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Safe Space 
receive no 
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Ninety three percent of Opportunity 
Nottingham beneficiaries report a mental 

health need, and evidence suggests 
85% of people experiencing SMD have 

experienced trauma in early life.
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Executive summary
This report provides details of an evaluation by the Opportunity Nottingham in-house evaluation 
team of the Safe Space Counselling service (Nottingham). Safe Space is a voluntary counselling 
service working with people in Nottingham and Nottinghamshire. The service was set up in August 
2010 with a focus to work with clients recovering from or dealing with drug or alcohol problems. 
Since then, the service has been able to support vulnerable people and those experiencing severe 
and multiple disadvantage (SMD), and subsequently has become a source of support for some 
Opportunity Nottingham Beneficiaries. In reviewing the work of Safe Space, wider questions 
relating to access to mental health services and psychological interventions, especially counselling, 
have also been addressed.

The report begins with analysis of why people experiencing SMD may find counselling services of 
particular value. There is then a description of Safe Space and how the organisation operates.  
The methodology and findings are then described. Numerical data was limited and so most 
evidence comes from interviews with Safe Space clients, Safe Space volunteers and Opportunity 
Nottingham staff. 

Principal findings from the evaluation were:

• Ninety three percent of Opportunity Nottingham beneficiaries report a mental health 
need, and evidence suggests 85% of people experiencing SMD have experienced trauma 
in early life. Given this, it is rational that psychological intervention will be a crucial element 
in enabling recovery, and it is likely this would include counselling. There is substantial 
academic evidence of the efficacy of counselling for people suffering mental distress 
in general. Evidence is now emerging of its value in relation to people experiencing 
SMD. The findings of this evaluation support is emerging evidence that the provision of 
counselling provided by Safe Space and other counselling services operating on a similar 
basis, can play a vital part in supporting people experiencing SMD to recover.  

• The value of Safe Space in providing this service is especially important, as it appears 
Opportunity Nottingham Beneficiaries struggles to access counselling from other 
sources. NHS services (IAPT) have referral procedures and service limitations that make 
them hard for beneficiaries to access. By contrast, Safe Space has a relatively flexible 
approach that makes it easier for people experiencing SMD to engage. Further, some 
voluntary counselling services may make a charge, but Safe Space do not do this where 
the client has a low income.

• Despite providing this valuable role, Safe Space and other similar services rely entirely 
on volunteers and receive no funding.

• Key to how counselling from Safe Space is successful is the establishment of safety 
and building a trusting relationship. This may be more important than the particular 
type of therapy involved, and it stands in contrast to most of the services beneficiaries 
encounter which are characterised by lack of continuity. 
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• A proportion of beneficiaries who were referred didn’t engage with Safe Space, 
however others whose engagement can be described as only partial, still appeared 
to derive some benefit from the counselling. Further, it should be acknowledged that 
counselling is not a panacea. It is possible that some people may have been referred 
to Safe Space because their Personal Development Coordinator (navigator) thought it a 
good idea, rather than the beneficiary themselves, and there is a case for staff in these 
roles to always have a reasonable level of knowledge about the different types of therapy 
offered when considering referral with a beneficiary.     

• Safe Space do offer a more flexible and therefore accessible approach than most 
other counselling services. It is possible however, that further moves in this direction, 
could open up counselling to more people experiencing SMD, for instance by offering 
a “drop in” service to homeless people as is practiced by the Homeless and Health 
Counselling Service which operates in Westminster. To do this however, funding for Safe 
Space would need to be secured. 
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1. Introduction: SMD and trauma – how this 
evaluation came about
Opportunity Nottingham is an eight year project, funded as part of the National Lottery Community 
Fund’s Fulfilling Lives programme. Opportunity Nottingham is seeking to support people who face 
severe and multiple disadvantage (SMD), which in this context refers to people with two or more of 
the following issues: mental health issues, homelessness, offending and substance misuse. To do 
this, Opportunity Nottingham seeks to engage and work with people who face the highest levels 
of SMD, as well as change the complex system of services, so that they better support people 
experiencing SMD and are easier to navigate. 

Ninety three percent of Opportunity Nottingham Beneficiaries report a mental health need and 
it is known that there is a clear link between SMD and trauma. The major national statistical 
investigation into SMD was commissioned by 
the Lankelly Chase Foundation, which found that 
85% of people experiencing SMD faced early life 
trauma, for instance abuse and neglect (Bramley 
et al., 2015). This can then be compounded in 
adulthood, for instance through the experience 
of being homeless or being subject to violence 
and abuse. Given this trauma and its impact 
on mental health it is therefore no surprise that 
inability to access mental health services is 
arguably the biggest issue raised by the Fulfilling 
Lives evaluation programme. Fulfilling lives 
programme data shows that 92% of Beneficiaries 
have a mental health issue when they join the 
programme. The most significant reason behind this is often substance misuse issues which occur 
alongside mental health issues, then act as a barrier to accessing mental health services. People 
find themselves in a catch-22 dilemma, unable to get a mental health assessment while they are 
under the influence of drugs or alcohol but not able to get help with their substance misuse due to 
untreated mental health problems, (Lamb et al., 2019a).

Within this context, access to counselling services is emerging as an important source of help for 
people experiencing SMD. Yet Fulfilling Lives programme data shows that in the first three months 
of engagement only 17 per cent of beneficiaries with a mental health need received counselling 
or therapy (Lamb et al., 2019b). One reason why this figure is so low is of course underfunding 
of mental health services, which although has diminished in recent years still remains acute (The 
Kings Fund, 2018). 

In relation to talking therapies however, the perceived nature of the therapy itself can also be a 
barrier. Research by Sheffield Hallam University into the extent of mental health issues amongst 
Nottingham’s homeless population found that 59% of respondents were receiving support for their 
mental health, in 17 (out of 79) cases this included talking therapy. The same report found however 
that a proportion of people refused offers of talking therapies because they didn’t want to talk about 
“difficult things” (Reeve et al., 2018). 

People find 
themselves 
in a catch-22 
dilemma...   
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A further important consideration in this context is that counselling services may have rules, 
procedures and indeed costs that reduce their accessibility to people experiencing SMD. As John 
Conolly, a psychological therapist with a long track record of working with homeless people states, 
“mainstream services insist on a fixed address, regular attendance to appointment sessions and 
the person be free of addictions. The chaotic circumstances and stresses of homelessness, and 
the underlying mental vulnerabilities and the coping strategies deployed to survive are not taken 
into account” (Conolly 2018:111). Whilst not all services may operate as rigidly as this, services that 
don’t automatically exclude people because of irregular attendance or intoxication or substance 
misuse are likely to be better placed for successful working with people experiencing SMD.

It should also be acknowledged that counselling may not be the right form of support for everyone 
experiencing SMD and in some instances other coping strategies may be more beneficial.

This report explores the role of counselling in relation to people experiencing SMD. What barriers 
may exist to its wider application and how might they be overcome? It does so, through a review of 
Safe Space, a Nottingham based counselling service which has policies and practices that make it 
accessible to Opportunity Nottingham Beneficiaries experiencing SMD. Certainly it is the case that 
Opportunity Nottingham has a positive relationship with Safe Space and has referred a significant 
proportion of Beneficiaries to the service (19%).  

Key evaluation questions therefore were: 

• Does Safe Space counselling have a positive impact and if so what kind of outcomes does  
 this lead to? 

• If there are positive outcomes how do these come about?

• How might Safe Space differ from other counselling services so as to enable better   
 engagement with people experiencing SMD

• Are there barriers to accessing Safe Space, if so, how could these be overcome to make  
 the service more inclusive?

To answer these questions, firstly in the next section Safe Space is described. Relevant literature 
examining the role of counselling in relation to people experiencing SMD is then considered.  
Quantitative and qualitative evidence gathered for the effectiveness of Safe Space is then presented 
followed by discussion about barriers to accessing counselling for people experiencing SMD, and 
how these might be overcome.
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2. About Safe Space 
Safe Space Counselling (Nottingham) is a voluntary counselling service working with people in 
Nottingham and Nottinghamshire. The service was set up in August 2010 to work particularly with 
clients recovering from or dealing with drug or alcohol problems. Since then, the service has been 
able to support vulnerable people and those experiencing SMD, including Opportunity Nottingham 
Beneficiaries. Access to Safe Space is generally available and free to anyone over the age of 18 
living in Nottingham City and Nottinghamshire County. Despite taking on this role, Safe Space 
does not receive any statutory funding. Clients may be asked to consider contributing a voluntary 
donation ranging from £10 to £40. But most clients cannot afford this, and no charge is made. Safe 
Space is provided with a room by the charity Framework, free of charge. This has to double up as 
both an office and counselling 
space. Some outreach is also 
carried out mainly at the NHS 
Platform One health centre in 
Nottingham city centre.

Given the lack of funding, 
counsellors at Safe Space work 
on a voluntary basis. In the 
main, counselling is provided 
by students on placements 
which are provided once 
they reach a sufficient level in 
their training. The service is 
managed by a Coordinator, 
who also carries out some 
counselling. She puts a vast amount of her own time into the service which only runs because 
of her efforts. Currently there are eight volunteer counsellors. All of the counsellors within the 
service are members of either the British Association for Counselling (BACP) or UK Council for 
Psychotherapy (UKCP) – governing professional bodies for counselling and psychotherapy. The 
BACP use a generic definition for counselling, stating that “Counselling and psychotherapy are 
umbrella terms that cover a range of talking therapies” (Dale, 2017). Safe Space counsellors 
practice a range of therapies, predominantly person-centred integrated counselling and humanistic 
counselling. 

Sessions are always one-to-one, and clients are generally offered 12 sessions, however this can be 
extended if necessary. The volunteer counsellors work with clients in a confidential environment. 
The stated aim of Safe Space is to aid clients in their understanding of their situation, exploring 
ways to make change and resolve problems in their life, whilst building confidence, a greater sense 
of personal freedom, and the development of coping mechanisms.

Safe Space appears to be one of a very small number of voluntary counselling organisations in 
the city. Others include the Human Flourishing Project, which is supported by the University of 
Nottingham and a counselling service connected to the Nottingham Women’s Centre. As this report 
will show, if safe Space is anything to go by, these services would appear to do a valuable job and 
yet they do not appear to even be on the radar of health commissioners nor receive any statutory 
funding. 
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3. The value of counselling for people 
experiencing SMD 
There is considerable academic evidence for the efficacy of counselling. The Helsinki 
Psychotherapy Study (2016) conducted a ten year follow up on individuals who had been randomly 
assigned to a short-term or long-term psychodynamic psychotherapy. After ten years, 74% of 
patients no longer suffered elevated psychiatric symptoms. Moreover, those who had undergone 
long-term psychotherapy showed a higher reduction in symptoms and a higher improvement in 
work ability. Similar results were found in Knet, Lindfors and Laaksonen’s (2009) review, which 
revealed that in patients with complex mental health disorders, those who had undergone long term 
psychotherapy showed a significantly larger pre-treatment-post-treatment effect in terms of overall 
effectiveness, personality functioning and target problems, in comparison to other psychotherapy 
methods such as cognitive behavioural therapy.

The importance of the counsellor-client relationship is also highly regarded in literature. Rogers 
(1951) – the founder of client-centred therapy - was perhaps the first to enforce the importance 
of positive regard and affirmation in a therapy setting. Moreover, Vitinius et al. (2018) presented a 
significant impact on the success of therapy when the client perceives the therapist to be genuinely 
empathetic. A meta-analysis by Norcross (2011) identified that the therapeutic relationship makes 
a substantial contribution to the ultimate patient success in all types of psychotherapy. Norcross 
even went as far to suggest that the therapy relationship is as much of a contributor to the client’s 
improvement as the particular therapy itself (Norcross & Wampold, 2011). These factors enforce 
the importance of a good counsellor-client relationship in order to aid the possibility of a successful 
outcome.
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The effect of early life stress on adult life, such as childhood abuse, has been heavily discussed 
in literature. Carr et al. (2013) explain how early life stress has been associated with the onset and 
severity of psychiatric disorders in adults. This paper reviewed forty-four articles in order to explore 
this relationship. According to Wiersma et al. (2009, as cited by Carr et al., 2013), early life stress 
is heavily related to depressive disorders, with multiple stresses possibly being responsible for 
chronic depression. Early life stress has also been associated with anxiety disorders (Hovens et 
al., 2010, as cited in Carr et al., 2013). Moreover, Horwitz, Widom, McLaughlin & White’s (2001) 
prospective study revealed that in both men and women, a history of childhood abuse or neglect 
linked to later persistent depressive disorder and antisocial personality disorder. These pieces 
of research echo elements of the interviewee’s discussions, as there were multiple mentions of 
traumatic childhood events in relation to their counselling, with a number of patients experiencing 
disorders such as anxiety, depression or antisocial personality disorder.

Clients at Safe Space often referred to their counsellor as almost a “mother-figure” implying that 
perhaps clients felt quite attached to their counsellor. Bowlby’s well-known attachment theory is 
discussed with reference to practical applications in a clinical setting in his (1988) paper. Bowlby 
argues that when the counsellor presents themselves as a secure base for the client, the therapy 
will be more successful. This is due to allowing the client to develop a safe and trusting relationship 
in order to tackle maladaptive strategies 
and promote reflective thinking in regard to 
emotional needs and cognitive biases behind 
these maladaptive behaviours. 

Turning to SMD, research has shown that up 
to 75% of individuals suffering from mental ill 
health also have a substance misuse problem. 
In addition to this, individuals with complex 
needs often are shown to present a number 
of social issues, along with issues of unstable 
accommodation and perhaps a history of 
criminal offences (Keene, 2001). Rosengard 
et al. (2007) identified that many individuals 
experiencing SMD, have low awareness of 
access to assessments. Moreover, Rankin & 
Regan (2004) mentioned how the majority of initial assessments used by any service do not tend 
to identify issues relevant to multiple and complex needs, as they tend to focus on either breadth 
of need or depth of need – where both of these aspects of assessment are required to identify such 
issues.

Despite the issues raised above, it is important to note that there is emerging evidence for the 
success of psychological therapy services working with people experiencing SMD. Cockersell 
(2018) reviews the LifeWorks psychotherapy service – a one-to-one service offered to homeless 
people. Many of the service users would meet diagnostic criteria for personality disorder (around 
60%), but only 8% actually had a diagnosis. A high number of the service users experienced 
depression, anxiety, drug and alcohol use. Many clients had histories of traumatic childhood 
events – such as emotional abuse or neglect (47%) or early parent loss (41%). LifeWorks used 
a number of measures to assess the efficiency and success of the service. One of these was 
Maudsley’s evidence-based Wellbeing Assessment Scale, which showed that 75% of users had 
an improvement in their overall well-being. Moreover, the Outcome Star measurement showed a 
100% increase in social functioning – with this increasing significantly in service users than in other 
people in the same hostels, who did not access the service. It was also found that 42% of clients 
took up employment, education or other training opportunities – which was double the percentage 
of those that did not access the service (Cockersell, 2011).

75% of individuals 
suffering from 
mental ill health 
also have a 
substance misuse 
problem. 



4. Evaluation Methods
This evaluation collected and reviewed data from three principal sources; statistical psychological 
outcomes measure data; client interviews and Opportunity Nottingham staff and Safe Space 
volunteer interviews. A literature search was also conducted by a University of Nottingham 
psychology undergraduate on placement at Opportunity Nottingham. The student also drafted 
some sections of this report, assisted with client interviews and carried out data analysis. 

a. Review of Psychological Therapy Assessment Data 

Safe Space use a number of distance travelled questionnaires using numerical scales against a 
standard set of questions. These are designed to measure a client’s pre therapy starting point 
and subsequently the impact of therapy by repeating the questions at regular intervals. The 
questionnaires used by Safe Space include the Generalised Anxiety Disorder 7(GAD-7), the 
Patient Health Questionnaire 9, and (PHQ-9) and the Core-OM. They also use an independent 
questionnaire developed internally and distributed by Safe Space. Self-report measures are a quick 
and efficient way to capture the experience of the individual at a given time. For example, Kroenke, 
Spitzer & Williams (2006) found that in 85% of cases observed, the full PDQ could be reviewed by 
clinicians in less than three minutes – making such measures a good way to quickly assess an 
individual’s current state.

Reviewing this data however, raised issues around collection. Firstly, data was sometimes not 
collected and so for some Safe Space clients no data existed at all, for others only one measure 
had been taken. Further, several different scales had been used for individual clients. This may be 
useful to measure different types of therapy but unless applied consistently and in sufficient number, 
it makes comparison difficult. Having considered available data, the tool most extensively used by 
Safe Space is the Clinical Outcomes in Routine Evaluation-Outcome Measure (CORE-OM), and so 
data presented in this report is based on this scale. Even so, only limited inference can be draw from 
such an incomplete set of data and one recommendation is that Safe Space rationalise their data 
collection using one common measure to ensure better comparison and consistency in future.

b. Client Interviews  

Eight face-to-face interviews took place with Safe Space clients (7 male, 1 female). Clients were 
recruited on a voluntary basis to take part in an interview using an opportunity sample. This 
was conducted face-to-face by a member of the Opportunity Nottingham evaluation team and 
a Nottingham University psychology undergraduate on placement, using a semi-structured 
procedure. Interviews took place at The Wellbeing Hub (Nottingham), or the location of the 
individual’s counselling sessions. Although detailed questions were not asked about participant 
background needs or disadvantages, seven out of eight were confirmed as experiencing SMD. 
The questions can be seen at Appendix A. In all cases, informed consent about what data was 
being collected and for what purpose, was provided to participants before the interview and any 
questions they had regarding this were answered.

c. Staff Interviews and Opportunity Nottingham Safe Space 
Referral Log 

Interviews were conducted with two of the Safe Space volunteer counsellors including the 
Coordinator, who also carries out counselling. Data about referrals of Opportunity Nottingham 
beneficiaries to Safe Space was reviewed and semi-structured interviews took place with three 
Opportunity Nottingham staff members to review their experience of referring beneficiaries to Safe 
Space and the outcomes of this. 
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5. The Clinical Outcomes in Routine 
Evaluation-Outcome Measure (CORE-OM)
Data analysed here is taken from Safe Space Clients Clinical Outcomes in Routine Evaluation-
Outcome Measure (CORE-OM) reporting, as this is the most consistently applied measure Safe 
Space use.

The Clinical Outcomes in Routine Evaluation-Outcome Measure (CORE-OM) is a self-report 
questionnaire used to assess subjective well-being, problems and symptoms, functioning, and risk 
to self and others (Evans et al., 2000). The CORE-OM is often used as an initial assessment tool 
in psychological therapy, as it assesses a broad range of dimensions of global distress. Global 
distress is a measure comprising of thirty-four items, with four items measuring subjective well-
being, 12 measuring problems/symptoms, 12 measuring functioning, and 6 measuring risk to 
the self or others. Each item is scored on a 5-point scale – 0 (not at all), 1 (only occasionally), 2 
(sometimes), 3 (often), and 4 (most or all the time). The CORE-OM has strong supporting evidence 
for its validity, as it correlates highly with symptom measures, such as the Beck Depression 
Inventory (Barkham et al., 2001). The CORE-OM is a good measure to use in terms of measuring 
progress over time, as it can suggest precisely which areas of global distress have improved or 
degraded over the time course of counselling. More information about the CORE-OM tool can be 
found here: http://www.coreims.co.uk/About_Core_System_Outcome_Measure.html

Overall sufficient CORE-OM data was available for six clients. That is a minimum of two 
assessments which had been completed. Some clients had more than this, the maximum being 
five. The average length of time between the first and last assessment was 37 weeks. (Note the 
clients for which data is presented are not necessarily the same clients that took part in the client 
interviews – see section 5).  

Global Distress Scores 

The overall global distress score for each participant was found by totalling the scores of the 
individual thirty-four items and dividing them by thirty-four. A higher score is indicative of a higher 
level of global distress. An overall trend of decreased global distress was seen for each participant 
(see figure 1). 

KEY FIRST ASSESSMENT

A B C D E F

Figure 1: A clustered bar chart to show the difference in mean global distress score for each participant 
from their first CORE-OM assessment to their last.
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Further information can be provided by reviewing the problem and symptom section of the CORE-
OM in more detail. The overall problems and symptoms score was calculated by adding the twelve 
items that measured problems and symptoms and dividing by twelve. A higher score on this 
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measure is indicative of increased self-report problems and symptoms. Overall, one participant’s 
problems and symptoms score remained the same, and the remaining participants showed a 
decrease in problems and symptoms (see Figure 2).

Figure 2: A clustered bar chart to show the difference in mean problems and symptoms scores for each 
participant from their first CORE-OM assessment to their last. A higher score relates to a higher level of 
problems/symptoms.
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It can be seen for all but clients A and to a lesser extent B, there is a significant improvement. This 
could of course indicate that the counselling received by A and B did not have a positive impact. It 
should be noted though that neither deteriorated. It may also be significant that client A engaged 
for at least 46 weeks and client B for 27, and that if either had not considered the counselling to be 
beneficial, they would not have engaged for such a long period.

It does appear therefore that the CORE-OM data indicates counselling from Safe Space can bring 
about psychological wellbeing. However, given the limited amount of data available and that we do 
not know if the clients for which data is available faced SMD (Likely given Safe Spaces objectives 
- but cannot be confirmed), further evidence of Safe Space’s impact is needed and so the next 
section considers eight qualitative interviews with Safe Space clients.
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6. Client Interviews 
Eight face-to-face interviews took place with Safe Space clients (7 male, 1 female).

A number of themes became apparent in the responses of those interviewed. The themes 
identified include: positive changes in the self since starting counselling; the importance of a good 
counsellor-client relationship; the impact of childhood experiences on adult life; and the view of a 
counsellor as a parent-figure.

Interviewees talked about their background and issues relating to SMD. This included; being in the 
care system, domestic violence, domestic abuse, homelessness, substance misuse issues and the 
impact of being in and out of prison and leading a chaotic life:

“Going through the hostel environment that caused me trauma. I was in an erratic place” 
[Interview 6]

“Things from childhood came to light. I had no one to look to. I put self in care at the age of 12” 
[Interview 1]

“Not good. Had mood swings. Didn’t have anyone to talk to due to rough sleeping” 
[Interview 4]
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The interviewees 
expressed high 
positivity regarding 
Safe Space. Of the 
eight interviewees, 
seven identified 
positive changes 
in themselves 
since starting 
counselling.
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The interviewees expressed high positivity regarding Safe Space. Of the eight interviewees, seven 
identified positive changes in themselves since starting counselling. For example, interviewees 
explained themselves to be “more positive” and many discussed an increase in confidence and 
ability to openly communicate with people. 

“I’m dealing better with emotions, feeling more positive and built trust” 
[Interview 4]

“Counselling has been a positive jumping point to address issues” 
[Interview 7]

“Because of my incoherent lifestyle I disengaged however I managed to get back on 
track. I seem more positive and calmer. More open to suggestions instead of attack” 
[Interview 6]

More specific changes in clients relating to issues stemming from SMD were also discussed. For 
example, one interviewee explained how she is “not making herself sick anymore” in relation to her 
diet, and another interviewee expressed his new found “anger management” and “sobriety from 
alcoholism.” 

Another stated:

“I used to feel really negative about life I would drink alcohol, but I will not do that anymore” 
[Interview 8]

There was also evidence that the counselling helped to retain accommodation. 

“I kept my flat, having a safe place at night was massive”   
[Interview 4]

Another person spoke about how they had been able to get back in touch with their family.

“I am generally happier and more open-minded. It’s led to developing a positive 
relationship with my family”  [Interview 5]

Of the eight interviewees, seven stated that these changes would have been either very unlikely or 
somewhat unlikely to have occurred in the absence of counselling.

Another key theme related to the importance of a good counsellor-client relationship. One 
interviewee explained their counsellor to be “understanding, we can have a laugh and he is 
easy to bounce off”. Another interviewee explained how his counsellor “has helped a lot”, “has 
had a lot of input” and “seems interested.” These ideas are reflected in further responses from 
different interviewees, with one saying how his counsellor is “an absolute asset to Safe Space” 
and is “always caring”, with the same counsellor being described as “very nice” and “really 
understanding” by another interviewee.

Overall, Safe Space clients expressed very positive views about the work of Safe Space, with 
very few suggestions for improvement being made. Added to the statistical data in the previous 
section, a clear picture of the value of Safe Space in improving the psychological wellbeing and the 
subsequent benefits in relation to having a “fulfilled life”, is emerging. 



         PAGE 17

7. The view from Opportunity Nottingham
Since the start of the programme, referrals to Safe Space by Opportunity Nottingham staff have been 
made for 68 beneficiaries. Five beneficiaries have been referred on two occasions. This is recorded in 
a log held by Opportunity Nottingham. Women beneficiaries are rather more likely to be referred than 
men. So 65% of referrals to Safe Space are men but they comprise 74% of the overall Opportunity 
Nottingham caseload, 35% of Safe Space referrals are women but they comprise only 26% of the 
Opportunity Nottingham Caseload. Unfortunately, the log does not record the outcome of referrals. 
Referrals have been made throughout the five year course of the programme and are continuing to 
be made and so this does indicate that Safe Space is valued as a source of help for Beneficiaries 
by Opportunity Nottingham staff. Indeed, this year (2019) 19 referrals have been made so far. 

Interviews with Opportunity Nottingham staff confirm this positive view of Safe Space and the value 
of making a referral.

“He was struggling with the loss of his mother and in danger of lapsing back into chaotic 
behaviour, but Safe Space made a big difference, he was ready to open up”

“When he moved into his flat there were issues around isolation and loneliness, being 
housed wasn’t something he’d been used to. Having the Safe Space counsellor at this point 
really helped”

“It took a while but ultimately attending the Safe Space sessions helped to rebuild his 
relationship with his family”

Safe Space is  
valued as a source of 
help for Beneficiaries 
by Opportunity 
Nottingham staff.
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In some cases, engagement was by no means complete and, only partial engagement was 
achieved. Even so, Safe Space support was still considered helpful, indeed allowing for this 
intermittent engagement may actually be the optimum approach for some beneficiaries – see 
discussion about flexibility in the next section.

“She had suffered an awful lot of abuse and had been threatening suicide, her 
engagement with Safe Space was rather on and off and she didn’t always attend but Safe 
Space were really understanding around this, whereas a different kind of service might 
have signed her off”

Whilst the comments above were about beneficiaries who engaged well with Safe Space, for others 
the contact was less successful. Much of this is considered to be about motivation, being able and 
willing to engage and for some beneficiaries this is not something they have been able to do even 
where the service is delivered flexibly.

“I think he agreed to the Counselling because his worker told him it was a good idea. He 
soon disengaged but then he disengaged from all services”

In some cases, it appeared that at the time of referral, the beneficiary had just too much complexity 
to successfully engage even though it was clear that counselling might have been beneficial and 
indeed may be so in the future.

“His mental health was quite unstable, and, in the end, he just missed too many 
appointments”

“There was abuse, there was alcohol. We made appointments and referrals to Safe Space 
on a number of occasions but none were attended”

So, despite Safe Space demonstrably benefiting a significant proportion of Opportunity Nottingham 
beneficiaries, there are still barriers for people experiencing SMD that even a relatively flexible 
service like Safe Space struggle to overcome. The next section considers barriers to accessing 
counselling for people experiencing SMD and how potentially counselling services could become 
more accessible. 



        PAGE 19

8. Overcoming Barriers – Delivery and 
Accessibility
Compared to most counselling services, it appears Safe Space does offer a relatively flexible 
approach. A key aspect of this is the number of sessions that can be accessed. With Safe Space 
this tends to be “as many as will be needed”, and this is particularly advantageous for people 
experiencing SMD where building trust is hugely important. Further, it is known that approximately 

85% of people experiencing SMD face early life 
trauma. This can be buried deep, and understanding 
the right approach can take time whilst both 
counsellor and client work this out. This flexibility 
stands in contrast to most counselling services. 
NHS Improving Access to Psychological Therapies 
(IAPT) services for instance have access processes 
that might make it difficult for people experiencing 
SMD to engage with. They also tend to offer only a 
short number of sessions. This issue was identified 

in Nottingham in a study about improving the equity of access to psychological therapies (Murphy 
and Godbehere, 2015). Significantly, this report saw much better integration with the 3rd sector as 
a key way to make IAPT services more widely accessible. Additionally, given their remit to work with 
people who use drugs and alcohol, Safe Space will work flexibly in relation to this.

So, although Safe Space is relatively flexible in its approach compared to most services, the 
evidence in the previous sections suggests this is most obviously the case where the Beneficiary 
had reached a certain level of stability. For instance, where housing had been obtained and 
substance misuse was being addressed. It could well be the case that counselling at this point 
helps increase the chances that the Beneficiary can maintain a positive trajectory. There were some 
instances however where Beneficiaries weren’t in this more stabilised place, with trauma and issues 
still very much present. Beneficiaries were though, still able to have some positive engagement with 
Safe Space, even though this was likely to be patchier. Given this, it is important that the view that 
the beneficiary needs to be “ready” or in the “right place” before they can engage with counselling 
does not become too fixed and that flexibility is maintained. 

It should also be recognised too, that for some beneficiaries counselling may not be the right 
kind of help. They may have alternative coping strategies that could be explored. Some people 
may go along with counselling because their support worker or coordinator may suggest it as a 
“good idea” and they go along with this so as not to disappoint their worker. In this sense non 
engagement should not necessarily be seen as a negative outcome.

The emphasis on flexibility in how counselling is delivered as a response to recognition of trauma 
and lowered frustration and tolerance thresholds, emotional outburst and challenging/disengaging 
behaviour is recognised by the influential homelessness and health organisation, the Faculty for 
Homeless and Inclusion Health. They have produced a set of standards for counselling services for 
service providers and commissioners. These are set out in Appendix 2 (Hewett et al. 2018). These 
standards emphasise pre-engagement work and “opportunistic outreach” as a first step toward 
more structured treatment. 

This approach has been demonstrated to be effective by the therapist John Conolly. Conolly runs 
the Homeless and Health Counselling Service in Westminster and provides “pre-treatment therapy” 
(Conolly, 2018). Pre-treatment therapy was developed originally in relation to chronically homeless 
people by JS Levy (Conolly, 2018). It includes the following principles of practice:

• The establishment of safety – meeting an individual’s safety needs to achieve crisis   
 stabilisation and act as a springboard for further engagement   

85% of people 
experiencing 
SMD face early 
life trauma. 
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• The development of a trusting relationship – including recognition, empathy containment  
 and suspension of judgement 

• Common language construction – understanding the homeless persons world by learning  
 the meaning of their gestures words and actions

• Facilitate and support change - relapses are seen as part of the recovery journey

There is also a recognition that cognitive dissonance can occur between the between the patient 
and therapist, as Conolly states: “…..surviving many years on the streets can lead to a process 
of ‘re-socialisation’ whereby the homeless person operates by the norms and standards of street 
survival not the pleasantries of mainstream social engagement….my challenge as a therapist has 
been to suspend my judgement in the face of the most incredible life narratives so well beyond my 
personal experience or imagination, that the temptation to label them as fabrication, manipulation, 
deception, criminal, delusional, got in the way of my making an authentic connection with the 
person and not prejudging, dismissing, or rejecting out of hand the particular narrative and form in 
which they express their suffering, outrage distrust or hopelessness”. 

Safe Space operate much of this approach particularly in relation to focussing on establishing 
safety and building trust. This is a distinctive point about Safe Space and contrasts them for 
beneficiaries with most other mental health services. This point is illustrated in the mental health 
and homelessness research study of Nottingham by Sheffield Hallam University which found 
“very few respondents had received comprehensive, effective and consistent support throughout 
their mental health journey. It was this lack of continuity and intensity of support that respondents 
bemoaned… and often left them feeling abandoned or let down” (Reeve et al., 2018:88).

Whilst this trust building approach with its emphasis on safety is fundamental to how Safe Space 
works, adopting some further aspects of the approach developed in Westminster could help provide 
counselling to a wider group of beneficiaries, including some of those who may not be conventionally 
considered “ready”. So, in the Westminster service, delivery of counselling can be through regular 
appointments. Group therapy is also offered. Significantly though, “drop in” sessions are offered, 
so people can “pop in for a chat with the counsellor”. What is discussed is very much led by the 
homeless person rather than the counsellor, with recognition that given the prevalence of trauma, 
it is understood that history-taking can retrigger a trauma reaction and the person may well have to 
deal with this subsequently whilst out on the streets. Some people do move on to the appointment 
based therapy, but this is only done when someone has developed a sense of safety and trust. Given 
the success of the Homeless and Health service approach to counselling in Westminster, adding 
this non-appointment based approach may enable Safe Space to engage with a wider group of 
people, perhaps by teaming up with a homeless day centre or outreach service. 

A further barrier to accessing counselling for people experiencing SMD is cost, and of course 
to develop the more flexible model applied in Westminster would require funding. In contrast, 
voluntary counselling services like Safe Space have seen funding limited or withdrawn altogether. 
One way to overcome this pursued by some charitable counselling providers is to make a charge 
for counselling sessions. This however almost certainly acts as a barrier to people experiencing 
SMD. Most obviously this will be on economic grounds. But also, evidence shows initially people 
aren’t always convinced of the benefits of counselling: “….some people didn’t consider the IAPT 
services as something they could identify with and felt the services did not have people working 
in them that conveyed that their difficulties would be understood or accepted” (Murphy and 
Godbehere, 2015). With counselling there is inevitably an element for some people of “giving it a 
go” early on. They would be rather less likely to be motivated to do this where a charge is made. 
Safe Space’s model of being free to people on low incomes is therefore vital but alternative sources 
of income need to be found. Relying entirely on volunteer counsellors works to a point, especially 
as those volunteers in turn gain valuable experience. This cannot be relied on however to meet the 
overall need and further support, particularly with organisational infrastructure and administration 
would help to ensure the future sustainability of Safe Space. 
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9. Conclusions
There is clear evidence that the provision of counselling provided by Safe Space can play a vital 
part in supporting some people experiencing SMD to recover. Quantitative data kept by Safe Space 
was very limited; only six individual progress records were able to be analysed. Though all showed 
progress being made, on their own this is not sufficient to demonstrate the efficacy of Safe Space’s 
service.

Fortunately, evidence is available from three further sources in order to corroborate the statistical 
data. One source is in wider literature which shows the positive impact counselling can make 
particularly when applied using a model of establishing safety and building a trusting relationship 
which is a focus of Safe Space’s approach. For instance Norcross even went as far to suggest that 
the therapy relationship is as much of a contributor to the client’s improvement as the particular 
therapy itself (Norcross & Wampold, 2011). These factors enforce the importance of a good 
counsellor-client relationship in order to aid the possibility of a successful outcome. 

Secondly, evidence comes from interviews with Safe Space clients. Eight interviews were 
conducted with Safe Space clients and these revealed clear tangible benefits. Not just in mental 
wellbeing but how this then in turn contributes to other benefits such as retaining housing or 
engaging in substance misuse services. 

Thirdly, evidence comes from Opportunity Nottingham staff and Safe Space counsellors, both 
of which provide a clear recognition of the benefits of successful engagement with Safe Space. 
Opportunity Nottingham staff particularly connected Beneficiaries support from Safe Space and 
wider benefits. This included improved mental wellbeing leading to other tangible outcomes such 
as retaining accommodation and rebuilding family networks.

Yet it needs to be acknowledged too that a proportion of people referred by Opportunity 
Nottingham to Safe Space do not engage with the counselling programme. The prevalent view 
about the reason for this appears to be because a person has to be “ready” for counselling. Safe 
Space do take steps to facilitate this by operating more 
flexibly than most other counselling services, particularly 
those provided through IAPT and this will help. But 
further development here could enable engagement 
with people who might be considered harder to reach 
– and an approach to this could be through adopting 
the pre-treatment therapy approach as developed by 
JS Levy and practiced at the Homeless and Health 
Counselling Service in Westminster (Conolly, 2018). 
Among other initiatives this includes a “drop in” service 
where a counsellor can be seen without an appointment. 
It’s important to acknowledge however that a further 
reason for non-engagement may be because counselling is not a panacea and may not be the 
right option for a person, who may find alternative coping strategies more beneficial. Here, better 
knowledge amongst Personal Development Coordinators and other staff working with people 
experiencing multiple disadvantage would be beneficial in improving the efficacy of referrals of 
people experiencing SMD to counselling services.

Safe Space 
receive no 
funding – 
this must be 
addressed. 
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Above all, it should be noted that Safe Space receives no statutory funding and has limited ability 
to raise funds from voluntary sources. The main funding comes actually comes “in kind” from the 
voluntary time provided by the Safe Space Coordinator and the counsellors. And without this good 
will, especially by the Coordinator, the service could not run. In making recommendations therefore 
recognition has to be given of the voluntary nature of the service.

Recommendations: 

Safe Space should aim to capture more anonymised data regarding progress 
from all clients using a simple and common set of questions. This may involve 

some compromise as there are a number of different screening tools reflecting different 
psychological conditions, some involving upwards of 30 questions. However, given the 
voluntary nature of the service and the fact there is no administrative support, recording fewer 
metrics but making sure they are recorded regularly and consistently will be of more value to 
Safe Space going forward.

Safe Space should consider moving further towards a pre-treatment therapy 
approach. Although Safe Space operate flexibly and importantly to provide a service 

to beneficiaries free of charge, engagement could potentially be increased through taking on 
the pre-treatment approach developed by JS Levy and practiced by the Homeless and Health 
Counselling Service in Westminster. Safe Space already operate some of these principles but 
further flexibility e.g. providing a “drop in” service see the proportion of people experiencing 
SMD successfully engaging with counselling increase.

Improve the knowledge of Personal Development Coordinators and other staff 
working with people experiencing multiple disadvantage about counselling and 

different types of psychological therapy. This would be beneficial in improving the efficacy 
of referrals of people experiencing SMD to counselling services. For instance in relation to 
some beneficiaries fear about talking about “difficult things”. 

Safe Space receive no funding – this must be addressed. Safe Space works, with 
people who face SMD - a group of people whose psychological needs are not generally 

well met by statutory services (Lamb et al., 2019a). They appear to be one of a very small 
number of local counselling services who will do this. Yet they receive no funding in return 
for this service and are possibly not even on the radar of health commissioners - this must 
be addressed. There is now recognition of SMD and its psychological underpinnings at 
commissioner level see for instance the Nottingham City JSNA chapter about SMD (Everitt and 
Kaur, 2019). The need for counselling therefore will be on the commissioning agenda and in 
relation to this, why not look to the positive track record of Safe Space, as part of the solution?

1.

2.

3.

4.
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Appendix 1

Client Interview Questions

Interview. Participants first signed a consent form. 8 interviews were conducted. There were 10 
questions, and the interview stimuli were as followed:

Q1a) What is your date of birth?

Q1b) What is your economic status?

Q1c) What gender do you identify with?

Q1d) What is your ethnicity?

Q1e)  Do you have any long-term health problems or disabilities that affect your ability to carry out  
 day to day activities? If yes, please specify.

Q1f)  What is your sexual orientation?

Q2)  How would you describe yourself?

Q3)  Thinking back to before you started Safe Space Counselling – how were you feeling?

Q4a)  What changes, if any, have you noticed in yourself since counselling started? (For example,  
 are you feeling or thinking differently from the way you did before?)

Q4b)  If there are particular changes identified, indicate how likely you think they would have been  
 if you hadn’t had counselling from Safe Space (1. Very unlikely, 2. Somewhat unlikely,   
 3. Neither likely nor unlikely, 4. Somewhat likely. 5. Very likely).

Q5)  In general, what do you think has caused these various changes? In other words, what do  
 you think might have brought them about? (Including things both outside of counselling 
and   in counselling).

Q6)  Can you sum up what has been helpful about your counselling so far? Please give   
 examples.

Q7)  Has anything changed for the worse since counselling started?

Q8)  Is there anything that you wanted to change that hasn’t since counselling started? (If so,  
 why is this?).

Q8)  Were there things in counselling which were difficult or painful, but still OK or perhaps   
 helpful? What were they?

Q9)  Has anything been missing from your treatment? (What would make/have made your   
 counselling more effective or helpful?

Q10)  Do you have anything else that you want to add?
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Appendix 2

Standards for Counselling Services – from Standards for 
commissioners and service providers. Version 3.1 October 2018. 
Pathway/Faculty for Inclusion Homelessness

Counselling may be particularly beneficial for Inclusion Health patients but a different approach is 
needed to both encourage and empower patients to move towards engagement with the process.

Services should:

2.71  Be flexible and open access by self-referral.

2.72  Offer flexibility of location of service provision.

2.73  Be culturally appropriate.

2.74  Recognise the need to create a culture of “trust” and for “opportunistic” outreach and   
 “pre-engagement” work in the form of non-clinical but transitional activities (chatting, art  
 groups etc.)

2.75  Recognise the need for flexibility in the face of lowered frustration tolerance thresholds and  
 emotional outburst, challenging/disengaging behaviour

2.76  Be informed about trauma, addictions, personality disorder, pre-treatment therapy, and   
 attachment theory and practice.

2.77  Incorporate a flexible counselling approach capable of offering an assessment of immediate  
 and longer term needs, with a mix of crisis management, supportive counselling skills,   
 problem clarification and problem solving skills, taking into account the dynamics of the  
 therapeutic relationship, in order to support people through the referral process to more a  
 more structured treatment.

2.78  Recognise people with personality disorder, engaging and supporting them through the  
 referral process to ore structured treatment. 
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