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Armed Forces Community

The Armed Forces community, both 
serving and ex-serving, is a sector of 
society which has been recognised as 
having specific mental health issues 
and, therefore, requirements. Based on 
the identified need for greater mental 
health literacy within this community, 
the government allocated a budget of 
£600,000 to develop a MHFA training 
product tailored to this audience. MHFA 
England, in-conjunction with three of 
the UK’s leading mental health charities, 
piloted and then went on to launch a 
two-day Armed Forces MHFA training 
product which went live in October 
2013. Since that time, 6,600 members 
of this community have been trained as 
Armed Forces Mental Health First Aiders. 
Evaluation of the programme is currently 
being conducted by the University of 
Gloucestershire, with preliminary findings 
showing the training to be highly effective 
at increasing mental health literacy within 
the Armed Forces community (Figure 3).

Workplace 

Since its inception in England, the Standard 
MHFA course and the subsequent MHFA 
Lite have been delivered into both public 
and private sector workplaces across the 
country by individual MHFA instructors. 
However, with a growing demand from 
the corporate and public sector for large-
scale role-out of mental health awareness 
training, MHFA England developed its 
business offering to suit this audience. 
Since 2014, MHFA England has run a very 
successful workplace team, the purpose 
of which is to facilitate the delivery of a 
range of training products, including the 
standard two-day MHFA, a one-day MHFA, 
a half-day MHFA course and MHFA Lite. 
The result of this approach is that MHFA 
England is now working with some of 
England’s biggest employers including the 
British Broadcasting Corporation (BBC), 
Unilever, Ernst Young (EY), Lendlease, the 
Royal Mail and NHS England. 

With workplace continuing to be a strong 
focus area for the business, the challenge 
for MHFA England is the recruitment of 
experienced and skilled instructors to join 
the MHFA Associate team and for these 
Associates to be located in areas which 
meet the demand from the corporate and 
public sector. 

Figure 3. MHFA in the Armed Forces
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Higher Education

MHFA England has been successfully 
training staff and students within a 
Higher Education setting for some 
time now using the standard two-day 
training course. However, there has been 
demand from this sector for a one-day 
course which is tailored to help address 
some of the issues which arise in the 
transition years between childhood and 
adulthood. As such, MHFA England 
has worked closely with the Higher 
Education Network and charity Student 
Minds, to develop a one-day product 
which is currently being piloted in several 
universities. The product is due to be 
launched at the end of 2016. 

Recognising Best Practice 

In 2012 MHFA England held its first ever 
national awards ceremony at the House of 
Lords. This awards event was designed to 
recognise and celebrate the work of some 
1,000 MHFA instructors delivering training 
and helping MHFA England to meet its 
social objective of increasing mental 
health literacy within the community. 
Since then, the company has held an 
annual awards event and 161 awards 
have been given out to individuals and 
organisations who have demonstrated 
examples of best practice around mental 
health training. 

As an organisation, MHFA England has 
also won a number of awards including; 
the Kaleidoscope Plus Health and 
Wellbeing Business of the Year Award, 
Living Wage Employer, the Greater 
London Authority Healthy Workplace 
commitment award and being listed in the 
Fortuna 50. These awards demonstrate 
MHFA England’s continued commitment 
to being an employer and training 
provider of choice and an organisation 
which values its staff.

Influencing the National Agenda

Over the past few years, MHFA England 
has significantly raised its profile in the 
national media, built networks within 
government, education and business and 
positioned itself as the leading provider of 
mental health awareness training. All of 
this work has allowed MHFA England to 
contribute to the national debate around 
mental health and has resulted in some 
key government recommendations and 
adoption of best practice by employers. 

The organisation’s ability to proactively 
communicate and network at this level 
has been greatly enhanced by two new 
executive Board appointments in 2015; 
that of a Chief Operating Officer and a 
Marketing and Communications Director.

In February the CEO for MHFA England 
met with the UK Prime Minister and 
contributed to a round table discussion 
on how mental health is addressed in the 
workplace. On International Women’s 
Day, 8th March 2016, the Finance Director 
for MHFA England attended a reception 
at the Prime Minister’s Office and 
highlighted the merits of training school 
staff in Youth MHFA with the Secretary 
of State for Education. MHFA England 
also sits on the National Children’s 
Bureau steering group for mental health 
in schools and continues to promote 
the need for evidence-based training for 
school staff of every level. 

Some key outputs from this work include:

• �Adopting MHFA training within 
the workplace is one of two key 
recommendations made within the 
2016 Business in the Community report 
on workplace mental health (http://
wellbeing.bitc.org.uk/news-opinion/
news/press-release-line-managers-key-
improving-wellbeing-work)

• �The British Youth Council’s Select 
Committee into Mental Health 
recommended that mental health 
training should be a mandatory part 
of initial teacher training and that the 
Department of Health should work with 
a group of young people to develop a 
trusted app that has NHS branding…. 
including a mental health first aid kit 
and clear links to mental health services 
and link to other online resources.
(http://byc.org.uk/media/279518/ysc_
report_response_cleared.pdf) 

• �MHFA was recommended as a training 
provider by the Department of Health 
(https://www.gov.uk/government/
publications/national-framework-to-
improve-mental-health-and-wellbeing) 
and by Public Health England  
(https://www.gov.uk/government/
uploads/system/uploads/attachment_
data/file/410356/Public_Mental_
Health_Leadership_and_Workforce_
Development_Framework.pdf)

• �The government’s advisor around young 
people’s mental health has publicly 
announced her support for Youth MHFA 
to be introduced into schools and the 
benefits of doing so (https://www.tes.
com/news/school-news/breaking-views/
explosion-anxiety-depression-self-harm-
and-eating-disorders-among)

Lessons Learnt

The transition of MHFA England from 
a small start up to a sustainable social 
enterprise has not been without its 
challenges, and of course as with any 
growing organisation, there are lessons 
learnt along the way. However, through 
strong leadership, a committed central 
team and a passionate and dedicated 
community of instructors, MHFA England 
has gone from strength to strength and 
continues to make an impact on its core 
aim of increasing the mental health 
literacy of the general population. The key 
learnings from MHFA England include:

• �Articulate the organisation’s vision 
and remember to stay focused on 
achieving those aims.

• �Retain the ability to flex capacity 
to meet the demand for business 
because there will always be peaks and 
troughs along the way.

• �Ensure the Quality Assurance process 
is robust because the uptake of training 
is driven by reputation and compromised 
quality is a risk factor for the business.

• �Organisations that are commissioning 
mental health training are usually 
looking for impact through 
evaluation. It is therefore important 
to capture the data from every course 
delivered and be ready and able to  
report that data.

• �When MHFA became part of 
the public health strategy, 
with government making clear 
recommendations for its use, the 
training became even more relevant. 
This endorsement has positioned MHFA 
training as a worthy component of a 
preventative approach to mental health. 

• �Having the opportunity to work directly 
with employers in the public and private 
sector has enabled MHFA England 
to understand what the workplace 
needs and then tailor its products  
to fit. 
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ENHANCING PSYCHOLOGICAL AND 
MENTAL HEALTH FIRST AID 
1. Activating Social Networks 
Shona Sturgeon B. SocSc (SW), Adv. Dip. PSW, MSocSc (ClinSW) 
Vice President, South African Federation for Mental Health
Past President, World Federation for Mental Health
World Federation for Mental Health Vice President for Africa

Anne’s Story

I am a 45 year old woman from 
Douglas, a small town in the Northern 
Cape Province of South Africa where 
unemployment, poverty and stigma 
and related discrimination towards 
persons with mental disorders is rife. I 
was diagnosed with major depression 
some years ago and I receive follow up 
treatment at my community clinic.

Recently I participated in an empowerment 
session hosted by the South African Mental 
Health Advocacy Movement (SAMHAM), 
a project of the South African Federation 
for Mental Health, where I learned about 
psychosocial and intellectual disabilities 
and human rights. This sparked a strong 
determination in me to improve the lives of 
persons with mental health problems in my 
community. I decided to take the initiative 
and started a support and advocacy group, 
involving mental health care users from 
the community clinic and their family 
members. In a short space of time the 
group has grown to almost 50 members. 
I have now started to get another group 
together in a different community.

The role I play in my community is to 
provide information related to mental 
disorders, treatment options and available 
services, and where required to assist 
individuals to access services. I send 
potential human rights violations to 
SAMHAM so that they can intervene or 
offer advice. The group I have established 
forms a support structure that adds great 
value to each of the group members, 
especially considering the limited services 
available in the community of Douglas 
where the psychiatrist visits only once a 
year and nursing staff are overwhelmed 
with a high patient load for general 
health care. Members of the community 
frequently approach me for support and 
advice and I have built good relationships 
with the clinic’s nursing staff.

SAMHAM has also recruited me as a 
leader and supports me remotely with 
information and advice wherever I need 
it. My work allows me to bring comfort 
to the group members and mental health 
care users, and it has restored my self-
worth and self-esteem.

Key Messages:

• Psychological and mental health first aid should be available to all in Africa 

• You can set up your own group to promote it

• This WFMH initiative is welcome
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2. Promoting Access to Primary  
Health Care 
Amanda Howe OBE MD MEd FRCGP
President Elect, World Organization of Family Doctors; Professor of Primary Care,  
University of East Anglia, UK

Enhancing the role of psychological 
and mental health first aid – 
promoting access to primary  
health care

The mental health workload of family 
doctors is significant. As a practising 
family doctor with an interest in primary 
mental health, I see several patients in each 
clinic who are substantially destabilised 
psychologically. This is usually due to some 
acute life event (a serious symptom or 
illness, bereavement, job loss….) or to 
some exacerbation of a previous problem 
(relationship problems, financial hardship…), 
as well as the more ‘conventional’ diagnoses 
and treatments of conditions such as 
depression, psychosis, or addictions. 

The core role of family doctors who work 
with a defined population over many stages 
of the life cycle can be summarised as: 

• �Being open to the possibilities of doing 
basic mental health prevention and 
promotion in every consultation

• �Being knowledgeable about how to 
screen for mental health problems, and 
how to diagnose and treat the problems 
likely to present to us

• �Having a positive non- stigmatising 
attitude to helping people to accept 
and work with psychological aspects of 
illness; and

• �Being a good role model — caring 
about patients with mental health 
problems, not avoiding the difficult 
issues, and being clear that their issues 
need to be addressed. 

As well as what we do as doctors, we 
also have to provide an effective service 
over time. Many factors that cause 
psychological problems are societal, 
and we have to work at the level of 
the ‘system’ as well as with individual 
patients. This focuses us on the need to: 

• �Run a clinic with a whole team that 
deals with these problems well

• �Help the community locally to develop 
and support resources that will promote 
and sustain mental health – particularly 
for elders and the vulnerable, but also 
young people, mothers…

• �Advocate to government and health 
agencies for the right kinds of services 
and support for mental health at the 
broadest level; and also 

• �Secure the protection of our own 
mental health.

To do this challenging work well, we need 
the following:

• �For good consultations – the right 
training; adequate time with the patient 
to allow exploration of sensitive issues; 
safe confidential spaces; records access; 
and some ‘down time’ for absorbing the 
impact of individual cases upon us.

• �For a good clinic – staff who share  
our motivations; who also have the 
right attitude, skills and training; safety 
routines; and who can liaise with 
relevant services promptly  
and effectively.

Key Messages:

• Family doctors are essential to effective mental health care. 

• �They have opportunities in every consultation to promote mental wellbeing  
and reduce the trauma of life events and illnesses. 

• �A therapeutic doctor-patient relationship over time can enable patients  
to strengthen their own coping mechanisms and resilience in the face of  
adverse events.
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• �For backup – adequate local referral 
services, especially for urgent and 
serious problems; also access to 
specialists for advice and debriefing – 
safeguarding of adults and children, 
advice on safe escalation of specialist 
medication, and relevant services may all 
be valuable when trying to decide what 
to do next with a patient.

• �For support for patients outside the 
practice – community and voluntary 
groups, online advice on cognitive and 
self-management approaches, and peer 
support can all be really helpful.

• �Good evidence – because research is 
just as important in mental health as 
other problems, and this needs to reflect 
primary care and population health 
perspectives as well as pharmacological 
and secondary care interventions.

So those are the ideal conditions – but not 
all patients can access such a service. The 
opportunity for patients with any kind of 
mental health problem to see a skilled and 
trusted clinician relies on a health service 
that allows people to attend and get 
suitable, evidence based- treatment, free 
at point of use with no significant barriers 
— a plea for universal health coverage 
which will not deter the poor and needy. 
And this needs effective advocacy and 
leadership – because mental health 
resources often are deemed less important 
than physical health, and need equity  
in provision. 

However, even providing a really good 
primary care service which is accessible, 
acceptable, affordable and effective, will 
not be enough. While I am happy to see 
people with psychological issues, what I 
can achieve in the brief and valuable time 
we spend together will need to be built 
on before or after the clinic visit. 

Friends, family, community members, 
schools and employers can all play a 
positive or negative role. There are 
particular additional skills and services 
needed to deal with local disasters and 
disruptions, such as the aftermath of 
the tsunami in 2004, or the needs of 
displaced people as we have seen so 
recently in the Middle East and Europe. 

The theme of psychological and mental 
health ‘first aid’ perhaps brings together 
the work of family doctors and this 
broader challenge posed by the WFMH 
for WMHD 2016. Our aim in promoting 
strong primary health care with 
embedded family medicine is not to create 
dependency but to offer that effective 
‘first aid’ which minimises suffering and 
reduces later morbidity. Without the type 
of skills and the availability of the first line 
of professional advice and support in any 
mental health trauma, patients are likely 
to suffer more and cope less well – but 
these skills can be broadened and used 
more by others as well. 

Although the image of cardiopulmonary 
resuscitation and its dramatic physicality 
contrasts strongly with the quiet empathic 
listening and witness which helps 
distressed people to unburden and gain 
insight, the idea that we can train more 
people into these skills is attractive. Many 
people have some of these skills, but to 
show the whole population that they can 
both learn to help others and increase 
their own resilience is a goal worth aiming 
for. So primary care can act as a role 
model, a source of support, and perhaps 
also be a resource which enables others 
to learn how to ‘do it themselves’. A good 
aim for WMHD2016!
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3. Access to Effective Medication 
Michelle B. Riba, M.D., M.S., and John M. Oldham, M.D., M.S.

In the United States, about 20 percent 
or 1 in 5 Americans will suffer from a 
mental health condition.1 Mental health 
conditions offer start in childhood or 
adolescence and continue throughout 
the life span. In addition, there are many 
other psychiatric conditions that might 
occur as patients age, with heart disease, 
diabetes and cancer having associated 
mental health conditions.

The need, then, for appropriate and 
timely evaluation, diagnosis, treatment, 
and maintenance of psychotherapy 
and pharmacotherapy, is enormous. 
Even when patients are prescribed the 
appropriate medications, adherence  
may not be optimal due to a variety of 
factors including:

• Pricing of medication; 

• Copayments of visits to clinicians; 

• Stigma; 

• Side effects; 

• �Lack of optimal education or 
communication about the medication 
and reasons for taking it, etc. 

New models are needed to address some 
of these important access and care issues. 
One such model that is increasingly being 
viewed as successful is collaborative care 
management, which seeks to optimize 
psychotropic medications, psychotherapy 
and other supportive care.

Collaborative care management has 
been increasingly shown to be effective 
in caring for patients with mental health 
needs and chronic physical conditions 
across primary, specialty and behavioral 
health care settings.2 These systems of 
care include patient self-management, 
provider decision support, linkage 
to community resources and clinical 
information systems. Other models of 
care include telemedicine systems, and 
even a new system by the pharmacy 
chain Walgreen’s which is putting more 
care providers in stores as well linking to 
companies to provide tele-health. 

As these new models of care emerge 
and are shown to be effective, the focus 
increasingly needs to be on prevention – 
helping people who have had episodes 
of major as well as minor mental health 
problems recognize when their symptoms 
might be flaring, and when either 
psychotropic medications might be needed 
and /or psychotherapy such as cognitive 
behavioral therapy, supportive therapy, 
interpersonal therapy, etc. At the same 
time, people with new mental health 
symptoms might need to have a better 
way of discerning who might serve as first 
responders and could evaluate the problem 
in order to seek a diagnosis and treatment.

Key Messages:

• �There are many potential factors that may impact on suboptimal rates of adherence 
to taking psychotropic medications including price, availability, side effects, stigma, 
education about the need for medication

• �Models of caresuch as collaborative care management, seek to provide more 
wrap-around services, which include trying to improve availability and use of 
psychotherapy and pharmacotherapy

• �Ways to provide acute psychiatric services, such as “first-aid” responses that would 
include psychopharmacology and stabilization, are increasingly needed
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The need to determine the best pathways 
for such acute events and the need for a 
combination of psychotropic medication 
and/or psychotherapy is an important 
focus and some would call this the need 
for “first-responders”. Since mental 
health problems are so disabling and 
contribute to lost work and decreased 
functioning, it is important to determine 
prevention, treatment and maintenance 
models to help people throughout the 
life cycle. A major component of such 
strategies would be to provide resources 
for those who are on a psychotropic 
medication and are stable psychologically. 
There are more and more “apps” online 
where people can self-evaluate using 
rating scales for mood and anxiety, or 
wearable devices, such as Fit-Bits that 
might measure sleep.3 The goal might be 
to help people self- identify when they 
might need to increase their medications, 
see a therapist for psychotherapy, 
decrease stress, increase sleep, increase 
exercise, change diet, etc. 

A specific example might be patients 
with cancer and depression. It is now 
recognized that screening for distress 
in patients with cancer should be done 
initially and at regular intervals using 
validated screening tools such as the 
National Comprehensive Cancer Center 
Distress Thermometer.4 Once patients 
are screened, they can be triaged for 
further evaluation where psychotherapy 
and pharmacotherapy can be provided 
and then reevaluated at regular intervals 
to make sure there is adherence and 
optimization of the medication, dose, etc. 
and minimization of side effects. Without 
such attention to the need for such an 
organized system of screening, many 
patients with moderate to significant 
distress would be missed. 
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4. An Integrated Approach  
Gabriel Ivbijaro, Lauren Taylor (UK), Lucja Kolkiewicz (UK), Tawfik Khoja (Saudi Arabia), Michael Kidd 
(Australia), Eliot Sorel (USA), Henk Parmentier (UK)

World Mental Health Day 2016, 
highlighting the importance of 
Psychological and Mental Health First Aid, 
provides an opportunity for everybody 
with an interest in mental health to 
come together and make the case for 
psychological and mental health first aid 
skills to be available worldwide. 

Psychological and mental health first aid is 
a skill that we all need to make the world 
a better place. The current social and 
political change increasing the number of 
refugees and migrants fleeing natural and 
unnatural disasters increases the urgency 
to ensure that psychological and mental 
health first aid is a universal skill that we 
can all learn and use.

According to the 2016 World Bank Group 
and World Health Organisation (WHO) 
meeting in Washington USA ‘Out of 
the Shadows: Making Mental Health a 
Global Development Priority,’ despite the 
enormous social burden, mental disorders 
continue to be driven into the shadows 
by stigma, prejudice, fear of disclosing 
an affliction because a job may be lost, 
social standing ruined, or simply because 
health and social support services are 
not available or are out of reach for the 
afflicted and their families. Highlighting 
and teaching psychological and mental 
health first aid skills to all will make a 
significant contribution to pulling mental 
health out of the shadows.1

Since the introduction of Basic Life 
Support (BLS) and Cardiopulmonary 
Resuscitation (CPR) without equipment in 
the 1960’s many people have benefitted 
from the intervention of a passer-by, and 
lives have been saved. We need the same 
for mental health.

At least one in four adults will experience 
mental health difficulties at one time or 
the other but many will receive little or no 
help when they present in an emergency. 
In contrast the majority of people with 
physical health difficulties who present 
in an emergency in a public or hospital 
setting will be offered physical health first 
aid. When we think about all our social 
networks, everybody will know somebody 
who may have experienced mental health 
difficulties, so in reality the number of 
people having contact with mental health 
difficulties is one in one. So why is it 
that people do not get the help, or feel 
ashamed or hide?

There is evidence for the effectiveness of 
delivering psychological and mental health 
first aid in an integrated way at all levels 
of society from the home, schools, the 
transport network, the work environment, 
leisure facilities, primary care centres, 
mental health services and general 
hospitals. This can be supported by 
government, other institutions and groups 
and most importantly by you and I.

Many people like to go to their general 
practitioners (GPs) and primary care 
centres when they are in distress, so as a 
first contact provider primary care needs 
to do more, just as has been done to 
promote physical health first aid.

Evidence informing the integration of 
psychological and mental health first 
aid approaches into Primary Care

Psychological first aid is defined by 
the WHO as providing a humane and 
supportive response to someone who 
is suffering, for example after a violent 
event or a natural disaster.2 Psychological 
first aid is currently “evidence-informed”, 

Key Messages:

• �Psychological and mental health first aid is effective and part of mental health 
promotion

• �Lack of availability is discriminatory and a parity issue 

• �Everybody knows somebody who has experienced mental health difficulties so in 
reality the number of people having contact with mental health difficulties is one in 
one, all of us need this skill

based on evidence that has led to 
consensus guidelines3, for example 
the National Child Traumatic Stress 
Network and National Center for PTSD 
Psychological First Aid Field Operations 
Guide, however it requires further 
evaluation to prove its effectiveness. 

A pilot study suggests that psychological 
first aid is more effective than social 
support alone.4 Psychological first aid 
involves reassuring the person and 
supporting them to attend to their basic 
needs, but not necessarily recounting 
the event as in psychological debriefing.5 
Psychological first aid is intended to 
prevent future occurrences of PTSD 
(Post Traumatic Stress Disorder) in 
those who have been victim of, or 
witness to, a distressing event and was 
developed following a Cochrane review 
which demonstrated that psychological 
debriefing is ineffective, or even worsens 
the risk of developing PTSD following 
such an event.5

Mental health first aid, in contrast, is 
designed to equip members of the public 
with the skills to help and support an 
individual going through a mental health 
crisis, for example suicidal behavior, until 
the crisis resolves or the person receives 
professional support.6 

Mental health first aid programmes have 
been implemented in Australia and 22 
other countries7, evaluated by meta-
analysis6 and shown to increase knowledge 
around mental health, decrease negative 
attitudes towards people with mental 
health problems, and increase help-
providing behavior. Further evidence is 
needed to demonstrate an effect on the 
mental health of the public in general.6
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Both first aid approaches do not require 
mental health professionals. 

The WHO guidance states that 
psychological first aid can be provided by 
people who are not necessarily mental 
health professionals- for example, 
volunteers with various disaster relief 
agencies.2 Mental health first aid is 
designed to be taught to the general 
public, both to equip lay people to 
intervene but also to address mental 
health stigma.6 

As early as 1976, Giel recognized the 
vast mental health needs in developing 
countries, but that in order to address 
this with limited resources, the majority 
of healthcare will need to be provided 
by different kinds of community health 
workers, who are not specialists but 
simply trained to deliver specific health 
interventions.8

The SUNDAR approach, piloted in India, 
is an example of using lay people to 
deliver psychosocial interventions for 
mental health conditions, which has 
been evaluated by peer review9, although 
not yet for psychological first aid. 

Given that primary care healthcare 
workers are often the first healthcare 
workers to be in contact with a patient, 
an understanding of how these 
approaches can be integrated with 
primary care services is necessary.

Examples of integration

The Inter-Agency Standing Committee 
(IASC) recognizes that General Practice 
“is often the first point of contact” 
for those with mental health problems 
following an emergency10 and a review 
into use of mental health services 
amongst survivors of disasters found that 
larger proportions of those reporting 
mental health symptoms sought help 
from their primary care physician as 
opposed to mental health services11 and 
Psychological First Aid can be applied 
by professionals, using them to talk to 
survivors about sources of social support, 
and encouraging self-efficacy.11 

This advice is already being implemented; 
Cox and Rishoi stated in 2008 that 
the American Medical Reserves Corps 
recommends its volunteers are trained in 
Psychological First Aid.13 The emergency 
mental health services set up in Haiti 
following the earthquake included 

community mental health clinics with 
a Haitian general practitioner trained 
in managing patients with psychiatric 
conditions, running once-weekly mental 
health clinics in conjunction with 
psychosocial workers who provided 
community outreach following the  
2007 IASC guidelines on Mental  
Health and Psychosocial Support in 
Emergency Settings.13 

Mental Health First Aid has been shown 
to be effective at reducing stigma and 
improving knowledge to recognise mental 
health problems in both healthcare 
providers and non-health care providers, 
in line with what was expected from 
Primary Care Doctors, and training has 
been recommended for use in both 
multicultural societies and mainstream  
US in order to raise awareness.14,15

Suggestions for the role of primary 
care in emergency situations

In 2009 Sakuye et al focused on disaster 
preparedness for older adults and 
recommended that primary care providers 
should be appointed to disaster planning 
committees, that access to primary care 
services should be ensured by disaster 
agencies, and that primary care providers 
should screen elderly adults for disaster 
preparedness.16 Similar suggestions 
have been made for improving mental 
health care in Australian youth including 
reshaping General Practice to have a 
greater focus on Mental Health.17

Following an event, primary care providers 
can outreach to the most vulnerable 
patients16 and in The Community 
Psychiatrist of the Future (2006), Alan 
Rosen suggests that instead of GPs 
contacting psychiatrists directly, a shift 
could be made toward primary care 
doctors interacting directly with a 
multidisciplinary psychiatric team.18

Approaches to improve mental health 
awareness in refugees propose an action 
plan that includes four main stages 
described by Nazzal et al:19

1) Advocacy and securing funding, 

2) �Identifying key community partners, 

3) �Developing and implementing a plan 
for prevention and early intervention, 
and 

4) Programme evaluation.

They implemented culturally-appropriate 
interventions that could cross language 
barriers, for example dance shows with 
the aims of decreasing mental health 
stigma and improving refugees’ uptake 
of mental health services. Pre- and post- 
intervention questionnaires demonstrated 
that negative mental health attitudes 
were reduced.

On a theoretical note, discussing 
preparedness for a theoretical nuclear 
detonation in America, Dodgen et 
al20 highlighted the importance of 
Psychological First Aid in the immediate 
days following a disaster, and that primary 
care physicians will need to be vigilant 
for presentations, such as unexplained 
physical symptoms or complicated 
bereavement, that can occur as a result  
of exposure to a traumatic event.

An attempt to integrate mental health 
care and primary care in India described 
a plan for integration, how the attempt 
succeeded, and the challenges faced 
including that unexplained medical 
symptoms required a specific focus 
and general medical staff required 
encouragement to input into mental 
health clinics.21

Primary care cannot do this alone. We 
need an integrated approach into all 
aspects of our lives so that wherever  
we are we can get the help we need;  
at home, in the workplace, in our 
schools and educational institutions, 
on our transport systems, in our streets 
and public places, in wars, conflicts and 
disaster situations so that we can bring 
human dignity to every situation across  
all our social and health contacts.

We know that training in psychological 
and mental health first aid is already being 
provided by some governments, NGOs, 
other institutions and individuals but this 
is not enough. If you have a heart attack 
in a public place there is likely to be a 
member of the general public that will 
know what to do – this is not the case 
for mental health. If you require physical 
first aid in any primary care setting in the 
world somebody will know what to do 
because there will be a protocol to assist 
them — this cannot be said for mental 
health. It is time to act.
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SECTION IV: CALL TO ACTION 

CALL TO ACTION: DIGNITY IN MENTAL 
HEALTH – PSYCHOLOGICAL AND 
MENTAL HEALTH FIRST AID FOR ALL

Many people who experience 
psychological and emotional distress, 
personal crises and mental health 
issues can benefit from receiving 
psychological and mental health 
first aid from professionals and the 
general public.

At least one in four adults will experience 
mental health difficulties at some 
time and there is nobody who has 
not had direct contact with somebody 
experiencing psychological or mental 
health difficulties.

Stigma, discrimination and lack of 
awareness often prevent people from 
accessing the support they need.

This is an issue of equity and parity

Many people receive little or no help in a 
psychological or mental health emergency. 
In contrast the majority of people with 
physical health difficulties who present 
in an emergency in a public or hospital 
setting will be offered physical first aid. If 
we are to treat mental health and physical 
health equally we need to address this. 
This is an issue of equity, parity and 
discrimination and should not be allowed 
to continue. 

Psychological and mental health first 
aid works

Psychological and emotional distress 
can happen to anyone anywhere — 
in our homes, in our schools, in the 
workplace, on the transport system, in 
the supermarket, in public spaces, in the 
military and in hospital. 

Every 40 seconds somebody somewhere 
in the world dies by suicide, and the 
young are disproportionately affected. 
Psychological and mental health first aid 
is a potentially life-saving skill that we all 
need to have. 

What needs to happen:

• �We call on governments to make 
psychological and mental health first aid 
a priority to bring it in line with physical 
first aid

• �We all need to learn to provide basic 
psychological and mental health first 
aid so that we can provide support to 
distressed individuals in the same way 
we do in a physical health crisis

• �We should all address the stigma 
associated with mental ill-health so that 
dignity is promoted and respected and 
more people are empowered to take 
action to promote mental wellbeing

The President and Executive Committee of World Foundation for Mental Health 
(WFMH), WFMH Regional Vice Presidents, the 2016 WFMH World Mental Health 
Day Working Group and the World Dignity Project call on the world to join us in 
making psychological and mental health first aid available to all as a global priority.    

• �We should do our bit to spread 
understanding of the equal importance of 
mental and physical health and the need 
for their integration in care and treatment

• �The media should educate the general 
public on the need for psychological 
and mental health first aid and the 
importance of fighting mental health 
stigma and discrimination

• �We call on all employers to provide 
psychological and mental health first aid 
to their employees just as they do for 
physical first aid

• �We call on all schools and educational 
institutions to make psychological and 
mental health first aid available to their 
staff and students 
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