agenda. 

 

* The emotional residue of exposure that counsellors have from working with people as they are hearing 
their trauma stories and become witnesses to the pain, fear, and terror that trauma survivors have 
endured. Fact Sheet #9 the American Counseling Association Fact Sheet #9 accessed at 
https://www.counseling.org/docs/trauma-disaster/fact-sheet-9---vicarious-trauma.pdf?sfvrsn=2 (27 
January 2016). 

Applicant declaration 

I understand that I cannot begin any fieldwork until the application referred to in this form has 
been approved by all relevant parties. I agree to carry out the research in the manner specified. 
If I make any changes to the approved method I will seek further ethical approval for any 
changes. 

Signed (Applicant): ……… …    Date: … 20 May 2016 

 

Signature of Supervisor/ Director of Studies (N.B. This is NOT required for staff applications)  

 

….……………………………………………………………………  Date: ……………… 
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Appendix 22 Fieldwork risk assessment 

Research on what works for children recovering from  sexual abuse and 
exploitation 

Table 25 Fieldwork risk assessment 

 Risk Likelihood Counter-measures 

1. Identification of 
safeguarding children or 
adults concerns in the 
course of the file audits or 
interviews 

low The Agreements between the researcher and 
the local authorities and specialist CSA/E 
service provider will include a protocol for the 
researcher to report safeguarding concerns 
directly to a named senior manager with 
responsibility for safeguarding children in the 
local authority and in specialist CSA/E service 
provider.  

2. Receipt of conflicting 
information in the course 
of the file audits or 
interviews 

medium The Agreements between the researcher and 
the local authorities and specialist CSA/E 
service provider will include an understanding 
that the researcher will discuss the conflicting 
information with the child’s social worker and 
the specialist CSA/E service] keyworker; and 
make a decision about which position to accept 
for the purposes of this research.  

3. A child becomes 
distressed in the course 
of the interviews 

medium The Agreements between the researcher and 
the local authorities will include a protocol to 
ensure that: 

• a risk assessment will have been 
undertaken as to the child’s suitability for 
participation in the research;  

• the child has been offered a chance to have 
her social worker or keyworker or a friend in 
the interview 

• the child’s social worker or keyworker or 
another named worker is immediately 
available (i.e. in the same building) to offer 
her support 

• the researcher’s background and 
experience is in working with and 
interviewing (most recently) traumatised 
children. 

4. A professional becomes 
distressed in the course 
of the interviews 

medium The researcher will ensure that all the 
professionals are properly briefed about the 
research including receiving information sheets 
and consent forms, understanding that 
participation is voluntary, and having the 
questions – prior to the interviews taking place.  

The Agreements between the researcher and 
the local authorities will include a protocol to 
ensure that: 

• the professionals’ supervisors are properly 
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 Risk Likelihood Counter-measures 

briefed about the research topic and 
methodology and the timing of the 
interviews 

• the professionals’ supervisors are aware 
that the professionals may need support 

• a colleague of the professional is 
immediately available (i.e. in the same 
building) to offer support. 

5. An interviewee withdraws 
from participating in the 
research 

low/medium If a child withdraws, then at an early stage there 
may be scope to identify, risk assess and 
approach another child. 

If one of the workers for a child withdraws, then 
there may be scope for identifying a colleague 
who has been sufficiently engaged with the child 
to make a valid contribution to the research. 

There are enough children and professionals for 
the research to retain validity if one or two 
withdraw their participation. 

6. Identification of 
organisational risks in the 
course of the file audits or 
interviews 

low/medium The Agreements between the researcher and 
the local authorities and specialist CSA/E 
service provider will include a protocol for the 
researcher to report organisational risks directly 
to a named senior manager in the local authority 
and in the specialist CSA/E service provider 
service.  

7. IT failure, theft or 
equipment or data or loss 
by other means 

low The researcher has tried-and-tested secure 
arrangements for data transport, data-storing 
and data back-up processes. 
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Appendix 23 Fieldwork Agreement 

 

 

Dated _______________________________ 2016 

 

 

 

 

 

COLLABORATIVE ACTIVITY AGREEMENT 
 

 

 

 

___________________________________________________________________________________ 

Collaborative Activity Agreement between  

xxxxxx and Christine Christie 

___________________________________________________________________________________ 

 

 

 

 

Xxxxxx 

 

Christine Christie 

17 Meadowview Road 

Epsom 

Surrey 

KT19 9TS 

 

 

 

 

 

 

 

 

Date of Agreement :    ________________________  2016 
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The Parties            :        Xxxxxxxxxxxxxxxxxx  ("the Organisation") 

    and 

Christine Christie, living at: 17 Meadowview Road, Epsom, Surrey  KT19 
9TS ("the Consultant"). 

WHEREAS:- 

(1) The Organisation wishes, in view of the Consultant's relevant skills, knowledge and experience, 
to collaborate with the Consultant to undertake research activity in the Organisation as set out 
in Schedule 1 of this Agreement. 

(2) The Consultant wishes, in view of the Organisation’s delivery of relevant services, to 
collaborate with the Organisation to undertake research activity as set out in Schedule 1 of this 
Agreement. 

Commencement date : ____________________________ 

 

Completion date       : ___________________________ __  

  

This Agreement has been signed for and on behalf of the Parties the day and year first above written 

Signed by     

  

                     ) 

Name:    Position:    ) 

for and on behalf of the Organisation.     

 

Signed by                                                             ) 

 

 

Name:                        Position:                                ) 

 for and on behalf of Christine Christie.   
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COLLABORATIVE ACTIVITY AGREEMENT  

Standard Terms and Conditions of Agreement 

 

1 GENERAL 

This Agreement comprising Clauses 1 to 26 herein below and any Schedule attached constitutes the 
entire Agreement between the Parties concerning the Project and supersedes all prior agreements, 
representations, conditions, warranties, quotations, orders, statements, negotiations and undertakings 
both oral and written. No amendment, variation or modification of any part of this Agreement shall have 
effect unless in writing and signed by both Parties. If this Agreement is entered into after the 
Commencement Date, it will apply retrospectively to work carried out in relation to the Project on or after 
the Commencement Date. 

2 THE PROJECT  

All work carried by the Consultant supported by the collaboration of the Organisation under this 
Agreement and summarised in Schedule 1 of this Agreement. 

3 DEFINITIONS AND INTERPRETATION  

3.1 The "Parties" shall mean the Organisation, the Consultant, and their successors and permitted 
assigns and "Party" means whichever of them is indicated by the context of the reference; 

3.2 The “Agreement” means the Agreement concluded between the Parties in respect of the Project.  

3.3 "Form of Agreement" means the form of Agreement between the Parties relating to the Services 
to which the Schedules are annexed; 

3.4 “Project activity” shall mean the activity pursuant to which both Parties collaborate under this 
Agreement and summarised in Schedule 1 of this Agreement. 

3.5 “Doctoral thesis” means the Professional Doctorate (Prof.doc) in Children's Services which the 
Consultant is undertaking and which will be informed by the Intellectual Property and Resulting 
Intellectual property arising from this Project. The Prof.doc is being supervised by The 
International Centre: Researching child sexual exploitation, violence and trafficking, attached to 
the Department of Applied Social Studies at the University of Bedfordshire. 

3.6 “DH Project Report” means the report to the Department of Health scheduled for February 2017 
and which will be informed by the Intellectual Property and Resulting Intellectual property arising 
from this Project. 

3.7 “Data Protection” means the Data Protection Act 1998 any subordinate legislation made under 
that Act from time to time, any guidance issued by the Information Commissioner (as defined in 
the Act) from time to time and any policies issued by the Organisation from time to time in relation 
to the processing of data. 

3.8 “FOI Legislation" means the Freedom of Information Act 2000, all regulations made under it and 
the Environmental Information Regulations 1992, and any amendment or re-enactment of any of 
them; and any guidance issued by the Information Commissioner, the Department for Justice, or 
the Department for Environment Food and Rural Affairs (including in each case its successors or 
assigns) in relation to such legislation; 

3.9 "Information" means information recorded in any form held by the Consultant or by the 
Organisation on behalf of the Consultant; 

3.10 "Information Request" means a request for any Information under the FOI Legislation; 
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3.11 “Confidential Information” means all information (including Know-how) in any medium or format 
(written, oral, visual or electronic, and whether or not marked or described as “confidential”), and 
any copy of the foregoing (including all reproductions (hard copy or electronic), extracts, 
summaries or analyses of in any medium or format made by or on behalf of any party), which 
relates to a Party (the “Disclosing Party”) or to its employees, agents or sub-contractors, clients or 
suppliers, and which is directly or indirectly disclosed by the Disclosing Party to the other Party 
(the “Receiving Party”), before or after the date of this Agreement, and which would reasonably 
be regarded as confidential. However, the following information is not “Confidential Information” 
for the purposes of this Agreement: 

3.11.1 Information which is in the public domain other than as a result of breach of this 
Agreement or any separate confidentiality undertaking between the parties; 

3.11.2 Information which the Consultant party received, free of any obligation of confidence, 
from a third party which itself was not under any obligation of confidence in relation to 
that information; 

3.11.3 Information which was developed or created independently by or on behalf of the 
Consultant party or any member of the Consultant party’s Group; and 

3.11.4 Information which the Disclosing Party confirms in writing is not required to be treated as 
Confidential Information. 

3.11 “Know-how” means industrial, technical and commercial information in any form that is not in the 
public domain, including (without limitation) information relating to inventions, discoveries, 
concepts, methodologies, models, experiments, test, and trials; drawings, formulae, Resulting 
Intellectual Property, reports, project reports and testing procedures, instruction and training 
manuals, Tables of operating conditions, market forecasts, lists and particulars of clients and 
suppliers. 

3.12 “Intellectual Property” means (i) patents, inventions, designs, copyright and related rights, 
database rights, trademarks and related goodwill, trade names (whether registered or 
unregistered), and rights to apply for registration; (ii) proprietary rights in domain names; (iii) 
Know-how and Confidential Information; (iv) applications, extensions and renewals in relation to 
any of these rights; and (v) all other rights of a similar nature or having an equivalent effect 
anywhere in the world. 

3.12.1  “Background Intellectual Property” means, in relation to a Party: 

a) all Know-how known to the Party at the Commencement Date; 

b) all Intellectual Property owned or licensed to the Party at the Commencement 
Date; 

c) following the Commencement date, all Know-how and Intellectual Property 
owned by or licensed to the Party which is not Resulting Intellectual Property. 

3.12.2 For the avoidance of doubt, the Consultant’s Background Intellectual Property, includes 
(but without limitation): 

a) all Intellectual Property, Know-how and Confidential Information that was 
conceived or first actually reduced to practice or developed in whole or in 
substantial part during the course of the research; 

3.12.3 For the avoidance of doubt, the Organisation’s Background Intellectual Property, includes 
(but without limitation) all Intellectual Property, Know-how and Confidential information 
that was owned by or licensed to the Organisation prior to the commencement of the 
Agreement. 
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3.13 “Resulting Intellectual property” means all Intellectual property that is conceived or first actually 
reduced to practice or developed in whole or in substantial part in the course of the Project by the 
Consultant acting either on their own or jointly with the other Party or its employees, agents or 
sub-contractors. 

3.13.1 For the avoidance of doubt, the “Resulting Intellectual property” includes the content of 
the Consultant’s Doctoral thesis and the DH Project Report. 

3.14 Unless the context dictates otherwise, in this Agreement the use of the singular shall include the 
plural or vice versa and any reference to one gender includes reference to the other. 

3.15 The headings to these terms and conditions are for ease of reference and do not form part of this 
Agreement. 

4 TERM 

This Agreement shall begin on the Commencement Date and shall continue until 
________________________. Subject to Clause 15 (Termination), the parties may, provided mutual 
written consent is obtained, renew this Agreement on each anniversary thereafter. 

5 STANDARD OF SKILL, MATERIALS AND WORKMANSHIP 

Both Parties shall exercise reasonable skill, care and diligence in carrying out the Project.  

6 DELIVERY AND COMPLETION DATES 

6.1 The Consultant will commence work under this Agreement by the Commencement Date shown in 
this Agreement and will complete the work in accordance with the terms and schedules of this 
Agreement, by the Completion Date. 

6.1.1 Both Parties may agree to undertake activity in addition to the work described in 
Schedule 1. 

6.2 The Consultant shall obey reasonable lawful directions of the Organisation relating to its 
performance of the Project. 

6.3 The Consultant shall keep records of all things done in relation to Project activity and shall 
provide the Organisation with reports of the activities at such intervals as the Organisation may 
from time to time reasonably require. 

7 DELAYS 

7.1 Where any information, drawings, reports data, documents, materials or samples of any kind are 
required by the Consultant in order to carry out the Project, these will be provided by the 
Organisation, it’s employees, agents or sub-contractors within 28 days of request or as soon as 
reasonably practicable thereafter. 

7.2 Where the Consultant undertakes Project activity where it is necessary or desirable to carry out 
any surveys, tests or other work of any kind whatsoever which require access to the 
Organisation’s staff or clients, the Organisation will make all reasonable efforts to facilitate this in 
a timely manner. 

7.3 The Consultant undertakes that where participation by its own staff is necessary in the 
collaborative activity, such staff shall be available such times as are agreed by the Parties and 
shall be properly acquainted by the Consultant with the nature of the Project activity. 

7.4 Where the Consultant undertakes Project activity where it is necessary or desirable to carry out 
any surveys, tests or other work of any kind whatsoever at the premises of the Organisation, the 
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Consultant shall be given unhindered access at all reasonable times, by prior agreement to the 
Organisation’s premises. 

8 COMPLIANCE WITH LAWS  

8.1 The Consultant shall ensure that the Project activity complies with the requirements of any Act of 
Parliament, statutory instrument or any regulation, law or bye-law having the force of law and all 
regulatory requirements relevant to the Organisation’s business from time to time in force, which 
are or may become applicable to the Service. 

8.2 If either Party is required to enter the other’s premises during the performance of its obligations 
under this Agreement, the visiting Party and its employees, agents and sub-contractors shall, 
whilst present on the premises: 

8.2.1  Carry an identity pass issued by the host Party, if required to, at all times; 

8.2.2   Comply with any requirements and instructions that may be given by an authorised 
representative of the host Party; 

8.2.3   Comply with any reasonable request by an authorised representative of the host Party to 
leave the premises immediately where any member of the visiting Party fails to comply 
with the host Party’s reasonable instructions or regulations. 

8.3 In the event that any of the visiting Party’s employees, agents or sub-contractors fails to comply 
with any of the obligations of this Clause 7, the visiting Party shall remove such employee, agent 
or sub-contractor and provide suitable replacement personnel. 

9 PAYMENT 

9.1 For the avoidance of doubt, this Agreement does not involve the payment by or to any of the 
Parties. 

10 CONFIDENTIAL INFORMATION 

10.1 In return for the disclosure by each Party of Confidential Information and for other consideration 
given under this Agreement, except as expressly permitted by this Agreement or with the written 
consent of the Disclosing Party, each party shall, and undertakes that its employees, agents or 
sub-contractors shall: 

10.1.1 Keep all Confidential Information secret; 

10.1.2 Only use or make copies of the Disclosing Party’s Confidential Information in connection 
with and to the extent necessary for the purposes of this Agreement; 

10.1.1 Take all reasonable steps necessary to prevent the unauthorised disclosure or use of any 
of the Disclosing Party’s Confidential Information. 

10.2 A Party may disclose any Confidential Information to any regulator, law enforcement agency or 
other third party if it is required to do so by law, regulation or similar authority. In those 
circumstances: 

10.2.1 That Party shall (provided that it is practical and lawful to do so) notify the disclosing 
Party n writing as soon as practicable before the disclosure; and 

10.2.2 The Parties shall use all reasonable endeavours to consult with each other with a view to 
agreeing the timing, manner and extent of the disclosure; and 

10.2.3 The Party required to disclose shall in any event use all reasonable endeavours to obtain 
written confidentiality undertakings in its favour form the third party. 
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If the Party required to disclose is unable to inform the Disclosing Party before Confidential 
Information is disclosed, it shall (provided that it is lawful to do so) fully inform the other 
immediately afterwards in writing of the circumstances of the disclosure and the Confidential 
Information which has been disclosed. 

10.3 Nothing in this Clause shall (except as expressly agreed otherwise) operate to transfer, or 
operate as a grant of any licences, to any Intellectual property in the Confidential Information. 

10.4 The provisions of this Clause shall continue in force for the period of 5 years after termination of 
this Agreement, but shall cease to apply to information which may enter the public domain 
otherwise than through the unauthorised disclosure by or fault of the either Party of the 
Confidential Information or by a person with whom either Party is connected in any way. 

11 PUBLICATION AND OTHER USE 

11.1 Subsequent to the Doctoral thesis being awarded by the University of Bedfordshire and subject to 
the provisions of this Clause and Clause 10, the Organisation may, without payment of royalties 
or other fees: 

11.1.1 Use the Resulting Intellectual Property and Background Intellectual Property, including all 
methods, for teaching and educational purposes (an “Educational Disclosure”); 

11.1.2 Publish the methods and Resulting Intellectual Property and Background Intellectual 
Property by whatever means it chooses (a “Publication”), including in presentations at 
conferences and meetings, in books and journals, promotion on social media and in a 
thesis provided always that any such use of the Resulting Intellectual Property and 
Background Intellectual Property acknowledges the Consultant’s ownership of the 
methods and Resulting Intellectual Property; and the Consultant’s Background 
Intellectual Property.  

11.2 Either Party may object to the Publication or Educational Disclosure if it can demonstrate that it 
contains Confidential Information or misrepresents the Resulting Intellectual Property or 
Background Intellectual Property. If a Party makes such as objection, the other Party shall not 
proceed with the Publication or Educational Disclosure. 

12 INTELLECTUAL PROPERTY 

12.1 This Agreement does not affect the ownership of any Intellectual Property in any Background 
Intellectual Property or in any other technology, design, work, invention, software, data, 
techniques, Know-How or materials that are not Resulting Intellectual Property. Background 
Intellectual property will remain the sole and exclusive property of the Party that contributed it to 
the Project (or its licensors). No licence to use any Intellectual property is granted or implied by 
this Agreement except where expressly provided. 

12.2 Each Party grants the other a royalty-free, non-exclusive licence to use its Background 
Intellectual Property for the purpose of carrying out the Project and for internal academic or 
practical research, but for no other purpose. 

12.3 In addition to any rights which may be granted pursuant to Clause 11, the Parties grant each 
other a royalty-free, non-exclusive licence to use the Resulting Intellectual Property for the 
purpose of carrying out the Project and for internal academic or practical research only. 

12.4 The Parties may not purport to grant any sub-licence in the Resulting Intellectual Property or 
Background Intellectual Property. 

13 LIABILITY 

Each Party shall be responsible for and shall indemnify its employees, agents or sub-contractors from 
and against all and any expense, liability, loss and claims whatsoever in respect of death or injury to any 
person, loss of or damage to property and any other loss, damage, cost or expenses which may arise out 
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of, or in consequence of, any neglect, error or omission or wilful act of that Party, or its personnel in the 
performance or attempted or purported performance or non-performance of the Agreement, in 
accordance with Clause 15. 

14 FORCE MAJEURE  

Where either Party is prevented from carrying out the Project for any reason or cause which is beyond its 
reasonable control, including but not limited to strikes, lockouts, pickets, shortages of suitably skilled 
labour, transport, acts of any government or official agency, civil or military or otherwise, unlawful acts of 
third parties, war whether civil or otherwise and whether declared or not, then either Party shall be entitled 
to terminate the Agreement and the provisions of Clause 14 shall apply. 

15 TERMINATION 

15.1 Either Party shall be entitled to terminate this Agreement forthwith by written notice to the other 
Party: 

15.1.1 If an encumbrancer takes possession or a receiver is appointed over any of the property 
or assets of the other Party; or 

15.1.2 If the other Party makes any voluntary arrangements with its creditors or becomes subject 
to an administration order; or 

15.1.3 If (being a company) the other Party goes into liquidation (except for the purposes of an 
amalgamation, reconstruction or other re-organisation and in such manner as the 
company resulting therefrom effectively agrees to be bound by or to assume the 
obligations imposed on the other Party and is capable of fulfilling those obligations; or 

15.1.4 If (being an individual or firm) the other Party becomes bankrupt; or 

15.1.5 If the other Party ceases or threatens to cease to carry on business; or 

15.1.6 If the other Party commits a breach of Condition 26. 

15.2 Either Party shall be at liberty (without prejudice to any other rights it may have) to terminate the 
Agreement forthwith in writing for any of the following reasons: 

15.2.1 If the other Party (“the Defaulting Party”) commits a continuing or material breach of any 
provision of this Agreement which in the case of a breach capable of remedy shall not 
have been remedied within 20 working days of the receipt by the Defaulting Party of a 
notice from the Party (“the Party not in Default”) identifying its breach and requiring its 
remedy. 

15.2.2 Other substantial breach of the express or implied obligations arising under this 
Agreement 

15.3 In the event that this Agreement is terminated in accordance with this Clause each Party shall be 
entitled to the return of all goods information and data which rightfully belongs to that Party under 
this Agreement. 

16 INDEMNITY 

16.1 Each party agrees to indemnify the other Party against all claims, demands or proceedings in 
respect of all injuries to personnel or loss and damage to property as a result of their performance 
in part or in whole of the Agreement, either within an area under the other Party’s control or acting 
upon information or using materials supplied by the first Party or any person acting on their 
behalf. 

16.2 Without prejudice to its obligations under the Agreement, the Consultant shall: 
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16.2.1 Hold insurance in respect of liability for death or bodily injury to any person, or loss of or 
damage to property or any other loss or damage arising out of the performance or 
attempted or purported performance or non-performance of the Agreement in a sum not 
less than £1,000,000 per incident with an insurer and on terms approved by the 
Organisation; the terms of the insurance shall include an indemnity to principal provision 
whereby in the event of any claim in respect of which the Organisation would be entitled 
to receive indemnity under the policy being brought against the Consultant, then the 
insurer will indemnify the Consultant against such claim and any costs, charges and 
expenses in respect of such claim; and 

16.2.2 Hold professional indemnity insurance in a sum normal and customary for a Professional 
Consultancy but in any event not less than £100,000; this insurance shall be in force for 
the duration of the Agreement and for no less than six years after expiry or termination of 
the Agreement. 

16.3 The Consultant shall whenever required by the Organisation produce to the Organisation, 
satisfactory evidence that there is in force the insurance for which the Consultant is responsible 
under the Agreement. Thereafter the Consultant shall submit evidence at the renewal date(s) of 
such insurance that the insurance has been renewed. The provision of such evidence shall be a 
condition precedent to payment of the Charges. 

17 ASSIGNMENT 

Neither Party shall assign any of their respective rights or obligations under this Agreement without the 
written consent of the other, such consent not to be unreasonably withheld or delayed. In the event of 
such consent being granted the assignor will procure that the provisions contained in this Agreement shall 
be binding upon the legal successors and assignees. 

18 NOTICES 

18.1 All notices which are required to be given under this Agreement shall be in writing and shall be 
sent to the addresses of the Parties set out in this Agreement or such other address as the 
Parties may designate by notice given in accordance with the particulars of this clause.  Any such 
notice may be delivered personally, or by first class pre-paid letter. Notice shall be deemed to 
have been served, in the case of delivery by hand when delivered and in the case of first class 
post, seven working days after posting. 

18.2  Notices must be marked for the attention of the Organisation’s Solicitor and the Director of the 
Consultant.  

19 DISPUTES 

If any dispute or difference arises between the Parties with this Agreement then within 30 days of a 
written request by either Party, the appropriate manager from each of the Parties shall meet in good faith 
in an effort to resolve the same. If the matter is not settled then the dispute or difference shall be referred 
to and determined by a single Arbitrator ("the Arbitrator"). The Arbitrator shall be appointed by agreement 
between the Parties. If the Parties are unable to agree on the choice of an Arbitrator within 28 days after 
service of a request in writing by either Party to do so, the Arbitrator shall be appointed by reference to an 
appropriate body. It is agreed that, in the absence of those Clauses that are the subject to this Clause, 
the Parties will continue to perform the obligations and responsibilities under this Agreement, as far as it 
is reasonably practicable to do so.  

20 WAIVER 

No waiver of any rights arising under this Agreement shall be effective unless in writing and signed by the 
Party against whom the waiver is to be enforced.  No forbearance, delay, giving way or waiver by either 
Party in enforcing the provisions of this Agreement shall prejudice or restrict the rights of that Party. Any 
waiver of its rights by a Party shall not operate as a waiver of any later breach and any failure to exercise 
any right, power or remedy conferred by this Agreement shall operate as a waiver of such right, power or 
remedy. 
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21 PROPER LAW AND JURISDICTION 

21.1 This Agreement shall be governed by and construed in accordance with English law. 

21.2 In the event of any dispute arising from, or as a result of, the performance, part performance or 
non-performance of any of the obligations imposed on either or both of the Parties to this 
Agreement whether arising in tort or in Agreement, the Consultant and the Organisation hereby 
submit to the exclusive jurisdiction of the English courts. 

22 WARRANTY  

Without prejudice to the Consultant's rights (whether under the Agreement or otherwise), if any of the 
Organisation’s current service delivery is defective in that the work is not in accordance with sound and 
generally accepted professional standards, then the Consultant shall notify the Organisation of the failure. 
The Organisation shall address any such work which is brought to the Organisation’s attention in writing 
by the Consultant.  

23 DATA PROTECTION  

Each Party shall at all times comply with the Data Protection Legislation and shall not by any act or 
omission cause the other Party to be in breach of the Data Protection Legislation.  

24 VARIATIONS 

At any time during the term of the Agreement, either Party may recommend variations to the Agreement. 
Each Party shall advise the other Party of any recommended variations in writing. If the other Party 
accepts the proposed variation, it shall provide written confirmation of its agreement (including any 
detailed variations to the Project activity in Schedule 1 of this Agreement) to the Party. 

25 CORRUPT GIFTS AND PAYMENT OF COMMISSION 

Both Parties shall not, and shall ensure that their employees, agents or sub-contractors shall not, pay or 
receive any commission or fees or grant any rebates to or from any employees, agents or sub-contractors 
of the other party, nor favour any employees, agents or sub-contractors of the other Party with gifts or 
entertainment of significant cost or value. Both Parties and their employees, agents or sub-contractors will 
comply with all applicable laws, statutes, and codes relating to anti-bribery and anti-corruption including 
but not limited the Bribery Act 2010. Breach of this Condition shall entitle either Party to terminate the 
Agreement and other Agreements between the Parties forthwith. 

 

SCHEDULE 1 

Description of the Project activity 

Identifying the elements of an effective recovery service model for children who have been harmed 
through abuse and sexual exploitation (CSA) 

CONTENTS 

1. Proposed plan of work and time plan 

1.1 Overview 

1.2 Stage 1 

1.3 Stage 2 

1.4 Stage 3 
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1.5 Stage 4 

1.6 Stage 5 

2. Analysis of findings 

3. Project timeline 

4. Details of facilities available for the research at collaborating establishments  

4.1 Collaborating establishments 

4.2 Facilities 

1. PROPOSED PLAN OF WORK AND TIME PLAN 

1.1 Overview 

Fieldwork plan 

This research is designed to inform the aim, set out in section 1.1; and the objective described as the 
research question (together with the key service elements for exploration to answer the research 
question), described in section 1.2. Following from the preliminary supporting evidence in section 1.4 
above, the fieldwork for this research is planned to gather information which will test: 

1) The degree to which current frontline practice in helping children to recover from child sexual 
abuse and exploitation (CSA/E), already does or could incorporate pedagogic, relationship-
centred and strengths-based practice 

And, 

2) The degree to which this contributes to effective outcomes in helping children to recover from 
CSA/E (including the extent to which these are hampered or supported by current 
commissioning and delivery of recovery services for children who have experienced CSA/E). 

Fieldwork locations 

The fieldwork with children who have experienced CSA/E and their keyworkers will be undertaken in three 
local authority areas. The fieldwork will involve desk-based research and engagement with the children, 
their specialist CSA/E service keyworkers, their social workers and the managers/commissioners of the 
services providing for the children.  

Fieldwork process 

The research will involve five stages: 

a. Stage 1 

The first Stage of the research will be desk based and will aim to establish, for each local authority, an 
understanding of the current local strategies in respect of CSA/E – which is available to organisations 
locally with responsibility for the welfare of children harmed through CSA/E. Together with the scoping 
exercise(s) for this research, this ‘review of existing local single and multi-agency strategies’ will inform the 
fieldwork in Phases 2-4. It will provide an indication of the leadership and frameworks within which 
services are being provided in each local Area. 

1.3 Stage 2 
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The second Stage will involve face-to-face, semi-structured interviews with the fifteen children (five per 
local authority) willing and suitable to engage with the research; who, prior to, during and after the 
fieldwork: 

• Are in receipt of support for recovery from CSA/E 

• Have an allocated local authority social worker as a result of being harmed through CSA/E 

• Have a specialist CSA service practitioner as a keyworker providing support to recover from 
being harmed through CSA/E;  

And 

• Whose cases will have been open for a sufficient period of time for progress towards recovery 
to be assessed. 

The children’s involvement will be on the basis of each one having been risk assessed to not be at risk of 
harm from engagement in the research; and each having access to ongoing support from their current 
keyworker (social worker or specialist CSA/E service keyworker.  

Purposive sampling will be used to achieve variation in the sample group, for example to include, as a 
minimum, BME children and some with learning disabilities.  

The children will not be asked to share their personal experiences but will be invited to share their view of 
the services provided to them and to other children in similar circumstances. For example, the children will 
be asked about the type of response she thinks is most likely to promote recovery; the extent to which the 
service she has received could be described as pedagogic, relationship-centred and strengths-based; and 
whether this has been relevant to any progress she feels she has made.  

1.4 Stage 3 

The third Stage of the research will involve reviewing the statutory case file for each of the children – to 
provide information about the children’s circumstances (so that they do not need to talk about their 
experiences); and information about the management of their cases (to supplement the information they 
and the staff provide). The files will be reviewed using a structured audit tool. 

The researcher will also use the file audit to complete an Adverse Childhood Experiences (ACEs) 
checklist for each child. 

1.5 Stage 4 

The fourth Stage of the research will involve: 

a) Semi-structured, qualitative interviews with each child’s specialist CSA/E service keyworker in 
the three local authority areas. The keyworkers will be asked about their understanding of a 
pedagogic, relationship-centred and strengths-based approach; their experience of engagement 
with their young; her progress and their own support needs. 

The specialist CSA/E service keyworkers will also be asked to confirm an Adverse Childhood 
Experiences (ACEs) checklist scoring by the researcher for their child. 

b) An electronic survey sent to each children’s allocated social worker – where the social worker is 
not also the child’s keyworker. The questionnaire will aim to gather information about the 
professionals’ perspectives on the key service elements which frame the focus of this research. 

1.6 Stage 5 
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The fifth Stage of the research will involve face-to-face, semi-structured interviews with each local 
authority’s service manager, and the commissioner where this is a separate post. Also, face-to-face, semi-
structured interviews with the manager of the specialist CSA/E service in each local authority area.  

As with the specialist practitioner interviews and the social worker survey, the interviews will seek to gain 
the manager’s perspectives on the key service elements which frame the focus of this research (the 
efficacy of pedagogic, relationship-centred and strengths-based approaches for recovery services for 
children following CSA/E). 

2. ANALYSIS OF FINDINGS 

The interviews will have been recorded, with permission, in order to check accuracy and the interview 
information will be thematically analysed. This phase of the research will involve analysis of the practice-
related data – to address the key service elements a) and b) in section 1. The output from the research 
will be a thesis responding to the research question. 

3. PROJECT TIMELINE 

 2016 2017 

Project Stage Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May 

1. Desk-based review of 
local authority CSA/E 
strategies  

   x 

 

        

2. Children’s interviews      x        

3. Case file audits     x        

4. Specialist practitioner 
interviews 

     x       

5. Social worker survey      x       

6. Managers/commissioners 
interviews 

       x x    

Analysis of the findings  and 
authoring thesis 

         x 

 

x 

 

x 

 

 

Timescale, risk assessment and outputs 

The risks of slippage or other difficulties in relation to the Project phases and anticipated outputs, will 
need to be assessed prior to Project commencement. Counter- and contingency measures supporting 
Project progress, and avenues for resolution of issues, will be identified and agreed with the stakeholders 
before Project commencement.  

4. DETAILS OF FACILITIES AVAILABLE FOR THE RESEARCH  AT COLLABORATING 
ESTABLISHMENTS  

4.1 Participating organisations 

The organisations participating in the fieldwork comprise two types:  

1) Statutory service participants – three local authorities who will volunteer: 
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• for their staff to engage with the fieldwork for the research; and 

• to facilitate and support engagement with the fieldwork of the children who have 
experience of CSA/E, for whom they have responsibility.  

2) Voluntary sector participants – any specialist CSA/E services commissioned by the local 
authorities to provide recovery services to children for whom the local authorities have 
responsibility.  

4.2 Facilities 

The facilities which will be made available for this research by the three local authorities and participating 
commissioned voluntary sector specialist CSA/E services in each local authority area. 

Project 
Phase 

Research activity  
requiring facilities 

Facilities  

2.  Case file audits The local authorities  will make available a room in which the 
researcher can review the files, so that the files do not leave 
the premises. 

3.  Children’s interviews The local authorities and participating voluntary sector 
specialist CSA/E services in each local authority area will 
make available a room for interviews with the children. The 
room will be in the same building as the children’s 
practitioners/keyworkers; so that for each child there will be 
immediate support should she need it before, during or after 
the interview. 

4.  Case file audits The local authorities will make available a room in which the 
researcher can review the files, so that the files do not leave 
the premises. 

5.  Specialist CSA/E service 
keyworker interviews 

Social worker survey 
questionnaires circulation  

The local authorities and participating voluntary sector 
specialist CSA/E services will make available a room for 
interviews with their keyworkers 

The local authorities will facilitate dissemination of the survey 
questionnaires via email to the allocated social workers. 

6.  Managers/commissioners 
interviews 

The local authorities will make available rooms in which the 
researcher can interview the service manager (and 
commissioner where this is a separate post) and the manager 
for the specialist CSA/E service.  

 

 

 

 

 

 

 




