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FWinc Mental Health & Wellbeing
Awareness Policy

1. Purpose  

Funny Wonders Inc. (FWinc), as an organisation, aims to provide opportunities for people to experience 
and participate in creative arts in a supportive and safe environment. The purpose of this policy is to 
increase the awareness and understanding of mental health problems (MHPs), to reduce the 
misconceptions and stigmas associated with MHPs and to provide guidance on how to support those with 
MHPs during FWinc activities. 

2. Scope  

This Policy applies to all members and associates of FWinc.  

3. Definitions  

Health is a state of complete physical, mental and social wellbeing and not merely the absence of disease 
or infirmity (World Health Organisation (WHO)).

Mental health refers to a person’s condition with regard to their psychological and emotional wellbeing. It 
is “a state of wellbeing in which every individual realises their own potential, can cope with the normal 
stresses of life, can work productively and fruitfully, and is able to make a contribution to their 
community” (WHO, 2014). A person with good mental health will feel in control of their emotions, have 
good cognitive functioning and positive interactions with people around them. This state allows a person 
to perform well at work, in their studies, and in family and other social relationships (Mental Health First 
Aid (MHFA) England, 2016). 

Wellbeing is defined as the state of being comfortable, healthy or happy but is a much broader concept 
than moment-to-moment happiness. Definitions vary from ‘feeling good and functioning well’ to ‘positive 
and sustainable characteristics which enable individuals and organisations to thrive and flourish’. Core 
elements of psychological wellbeing are positive emotions, engagement, relationships, meaning and 
accomplishment. It also varies depending upon age: the Department of Health refers to starting well, 
developing well, living well, working well and ageing well. See Appendices D and E for more information 
on maintaining mental health and wellbeing. 

Mental ill-health (mental illness/distress/breakdown or mental health 
issues/problems/difficulties/disorders) is defined as a broad range of problems with different symptoms,  
such as abnormal thoughts, emotions and behaviours and difficult relationships with others (WHO, 2020). 
They include medically diagnosable conditions such as depression, schizophrenia, bipolar disorder, 
personality disorders, eating disorders, hoarding, substance abuse-induced paranoia, anxiety and 
obsessive-compulsive disorders. See Appendix A for more information about common MHPs, Appendix B for
common causes and Appendix C for harmful behaviours. 

Disability is the amount of disruption a health problem causes to a person’s ability to work, look after 
themselves and carry on relationships with family and friends. Mental ill-health is considered a disability 
when there is significant impact upon a person that lasts for longer than 12 months (MHFA England, 2016).

Resilience is the ability to cope with, adapt to or bounce back from experiencing adverse events. It is not 
the absence of distress or the risk or experience of MHPs. Distressing experiences can help build resilience
(bouncing forward) as gaining knowledge and developing coping skills can lead to growth and 
development. 

Recovery means different things to different people – it is more than achieving the absence of symptoms. 
It is a way of living a satisfying, hopeful and contributing life, even with the limitations caused by illness, 
and ability to tolerate and cope with stress. 

Page 1 of 24

Funny Wonders Inc.
Community Interest Company

Company No: 06814964



FWinc MH&WB Policy

4. Statement  

FWinc recognises that MHPs are common. Recent statistics estimate 1 in 4 people will have a MHP within 
any one year (e.g. Mind, 2013; MHFA England, 2016; Time to Change, 2017). According to the Global 
Burden of Disease Study 2013, mental illnesses are the fourth biggest source of disease burden in 
developed countries and sixth in developing countries (MHFA England, 2016). According to the Royal 
College of Psychiatrists, it is the largest single source of disease burden in the UK in terms of prevalence, 
persistence and impact (MHFA England, 2016). 

FWinc recognises that anyone can develop a MHP and that different people respond to things differently: 
each person has their own degree of mental resilience, coping thresholds and tipping points; and that it is 
not a sign of weakness. 

FWinc recognises that mental health is as important as physical health and the degree of disability that 
can occur during an episode of mental illness can be comparable to that caused by physical illness. FWinc 
recognises that the signs and symptoms of MHPs are wide-ranging and that disability caused by mental 
illness may not be readily visible.

FWinc recognises mental health is a continuum and that, with appropriate support, medication and/or 
treatment, those with MHPs can lead productive, fulfilling lives and can make a full recovery. For 
example, someone with a severe diagnosis can still cope well and have good mental health.

FWinc recognises that it is difficult to diagnose MHPs and that people may not be aware they are suffering 
from mental ill-health. FWinc is therefore committed to becoming more aware and to learning about the 
signs and symptoms of common MHPs (and what help and services are available and appropriate to 
recommend).

FWinc recognises that there are misconceptions and stigmas associated with MHPs, particularly around 
violence, and a lack of education and understanding. 87% of people with a MHP have experienced stigma 
and discrimination which often leads to social isolation – 1 in 3 people using a mental health service lose 
contact with friends (2016). 

FWinc is committed to improve the awareness and understanding of MHPs in their local community 
through education and conversation and to respectfully challenge those who behave or communicate in a 
prejudicial manner. 

FWinc has a duty-of-care for all of its members and associates and is committed to maintaining the safety 
and wellbeing of its team and participants and providing a work environment which is not detrimental to 
the mental health and wellbeing of its team. FWinc will follow all best-practice Government guidance and
legislation pertaining to mental health. 

FWinc recognises that providing social activities with the opportunity to teach, help and learn and 
connecting with people - simply listening and talking - during our activities can help those experiencing a 
MHP. See Appendices D and E. 

FWinc recognises that it is helpful to those with MHPs for us to develop relationships so that we can gain a
greater understanding around how MHPs affects them as an individual. FWinc also recognises that 
fluctuations in venues, times or delivery team can be unsettling for those affected by MHPs. FWinc 
therefore aims to provide long-term activities and consistent programme with regular personnel in the 
same location at the same time.  

FWinc understands and accepts that MHPs can manifest in different ways for different people including 
changes in behaviour. FWinc will refer to our Code of Conduct and House Rules for incidents of 
unacceptable behaviour and, when deemed necessary, the FWinc Disciplinary Policy. However, FWinc 
recognises that, as a protected characteristic, mental ill-health requires an individualised approach which 
focuses on maximising stability and recovery over sanctions or further compounding the MHP by excluding 
the participant from our activities. Our recruitment processes enable the FWinc team to assess and reduce
any risk to ensure that the person experiencing MHPs is approached in a manner conducive to keeping 
safe, not only of themselves, but also of all others taking part in the activity. FWinc is committed to not 
excluding those with MHPs unless they pose a threat to the safety of other members and participants: 
exclusion should only occur when absolutely necessary and only when in the interest of all others 
concerned.   
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5. Legislation  

5.1. Health & Safety at Work Act (1974)  
This Act classifies mental health issues arising as a result of work conditions as ‘personal injury’ and
ensures basic rights in relation to healthy work standards. 

5.2. Mental Health Act 1983  
This Act outlines when people can be admitted, detained and treated in hospital against their
wishes for a range of timescales (under different sections): these are called formal patients 
and applies to those who cannot make a decision about treatment or in an emergency if they 
pose a threat of serious harm to themselves or others. People are admitted by two approved 
mental health professionals (AMHPs) who have received specialist training and include 
psychiatric nurses, social workers and psychologists. The Act also details a Code of Practice 
and safeguards which ensure patients' rights are upheld regarding assessment and treatment 
in hospital, treatment in the community and civil or criminal pathways into hospital. 
Compliance is carefully monitored by the Care Quality Commission. 

Under this Act people can also receive treatment on an informal basis who have agreed to go 
to hospital: these are called informal or voluntary patients. These patients have the same 
rights as those being treated for a physical illness. 

The Act gives rights to the 'nearest relative' to protect a patient's interests. They can apply 
for treatment, be contacted regarding compulsory treatment, object to compulsory 
treatment and sanction the discharge of the patient. In cases where no such representative is 
available, an ‘appropriate adult’ is identified either within the network of professionals 
working with the person or other, sometimes voluntary, advocacy organisations. 

5.3. Mental Capacity Act 2005  
This Act protects those over 16 and their rights who lose their mental capacity. This may be 
due to mental illness, brain injury, stroke, learning disabilities or substance misuse. Those 
who lack mental capacity often cannot understand, remember, evaluate, make or 
communicate a decision. In such cases, it may prove difficult to obtain informed consent 
regarding treatment options 

The Act also protects those making decisions on someone else's behalf. 

Compliance by organisations to the safeguarding of a person’s rights to make decisions about 
their own treatment and access to an appropriate advocate, in the event of diminished 
responsibility and incapacity, is routinely monitored by the Care Quality Commission.

5.4. Mental Health Act 2007  
This Act updates the Mental Health Act 1983 to include compulsory treatment in the community. 
Amendments are largely focused on public protection, risk management and guidance for 
professionals. 

5.5. Equality Act 2010  
This Act protects those with a mental illness (included within disability) from unfair treatment, 
discrimination, harassment or victimisation. Employers must make 'reasonable adjustments' to 
enable those with mental illness to fulfil their work role. The Act also protects carers of people with
mental illness. 

5.6. Health & Social Care Act 2012  
This Act clarified that mental health should be treated on an equal footing with physical health in 
the provision of health and social care. 

5.7. Mental Health (Discrimination) Act 2013  
This Act removed the last significant forms of discrimination on the grounds of mental health from 
existing law; repealing legislation that prevented people with MHPs serving on a jury, being a 
director of a company or serving as an MP.
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5.8. Mental Health Bill 2025  
This was introduced in the House of Lords on 6 November 2024 and aims to modernise the Mental 
Health Act 1983. It focuses on improving patient rights, particularly in areas like treatment and care
plan choices, and reducing detentions. Government looks to begin implementation in 2027. 

6. Ment  al Health & Wellbeing Awareness  

Our views about mental health and mental illness are influenced by numerous social factors often outside 
of our control. Examples of this include: our upbringing, home life, education, health, relationships, 
family, work, culture and religious beliefs. We are influenced by our own experiences, that of people we 
know, media and professionals. This is often referred to as our ‘frame of reference’ or ‘window on the 
world’. 

FWinc will improve awareness by:
 having a MH awareness policy
 training our team 
 making information and resources available at our activities
 sharing Public Health England and NHS initiatives when and where appropriate
 engaging with national and regional campaigns when and where appropriate
 knowing how to escalate concerns
 providing/signposting to additional support and self-care

FWinc will reduce stigma and discrimination by:
 talking openly about MH and MHPs
 using appropriate language and correcting those who use inappropriate language
 creating a culture where it is OK to ask for help/support
 providing information and encouraging research to combat misconceptions
 providing help and support without judgement

For further information regarding signs and symptoms of common mental disorders, see Appendix A. 
Possible causes and management of MHPs are detailed in Appendix B. Advice on how to improve mental 
health and wellbeing is detailed in Appendices D and E. Advice on how to help someone experiencing a 
mental health issue is detailed in Appendix F. Useful resources to distribute are detailed in Appendix G. 

7. Mental Health & Wellbeing in the Workplace  

FWinc is committed to providing a work environment which is not detrimental to the mental health or 
wellbeing of its team or participants. Depression is a major cause of disability, absenteeism, presenteeism
and productivity loss among working-age adults (MHFA England, 2016). 

FWinc will achieve this by:
 training project managers in mental health awareness
 making this policy available to all members of the FWinc team
 including MH in risk assessments
 including MH in evaluations
 peer support
 having MH resources available at FWinc activities
 providing accurate information from trusted sources
 encouraging those with MHPs to develop crisis cards and wellness recovery action plans (WRAPs)
 signposting to appropriate support
 making time to chat
 being inclusive
 having clear role descriptions
 showing appreciation for contributions
 celebrating success
 evaluating and debriefing following activities
 making appointments to follow up any disclosure or crisis/episode
 encourage those seeking professional support
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8. Implementation of this Policy  

All adults in a supervisory or supporting role within FWinc will be made aware of his Policy and its 
content. 

This Policy will be available at permanent premises used by FWinc and on the FWinc website. 

9. Responsibilities  

It is the responsibility of the FWinc Board of Directors to appoint a Health & Wellbeing Officer 
(FWincHWO). 

It is the responsibility of the FWincHWO to: be aware of the content of this policy; ensure the FWinc  
Team is aware of the content of this policy; and handle any reports of concern for someone's MH and 
wellbeing appropriately. 

It is the responsibility of the supervising adult of the FWinc activity to: lead activities which cause no 
further harm to the mental health and wellbeing of its participants; and report any concerns to the 
FWincHWO, as necessary. 

10. Complaints  

Complaints regarding the procedures or implementation of the procedures mentioned in this Policy, the 
Policy itself or any other matter should follow the FWinc Complaints Procedure outlined in the FWinc 
Complaints Policy.

11. Review  

This Policy will be reviewed by the FWinc Board of Directors annually or as and when issues arise. 

12. Regional External Contacts  

CAMHS: Child and Adolescent Mental Health Services; www.camhsnorthderbyshire.nhs.uk/

Derbyshire Family Health Service: www.derbyshirefamilyhealthservice.nhs.uk/; 01246 515
100; ChatHealth - Derbyshire text messaging service for parents of those 5-19yo: 07312 263744; 07507 
327769

Derbyshire Mental Health Forum: support for the voluntary sector in Derbyshire; 
http://www.dmhf.org.uk/

Derbyshire Mental Health Helpline (24hrs): 0800 028 0077

Talking Mental Health Derbyshire (NHS): service provider; 
www.derbyshirehealthcareft.nhs.uk/services/talking-mental-health-derbyshire/; 0300 123 0542; 

Insight Healthcare (Concern Group, Derbyshire): service provider; www.insighthealthcare.org/; 0300 555 
5582

Trent Psychological Therapies Service (Derbyshire, Nottinghamshire): service provider; 
www.trentpts.co.uk; 01332 265659; 

Big White Wall: Derbyshire CQC registered support network for over-16s; www.bigwhitewall.com. 

See Appendix G for further and national resources.
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13. Policy History  

Written Dec 2016
Amended Jan 2017
Adopted May 2017
Readopted Jun 2018
Amended Feb 2020 (first aid)
Readopted Apr 2020
Amended Jan-Jul 2021 (self-harm/suicide)
Readopted Aug 2021
Amended Jun 2022 (bereavement)
Readopted Jun 2022
Amended Dec 2022/Jan 2023 (policy/bereavement/suicide)
Readopted Jun 2023
Readopted Jun 2024
Amended May 2025 (contacts/legislation/App B)
Readopted Jun 2025
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Appendix A – Common Mental Health Disorders
To aid awareness, below are the signs and symptoms of common mental disorders. They often occur in 
combination. Anxiety disorders, mood disorders and substance use disorders are the three most common 
MHPs globally in any given year (MHFA England, 2016). MHPs often start in adolescence or early adulthood 
and can cause disability across a person’s lifespan: ~50% of people first develop MHPs by the mid-teens 
and ~75% by the mid-20s (MHFA England, 2016). Symptoms can vary widely between each person. They 
should be recognised as a change from the ‘normal’ behaviour, condition, expression of that person. 

Mood Disorders

Depression is a mood disorder and the most common MHP reported in England (MHFA England, 2016). It is 
a low mood which lasts for a long time (at least two weeks and, on average, 6-8 months), affects 
behaviour, emotion, thinking and physicality and has a negative impact on a person's life – their work and 
personal relationships. It is life-threatening as it can make sufferers feel suicidal or to give up the will to 
live – it is the MHP most commonly associated with suicide. It is linked to changes in neurotransmitters in 
the brain. Signs and symptoms of depression include: a consistent low mood; feelings of hopelessness, 
worthlessness; being unmotivated; fatigue, tiredness, exhaustion; affected sleep (too little or too much); 
loss of enjoyment and interest; loss of appetite; difficulty concentrating; low self-esteem; feelings of 
guilt; pessimistic views; and suicidal thoughts. It commonly occurs with anxiety and substance misuse 
(MHFA England, 2016). Pre- and post-natal depression are related to hormonal and physical changes 
associated with pregnancy. Seasonal affective disorder is a depression which occurs over a particular 
season, usually winter. Dysthymia is a continuous mild depression which lasts for at least two years. 
Depression can be a particular problem in older people (due to increased discrimination, isolation, 
loneliness, poor physical health and poverty), those with long-term physical illnesses and women are more
likely to experience depression than men (MHFA England, 2016). 

Bi-polar Disorder, (previously Manic Depression), is a mood disorder involving episodes of mania (feeling 
high) and depression (feeling low), often with periods of ‘normal’ mood in between. Extreme variations in 
mood can be very distressing and have a big impact on a person's daily life. The extent and duration 
moving between these extremes varies and can sometimes take years, making diagnosis difficult. It 
commonly occurs with anxiety, behaviour and substance use disorders (MHFA England, 2016). ~60% have 
their first episode before 30yo (MHFA England, 2016). Symptoms during manic episodes include: euphoria, 
elation; hyperactivity and increased energy; lack of inhibition; overconfidence, inflated self-esteem; 
grandiose plans; creativity; heightened senses; scattered ideas and racing thoughts; talkative, rapid 
speech, changing subjects; being impatient and irritable; increased sex-drive; less need for sleep; 
paranoia; delusions, hallucinations, lack of insight; drug misuse; risk-taking, recklessness; and spending 
money excessively and/or inappropriately. Many of these are symptoms of psychosis and so bi-polar 
disorder is also considered a psychotic disorder (see below). 

Anxiety Disorders

Generalised Anxiety Disorder (GAD) is the feeling of unease, worry, tension and fear incorporating both 
emotional and physical sensations for at least six months. It is related to the normal biological flight or 
fight (or freeze) response to danger associated with the automatic release of adrenaline and cortisol. If 
feelings of anxiety are very strong or last for a long time it can become a problem and have a negative 
impact on a person's life. Signs and symptoms of anxiety include: constant and unrealistic worry; 
restlessness, nervousness, inability to relax; affected sleep; increased heart rate and breathing; 
hyperventilation; hot flushes; upset stomach and nausea; dry mouth; muscle tension, aches, shaking; 
sweating, tingling, numbness; feeling shaky, dizzy, light-headed and unbalanced; panic attacks; 
development of agoraphobia or other phobias; mind racing/going blank, reduced concentration and 
memory; difficulty making decisions; irritability, impatience, anger; confusion, tearfulness;  unwanted, 
unpleasant, repetitive thoughts; avoidance of anxiety-provoking situations; seeking assurance; compulsive 
behaviour; social distress. Risk factors for anxiety include: family history, genetics; sensitivity, emotional;
marked shyness; persistent or extreme stress; adverse childhood experience; socio-economic 
disadvantage; having another MHP; medication; substance misuse or withdrawal. 

Panic disorder is to suffer from panic attacks or the fear of panic attacks. Panic attacks are sudden, 
unexpected episodes of intense terror similar to a natural response to real danger. They usually peak 
within 10 minutes and are rarely harmful. Symptoms include: a sense of impending doom; breathing 
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difficulties; raised heart rate and pounding in chest; choking sensation; chest pains; hyperventilation; 
sweating, hot flushes; nausea; dizziness; shaking; numbness, tingling; faintness; disconnection from your 
body; fear of dying; and needing the toilet. They can occur at any time, even when asleep. Uncued panic 
attacks can occur without specific triggers. The physical symptoms are similar to those of a heart attack 
or asthma attack. 

Post Traumatic Stress Disorder (PTSD) and Acute Stress Disorder (ASD) involves experiencing upsetting, 
distressing or confusing feelings of fear, helplessness or horror after a person (or someone they know) is 
involved in or witnessed a traumatic event or repeated events. Such feelings may not emerge straight 
away, for example, due to shock, but sufferers may later develop reactions. ASD occurs more 
immediately, PSTD develops later and continues for longer with symptoms persisting for at least one 
month. ~80% experience a form of distress within two weeks after a disaster or emergency and it is part of
the normal adjustment process (Public Health England). Reaction to distress is different for each person, 
as is ‘normal’ behaviour, including those with cognitive difference (e.g. learning disability, dementia, 
autism). Symptoms can be emotional, cognitive, social or physical and include: feeling sad, scared, 
anxious, shocked/startled, angry/frustrated; numb; not sleeping, changes to sleep or fear of sleep; 
sweating, shaking and nausea, muscle tension, gastrointestinal complaints, breathing difficulties/tight 
chest; hyperarousal; headaches; change in appetite/eating habits; reduced energy/exhaustion; reliving 
aspects of the trauma (flashbacks); alertness; feeling on edge, irritable, agitated or easily upset; feelings 
of helplessness, hopelessness, loneliness; aggressive or reckless/rick-taking behaviour; avoidance 
(feelings, memories or things associated with the event), withdrawal; confusion/disorientation; intrusive 
thoughts and images; questioning of beliefs; nightmares; a feeling of dissociation or disconnect from the 
world around you or your body; denial; reduced concentration or memory; paralysis; hypervigilance, 
hypersensitivity; loss of enjoyment, demotivation/lack of purpose; loss of identity or memory; reduced 
confidence/self-esteem and ability to make decisions; interpersonal conflict; lack of self-care; obsessive-
compulsive behaviour. In children and young people, symptoms also include: intense/overwhelming 
emotions; regressive behaviours; selective mutism; becoming more demanding and self-absorbed; 
becoming more clingy and not wanting to go to school; being shy/hiding; changes in play (duration, 
interest, type) or playing out the event; repetitive revisiting of the event through questions/curiosity; 
tummy aches; changing view on the world. 

Obsessive-Compulsive Disorder (OCD) is an anxiety disorder. It is less common but very disabling and 
usually beings in adolescence. Obsessions are unwelcome, intrusive and potentially highly disturbing or 
inappropriate thoughts, images, urges, worries or doubts which occur repeatedly and which a person 
cannot dispel. Sufferers feel out of control of these resulting in “mental discomfort” and feel afraid not 
doing certain things will cause harm. Compulsions are repetitive actions or rituals which reduce anxiety 
and neutralise obsessions. Symptoms can be short-lived and manageable and don't significantly interfere 
with or disrupt daily life. However, symptoms can progress to having serious, severe and time-consuming 
negative impacts on a person's life, particularly under periods of stress. Other symptoms include: feeling 
exhausted; difficulty concentrating; self-inflicted social isolation; lateness, going missing or absence; and 
anxiety. 

Eating Disorders (EDs) include anorexia nervosa, bulimia nervosa, binge eating and other unspecified 
disorders involving unhealthy, long-term relationships with food and eating patterns. They often develop 
as a way of coping from problems, stress or lack of control. They can therefore be considered as an OCD 
focused on body image and food-related behaviours and/or self-harm, as a coping strategy (see Appendix 
C). They are responsible for more deaths than any other psychological illness (2016) through malnutrition, 
suicide and other health complications. They can affect anyone at any age from any cultural background 
although women are more likely to experience EDs. They often co-exist with other MHPs. They can cause 
powerful emotions of guilt, blame and a sense of failure and cause changes in brain chemistry. Signs and 
symptoms are wide-ranging depending on the type and include: eating a lot in one go (binging), eating 
rapidly, eating when not hungry; self-induced vomiting or use of laxatives (purging), frequent visits to the 
bathroom, stained teeth; starvation; hoarding, stealing, hiding food; eating in secret, eating alone; 
avoiding food-related activities/conversations, withdrawing, lying, sensitivity about food; compulsive 
exercising; use of appetite suppressants; binge-eating known unhealthy foods; avoiding high calorie or fat 
food groups; fear of weight gain; yo-yo or significant weight gain and loss; constantly thinking about food, 
being distracted; developing rituals and making rules about food; dehydration; fatigue, weakness; delayed
puberty, irregular or no periods; loss of sexual interest; feeling cold; gastric and digestive issues; 
malnutrition and associated health problems; obesity and associated health problems. Risk factors for EDs 
include: abuse, neglect; parental pressure and high expectations, perfectionism; family history; persistent
criticism; certain occupations; persistent dieting; early onset menstruation; inflexible thinking; sensitivity;
difficulty communicating; low self-esteem; conflict avoidance. 
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Body Dysmorphic Disorder is an anxiety disorder related to body image and involves obsessive worry about 
one or more perceived, physical flaws and compulsive behaviour to deal with them such as excessive use 
of mirrors, make-up, exercise, cosmetic procedures or self-inflicted isolation and self-harm. 

Phobias are a long-term, unreasonable or extreme, intense fear of a particular object or situation (or 
thinking of a particular object or situation) even when there is no danger, including fear of panic, which 
can cause severe anxiety. They can have a significant negative impact on a person's life as they can 
impose real restrictions on how people live. Specific phobias can relate to animals, the natural 
environment, bodies or activities. Complex phobias are commonly social. 

Psychotic Disorders

Psychosis is a change in thinking, perception, mood and behaviour and involves losing touch with 
commonly accepted reality and which can severely disrupt a person’s life. Main psychotic disorders are: 
schizophrenia; bipolar disorder; psychotic depression; schizoaffective disorder; and drug-induced 
psychosis. Onset can be rapid or slow and usually occurs during adolescence. The longer it goes untreated,
the worse the outcome and more severe the symptoms. Common early symptoms include: depression, 
anxiety; exhaustion, lack of concentration; irritability, frustration; fear, suspicion, defensiveness; flat, 
blunt emotion; changes in appetite; constant monitoring; self of alteration/change; unusual ideas, beliefs,
actions, perceptual experiences; denial; affected sleep, vivid dreams; withdrawal; reduced ability and 
motivation. 

Schizophrenia, ‘split mind’, is a more severe MH illness and one of the most debilitating disorders with the
highest impact on a person’s life, more than any physical illness (MHFA England, 2016). It is more likely 
than other MHPs to have a genetic cause and affects ~5% of the global population at some point in their 
lives (MHFA England, 2016). It is more likely to emerge in young people between the ages of 16-25 than 
any other age, the average age of onset is earlier for men than for women and it is more common in high-
income countries (MHFA England, 2016). People with schizophrenia suffer from delusions and 
hallucinations. A delusion is a belief that is clearly fake and may lead to a change in behaviour. The 
person is completely convinced it to be true and will hold to it regardless of evidence to the contrary. 
They are a symptom of a medical, neurological or mental disorder. Delusions can have various themes and 
are often categorised accordingly. A hallucination is the brain's perception of a false sensory input. The 
person is experiencing something which is not occurring in the real world but feels real to them. They are 
associated with the senses and occur without identifiable external stimulus. The person may have insight 
into them and be aware that they are false but this does not diminish the feeling that the experience is 
real. Others may truly believe what they are experiencing is real. Hallucinations are often consequences 
of using or withdrawal from recreational and prescribed drugs. They can also result from health conditions
such as infections, trauma, limb loss or diseases which affect the mind or severe dehydration, lack of 
sleep or hunger. Delusions and hallucinations interfere with the ability to perform everyday tasks and 
cause confusion and withdrawal. Other symptoms include: difficulty thinking, concentrating, planning or 
remembering; disorganised thoughts, unpredictable directions, unusual speech patterns feeling 
disconnected; lack of interest, drive, being distracted; feeling unsafe and paranoia; inappropriate 
emotions. Schizophrenia is typically treated with medication which can have long-term, unpleasant side-
effects. 

Personality Disorders (PDs) are conditions which affect a person's thoughts, feelings, attitudes and 
behaviour, which differ significantly from commonly accepted norms and have a pervasive, negative 
impact on their life. They are seen as a long-term change in personality, how they cope with everyday life
and interact with other people. There are ten recognised forms in the UK. They are grouped into three 
clusters: A - ‘odd’, ‘suspicious’, difficulty relating to others - paranoid, schizoid, schizotypal; B - 
‘dramatic’, ‘emotional-impulsive’, struggle to regulate feelings, unpredictable – antisocial/dissocial, 
borderline/emotionally unstable, histrionic, narcissistic; C - ‘anxious’ - avoidant/anxious, dependent, 
obsessive compulsive/anankastic. Diagnosis must be made by a psychiatrist. PDs typically emerge in 
adolescence, can be periodic and are more common in women. It is thought 4-15% of people meet the 
diagnostic criteria for PDs. Those with PDs may find it difficult to: make or keep relationships; keep out of
trouble; get on with people including friends and family; or control their feelings and behaviour. Other 
signs include: ‘unusual’ or distressing behaviour; being overwhelmed by negative feelings; losing contact 
with reality; self-harm; suicidal thoughts. Risk factors for PDs include: disrupted/disturbed early life and 
development; distressing experiences during childhood; genetics and family history. 
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Appendix B – Development & Management of MHPs
Causes of Mental Health Problems
MHPs occur when a person experiences more stress than they can cope with. There are wide-ranging 
causes of stress. These include: 
 physical stresses – substance misuse; poor diet; social media; short-term physical ill health; lack of 

sleep; substance misuse; 
 environmental stresses – poor housing/over-crowding; poverty; natural disasters; pollution; long-term

unemployment; isolation (being alone, being different, limited means of communication) or social 
exclusion/marginalisation; up-bringing and education (treatment, brain-washing, grooming, 
radicalisation, poor parenting); inequality and discrimination; violence at home/in local community; 

 occupational stresses – lack of job control/autonomy; lack of career development; workplace 
climate/culture; home-work balance; working long hours, workload, burnout; increased care-giving 
responsibility; unclear roles or expectations;; poor relationships with colleagues; risk of or exposure 
to trauma; incompetency (lack of training, skill, tools); poor organisation/scheduling; lack of 
support; lack of breaks or leave; unnecessary practices; poor working conditions; moral injury; 

 emotional stresses - relationship breakdown (own or parental); social pressure; abuse; feelings of 
guilt or shame; leaving home; marriage; cultural and religious rules (expectations, constraints or 
practices such as FGM, forced marriage); constant feed of bad news; internalising problems; grief 
(acute, integrated, complicated/prolonged)

 acute life events – bereavement, particularly if sudden/from suicide (accident or misadventure), if 
socially/psychologically or geographically proximal or disenfranchised (grief cannot be openly 
acknowledged/recognised); accidents; trauma or witnessing trauma; separation from family; job loss;
material loss; imprisonment; pregnancy; assault; physical injury or illness; change of routine. These 
can also begin a chain of events of secondary stresses and disruption to life which lead to MHPs. 
Children and young people are at greater risk of strong reactions after experiencing trauma or an 
incident of significant stress and from developing MHPs earlier in life. 

 chronic stress - poor/chronic physical ill health; disability; debt; prolonged substance misuse and 
addiction. 

Each person has their own vulnerability to mental ill-health (the amount of stress they can cope with). 
With high levels of stress, those who are more vulnerable are more likely to experience MHPs.  
Vulnerability is impacted by risk factors such as: genetics; neurological conditions (brain patterns), 
changes in brain chemistry or structure; chemical imbalances in the brain due to illness, pregnancy, 
hormones or the side-effects of medication; age/developmental level; family/community 
reaction/response to stress; cognitive difference (learning difficulty, autism, dementia) due to difficulty 
in expressing emotions or ability to get help; underlying medical conditions/diseases/impairments with 
complex or additional needs; coping methods; thinking style and outlook; complications at birth, difficult/
adverse experiences as a child (ACE); living environment; isolation/exclusion from support network;  drug 
use; prior or pre-existing MHPs; previous experience of trauma/ACE; discriminatory violence/crime due to 
race, class, disability, sexuality, gender, confinement; demanding caring responsibilities; disruption to 
life; and moral injury - having to make difficult decisions or ones not aligned to personal values. 

Adverse Childhood Experiences (ACES) can have mental and physical impact lasting into adulthood; they 
are known to increase the risk of poor health as adults including heart disease, diabetes and mental 
health. ACES include anything which causes trauma: abuse and neglect; parental substance misuse; 
parental absence/loss; poverty; changing schools; moving house; bereavement; war; natural disaster or 
environmental crisis; pandemics

Risk of and vulnerability to MHPs can be reduced by protective factors. These include: family support; talk
therapy; professional help/intervention; stopping unhelpful coping strategies; employing helpful coping 
strategies and thinking styles; education and understanding; reducing stresses; and taking steps to 
maintain mental health and wellbeing. See Appendices D and E for other protective factors. 

Diagnosis
The difference between short-term distress and a MH disorder is the persistence and severity of symptoms
and the impact they have on a person’s life. MH is a continuum of good to poor mental health and of no 
diagnosis to diagnosis. A person varies in their position along this continuum at different points in the life. 
(MHFA England, 2016). 
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Recovery
People can recover from even the most severe MHPs and lead fulfilling and satisfying lives. Recovery from 
MHPs is helped by: early intervention; diagnosis; adequate, appropriate and effective support and 
treatment; and hope. This may be delayed by: a lack of awareness of MHPs; a lack of action, due to, for 
example, shame, fear, stigma, unwillingness, culture, ability; a lack of support; a lack (or delay) of access
to treatment; or misdiagnosis. 

Most episodes of mental illness are short lived. Some people only have one episode of mental illness in 
their lifetime, whilst others have multiple episodes with periods of wellness in between. Only a small 
minority have ongoing MHPs. Those with more serious, long-term or recurring difficulties can still live 
meaningful and satisfying lives (MHFA England, 2016).

Recovery can take time and may take some trial-and-error before effective coping strategies and 
treatments are found. 

Wellness Recovery Action Plans (WRAPS) and crisis cards are useful tools which can be tailored to 
individuals. They should include: daily maintenance actions; medication and side effects; annual reviews; 
who aware of MHPs; signs/symptoms of good health behaviour and unwell behaviour; triggers; early 
warning signs and symptoms; point at which action is required; reducing access to lethal means; crisis 
plan; support system; recovery actions to feel better; activities to keep calm; reasons for staying alive;  
boundaries of helpers; safe environments; emergency contacts; crisis numbers. 

Treatment
There are various treatments of mental illness. These include: 

 reflection - identifying patterns, symptoms and triggers
 self-help – education and individual working to develop coping strategies to build resilience
 physical activity – group exercise
 group therapy – share feelings, experiences and coping strategies in a support group
 art therapies – group/individual therapy exploring illnesses with art
 occupational therapies – individual therapy to boost confidence
 family intervention – therapy with family
 rehabilitation – nutrition, exercise, withdrawal, lifestyle changes
 medication – anti-psychotic, anti-depressant, mood stabilising, anti-anxiety; can have severe and 

wide-ranging side-effects
 psychological therapies - cognitive behavioural therapy (CBT), behavioural therapy, individual talk

therapy, couple’s therapy
 electroconvulsive therapy (ECT) – electric current applied to the brain to cause a seizure. This is a

last resort only. 
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Appendix C – Harmful Behaviours

Substance Misuse 
Substance misuse is using alcohol or other drugs at levels that are associated with short-term or long-term 
harm and impacts a person’s life and those around them. People with suicidal thoughts are more likely to 
act on them if under the influence of alcohol (MHFA England, 2016). It is more common amongst adults 
with MHPs than in the wider population due to being used to relieve unpleasant emotions. Coexistence 
with MHPs is commonly referred to as dual diagnosis. Men are more likely to misuse alcohol and drugs than
women. 

There are two key groups – dependence (physical and psychological) and harmful. Symptoms of 
dependence include: craving; difficulty controlling quantity/timing; withdrawal; increased tolerance; 
neglect of previous interests; continuing use despite clear evidence of harm. Symptoms of harmful use 
include: physical health issues; mental health issues; wide pattern of harm and negative impact of their 
work and relationships; risky behaviour (antisocial, sexual, driving, self-harm/suicide); aggression; drug-
induced psychosis; affected sleep. 

Risk factors for drug use include: availability; family history; low education; certain occupations; family 
breakdown; genetic predisposition; physical/psychological sensitivity; enjoyment; self-medicating MHPs; 
culture; peer pressure. Recovery (abstinence/reduction/low-risk) involves: pre-contemplation (research, 
information); contemplation (self-awareness, decision-making); preparation (planning, seeking support, 
developing strategies), action (making the change, refining strategies); maintenance (support, checks, 
relapse). 

Self-Harm
Self-Harm is defined as “an act of intentional physical self-injury” (NICE, 2011). It is deliberate, on 
purpose but it can feel beyond a person's control or they can be unaware of it. It is a behaviour, not an 
illness, and serves a function/purpose. The nature, meaning and reason can vary greatly. 

Self-harm is often a sign of an underlying MHP or emotional distress. The physical pain felt can be lower 
than the emotional distress and can alleviate/release/relieve/numb/give respite from emotional pain and 
stress through the physical sensation. If it isn’t effective, it wouldn’t be repeated. Therefore, it can be 
used as a short-term coping strategy which can prevent bigger or further harm, such as suicide. It can be 
done safely, except for self-poisoning, and used or reduced whilst developing other coping strategies. It 
can be harmful to stop straight away without addressing the underlying MHP. 

Self-harm can refer to: cutting, scratching, burning (chemical/hot/cold – fire/hot water/ice), 
hitting/banging (punching/head-banging), biting, pulling (nails/hair), strangulation/asphyxiation 
(hanging), object insertion (swallowing non-foods), neglect (not getting medical treatment, minimising 
sleep, starvation/dehydration, seizure initiation), picking (interfering with healing wounds), body 
modification, substance misuse (of prescribed medication, poisoning), exercising to excess, or risk-taking 
(having unprotected sex, meeting strangers). Death is not intended and accidental death is rare. 

Some of these behaviours are also impulse-control disorders, such as hair pulling and eating non-foods. 
The harm may not be intended and therefore should not be considered self-harm. Risk-taking behaviour 
may also not be intended to cause harm but related to a disorder. These may also be ‘normal’ behaviours 
in those with mental impairment with no intention of harm. 

Self-harm can be used to: cope with emotional distress or pressure; take control of overwhelming 
emotions or feelings of helplessness and powerlessness; fulfil a perceived need to punish themselves; mark
the body; release emotions; stop or disrupt unpleasant feelings or thoughts; or feel something if 
disconnected with emotions. In young people, its function is commonly for self-punishment or taking 
control (Harmless, 2021) as they do not have the life experience to see beyond their current situation. 

It should not be considered “attention-seeking behaviour” - those who self-harm typically try to hide it 
from others, often taking extreme measures - but should be considered a way of communicating 
distress/despair, particularly in those who lack the information/education/mental ability to communicate 
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their pain. We care more for someone who is physically harmed and access to treatment services is more 
immediate. 

Risk factors include: adverse childhood experiences, bullying, abuse, crisis of identity (sexuality, gender), 
poor body image, relationship breakdown, school/work pressure, bereavement/family illness, disruption 
of education or routine, low social contact, health anxiety, separation anxiety, collective trauma 
(pandemics, natural disasters, terrorism) and mental or physical impairment (lack of control or choice of 
care). However, there may not be a trigger event. It is a habit-forming behaviour, so early intervention is 
key. It can become less effective over time so can escalate when a method stops working and a more 
dangerous method is required for the same impact. Superficial cutting is mostly likely to escalate because 
it is not taken as seriously. 

Childhood trauma can impact cognitive, physical and emotional development and behaviour. It can lead to
poor emotional and behavioural self-awareness and self-regulation. This can lead to poor or harmful 
coping strategies such as regressing to childhood behaviours (bed-wetting, thumb-sucking), separation 
anxiety, fearful, preoccupation with negative thoughts, insecurity, poor concentration, withdrawal, 
irritability/agitation, hyperarousal, headaches, stomach-aches and faintness, inability to self-soothe. 
These are all risk-factors for self-harm. 

Self-harm occurs in all classes of society and is more common in women and young people. It is not a 
trend or fad but there can be contagion within peer groups, taught behaviour in families or increase due 
to media propagation and associated curiosity. It is not new but it has evolved and different language is 
now used – it is better defined and discussed – although it is not always recorded so it may be even more 
common than it seems. It takes on average 5-10 years to disclose self-harm, often only following recovery.
It has been estimated 16 million people per year self-harm (WHO, 2014) and, in the UK, 1 in 4 14yo self 
harm (Children’s Society, 2015). Rates are highest in 33-54yo men and 14-24yo women although this may 
be because women come forward earlier (Children’s Society, 2015). These figures only include those who 
disclose self-harm or are hospitalised. Most who self-harm manage their injuries without requiring 
hospitalisation so it may be even more common. 

Self-harm is used to live with emotional pain and therefore does not automatically lead to suicide but it is 
connected - long-term self-harm can cause guilt, shame and further emotional stress feeding the cycle of 
harm. Self-harm is therefore a risk factor for suicide, due to the underlying emotional distress. ~50% of 
those who attempt suicide have a history of self-harm (Harmless, 2021). 

People can recover and stop self harming - it is not ‘with you for life’ or an identity: it does not define a 
person. Behaviour can be changed/adapted with recovery. It could refer to harm minimisation, achieving 
a delay goal or simply being hopeful for the future. 

Signs of self-harm include: unexplained, frequent injuries or medical emergencies; blood stains; keeping 
covered in warmer weather; avoiding situations where exposed skin is expected e.g. swimming;  a change 
of behaviour or performance; withdrawing and self-imposed social isolation; low self-esteem; suicidal 
thoughts; and high energy levels (due to adrenaline/anxiety). It may be periodical or very infrequent 
depending upon stresses and resilience. “Good behaviour” – submission, achieving goals – does not always 
indicate the absence of distress or self-harm. 

When addressing self-harm, you should not: take the tools of self-harm away (as they may seek more, 
potentially more dangerous methods; it also reduces their control); guilt them into thinking about the 
long-term consequences e.g. scars; use damaging language e.g. ‘attention-seeking’ or trivialising it using 
‘just’; talk about it without consent. You should: focus on the emotional distress rather than the action of
self-harm, unless physical first aid is required; find out the purpose and motivation; find out their 
thoughts before, during and after; find out how long they feel better for; find out what are the triggers of 
their distress; provide information about other, more positive coping strategies; explore other, less 
harmful ways to make them feel better; signpost to support resources. The hardest thing is to start talking
about it so they may refuse help initially. It is important they know the door is always open, you are 
always willing to talk about it, that help and support is there when they are ready and they can recover. If
they do not want to address it, it is still better if you know it is happening, so it is good to agree a non-
verbal signal of self-harm. 

When trying to stop self-harming, the ‘10 minute rule’ is recommended - postpone self-harm for 10 
minutes, using distractions and bitesize delays to maintain control and increase resilience. Sit with the 
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emotional state and urge for 10 minutes. Delay for as many 10 minutes as able to reduce urge and reliance
on self-harm. Self-harm is there as an option if still needed. Harm minimisation strategies, such as using 
ice cubes, snapping elastic bands, using bandages, writing on body are limited in their application and are 
not recommended, particularly in isolation. 

Suicide
Suicide is death caused by injuring oneself with the intent to die/end their life. It is therefore a different 
mindset and intent to self-harm, which is used as a coping strategy. Suicidal thoughts without intention to 
carry it out are common and are a poor predictor of suicide. The death of an U16yo is never ruled as 
suicide as it requires the capacity to understand what it means. 

Most who attempt suicide do not want to die, they simply do not want to live any longer with the pain 
they experience and/or see no other option for a way out/escape from their current situation. It is a 
permanent solution to a temporary problem. Some gamble, leaving it to others to save them. 

Suicide is represented proportionally across all classes of people: anyone can have suicidal thoughts. It is 
estimated 1 in 5 have suicidal thoughts (Harmless, 2022). It is estimated 16m people attempt suicide each 
year (Harmless, 2021). In 2018, there were over 6,500 suicidal deaths in the UK (Harmless 2021). It is the 
leading cause of death of men under the age of 50 (Zero Suicide Alliance, 2021) and the second most 
common cause of death in U25s; although the highest rate of increase is in women. The High Peak, 
Derbyshire Dales and Derbyshire all have suicide rates above the national average (Harmless, 2022) 
although these are based on where death occurs, not where lived; may be heightened as people often go 
to areas of natural beauty (Harmless, 2022).

Suicide is not a crime (it was decriminalised in 1961) - do not use ‘commit’ suicide, use ‘complete’, ‘taken
own life’ or ‘died by suicide’. Suicide attempts are not ‘failed’ or ‘unsuccessful’ – this implies death would
have been the favourable outcome. 

Suicide requires: a specific plan, the means/method, the right time/opportunity, intention, preparation, 
and often involves substance use. 

Risk factors include: depression; socio-economic deprivation; financial worries; unemployment; 
homelessness; lack of access to support services; relationship breakdown; middle-aged and male (3x that 
of women); member of LGBT+ community; abuse and bullying; poor body image; MHP or terminal illness 
diagnosis; disability and physical health conditions; work or academic pressure; previous suicide attempts;
family history or exposure to suicide; bereavement; bereavement by suicide; complicated/prolonged 
grief, particularly around the first year anniversary of a death; certain religions; isolation; drug use; self-
harm. Bereavement by suicide increases risk due to unanswered questions, perceived 
abandonment/rejection, additional guilt/shock/shame/blame/anger, not moving on from grief due to 
having no closure, withdrawing from friends/support network due to stigma, fewer support services, 
challenging inquest process, more media attention. 

Most suicidal crises are time-limited and based on unclear thinking so they can be prevented and avoided. 
~75% of suicidal people visit a medical professional within 3 months of an attempt and ~80% of people who
complete suicide give definite warning signs or let others know how they are feeling: threats, clues, cries 
for help and seeking attention behaviour must be taken seriously. Most suicides occur within three months
after the onset period of improvement when higher energy levels turn thoughts and feelings into action – 
the risk is not over following a crisis. 

Warning signs of suicidal thoughts include: expressing intent to hurt or kill themselves; researching 
methods of suicide; seeking access to means of suicide; writing about death/dying; feelings of 
hopelessness, despair, defeat, being trapped; acting recklessly, being complacent; ambivalent about 
living; dropping out of work/education; engaging in risky activities; increased substance misuse and self-
harm; change of behaviour; withdrawing, isolation; going missing; affected sleep; anxiety, agitation; 
changes in mood; lack of purpose; saying goodbyes, putting affairs in order; sudden, unexplained recovery
(decision made). 
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Appendix D – How to Improve Mental Health & 
Wellbeing 
There are steps we can make to look after and improve our own mental health and wellbeing. 

 breathe properly   – inhale deeply and exhale slowly
 go outside   - be in nature; get fresh air; be grounded in a place; explore
 be active   - regular physical activity is associated with lower rates of depression and anxiety  in 

slowing age-related cognitive decline; exercise regularly; do something you enjoy; be more active 
in your day, walk to work and during breaks; sit less; take the stairs; do stretches each morning; 
set yourself an achievable challenge to build up and work towards; solo activities can give you 
time to think; competitive activities can take your focus away from worries; join a club to 
motivate yourself; it is recommended to spend, per week, 75 minutes of vigorous exercise 
(breathing fast, hard to talk) or 150 minutes of moderately intense exercise (increased breathing 
and heart rate, still able to talk); 

 be social   – social relationships are a buffer against mental ill health; talk to people; tell them how
you really feel; do slow-paced, social activities; 

 sleep well   - make your sleeping environment a calm, comfortable space – cool, dark and quiet; 
turn off electrical screens after dark; avoid caffeine, alcohol and sugary items before sleep; avoid 
exercise late in the evening; avoid worrying tasks later in the day; keep a sleep diary to spot poor 
sleeping patterns; avoid medication which negatively affects your sleep;

 eat well   – respect your body, eat nutritious foods
 maintain good personal hygiene   – bathe/shower regularly, clean your teeth daily, 
 avoid stress and triggers   – know what makes you stressed; deal with worries you can do something 

about; organise and manage your jobs, including everyday tasks, focus on one at a time and note 
your achievements; take regular breaks, walk around if you're sat for a long time, keep the blood 
pumping; share worries with someone else who will listen to you; avoid constant news and media; 

 relax   – take time to relax your body and mind properly; practice mindfulness, meditation; practice
relaxing exercises like yoga, tai chi, pilates; stop, close your eyes, listen to your environment; try 
breathing exercises; listen to relaxing music; grounding (feet on floor); 

 do what makes you happy   – do things you enjoy; go places you love; spend time with people who 
make you feel good; think of good memories; celebrate small achievements or progress; think 
positively; 

 do things you’re good at   – build self-belief and confidence;
 make connections   with other people - strong evidence indicates that a fundamental human need is

feeling close to and valued by other people; talk face-to-face instead of writing (texts, emails 
etc), put down the electronic devices; talk to new people; listen to other people; put time aside 
to really talk to people; share journeys with colleagues and friends; 

 be present   - be aware of what is happening around you, savour the moment; this can strengthen 
and broaden awareness, reaffirm life priorities, enhance self-understanding and make positive 
choices; have a tidy workspace; be near plants and animals; notice other people around you; 
change travel routes; visit new places; be aware of and talk about how you are actually feeling; 
acknowledge people around you; put down the electronic devices!;

 be thankful   – acknowledge the good things in your life, keep a gratitude journal; 
 keep learning   - continued learning enhances self-esteem, encourages social interaction and a 

more active life; set educational goals; sign up for a class; read the news; read books; problem-
solving; puzzles; research interests; learn a language; get to know people you work with; 

 have direction   – make goals, something to work towards, to look forward to; 
 have meaning   - have purpose; be part of something bigger; 
 help others   - participate in social and community activities; give gifts; give your time; carry out 

random acts of kindness; volunteer; help friends and family; look after/care for others; 
 be safe   – reduce the risk of violence or the need for respite;
 get help   – if you are struggling to cope or have reduced performance, you should seek further 

support. 
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Appendix E - Five Ways to Wellbeing
Five ways/steps to wellbeing are advocated by Mind and the NHS. 

Connect
Good relationships are important for your mental wellbeing. There is strong evidence that indicates that 
feeling close to, and valued by, other people is a fundamental human need and one that contributes to 
functioning well in the world. They can help you to build a sense of belonging and self-worth, give you an 
opportunity to share positive experiences and provide emotional support and allow you to support others. 
These act as a buffer against mental ill health for people of all ages. 

To help build stronger and closer relationships:
 take time each day to be with your family, for example, eating dinner together 
 arrange a day out with friends you have not seen for a while 
 switch off the TV to talk or play a game with your children, friends or family 
 have lunch or share lifts with a colleague
 speak to someone new
 visit a friend or family member who needs support or company 
 volunteer at a local school, hospital or community group
 make the most of technology to stay in touch with friends, family and your local community
 but do not rely on technology or social media alone to build relationships. It's easy to get into the 

habit of only ever texting, messaging or emailing people. 

Be Active
Being active is not only great for your physical health and fitness. Evidence also shows it can also improve 
your mental wellbeing by raising your self-esteem, setting and achieving goals, causing chemical changes 
in your brain which can help to positively change your mood and reduce anxiety. Exercise is also essential 
for slowing age-related cognitive decline. You don’t have to spend hours in the gym and activity does not 
have to be physically intense: slower-paced, more social activities are also beneficial. 

To get more active:
 find free activities you enjoy such as walking, running, gardening, cycling
 do some stretches in the morning
 get involved with national campaigns such as couch to 5k or Parkruns
 walk to work or get off the bus a stop early
 walk about more in the house, go up and down stairs more often
 take the stairs, not the lift
 go swimming 
 join a local class – dancing, yoga 

Take Notice – Be Present
Paying more attention to the present moment can improve your mental wellbeing,  reaffirm your life 
priorities, understand yourself better and strengthen and broaden your awareness: this includes your 
thoughts and feelings, your body and the world around you. Some people call this awareness 
"mindfulness". Mindfulness can positively change the way you feel about life and how you approach 
challenges.

To be more mindful:
 explore - visit new places, travel via different routes
 clear the clutter
 take notice of the people around you – how are they acting or feeling
 experience nature – get houseplants, spend time with or watching animals
 play a musical instrument
 play a sport

Keep Learning
Research shows that continued learning and learning new skills can also improve your mental wellbeing by 
boosting self-confidence and raising self-esteem, helping you to build a sense of purpose and helping you 
to connect with others. Setting and achieving learning goals is strongly associated with increasing 
wellbeing. 
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Even if you feel like you do not have enough time, or you may not need to learn new things, there are lots
of different ways to bring learning into your life:

 learn to cook something new
 read something different
 take on a new responsibility at work, such as mentoring a junior staff member or improving your 

presentation skills 
 work on a DIY project, such as fixing a broken bike, garden gate or something bigger
 sign up for a course at a local college - learn a new language or a practical skill
 try new hobbies that challenge you, such as writing a blog, taking up a new sport or learning to 

paint 
 but don’t feel you have to learn new qualifications or sit exams if this does not interest you. It's 

best to find activities you enjoy and make them a part of your life 

Give
Acts of giving and kindness can help improve your mental wellbeing by creating positive feelings and a 
sense of reward, giving you a feeling of purpose and self-worth and helping you connect with other 
people. It could be small acts of kindness towards other people, or larger ones like longer-term 
volunteering in your local community:

 say thank you to someone for something they have done for you 
 ask friends, family or colleagues how they are and really listening to their answer 
 spend time with friends or relatives who need support or company 
 offer to help someone you know with DIY or a work project 
 volunteer in your community, such as helping at a school, hospital or care home 
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Appendix F – Mental Health First Aid
Mental Health First Aid (MHFA)
MHFA is help offered to a person developing a MHP, experiencing a worsening of an existing MHP or in a 
mental health crisis. First aid is given until appropriate professional help is received or until the crisis 
appears to have been resolved (MHFA England, 2016). It aims to preserve life, prevent further harm, 
promote recovery and provide comfort (MHFA England, 2016). Suicide should be considered the highest 
priority of MHFA.

Five Basic Steps – ALGEE

A – approach the person, assess and assist 
 assess safety to themselves, yourself and others
 act promptly if you think they are considering suicide - assess the risk, trust your gut reaction
 genuinely want to help and care
 introduce yourself
 share your observations and personal concerns - use “I” statements rather than “you” statements
 check they are able and willing to talk – insist if they are defensive, resist or deny
 find out if it has happened before or if this is their first episode
 ask how they are feeling
 ask how you can help - they may know
 address immediate needs – cold, thirst, hunger, safety, calming

L – listen and communicate non-judgementally 
 ensure you can communicate effectively – they can talk in their first language or one in which they

are fluent
 ensure they keep their dignity – their cultural and religious values are upheld
 find a suitable space and environment to talk - safe, comfortable, private, quiet - where they will 

not be at risk of stigma or discrimination
 have/make time to talk
 establish expectation of confidentiality and length of interaction
 maintain comfortable levels of eye-contact
 sit down with an open posture, preferably not directly opposite
 be genuinely empathetic and caring
 understand from their point of view (not your own)
 have a normal conversation
 talk like you would about a physical injury, illness or condition 
 ask direct questions including about feelings of suicide/suicidal thoughts
 ask open questions – how? why? who? 
 focus on how they feel
 pay attention
 summarise and clarify what they say to demonstrate you are listening and you understand and 

accept their experience
 keep the conversation going but allow for long pauses so they can think, reflect or pray
 use encouraging/reactive gestures and expressions
 keep calm - speak with a quiet, relaxed tone of voice and move with calm gestures
 be aware of your own frames of reference and ‘window on the world’
 find out about their prior behaviour, recent changes/triggers, existing support and treatment
 find out about any coping strategies

G – give support and information
 acknowledge, recognise and accept how they feel
 reassure them
 normalise their reaction/feelings/thoughts
 highlight positive behaviour (e.g. seeking help, talking)
 explore their concerns
 focus on positive actions
 help find solutions
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 give them choice/options and control so they feel empowered – if they are behaving aggressively, 
comply with reasonable requests

 give them hope of recovery
 if they want some, provide accurate, quality, trustworthy information about MHPs such as 

symptoms (if undiagnosed, unaware) and effective treatments and coping strategies 
 develop an action plan, what to do next

E – encourage the person to get appropriate professional help
 GPs
 mental health professionals – counsellors, clinical psychologists, psychotherapists, nurses, 

psychiatrists
 occupational therapists
 local authority & NHS services
 social workers and community programmes
 work programmes
 identify barriers and specific reasons for any avoidance
 respect their cultural community and care

E – encourage other support 
 family, friends or other readily available, caring and comfortable relationships
 trusted people – teachers, community volunteers
 local support groups
 religious leaders
 helplines
 national campaigns
 educational websites, books
 self-help – problem-solving, developing positive coping strategies to gain control and build 

resilience, setting boundaries to reduce triggers, recognisable controllables; 
 self-care, where appropriate – with shopping, cooking, cleaning, washing, dressing, medication, 

caring responsibilities, 
 advice, where appropriate – financial, housing, employment, education
 develop help cards and support plans
 complementary therapies – light therapy, acupuncture, meditation, massage, yoga
 other protective factors (Appendix D and E)
 timescale for follow-up talk

Do not:
 react emotionally or angrily
 seem embarrassed
 make assumptions, particularly that their points of reference or culture is the same as yours
 restrict their personal space and movement if they want to pace
 shout, argue or debate
 take control of the conversation or enforce your own opinions
 try to fill silences
 interrupt
 talk too quickly or in long sentences
 use clinical or technical language
 use slang terms or inappropriate language - ‘stupid’, ‘silly’
 use comparative ‘at least’ terms or compare them to others/yourself
 give advice or glib or false reassurance
 say you know how they feel
 press them for more details if unwilling to talk
 be hostile or sarcastic or roll your eyes
 threaten or pressurise
 blame, criticise or nag
 be sympathetic, pity or patronise them
 cause them to feel shame, embarrassment or guilt
 mention how they might be affecting someone else – keep it about them
 trivialise, minimise, belittle or dismiss their feelings, fears or experiences, even if they seem 

bizarre
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 tell them not to worry
 call their bluff 
 bring in other things – stick to the point
 diagnose or label/categorise 
 try to make it better or solve their problems
 make excuses for them
 have unrealistic expectations – will power and resolve is not enough
 rush them or force them into doing something
 get too involved or protective
 try to provide support beyond the role or capabilities
 make promises
 deny basic needs – food, shelter
 deny them the opportunity to pray
 leave them alone – stay until other help arrives or they recover

Panic Attacks / Emotional Distress
Particularly if it is their first experience, you should:

 help them into a supported sitting position 
 reassure them it is not dangerous and it will pass
 get them to breathe deeply and exhale slowly and repeat until they are calm
 get them to concentrate on something visible or a physical action – breathing, some other physical

movement, a ticking clock
 or distract their focus onto something comforting, a picture, a story, a person 
 encourage other calming techniques - grounding (feet on floor), 54321 (see, touch, hear, smell, 

taste)
 reassure them that they are ok and you will stay with them 
 seek medical attention (in case it is an asthmatic or a heart attack)
 encourage them to seek support
 encourage them to keep a diary of when they are anxious 
 encourage them to develop a coping card detailing coping strategies which work for them. It can 

be hard to remember these during an attack. 

Suicidal Crisis
A suicidal crisis may be indicated by: words and phrases (such as ‘worthless/not worth it’, ‘a burden’, 
‘better off without me’, ‘let everyone down’, ‘no-one understands’, ‘don’t belong’, ‘want it to stop’) or a
hopeless tone; their appearance (being improperly dressed or prepared e.g. for travel, for the weather; 
they’ve not slept, they’ve been crying); disclosing they have made a plan; travelling to a known suicide 
spot. 

SSS – see the problem, say the words, signpost to support

In a suicidal crisis: 
 act – do not assume someone else will help, do not leave it to others – but ensure your own safety
 use/create a safe space/time for conversation with few environmental stresses
 stay calm, matter of fact, non-dramatic but still human
 share your concern, ask if there’s something wrong - it is ok to ask, safer to say something than 

not, it doesn’t give them the idea
 be persistent if they resist - ‘why do you care?’, ‘it’s none of your business’, ask twice, how they 

are really
 ask directly about suicidal feelings/thoughts of suicide – it often reduces the intensity of their 

feelings, lowers anxiety and breaks the thought - it acts as a deterrent, it does not encourage - 
make an assessment using FIDO
◦ Frequency – how often have suicidal thoughts?
◦ Intensity – how strong are the thoughts/feelings? Are they urged to take action?
◦ Duration – how long have they had these thoughts for? Have they felt like it before? 
◦ Objective Planning – do you have an action plan? What/who/where can help? How can they be 

safe for now?
 ask if they have already done something to hurt themselves (e.g. taken an overdose) 
 if their meaning is unclear, ask them to clarify – do they want to die or just escape their situation?
 explain what suicide means – religious beliefs can increase the risk of suicide
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 seek assistance as required - call 999 or their GP, take them to A&E
 remove/reduce the means to complete suicide / discourage further consumption of any 

substances
 administer physical first aid if the person has self-harmed or attempted suicide
 show them you care and want to help
 do not leave them alone
 encourage them to talk - have a conversation about how they are feeling, their thoughts and 

reasons, thank them for talking, ask questions, listen to their answers
 acknowledge their distress/difficulty, confirm the key points, validate
 use distraction techniques – alternative ways of thinking, change their focus
 lead to hopefulness – find hopes, loves, passions, highlights, what want to be here for
 highlight their uncertainty - the fact they are still alive suggests they are not sure
 determine connections / supports, how they would like to be helped, involve a friend or family 

member – it may not be you who can help them
 give choice of support options so they can keep control
 take breaks, space to calm or for reflection
 reassure – help is available, everyone deserves help, they have options, they can recover, suicidal 

thoughts are common
 help problem solve – give options, alternative solutions, coping strategies
 agree an action plan to help them stay safe whilst they are struggling
 provide information and resources once they are open to help
 monitor progress
 ensure they are ‘safe for now’

How to keep yourself safe
At the time:

 know your role and responsibility in the their treatment and do not go beyond it
 be prepared – accurate information, resources, action plan
 judge the circumstance and their behaviour
 create a safe environment
 ensure you have access to an exit
 keep your body language open and relaxed
 try to keep calm
 maintain your own comfortable levels of personal space and eye contact
 know the effects of any medication they may be taking and plan to reduce contact when side-

effects may be at their worse 
 take a break if you are finding things difficult
 try different approaches and keep trying
 follow policy and safety procedures
 follow the instructions of services

If you feel uncomfortable or unable to deal with the situation, it is best to leave, if you are able to, 
without causing further harm. If you need further assistance, get help. 

Afterwards:
 seek your own support and talk to someone. You may need to deal with feelings and reactions you 

put aside during the encounter.
 identify and manage stress
 do something to make you feel better
 remember that you are not responsible for the actions or behaviours of others
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Appendix G – Mental Health Resources 
General 
Action for Happiness: www.actionforhappiness.org 
Childline: 0800 1111; childline.org.uk
Food for the Brain: 0300 365 0130; www.foodforthebrain.org 
Hub of Hope: mental health support database; www.hubofhope.co.uk/
Kooth: for YP; www.kooth.com
Mental Health Foundation: www.mentalhealth.org.uk 
Mind: infoline 0300 123 3393; text 86463; www.mind.org.uk
MindEd: educational resources; www.minded.org.uk/
Nightline: www.nightline.ac.uk 
Rethink Mental Illness: CQC registered charity; 0121 522 7007; www.rethink.org; 01773 734989 #2; text 
07537 410028
Royal College of Psychiatry: www.rpsych.ac.uk/mentalhealthinfoforall
Samaritans: 116123; www.samaritans.org
Sane: helpline 0300 304 7000; 0203 805 1790; www.sane.org.uk
STEM4: for teenagers; www.stem4.org.uk 
Student Minds: www.studentminds.org.uk 
The Mix: for U26s; 0808 808 4994; www.getconnected.org.uk 
Together for Mental Wellbeing: 0207 780 7300; www.together-uk.org 
Young Minds: 0808 802 5544; www.youngminds.org.uk 

Campaigns
CALM – Campaign against living miserably: www.thecalmzone.net/
Every Mind Matters: www.nhs.uk/oneyou/every-mind-matters/
Rise Above: riseabove.org.uk/
This is Me: anti-stigma at work campaign 2016; www.thelordmayorsappeal.org/power-of-diversity/this-is-
me
Time to Change: anti-stigma campaign; www.time-to-change.org.uk; 

Mood Disorders
Association for Postnatal Illness: 0207 386 0868; www.apni.org 
Bipolar UK: 0333 323 3880; www.bipolaruk.org
Charlie Waller Memorial Trust: 01635 869 754; www.cwmt.org.uk 
Depression UK: www.depressionuk.org 
PANDAS Foundation: 0843 2898 401; www.pandasfoundation.org.uk 

Anxiety Disorders
Anorexia & Bulimia Care: 0300 011 1213; www.anorexiabulimiacare.org.uk 
Anxiety UK: 08444 775 774; www.anxietyuk.org.uk
Beat: 0345 634 1414; youth 0345 634 7650; www.b-eat.co.uk 
FearFIghterTM: http://fearfighter.cbtprogram.com 
Men Get Eating Disorders Too!: www.mengetedstoo.co.uk 
No Panic: 0844 967 4848; youth 01753 840 393; www.nopanic.org.uk
OCD Action: 0845 390 6232; www.ocdaction.org.uk
OCD UK: 0845 120 3778; www.ocduk.org
Triumph over Phobia: 01225 571 740; www.topuk.org

Psychosis Disorders
Action on Postpartum Psychosis: 0203 3229 900; www.app.network.org 
Emergence: www.emergenceplus.org.uk 
Hearing Voices Network: 0114 271 8210; www.hearing-voices.org. 
Personality Disorder: www.personalitydisorder.org.uk 

Self Harm & Suicide
Campaign Against Living Miserably: for men; 0800 58 58 58; www.thecalmzone.net 
Grassroots: www.prevent-suicide.org.uk 
Harmless: www.harmless.org.uk 
National Self Harm Network: www.nshn.co.uk 
National Suicide Prevention Alliance: www.nspa.org.uk
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Papyrus – Prevention of Young Suicide: for U36s; 0800 068 4141; www.papyrus-uk.org 
selfharmUK: www.selfharm.co.uk 
Self Injury Support: 0808 800 8088; www.selfinjurysupport.org.uk 
Young Minds: 0808 802 5544; www.youngminds.org.uk

Addiction & Substance Misuse
Addaction: 0207 251 5860; www.addaction.org.uk
Adfam: 0207 553 7640; www.adfam.org.uk
Al-Anon Family Groups UK & Eire: 0207 403 0888; www.al-anonuk.org.uk
Alcoholics Anonymous: 0800 9177 650; www.alchoholics-anonymous.org.uk
Alcohol Concern: 0207 566 9800; www.alcoholconcern.org.uk
Alcohol Health Network: 0203 151 2420; www.alcoholhealthnetwork.org.uk
Big Deal: gambling support for young people; www.bigdeal.org.uk
Cocaine Anonymous: 0800 612 0225; www.cauk.org.uk
Down Your Drink: www.downyourdrink.org.uk 
Drink Aware: 0207 766 9900; www.drinkaware.co.uk
Drinkline: 0300 123 1110
DrugScience: www.drugscience.org.uk
Dual Recovery Anonymous: 0300 124 0373; www.dualrecoveryanonymous.org
Gamblers Anonymous UK: www.gamblersanonymous.org.uk
Marijuana Anonymous UK: 0300 124 0373; www.marijuana-anonymous.org.uk
Narcotics Anonymous UK: 0300 999 1212; www.ukna.org
National Gambling Helpline: 0808 802 0133
Progress: www.dualdiagnosis.co.uk
Talk to Frank: 0300 123 6600; text 82111; www.talktofrank.com
UK Smart Recover: www.smartrecovery.org.uk

Crime & Abuse
National Association for People Abused in Childhood: 0808 801 0331; www.napac.org.uk
NSPCC: 0808 800 5000; www.nspcc.org.uk
One in Four: 0208 697 2112; www.oneinfour.org.uk
Rape Crisis: 0808 802 999; www.rapecrisis.org.uk
Refuge: 0808 2000 247; www.refuge.co.uk
Survivors UK: 0203 598 3898; www.survivorsuk.org
Victims’ Information Service: 0808 168 923; www.victimsinformationservice.org.uk
Victim Support: 0808 1689 111; www.victimsupport.org.uk 
Women’s Aid: 0808 2000 247; www.womensaid.org.uk

Bereavement
At a Loss: signposting website; www.ataloss.org/
Bereavement Advice Centre: 0800 634 9494; www.bereavementadvice.org
Child Bereavement UK: 0800 028 8840; www.childbereavementuk.org
Cruse Bereavement Care: 0808 808 1677; www.cruse.org.uk
Dying Matters: 0800 021 4466; www.dyingmatters.org
The Good Grief Trust: www.thegoodgrieftrust.org/
Grief Talk: 0808 802 0111
Help is at Hand: bereaved through suicide or other unexplained death; supportaftersuicide.org.uk
Lullaby Trust: 0808 802 6868; www.lullabytrust.org.uk
National Bereavement Alliance: https://nationalbereavementalliance.org.uk/
Sands: death of a baby; 0808 164 3332; www.sands.org.uk/
Sudden: 0800 2600 400; https://sudden.org/
Support After Suicide Partnership: https://supportaftersuicide.org.uk/
Survivors of Bereavement by Suicide: 0300 111 5065; www.uk-sobs.org.uk
The Compassionate Friends: 0345 123 2304; www.tcf.org.uk
The Tomorrow Project: 01246 541935; bereavement.derbys@tomorrowproject.org.uk 
Winston’s Wish: 0845 203 0405; www.winstonswish.org.uk

Family & Carers
Carers Trust: 0844 800 4361; www.carers.org
Carers UK: 0800 880 87777; www.carersuk.org
Family Action: 0207 254 6251; www.family-action.org.uk 
Family Links: www.familylinks.org.uk 
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Family Lives: 0808 800 2222; www.familylives.org.uk 
Relate: 0300 100 1234; www.relate.org.uk 

Employment & Debt
Advisory, Conciliation & Arbitration Service: 0300 123 1100; www.acas.org.uk 
Business in the Community: 0207 566 8650; www.bitc.org.uk 
Education Support Partnership: 0800 056 2561; www.educationshpportpartnership.org.uk 
Fit for Work: 0800 032 6235; www.fitforwork.org 
Mindful Employer: 01392 677 064; www.mindfulemployer.net 
Money Advice Service: 0800 138 7777; www.moneyadviceservice.org.uk 
National Debtline: 0808 808 4000; www.nationaldebtline.org 
Richmond Fellowship: 0207 697 3300; www.richmondfellowship.org.uk 
Shaw Trust: 01225 716 300; www.shaw-trust.org.uk 
Stepchange: 0800 138 1111; www.stepchange.org 

Armed Forces
ABF The Soldier’s Charity: 0207 901 8900; www.soldierscharity.org
Combat Stress: 0800 138 1619; text 07537 404719; www.combatstress.org.uk
Help for Heroes: 01980 844 280; www.helpforheroes.org.uk
PTSD Resolution: 0300 302 0551; www.ptsdresolution.org
The Royal British Legion: 0808 802 8080; www.britishlegion.org.uk
SSAFA: 0800 731 4880; www.ssafa.org.uk

Finding a Therapist
British Association for Behavioural and Cognitive Psychotherapies: 0161 705 4304; www.babcp.com
British Association for Counselling and Psychotherapy Register: 01455 883300; www.itsgoodtotalk.org.uk
British Psychological Society: 0116 254 9568; www.bps.org.uk
Counselling Directory: 0844 8030 240; www.counselling-directory.org.uk
Improving Access to Psychological Therapies: www.iapt.nhs.uk
Ieso digital health: www.iesohealth.com
UK Council for Psychotherapy: 0207 014 9955; www.ukcp.org.uk

Self-Help Apps/Tools/Books
The Body Keeps the Score: Brain, Mind, and Body in the Healing of Trauma (2014) by Bessel van der Kolk 
CBT Online: www.moodgymn.anu.edu.au 
Get Self Help: www.getselfhelp.co.uk 
Happy Healthy: www.happyhealthyapp.com 
Headspace: www.headspace.com 
Hub of Hope: www.hubofhope.co.uk 
Moodscope: www.moodscope.com 
Moodpanda: www.moodpanda.com 
Sleepio: www.sleepio.com 
Stay Alive: www.prevent-suicide.org.uk/stay_alive_suicide_prevention_mobile_phone_application.html 
The Tidal Model: www.tidal-model.com 
WRAP: www.mentalhealthrecovery.com 
WorkGuru: www.workguru.org 
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