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Letter from the Chairman

Dear Supporters,
On the 20th October 1997 the Charlie Waller Memorial Trust was officially inaugurated so, a decade
later, seems the appropriate time to reiterate our aims and examine how far we have got. 
Our aims were really twofold:-  
• First educate people, particularly young people, about the symptoms of depression and to

reduce the stigma so that people talked more and got themselves or their friends or relatives to
get medical help. 

• Second try to ensure the help was there by assisting in the training of GPs and the provision of
specialists to whom GPs could refer.

To achieve the first Charlie’s friends in the advertising industry produced a booklet which we still
distribute in large numbers. With the help of the Wood family we have produced the student
depression website which won an award and has received accolades from many mental health
professionals, particularly those workers at Universities. We have to keep the website up to date and
bring it to the attention of each batch of students. We have approved a schools’ outreach officer in
conjunction with Young Minds to further the work in schools.
To achieve the second we are about to appoint two more Mental Health Trainers to join the two
already appointed who help to organise Masterclasses and Trailblazer Courses for GPs and practice
nurses. We have also founded a Chair at Reading University in Cognitive Behavioural Therapy
which will educate more psychologists and counsellors to whom GPs can refer patients.
We continue to lobby government to implement Lord Layard’s Report. That report demonstrates
that the country would actually save money if the NICE guidelines were followed and sufficient
psychologists and counsellors trained in CBT were actually available as they should be.
In broad terms we spend over £250,000 a year and we try to keep pace with our fund raising events.
We are immensely grateful to all those who run events and to all who support us.
We are delighted to welcome as a new Trustee Mary Bennett, who is a counsellor and clinical
psychologist, and will be a great help in giving wise advice.
I would like to say a particular thank you to Alastair Barclay, our Treasurer, who works enormously
hard on our behalf. Thank you also to the Secretary to the Trustees Bronwen Sutton for her energy
and commitment and to Marigold Jaques who supports her in the office, and of course to Michael
Lord, without whom we could not possibly have reached this level of achievement.  

Mark Waller

Trustees: The Rt. Hon. Sir Mark Waller (Chairman), Alastair Barclay FCA (Treasurer), Mary Bennett,
Gordon Black CBE, The Hon. Sir Michael Connell, Nigel Gray, Ian McIntosh, Richard Waller.

Secretary to the Trustees: Bronwen Sutton

Patrons: Neil Durden-Smith OBE, The Hon. Mrs. Damon de Laszlo, Dennis Silk CBE,
Anthony West, Michael Whitfeld

Project Director: Brigadier Michael Lord

CWMT continues to work in association with Prof. Andre Tylee
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REPORT FROM THE TREASURER

This summary of our financial figures is extracted from our audited Statement of Financial
Activities. 

In 2006, the Trust generated income from donations and fundraising activities of £269,700; in
addition there was income of £48,900 and £31,600 of profits realised from our investments.  Our
total income from these sources was £350,200.  Expenditure on our charitable objectives was
£191,000.  The cost of generating voluntary income was £44,900 and there were governance costs
of £2,300. Accordingly we had a surplus for 2006 which was added to our funds, all of which are
unrestricted.   

The Trust holds these funds to ensure that it is in a strong position to maintain and further its
objectives and projects for the foreseeable future.  Through the hard work of our Fund Raising
Committee and the generosity of our supporters income is at record levels.  Consequently we
have been able to expand support for our Waller Trainers, undertake the funding of the Chair in
Cognitive Behavioural Therapy at Reading University, as well as the other projects mentioned
elsewhere in this Newsletter.  The expectation is that other projects and commitments will
increase from the £191,000 in 2006 to over £250,000 in 2007.  

Beyond 2007 we look forward to the appointment of further Waller Mental Health Trainers.
These appointments will call for substantially higher funding each year necessitating the further
development of our Fund Raising Programme.  

Alastair Barclay

REPORT FROM THE PROJECT DIRECTOR

Computerised Cognitive Behavioural Therapy
The two projects involving Beating the Blues in West Berkshire and Prospect Park Hospital,
Reading have concluded. Copies of the respective reports are on our website.

Our formal involvement with Dr David Purves and Blues Begone has also concluded in that our
modest support for a small clinical trial has been settled. Overall the initial results are
encouraging. Dr Purves now intends to launch a significant randomised controlled trial in the
Reading area with a view to obtaining endorsement from the National Institute for Clinical
Excellence (NICE).  CWMT is unlikely to be directly involved in funding this trial but has
undertaken to help identify other sources of funding once a proposal has been received.

Finally, Dr Roz Shafran has arrived in post at the University of Reading. She has established
close links with the Trust and will be a contributor to future editions of our Newsletter. 

Student Depression Website
At the time of writing this Report the next quarterly figures for the website are awaited.  The
figures for the period ending 31st March 2007 showed significant increases in the number of hits
and visits particularly in February and March. This may have been partly due to the
promotional activities of our PR consultants Resonate.

At the same time we are getting ready for the re-launch of the site (www.studentdepression.org)
in October 2007. Denise Meyer and Mirata are in the process of updating the content and
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appearance of the site. Once this is done we should be able to extract a wider range of
information about those who access the site.  On the recommendation of Resonate we are in
discussion with a PR agency called Making Waves which has established close links with
student organisations. The hope is that Making Waves will be even more successful than
Resonate in raising awareness of the site amongst the student population.

Practice Nurse Training
The training programme has been written and has been accredited by the University of
Northampton under the APEL system, whereby satisfactory completion of the course,
including a ‘reflective essay’ of about 2500 words, earns points towards the award of a First or
Master’s degree depending on the participant’s initial qualifications. The associated CD ROM
is awaiting the completion of peer evaluation before it is produced.

Promotion of the course has commenced with the first cohort due to start in September 2007.
At the time of writing the cohort could be between 12 and 20 strong.

Schools Outreach Officer
This post, jointly funded with Young Minds, has now been filled.  Laura Stancevic started work
at Young Minds on 18th June 2007. Graduating in Health, Welfare and Social Policy from
Anglia Polytechnic University, Cambridge in 2003, Laura  is about to complete her Masters
Degree from Anglia Ruskin University, Chelmsford, in Child and Adolescent Mental Health.
Laura joined us from Action in Mental (AIM) Health where she was the project manager for
Teen AIM –– a mental health promotion project for 13 – 19 year olds.  Before this she held a
number of part-time positions, mainly during vacations with Chelmsford YMCA Children’s
Department, Essex County Council Youth Service, East Thames Housing Group and
WorldWide Volunteering for Young People.

We are delighted to welcome Laura and look forward to the establishment of close links
between the Schools Outreach Officer and the Waller Mental Health Trainers.

Young People and Mental Health in the North East
Dr Maryanne Freer has now completed work on the development of a toolkit which will help
school nurses recognise and treat children with mental health issues. Initial trials of the toolkit
have been completed by a number of school nurses with experience of mental health issues.
The main conclusion from this pilot is that school nurses should receive some training in the
use of the techniques forming part of the toolkit.

Dr Freer and Investing in Children, supported by CWMT to the extent of £7,800, are now
investigating the best ways of training school nurses, raising awareness amongst school staff and
reaching pupils, all within an area taking in County Durham and Tyneside.

One in Four Magazine
By the time you read this Report the pilot edition of One in Four developed by Social Spider,
and funded equally by South London and Maudsley Charitable Trust (SLAM) and CWMT
should have been distributed mainly within the SLAM area of responsibility, but also through
MIND offices and libraries within Greater London.  In due course our website will tell you how
to access One in Four electronically.

Depending on how the pilot edition is received, Social Spider hopes to publish Edition 1 early
in 2008.  Funding for future editions has not yet been secured.
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Map of Mental Health
In conjunction with Lord Layard and his Mental Health Research and Policy Group, the
Trustees have agreed to fund the production of an intelligible description and evaluation of the
mental health situation in the Country – a Map of Mental Health.

This research will seek to establish how many ill people there are, what treatment they get, what
resources are used, what benefits result from the treatment and what staff are involved.  Our
support for this project amounts to £25,000 over a period of 6 months starting in January 2008.

We Need to Talk
We Need to Talk is a campaign launched by MIND, the Mental Health Foundation, Rethink,
The Sainsbury Centre for Mental Health and Young Minds in October 2006.  The Campaign
calls for the urgent implementation of NICE guidelines on the provision of psychological
therapies, improved access to psychological therapies through appropriate provisions within
the Government’s 2007 Comprehensive Spending Review, and the introduction by the NHS of
waiting time measures for access to mental health treatments.

These aims coincide closely with some of our targets. As a result the Trustees responded
positively to a bid put by MIND on behalf of all sponsors to fund a postcard campaign and to
contribute towards a high level advertising campaign aimed at Government and other decision
makers when the time is right.  The Trust has already granted £15,000 to the postcard
campaign, and a further £10,000 has been allocated.

Waller Mental Health Trainers
This section of my Report does not seek to anticipate what you will read about or hear
elsewhere from Aileen Moore in the North and Julie Sharp in the South East. The Trustees
have decided that their top priority is to establish a network of Trainers which will meet the
needs of the area in which they are located, but with emphasis on:-

• Training of GPs and Primary Care Health Workers, 

• Raising awareness in schools (the link to the Schools Outreach Officer is an important part
of our plans in this area) 

• Running of Trailblazer courses where appropriate.  

On this basis the Trust has agreed, in principle, to fund a full time Waller Mental Health Trainer
in the London Development Centre (LDC) at a cost of £75,000 over two years with the LDC
contributing £50,000 over the same period. The associated job description and partnership
agreement has been agreed by our Executive Committee with a view to recruitment in
September/October.  

Similarly, I am in discussion with contacts based in other regions in the United Kingdom with
a view to establishing more Trainer posts.  

It is unlikely that the scope and terms of all these posts will be identical, not least because the
future of the Care Services Improvement Partnership/ Development Centre network in
England is uncertain. This network has until now provided a means of employing and
supervising our Trainers.  That said, as discussions progress, we are discovering other options
for providing support and back-up to our Trainers. 

Michael Lord
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REPORTS FROM WALLER TRAINERS
Julie Sharp – (South-East)

Since my last report in March it feels as though the aims of the Trust are being
acknowledged namely; that there is a huge need for the recognition and treatment of
depression and the feedback for the CWMT materials has been extremely positive. It is
sometimes difficult to capture all the “ad-hoc” work that goes on to raise awareness of
CWMT and its work, but for me this is a key part of my Waller Mental Health Trainer role.
Additionally it also is something that I can do as part of my other role for the South East
Development Centre.

Depression Masterclasses

Funding continues to be a challenge for the Masterclasses, and I am very grateful to my
contacts in the pharmaceutical industry for their support in agreeing funding for all of this
year’s events. The following Masterclasses have taken place, with excellent feedback.

April – Portsmouth

This Masterclass attracted 37 GPs, practice nurses and school nurses. The focus was
recognising and managing depression, with a practical talk on CBT skills. The feedback
included:

• “Excellent, covering a lot of areas that are normally little thought about in primary care.”

• “An excellent talk of practical benefit.”

• “Met an educational need I didn’t know I had!”

June – Eastbourne

This Masterclass attracted 22 GPs and again the focus was on recognising and managing
depression. We also had a very interesting presentation from Professor David Taylor on the
correct prescribing of antidepressant drugs. The feedback from this meeting included:– 

• “Excellent information from Charlie Waller Trust.”

• “A very useful Masterclass - thank you.”

June – Isle of Wight

This event was aimed at practice nurses, district nurses and community matrons. We had a total
of 42 attendees including 7 GPs. The evening was aimed at raising awareness of physical health
issues for people with mental health problems. This is an area which is very relevant to primary
care and the evening was very well received. The feedback included:–

• “Excellent and inspiring.”

• “Highlighted different pathways available.”

• “Interesting to hear a Primary Care perspective.”

July – Reading

This Masterclass attracted 30 GPs from Reading and the surrounding areas. The evening was
again focused on depression, with two excellent key speakers, one a GP and the other a
psychiatrist. Feedback included:

• “A very interesting evening that will improve my clinical practice.”
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• “I am now much more aware of how to assess risk. “

There are two more Masterclasses planned which have funding agreed - one for September in
Basingstoke and the other for November in Kent.

Trailblazer Programme 4

The Trailblazer course which started in February was completed in June. All of the projects will
be posted on the Trailblazer’s webpage in the next few weeks. The results of the project will be
evaluated in November (www.southeast.csip.org.uk/trailblazers).

The course was very well received, again with excellent feedback:- 

• “Trailblazers supports, and promotes, innovative projects that benefit patient care and
recovery.”

• “This has been very useful and should continue to be funded and supported. 

• “Both facilitators were excellent.” 

Trailblazer Programme 5

Recruitment and marketing has begun for the next course starting in September for which a
number of enquiries have already been received.

My evaluation of seven projects from previous Trailblazer courses  can be viewed on the
website above. 

Mental Health and Young People

In April, Dr Brian Marian and I ran a session on mental health and young people at Bradfield
College. This was an extremely well attended, lively and interactive session with lots of
discussion.

A further similar meeting has been requested and agreed for Tonbridge School early next year. 

Other Activities

An evening training session has been agreed in September for a group in Newbury to help
them set up a depression support group.

Suicide Prevention

I have been working with a local public health department to support them to develop ideas
for a suicide prevention campaign targeted at men. 

Other Ad Hoc Work

• raising awareness of the work of CWMT

• responding to individual enquiries for advice. marketing, recruitment and planning for
Trailblazers 

• continuing to attract funding for Masterclasses.  

Aileen Moore – (North)
Trailblazers Core Courses

Yorkshire 

The first module took place in June with 5 pairs and one group of 4 attending.  The projects
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included-

• Setting up a primary care mental health service X2

• Setting up a primary care service for Hull prison

• Redesigning a primary care mental health service based on the stepped care model

• Defining how complementary medicines can be part of a primary care mental health
service

• Commissioning a primary care mental health service

The next module is in September.

North West

This is going ahead with tutor support from East Midlands and me.

Dates have not yet been confirmed but there are 7 new GPs, with special interest from
Cumbria, pairing up with other professionals and it is hoped that we can get funding support
for another 3 pairs from Liverpool/Cheshire.

National Trailblazers

A proposal from the Trailblazers tutors meeting on April 26th and 27th to develop a national
Trailblazers course is being pursued.  It could involve the new leads for Increasing Access to
Psychological Therapies programmes.

It was also suggested that a proposal to fund the design of Trailblazers tutor and participant
packs be followed up with Changing Minds interested in tendering for the contract.  This
however, was put on hold at the meeting to discuss national Trailblazers.

I am organising the next Trailblazers tutors meeting, which will be held in London in
November.

Masterclasses

I presented two workshops on raising mental health awareness for Wyburn Community in
Sheffield.  Several of the participants came from local schools and I am following up ideas for
working in a primary school. 

The Primary Care team are interested in a Well- Being Programme for parents of pupils
experiencing difficulties which could be complemented by input to teachers and pupils.

Masterclasses for Bradford, Nottinghamshire and Cheshire will take place in September.

Conferences

I presented a workshop at the CSIP Improving Primary Care conference which was very well
received and attended the PRIMHE conference with the Project Director in April.

Planned events

• Masterclass on suicide and conference.

• Masterclass in Harrogate on suicide prevention and planning regional conference
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CHARLIE WALLER CHAIR OF COGNITIVE

BEHAVIOURAL PSYCHOTHERAPY

Report from Dr. Roz Shafran
I officially started my role as Charlie Waller Chair of Cognitive Behavioural Psychotherapy
on April Fool’s Day. Two months later, I am writing this report to let the supporters of the
CWMT know what I have been doing, and my future plans.

By way of background, my position is funded 60% by the CWMT, 20% by Berkshire
Healthcare NHS Foundation Trust and 20% by the University of Reading. After 5 years,
the University of Reading will take over the CWMT’s funding. I should also say that I am
employed 0.8 of a full time equivalent.

Initial Tasks

My initial task was to find out exactly what each of my ‘stakeholders’ wanted. A meeting
with CWMT led to an agreed vision. Fundamental to this vision is the widespread
dissemination of evidence-based cognitive behaviour therapy so as to increase the
availability of skilled therapists able to deliver psychological treatments that work. 

The NHS has the same goals and, more specifically, they want me to provide certificate
and diploma courses in Cognitive Behaviour Therapy. The University of Reading are keen
to foster my research activities in the development and evaluation of cognitive behavioural
theories and treatments and would like me to obtain external grants and continue
publishing in this area. They are wholly supportive of extending my research activities to
the dissemination of Cognitive Behaviour Therapy e.g., by evaluating the impact of
training courses on clinician skill and, of ultimate importance, patient outcome. The
University have been prepared to support me in a number of ways:

• By funding other posts to help make the vision a reality. Specifically, they have
funded a Senior Clinical Lecturer position (Dr. Craig Steel, Institute of Psychiatry,
special interest in traumatic psychosis), a part-time post doctoral position (Dr.
Michelle Lee, with whom I have worked closely in Oxford for the previous 5 years),
a half time administrator (interviews on 4th July 2007), and a Ph.D. Student (Anna
Coughtrey, University of Oxford).

• By providing practical support in the form of the business development office,
agreement to hold a clinic within the School of Psychology and Clinical Language
Sciences, offering a discount to hold training events at the University’s conference
centre.

Current status

Research

External funding for research projects has been sought. The applications reflect my
previous interests and the dissemination of CBT. 

With a colleague in the University of Reading Counselling Service, we have applied for
funds to evaluate a cognitive-behavioural self-help book for low self-esteem. I am



collaborating with colleagues in the NHS to put together an outline bid to obtain research
funds to examine the question of how frequently patients are receiving cognitive behaviour
therapy, reasons that the NICE guidelines are not being implemented and whether an
intervention can increase the dissemination of Cognitive Behavioural 

Therapy in accordance with the NICE guidelines. As a result of putting together the bid I
have had reason to meet senior figures in the NHS trust, the Chairs of two NICE guideline
committees (Eating Disorders and Obsessive Compulsive Disorder) and, importantly,
Berkshire’s local NICE representative (Jayne Chidgey) who is a co-applicant on bid. 

Training

With colleagues, I am in the process of designing a series of workshops and certificate and
diploma courses.  It is planned to evaluate the impact of the training on participant
knowledge, skills and, ideally, patient outcome.

Short Courses

These are open to anyone who wants to come along and will count for continuing
professional development. They are being given by recognised international experts in the
field. In addition, only interventions recommended by NICE and/or have the support of at
least one published randomised controlled trial will be disseminated. So far, the following
have been organised:

Certificate and Diploma Courses

At present, I am designing a certificate and diploma in evidence-based psychological
treatment rather than Cognitive Behaviour Therapy per se. The reason for this is that
although the evidence-base supports the use of Cognitive Behaviour Therapy for a

10

Date Speaker Topic

30.8.07 Professor Adam Radomsky,
Concordia University, Canada

CBT for
Obsessive Compulsive Disorder

18.10.07 Dr. David Veale, I
nstitute of Psychiatry

Body Dysmorphic Disorder:
the NICE way

7+8.11.07 Professor Christopher Fairburn
University of Oxford

‘Transdiagnostic’ CBT
for eating disorders

11.12.07 Professor Alan Marlatt
University of Iowa, USA

Mindfulness in the relapse
prevention of substance misuse

17+18.1.08 Dr. Warren Mansell
University of Manchester Self-help for anxiety disorders

16+17.4.08 Professor Sheri Johnson
University of Miami CBT for Bipolar Disorder

3+4.6.08 Professor Martin Antony
University of Ryerson, Canada

Anxiety Disorders:
Treatments that work
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range of psychological disorders, other evidence-based interventions exist (e.g.,
interpersonal psychotherapy for bulimia nervosa.) It seems right to train clinicians in
whatever therapies have been shown to work, rather than be allied to any specific form
of intervention. I also have a belief that training is most likely to be effective if the
people training are highly expert in the area they are disseminating – ideally that they
will have developed the treatment themselves or will have worked on treatment trials
evaluating the efficacy of the intervention. To this end, the teaching component on
courses will be delivered by the national and international experts who have been
involved with the development and evaluation of the treatment. The teaching
component will largely take the form of attendance at the open workshop described
above. The current plan is for the diploma course to be a combination of the taught
workshops in addition to one day’s clinical work per week for a year at a training clinic
at the University of Reading. 

Dr. Steel and I will supervise the clinical work closely and we are limited to supervising
clinicians with eating disorders, anxiety disorders and psychosis due to our own expertise.
The plan is for relatively few clinicians to spend one day a week for a period of a year
becoming highly expert in delivering high quality, evidence-based cognitive behaviour
therapy. At the end of this year, the graduates will then be expected to train others within
their NHS Trust. 

At the moment, we are talking about a relatively small number of clinicians being trained
to such a high standard and Berkshire Healthcare NHS Foundation Trust have expressed
an interest in those clinicians being based in Berkshire. However, this will require the
Trust to invest significantly in training and I am currently writing a business case to help
with this. Part of this business case will be the need for funds for an expert in the area of
depression to provide workshops and clinical supervision for those on the diploma
course.

Future Plans

Immediate tasks are:

• Designing the course in evidence-based psychological treatment. The aim is for the
courses to be ratified by December 2007 so that they can be advertised and marketed
in January 2008 to start the courses in September 2008.

• Putting together a business case for Berkshire Healthcare NHS Foundation Trust 

• Setting up a website 

• Starting the training clinic (January 2008)

• Advertising, marketing and evaluating the courses that have already been set up

• Continue to seek research funding

Summary

It has been a busy couple of months. Progress has been made in organising workshops and
formal courses in evidence-based psychological treatment, forging links between the
University of Reading and Berkshire Healthcare NHS Foundation Trust, and in seeking
funding to evaluate the training events to maximise their impact.
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Deliberate self harm ranges from
behaviours with no suicidal intent (but with
the intent to communicate distress or
relieve tension) through to suicide. Some
7%-14% of adolescents will self harm at
some time in their life, and 20%-45% of
older adolescents report having had
suicidal thoughts at some time.

SUICIDE
Suicide occurs relatively rarely under the
age of 15 years although prevalence is likely
to be underestimated because of reluctance
of coroners to assign this verdict. A large
proportion of open verdicts
(“undertermined cause”) are, in fact,
suicides. Suicide rates are far higher in male
than female adolescents. Until the past five
or six years in England and Wales suicide
rates were rising substantially in 15-19 year
old and 20-24 year old young men, but then
they began to fall somewhat in the older age
group. The lack of change in female suicide
rates may reflect differential effects of
social change on gender roles.

Possible reasons for rise in male suicide
rates in United Kingdom

• Increased rates of family breakdown

• Increasing rates of substance misuse

• Increasing rates of depression

• Greater instability of employment

• Increased availability of means for
suicide

• Media incluences (though to contribute
to 5% of suicides in adolescents)

• Awareness of suicidal behaviour in
other young people

Psychological postmortem studies show
that a psychiatric disorder (usually
depression, rarely psychosis) is present at
the time of death in most adolescents who
die by suicide. A history of behavioural
disturbance, substance misuse, and family,
social and psychological problems are
common. There are strong links between
suicide and previous self harm: between a
quarter and a half of those committing
suicide have previously carried out a non-
fatal act.

Common characteristics of adolescents
who die by suicide

• Broken homes (separation, divorce, or
death of parents)

• Family psychiatric disorder or suidical
behaviour

• Psychiatric disorder or behavioural
disturbance

• Substance misuse (alcohol or drugs)

• Previous self harm

SUICIDE AND DELIBERATE SELF HARM IN YOUNG PEOPLE
Keith Hawton - Professor of Psychiatry and Director of the Centre for Suicide
Research at the University of Oxford, and Consultant Psychiatrist at Oxfordshire
Mental Healthcare Trust, Warneford Hospital, Oxford. 

Anthony James - Consultant in Adolescent Psychiatry at the Highfield Adolescent
Unit, Oxfordshire Mental Healthcare Trust, Warneford Hospital, Oxford.

ABC of adolescence
Suicide and deliberate self harm in young people
Keith Hawton, Anthony James

Deliberate self harm ranges from behaviours with no suicidal
intent (but with the intent to communicate distress or relieve
tension) through to suicide. Some 7%-14% of adolescents will
self harm at some time in their life, and 20%-45% of older
adolescents report having had suicidal thoughts at some time.

Suicide
Suicide occurs relatively rarely under the age of 15 years,
although prevalence is likely to be underestimated because of
reluctance of coroners to assign this verdict. A large proportion
of open verdicts (“undetermined cause”) are, in fact, suicides.
Suicide rates are far higher in male than female adolescents.
Until the past five or six years in England and Wales suicide
rates were rising substantially in 15-19 year old and 20-24 year
old young men, but then they began to fall somewhat in the
older age group. The lack of change in female suicide rates may
reflect differential effects of social change on gender roles.

Psychological postmortem studies of suicides show that a
psychiatric disorder (usually depression, rarely psychosis) is
present at the time of death in most adolescents who die by
suicide. A history of behavioural disturbance, substance misuse,
and family, social, and psychological problems is common.
There are strong links between suicide and previous self harm:
between a quarter and a half of those committing suicide have
previously carried out a non-fatal act.

Deliberate self harm
The term deliberate self harm is preferred to “attempted
suicide” or “parasuicide” because the range of motives or
reasons for this behaviour includes several non-suicidal
intentions. Although adolescents who self harm may claim they
want to die, the motivation in many is more to do with an
expression of distress and desire for escape from troubling
situations. Even when death is the outcome of self harming
behaviour, this may not have been intended.

Most self harm in adolescents inflicts little actual harm and
does not come to the attention of medical services. Self cutting
is involved in many such cases and appears to serve the
purpose of reducing tension or of self punishment. By contrast,
self poisoning makes up about 90% of cases referred to
hospital. The substances involved are usually readily available in
the home or can be bought over the counter and include
non-opiate analgesics—such as paracetamol and aspirin—and
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Common characteristics of adolescents who die by suicide
x Broken homes (separation, divorce, or death of parents)
x Family psychiatric disorder or suicidal behaviour
x Psychiatric disorder or behavioural disturbance
x Substance misuse (alcohol or drugs)
x Previous self harm

Common expressions of parental grief after suicide by
adolescents
x Refusal to accept that the death was a suicide
x Anger towards friends of the deceased, family members, medical

staff, coroners, and even the deceased person
x Guilt
x Shame
x Constant search for explanation
x Fear of welfare of other children; overprotection
x Disruption of relationship with partner
x Stigmatisation
x Depression or suicidal ideation
x Alcohol misuse

Possible motives or reasons underlying self harm
x To die
x To escape from unbearable anguish
x To change the behaviour of others
x To escape from a situation
x To show desperation to others
x To change the behaviour of others
x To “get back at” other people or make them feel guilty
x To gain relief of tension
x To seek help

This is the 10th in a series
of 12 articles

General practitioners, bereavement counsellors, support
organisations, and the clergy have important roles in
providing support and facilitating grief

Possible reasons for rise in male suicide rates in United
Kingdom
x Increased rates of family breakdown
x Increasing rates of substance misuse
x Increasing rates of depression
x Greater instability of employment
x Increased availability of means for suicide
x Media influences (thought to contribute to 5% of suicides in

adolescents)
x Awareness of suicidal behaviour in other young people

Clinical review

891BMJ VOLUME 330 16 APRIL 2005 bmj.com

 on 7 August 2007 bmj.comDownloaded from 
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Common Expressions of parental grief
after suicide by adolescents

• Refusal to accept that the death was a
suicide

• Anger towards friends of the deceased,
family members, medical staff,
coroners, and even the deceased person

• Guilt

• Shame

• Constant search for explanation

• Fear of welfare of other children;
overprotection

• Disruption of relationship with partner

• Stigmatisation

• Depression or suicidal ideation

• Alcohol misuse

DELIBERATE SELF HARM

Possible motives or reasons underlying self
harm

• To die

• To escape from unbearable anguish

• To change the behaviour of others

• To escape from a situation

• To show desperation to others

• To change the behaviour of others

• To “get back at” other people or make
them feel guilty

• To gain relief of tension

• To seek help

The term deliberate self harm is preferred
to “attempted suicide” or “parasuicide”

because the range of motives or reasons for
this behaviour includes several non-suicidal
intentions. Although adolescents who self
harm may claim they want to die, the
motivation in many is more to do with an
expression of distress and desire for escape
from troubling situations. Even when death
is the outcome of self harming behaviour,
this may not have been intended.

Most self harm in adolescents inflicts little
actual harm and does not come to the
attention of medical services. Self cutting is
involved in many such cases and appears to
serve the purpose of reducing tension or of
self punishment. By contrast, self poisoning
makes up about 90% of cases referred to
hospital. The substances involved are
usually readily available in the home or can
be bought over the counter and include
non-opiate analgesics –– such as
paracetamol and aspirin –– and
psychotropic agents. Self harm by more
dangerous methods, such as attempted
hanging, may be associated with
considerable suicidal intent.

Common problems preceding self harm

• Difficulties or disputes with parents

• School or work problems

• Difficulties with boyfriends and
girlfriends

• Disputes with siblings

• Physical ill health

• Difficulties or disputes with peers

• Depression

• Bullying

• Low self esteem

• Sexual problems

• Alcohol and drug abuse

• Awareness of self harm by friends or
family

Risk Factors

Common characteristics of adolescents who
self harm are similar to the characteristics

General practitioners, bereavement
counsellors, support organisatons and the
clergy have important roles in providing
support and facilitating grief
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of those who commit suicide. Physical or
sexual abuse may also be a factor. Recently
there has been increasing recognition of the
importance of depression in non-fatal as
well as fatal self harm by adolescents.
Substance misuse is also common, although
the degree of risk of self harm in
adolescents attributable to alcohol or drug
misuse is unclear. Knowing others who self
harm may be an important factor.

Young South Asian females in the United
Kingdom seem to have a raised risk of self
harm. Intercultural stresses and consequent
family conflicts may be relevant factors.

As many as 30% of adolescents who self
harm report previous episodes, many of
which have not come to medical attention.
At least 10% repeat self harm during the
following year, with repeats being especially
likely in the first two or three months.

The risk of suicide after deliberate self
harm varies between 0.24% and 4.30%.
Our knowledge of risk factors is limited and
can be used only as an adjunct to careful
clinical assessment when making decisions
about after care. However, the following
factors seem to indicate a risk: being an
older teenage male; violent method of self
harm; multiple previous episodes of self
harm; apathy, hopelessness, and insomnia;
substance misuse; and previous admission
to a psychiatric hospital.

Factors associated with repeated self harm

• Previous self harm

• Personality disturbance

• Depression

• Alcohol or drug misuse

• Chronic psychosocial problems and
behaviour disturbance

• Disturbed family relationships

• Alcohol dependence in the family

• Social isolation

• Poor school record

PREVENTION
It can be difficult to identify younger people
at risk of self harm, even though many older
adolescents who are at risk consult their
general practitioners before they self harm.
Suicidal ideation is relatively common among
adolescents; precipitating events may be non-
specific; acts of self harm are often impulsive;
and secrecy and denial are common. Effective
preventative care requires involvement of
multiple agencies –– for example, mental
health services and social services. These
agencies need to work in a coordinated way
with adolescents thought to be at risk,
including those with severe psychiatric
disorders.

Groups at risk who may benefit from
preventive strategies

• Depressed adolescents (depression may
be less easy to identify in adolescents than
in adults because of atypical presentation,
such as behavioural disturbance, poor
school performance, and social
withdrawal)

• Those with an interpersonal crisis, such as
loss of a partner or running away from
home

• Those who have previously self harmed,
particularly if substance misuse and
conduct disorder are present.

ASSESSMENT AFTER SELF
HARM
All young people who have self harmed in a
potentially serious way should be assessed in
hospital by either a child and adolescent
psychiatrist or a specialist mental health
worker, psychologist, psychotherapist, or
psychiatric nurse. This is necessary for the

Self harm is frequently a highly impulsive
act –– many individuals report that they
had thought about the act for just minutes
before doing it. Alcohol and drug
consumption probably increases the
likelihood of impulsive acts.
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management of the medical issues and to
ensure the young person receives a thorough
psychosocial assessment.

Features of self harm that suggest high
suicidal intent

• Conducted in isolation

• Timed so that intervention is unlikely (for
example, after parents have gone to work)

• Precautions to avoid discovery

• Preparations made in anticipation of
death (for example, leaving indication of
how belongings to be distributed)

• Adolescent told other people beforehand
about thoughts of suicide

• The act had been considered for hours or
days beforehand

• Suicide note or message

• Adolescent did not alert others during or
after the act

The clinician can improve his or her
examination by using a semistructured
assessment. The natural starting point is
inquiry about the events leading up to the act.

Important issues in assessment of
adolescents who have self harmed

• Events surrounding the overdose or self
harm

• Degree of suicidal intent and other
reasons for the act

• The adolescent’s current problems

• Possible psychiatric disorder

• Family and personal history

• History of psychiatric disorder or self
harm

• The nature of the adolescent’s resources
and supports

• Risk of further self harm and of suicide

• Attitudes towards help

It is essential to establish whether the young
person had a high degree of suicidal intent.
As denial of intent is sometimes a problem, it

is important to get as detailed an account of
the circumstances as possible and compare
these to factors known to be associated with
high intent. Sometimes the reasons for self
harm seem unclear because the act may seem
highly impulsive. The clinician must therefore
use all the information available to try to
understand the motivation. This should
involve exploring the adolescent’s concept of
death –– asking, for example, what they
expected to happen and whether they had
thought they  would still be around afterwards
to see the consequences of the act. Suicidal
intent tends to be associated with depression
and hopelessness.

The physical severity of the self harm is not a
good indicator of suicidal intent because
adolescents are often unaware of the relative
toxicity of supposedly harmless substances
such as paracetamol. Similar issues in the
young person and their family can be usefully
assessed in primary care in cases of less
serious self harm.

Assessment of families of young people who
seriously self harm

Elements of assessment

• Family structure and relationships

• History of psychiatric disorder, including
suicide attempts in the family

• Recent family life events, especially losses

Assessment of family’s support and problem
solving ability

• Inquire about the circumstances of the
self harm, events leading up to it, and how
it has affected the family

• Inquire about how the family has tackled
serious problems in the past 

TREATMENT
Treatment options for adolescent self harm

Individual

• Problem solving

• Cognitive behavioural therapy

• Treatment of underlying psychiatric
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disorder (such as antidepressants or
cognitive behaviour therapy)

• Treatment of drug or alcohol abuse

• Anger management

Family

• Family therapy (such as problem solving
or structural or systemic therapy)

Group

• Group therapy (including problem
solving, cognitive behavioural therapy,
and dealing with developmental concerns
and emotions)

Others

• Environmental changes (such as
temporary alternative accommodation)

Most adolescents who self harm do so in
response to interpersonal crises and can be
discharged for treatments as outpatients.
Inpatient psychiatric treatment is usually
reserved for those who have severe depressive
or psychotic disorder, present an ongoing risk
of suicide, or are in the middle of major
psychosocial difficulties, such as disclosure of
sexual abuse.

A crisis intervention model is often most
appropriate. Compliance, however, can be a
problem because the self harm may have had
a positive effect by providing temporary  relief
from a difficult situation. Also the take-up of
treatment depends largely on parental
background and attitudes, which may include
denial and negative views about psychological
help. A home based treatment programme
may overcome some of these problems.

Problem solving therapy is often used with
adolescents and has the advantage of being
direct and easily understood. Using problem
solving techniques and rehearsing coping
strategies can help the adolescent when he or
she is confronted with future crises.

The problem solving approach can also be
extended to involve the whole family.
Family interventions are structured, usually
last five or six sessions, and can be home
based. Essential elements include the

improvement of specific cognitive and
social skills to promote the sharing of
feelings, emotional control, and negotiation
between family members. Role play can be
a useful additional technique. It is wise to
anticipate crises by making provisions for
appointments at short notice or giving
telephone numbers for emergencies.
Adolescents who self harm can also be
treated in groups.

If depression is present, cognitive
behaviour therapy is an effective treatment
in adolescents. The selective serotonin
reuptake inhibitor fluoxetine (Prozac) is
effective in this age group. However, in
view of the risk of further self harm by
overdose, it is wise to limit supplies of this
drug and get other family members to
handle it, at least intially.

If school problems, particularly bullying, are
prominent, liaison with the school is
important. Further help may be provided by a
school counsellor. In the case of learning
difficulties, an assessment by an educational
psychologist may be helpful in devising
suitable educational options.

When the self harm occurs alongside
substance and alcohol misuse or violence,
specific treatments for these conditions may
be indicated. For older adolescents, referral
to a self help agency or walk-in counselling
service may be appropriate –– and more
readily accepted.

Basics of problem solving therapy

• Identifying and deciding which
problem(s) to tackle first

• Agreeing goals

• Working out steps to achieve goals

• Deciding how to tackle the first step

• Reviewing progresss

• Dealing with psychological factors that
obstruct progress

• Working through subsequent steps

Reproduced with kind permission of the authors
and the British Medical Journal
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BEHAVIORAL ACTIVATION THERAPY

DR. CHRISTOPHER R. MARTELL, PH.D., ABPP
UNIVERSITY OF WASHINGTON

What is Behavioral Activation?

Behavioral Activation (BA) is a treatment for depression that has been shown to
work as well as Cognitive Behavior Therapy (CBT). Its basis is that the person’s
environment and context are major factors in maintaining depression and are
more important than internal factors such as thoughts. It follows that trying to
help people understand the environmental sources of their depression and
changing them will improve the depression. BA therefore seeks to target
behaviors that might maintain or worsen the depression. 

The BA model proposes that life events, which can include specific trauma or loss,
biological predispositions to depression, or the daily hassles of life, lead to
individuals experiencing low levels of positive reinforcement (i.e., joy and
pleasure) in their lives. Furthermore, many behaviors used to cope with negative
feelings that make the individual feel better in the short-run but are detrimental
in the long-run increase. It is natural for a person that feels sad and is no longer
finding pleasure in activities that were previously enjoyed to attempt to cope by
withdrawing socially, ceasing to engage in activities and "shutting down". The
problem is that such avoidant coping strategies do not help alleviate depression;
they make it worse.

BA targets inertia. When depression zaps motivation, the BA approach is to work
from the "outside-in", scheduling activities and using graded task assignments to
allow the person to slowly begin to increase their chance of having activity
positively reinforced.

BA targets avoidance. Formally, for example, sitting on the front stoop of one's
house resting your head in your hands is always just that…sitting. However, you
may be sitting there waiting for a friend to pick you up to go to a show or you may
be sitting there to escape from a nasty argument with a partner. In those two
instances "just sitting" serves very different functions. In the first it functions as an
approach behavior, engaging in life. In the second it is an escape or avoidance
behavior. Avoidance behavior has not been a primary target of most treatments
for depression; in BA it is the primary target.

BA is typically a short-term treatment for depression – up to 24-sessions of
treatment. BA is intended to be a focused, brief treatment for the alleviation of
depression.  This behavioral model does not preclude identifying biological
vulnerabilities or factors in depression.  A dichotomy between what is biological
and what is behavioral is a false one, and assumes a dualistic view of human
functioning (Linehan, 2007).  Habits, thoughts, behavioral patterns, reactions to
life events all result in changes to the brain – the organ with which we process
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information.  Genetic factors predispose individuals to react in particular ways to
the vicissitudes of life.  While medications may help in this process that is a
biological as well as a behavioral function; changing behavior can also have a
powerful impact.  

BA is not new.  C. B. Ferster (1973) proposed a behavioral analytic theory of
depression providing an alternative to psychoanalytic theory that was prominent
at that time. According to Ferster, depression often resulted from various life
contexts, which resulted in individuals engaging in behaviors which served to
escape or avoid emotional pain, but that ultimately reduced their activity and
engagement in the world.  Peter Lewinsohn and colleagues at the University of
Oregon were the first to develop BA as a treatment for depression, and developed
the treatment to increase pleasant activities for depressed individuals (Lewinsohn,
1994; Lewinsohn, Biglan, & Zeiss, 1976; Lewinsohn & Graf, 1973).

While committed behavior therapists continued to utilize this approach, much
more research was conducted on cognitive-behavioral treatment for depression,
which incorporated behavioral activation but focused mainly on the typical
distortions in thoughts and beliefs that are characteristic of depressed individuals.
Throughout the 1980s and 1990s cognitive behavior therapy (CBT) became the
most widely studied treatment and consistently demonstrated effectiveness in
treating depression, anxiety and other disorders.

In 1996 Neil S. Jacobson and colleagues (Jacobson, et al, 1996) conducted a study
of the effective ingredients in CBT for depression. They found that there were no
differences in treatment outcome between CBT compared to behavioral
activation (BA) alone. Another major study comparing BA, CT, and
Antidepressant Medication was conducted by Jacobson and colleagues, and
continued after the untimely death of Neil Jacobson in 1999. Results of that study
showed BA to work as well as antidepressant medications and to have slight
advantage over CT in the treatment of moderate to severe depression (Dimidjian,
et al., 2006.) In that study, both BA and Cognitive Therapy outperformed
medication in the prevention of relapse.

A description of BA as developed in that study was published in a refereed journal
(Jacobson, Martell, & Dimidjian, 2001) and in the book  Depression in Context:
Strategies for Guided Action (Martell, Addis, & Jacobson, 2001). 

Written by Dr Christopher Martell and edited by Prof. Roz Shafran 

www.christophermartell.com/publications.php
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The following report outlines an interesting new programme currently being carried out in the
Thames Valley. 

GREEN CARE
“Thames Valley Initiative" is one of eleven Government-funded NHS projects  to set up
user-friendly services for people with longstanding and complex  emotional or mental
health problems (more details can be found on www.personalitydisorder.org.uk).  The
scheme is linked to the National Care Farming Initiative    www.ncfi.org.uk and the EU
"Green Care" research programme COST 688 http://www.umb.no/?avd=128

What Is Care Farming
“Care farming" is defined as the use of farms and agricultural landscapes for the
promotion of physical health and mental well-being. Farming is used to provide mental
and physical health benefits for a wide range of people. These may include those with
defined medical or social needs (e.g. psychiatric patients, people with learning disabilities,
people with a drug history, disaffected youth or elderly people) as well as those suffering
from the effects of work-related stress or ill-health arising from obesity. Care farming is a
partnership between farmers, health care providers and participants, and so combines the
care of people with the care of the land. Care farming is part of a growing recognition that
the land is multifunctional, providing a range of environmental and social goods and
services. Green Care on farms is thus part of a movement to reconnect people to the land,
and to the food produced by domestic farming.

While the term “care farming” is well-recognised in Europe, in the UK at present there is
no national framework. There are however, a number of care farms operating throughout
the country, though the numbers are small and the movement is very embryonic. It is
these farms, and others wishing to engage in such activities, that the NCFI(UK) aims to
support, offering providers, who often feel isolated in the absence of a national network
the benefits of collaborative action (e.g. awareness raising, help with practical issues such
as insurance or health and safety, training and opportunities to share best practice),
mutual support and political impact. 

We are looking for farmers, or people already involved in this work in Berkshire,
Buckinghamshire and Oxfordshire to join us in a voluntary sector partnership to set up
green care projects. This will involve writing business plans and seeking funding from
statutory, charity and commercial sources. The Buckinghamshire project is to set up a
service base and therapeutic community for providing intensive treatment programmes;
the Berkshire one will be for a range of therapeutic activities where Green Care principles
can be used; and the Oxfordshire development is for a residential training centre for a
range of mental health and other relevant professionals. 

If you are interested in meeting us to discuss any of this, please contact our programme
administrator Sue Robinson: e-mail sue@tva2i.net or phone her on 07815 902049.
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I HAD A BLACK DOG
written and illustrated by Matthew Johnstone

(Published by Robinson, £6.99)

It was Winston Churchill, of course, who first – and famously – referred to depression as The
Black Dog. It is a vivid and eloquent description which, unfortunately for black dogs
everywhere, has stuck.

Churchill himself was no stranger to depression and the following quotation, taken from one
of his wartime speeches, could equally be applied to his struggle with his own personal demons.

“Then turn again to your task. Look forward, do not look backward. Gather afresh in heart and
spirit all the energies of your being, bend anew together for a supreme effort. The times are
harsh, the need is dire, the agony seems infinite but the power of commitment and
perseverance hurled united into the conflict will be irresistible”.

Those words will resonate with anyone who has struggled with depression. And so, too, will
Matthew Johnstone’s wonderful book I Had A Black Dog, which takes Churchill’s “black dog”
image as a starting point and – through words and pictures – creates one of the most powerful
and effective analyses of depression I have ever encountered.

And I am not alone in this view. Comedian Stephen Fry, a great ambassador for removing the
stigma from this most debilitating of illnesses, commented: “I Had A Black Dog says with wit,

“I think the biggest thing about depression is I would
have to say that it actually robs you of your joy. It’s
sort of like doing life, as opposed to living it.”

Matthew Johnstone
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insight, economy and complete understanding what other books take 300 pages to say.
“Brilliant and indispensable”.

Johnstone externalises this most internal of conditions by drawing his very own black dog, a
lurking, brooding untamed beast, whose disturbing presence refuses to allow his owner any
tranquillity, peace of mind or mental equilibrium. Like most great ideas, its genius lies in its
simplicity.

Let’s take three illustrations, with their accompanying words, as examples. The first shows
Black Dog burrowing into the author’s head, causing turmoil in his brain. The caption reads:
“He chewed up my memory and my ability to concentrate” and, just to underline the point,
Johnstone is pictured reading: “How To Improve Your Memory by What’s His Name”. That’s
a lovely touch, reminding us that laughter is one of the most powerful antidotes to depression
there is.

The second illustration is equally harrowing, with the author perched – head bowed - on a bar
stool, with Black Dog beside him and a drink and a cigarette in his hands. The accompanying
words are both sad and wry: “I eventually became quite good at self-medication, which never
really helped”.

But this is a ultimately a positive book, which urges us to confront our demons, seek medical
help and adopt whatever coping strategies suit us best. Our last illustration makes this point
well. Black Dog has finally come to heel and is pictured looking up towards his “master”. The
caption is: “Black Dog may always be part of my life. But I have learned with patience, humour,
knowledge and discipline, even the worst Black Dog can be made to heel.”   

Johnstone himself says: “It’s very important to state that I am not a psychologist or a specialist
in the field, my book is dedicated to what I’ve experienced, learnt and what has worked for me
in dealing with depression over the last 20 years. Although I am a million light years away from
where I have been, I still have to remain vigilant about the Black Dog as he likes to pop in every
once and a while. 

“When humans experience pain, be it emotional or physical, we tend to avoid it at all costs. We
will go over it, under it, around it and away from it but rarely do we go through it. One of the
simplest tools I’ve learnt is acceptance; acceptance is the one thing that deprives the Black Dog
of his power. 

“If Black Dog chooses to make an appearance I no longer take flight or burn huge reserves of
energy trying to conceal it. I accept the Black Dog is there, I batten down the hatches, I try to
unload some responsibilities and live in the knowledge that it will pass because it always does.
It’s also important to be proactive in taking appropriate steps to lessen the impact like, exercise,
eating correctly and getting rest.

“There’s no simple answer, everyone’s path in dealing with a Black Dog is different but it is
imperative to find a solid support base, from family, close friends, your doctor and even a
support group. Educate yourself because knowledge is power. Like all bad dogs a Black Dog
needs discipline, patience and understanding to bring him into line. Never, ever give up”.

What excellent advice that is, and it is Johnstone’s insight, bravery and honesty that underpins
his truly excellent book. If there is a better book on depression (and by better I mean a book
which offers effective solutions, as well as desperate scenarios, with clarity and humour), then
I have yet to read it. 

Robert Beaumont (Charlie’s uncle)
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REPORT FROM THE FUND RAISING COMMITTEE
So many supporters have worked tremendously hard in the first half of 2007 and through
their efforts we have, to date, raised approximately £124,500. 

I would particularly like to thank the young who ran in the Marathon, the not so young
who climbed Kilimanjaro.  

Many thanks are also due to the Shenkman family. Highly successful events included
Ben Wallace’s Golf Day, a Corporate Lunch organised by Charles Watt and Sue
Shenkman’s Rooftop Lunch.   

Mention must also be made of Minnie Scott-Russell (Mayor of the London Borough of
Hammersmith & Fulham) who has nominated the Trust as her mayoral charity for the
year 2007 – 2008.  As a result of Minnie’s involvement the Town-Jeantet Prize Trust have
offered a grant to help fund research into depression. No final decision has yet been
reached but Roz Shafran is currently in discussions with Prof Alain Townsend and it is
hoped some collaboration on research in Oxford or Reading will materialise.  We are
extremely appreciative to Minnie for her support but our gratitude is tempered by
sadness due to the circumstances surrounding her choice; the tragic death of her son
Hector in November 2006.

Our aim to widen the fundraising network is underway thanks to Nicola Buchanan-
Dunlop who is organising a postal Bridge competition and Andrew and Lizzie Cairns
who, with the kind permission of Mr. and Mrs. Stuart, are initiating a Bridge Day at
Chilham Castle, Kent with Andrew Robson giving a morning class before duplicate and
rubber bridge in the afternoon.  

Rachel Waller

REPORT FROM THE ‘YOUNG’ COMMITTEE
We have now organised our first event - a screening of Top Gun in the Cineworld
Cinema on Fulham Road to take place Tuesday 13th November. 

The hope is that this will offer an opportunity to spread awareness amongst a younger
and, therefore, more vulnerable age group as well as offering a unique opportunity to
watch this classic film on the big screen.

The Committee is also working on a number of other events, large and small, and hope
to be able to bring you further details shortly.

If anyone would like to get involved with the Committee we would be delighted to hear
from you.  Please get in contact via to CWMT office. 

Giles Donald
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TEXAS SCRAMBLE
As one of your hosts for the day it was a pleasure to welcome so many of you back to
Badgemore Park Golf Club for the annual CWMT festival of golf.  I hope that you had as
enjoyable day as I did, which, most unexpectedly and in no small part thanks to some (shall we
say eccentric mathematics from Sir Mark) ended with the S.J. Connell team as winners.  Of
course this was in no way thanks to my team-mates (Andrew Rosling, Mark Crawley and
William Frewen) but it was nice of them to turn out anyway.

At least I didn’t have the embarrassment of winning the longest drive or nearest the pin
competitions (indeed I can safely say that none of my team was remotely close to achieving
glory on this front).  So, congratulations to those that did, who included Tricia Tallon, Richard
Shepard and Anna Frizzell.

As we all know, other than having what I hope is an enjoyable day, the main reason for our
gathering at Badgemore is to raise as much money as possible for a wonderful charity.  To that
end thanks must go to all those who so kindly donated prizes for the auction that followed the
golf.  This year’s offers were as generous as ever, and included the chance to secure a stay in
villas in Portugal and Corfu.  Enormous thanks must also go to Mark Durden- Smith, once
again a splendid auctioneer, who, with a mixture of charm, wit and, let’s face it, on some
occasions deviousness, managed to add a great deal of money to the total raised.

I look forward to seeing as many of you as possible at next year’s golf day.

Sean Connell.  

HOW GREEN DOES YOUR GARDEN GROW?
This was the title of Marina Christopher’s fascinating talk given to an audience of around one
hundred on a wet, blustery Monday in June.  Mr. and Mrs. John Robertson had kindly offered
the use of a beautiful marquee to the Trust, so Karin Jardine-Brown and her committee sprang
into action, organising everything, providing a delicious, original lunch, and raising much
needed funds for the Trust in the process.

The day started with coffee and an opportunity to browse around the stalls selling tempting
items ranging from zinc-effect pots to zany birthday cards.

Rachel Waller talked about the Trust and its work, before introducing Marina who went on to
inspire the audience not only about planting with insects in mind, but also for colour and effect.
She brought along various flowers plucked from her garden that morning and judging by
people’s frantic scribbling, will be seeing many of us at her business, Phoenix Plants of
Hampshire.     

This was the first time I’ve been along to one of the Trust’s events but, as a practising
counsellor, I’ve been aware of their work for some time now.

Events like these are a great way of spreading the word about the need for more investment in
mental health care in the U.K.  So many people have been touched by mental illness – we need
to remove the stigma, raise awareness and improve treatment. The Trust is really doing
something about it!

Christine Northam 
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LONDON MARATHON 2007
Victoria and Sarah Lansley, Georgie Macphail, Finn McGuirk and Ollie Hooper 

In October 2006, prompted by a desire to raise as much money as possible for causes that had
affected people close to us, two school friends and I decided to run the London Marathon. 
I fired off letters and emails to almost everyone I knew.   It was fantastic to receive such a large
number of positive responses - many people; it appeared, had encountered depression and
strongly supported my chosen cause.  This made all the training and build-up to the event much
easier.  
Waking up on the actual day to a beautiful morning was a double-edged sword.  While
guaranteeing a lot of spectator support, it also meant that it was going to be hot - far from ideal
as you set out on a 26 mile run! Undaunted I arrived at the start line, magically managing to
be in the first group of competitors. I was off almost immediately.  The first 10 miles were great
with the east end crowds providing an amazing atmosphere …at this stage everything was all
pretty cheery! 
Half way through things got a bit harder, and I really had to force myself on with the final
6-miles a bit of a blur.  I was in quite a bit of pain, but the realisation that my pain was
temporary and insignificant compared to that felt by those whom the charity supports. This
helped me to  keep on running.  Done in, I crossed the finishing line in 3hours and 56 minutes.  
The 2007 Marathon turned out to be the hottest on record, with sadly quite a
few people taken to hospital from heat exhaustion, but everyone in the CWMT Team made it
– an incredible feat, as was the £16,000 raised.   
My (brief) marathon days are probably behind me now, but CWMT has spaces for
those willing to do it next year! Please do so!
The sense of achievement and satisfaction when
crossing the finishing line is an incredible,
unforgettable experience 
Ollie Hooper

It was an amazing feeling to finish the 26.2 miles
and raising money for such a worthwhile cause
made it all the more satisfying.

Good luck to anyone running next year. I think
I’ll be watching it on TV!

Sarah Lansley

Disappointingly missed my aim of three hours
without breaking sweat, but there is always next
year!’

Victoria Lansley

A big thank you to everyone for their
encouragement and support in the run up to,
during and after the Marathon. 

Ollie, Victoria, Sarah, Georgie and Finn 

Carina du Preez, Two Oceans Half
Marathon 7 April 2007, Time 2.39.28

Amount Raised £515



25

ANNUAL BRADFIELD CRICKET TOURNAMENT
It was Brian Lara’s retirement that pushed me over the edge. Brian’s a year older than me, so
that’s different – but much in our cricketing life has been the same. A month after Brian’s
bombshell, I put down my toothbrush and made my own statement: I would be retiring from
all forms of the game with immediate effect. The extractor fan whirred. 

Retirement’s great isn’t it? You get to do the things you’ve always wanted to do – without
actually doing anything. In other words you sit, watch and comment. You have become a pundit
– just what the CWMT tournament needs. 

It’s not boring at all. In fact there’s terrific suspense: who will twist a knee? When will the
ambulance come? There’s also the deep inner peace that comes from knowing that, for large
parts of the day, the bar is your own. One tip: wear dark trousers. My off-white chinos almost
got me selected for the Plate semi-final.

A pundit must notice things. I noticed how much cricket equipment has changed. For instance,
Robert Jardine-Brown can hardly walk, yet he top-scored, raining sixes around the pavilion,
smashing the Gussets to victory and was, by a mile, the player of the tournament. Now, I could
say, ‘well done Robert’ but I prefer to notice how much the equipment has improved since my day. 

To prove my point: I batted for many seasons with Alex “Burt” Reynolds. I don’t think either
of us ever got the ball off the square. Yet here was this same Burty, handsomely straight-driving
for four. 

See what I mean? Retirement is fun, safe and deeply satisfying. So this year’s tournament was
a great success on a personal level. (It seemed to go OK for everyone else too – a beautiful day
and more money for the Trust). Now, in my day...

Iain Weatherby

SUMMER LUNCHEON
As the sun shone out of a cloudless blue sky, over a hundred ladies, and a few brave men,
mingled and sipped champagne while enjoying the magnificent views over the London
rooftops.  This was the Roof Garden Restaurant at Babylon chosen by Sue Shenkman as the
venue for our Summer Luncheon.

During the delicious lunch some of the younger guests modelled Kiki McDonough jewellery,
including the raffle prize of a beautiful pair of drop earrings with diamonds. Needless to say
the raffle was extremely well supported.

The main purpose of the event, of course, was to raise funds to further the work of CWMT but
as guests lingered over coffee we all agreed that this was a most enjoyable way of achieving this,
and that it would be very nice to make it an annual event.

Enormous thanks to Sue Shenkman, her volunteers who co-ordinated the whole event, Kiki
McDonough, Babylon and everyone who supported the occasion, another valuable fund
raising event in CWMT’s calendar.

For me, as well as being a most enjoyable occasion, it was an excellent opportunity to meet
some of our many supporters and I very much look forward to meeting more of you at future
events.

Bronwen Sutton
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RAISING A GLASS TO THE MEMORY OF MATT

WOOD AT THE FIVE PEAK FEAST

On the weekend of July 21/22 a group of friends who knew a wonderful person called Matt
Wood took on the five highest peaks in England. This wasn’t your usual hiking expedition
however, Matt - a great lover of fine food and wine - would have wanted us to make the
challenge a little more interesting. So we decided to cook a five-course gourmet feast - one
course at the top of each peak - and eat it while sitting at a proper dining table dressed in our
finest black tie. This was no easy task. It involved carrying up a table, stools, a candelabra,
cutlery and, of course, all the food and wine over 4000m of ascent.

After a torturous drive to the Lake District from London and very little sleep, the hikers set
out on Saturday morning under the rain and fog to tackle Scafell Pike. It was hard work, but
they were rewarded at the top with a glass of Moet and some canapés. Over the weekend they
climbed a further four peaks and took in the following gourmet delights: a starter of Parma
ham and melon, Aberdeen Angus steaks with a creamy mustard sauce, crème brulee for
pudding followed by cheese and port.

Perhaps the toughest moment of the two-day challenge was tackling a very steep climb to the
top of Sca Fell, a 964m high mountain, having already climbed three peaks. But overall the
weekend went smoothly - apart from Demian’s shoes completely falling apart and a few aches
and pains amongst the crew.

Matt Wood took his own life in July 2004 after struggling with depression. Sadly, despite being
some of his closest friends, we did not pick on the signs. But since his death we have realised
just how many young people suffer from depression and how important it is to talk about it.
We would like to thank all our friends and family who supported us on this challenge. A special
thanks goes to Mark and Tommi for letting us take over their fine Mexican restaurant Wahaca
in London for a fund-raising dinner prior to the Lake District expedition.

In total we raised almost £5,000 for the Charlie Waller Memorial Trust. Watch this space,
because we’re already thinking about next year’s challenge!

Matt Boardman, Tim Penfold, Roly Grant, Phil Koh, Jon Tait, Demian Flowers, Gayle
Ashley, Yasmin Khan, Erato Porphyrios Chapman and Manfreda Penfold (ground crew)
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KILIMANJARO EXPEDITION IN AID OF THE TRUST
I would like to thank everyone who generously supported my Kilimanjaro expedition in aid
of the Trust. Due to your kindness we have raised nearly £13,000 so far. Every penny raised
will be spent by the charity to further increase awareness of the signs and the dangers of
depression and to encourage those who may be depressed to seek help.

As regards conquering the summit of Kilimanjaro, it did not go quite to plan, as I had not
scheduled a “near death experience” into the itinerary.

Depression, however much you read, is something that is difficult to get a real
understanding of unless you have experienced the true horrors of it for yourself. My little
experience, I hope, gives an insight of how much I and other sufferers fear depression.
Thank you for your donation, I know it will really help people.

Rather than give an overall summary of my trip, I think it best to provide an excerpt from
my diary to give a true flavour of my experience. So here goes:

Day 7

Burbled in my lungs all night – Coughing and wheezing –slept sitting up right on my
rucksack - poor Jim did not get much sleep. Felt weak. Told we were going for only 3 hours
– took 5.5 hours. I was slowing up. Tight chest, dry cough and tiring easily. The trip to
Baraff was hell – over another valley and then another and then high up on another.
Finding it difficult to breath & rapidly slowing up – Getting dizzy – Arrived – needed to
crash out – took the single tent – did not want to keep anybody else up all night with my
wheezing – SUMMIT Night – Sabbas comes in and tells me that I am too ill to climb – very
disappointed but knew he was right. Said we had to go on down ASAP. 

Left to descend at 4.15pm with Naga Bono and 4 porters (who went on ahead to set up a
tent) Headed for Millennium High Camp (Should take 3 hours) Took us just over 7 hours
– By about 4 hours I wanted to stop and go to sleep where I was – I did not want to go
another inch– the last few hours I was being held up by Nagga Bono. Finding breathing
very difficult, was v dizzy and v weak. At 11.15pm we arrived – I hit the deck – my gaiters
and boots were removed and I was put in a sleeping bag and crashed out for half an hour
– was woken and Nagga tried to force feed me with cold slop – re-heated –– big pot of hot
god knows what – could not see it (thank god) had the odd potato in -  filthy but forced it
in – they were insistent that I eat it all. Ate as much as I could - still weak and hallucinating.
I could hear my throat and lungs bubbling – crashed out – woken about an hour later by
the ranger. They said they wanted me to go down to the next camp – (4 hours down)  I told
them that I was not going any where until the morning – I was too weak to walk anywhere.
All English was pretty poor – however he came back with “ YOU STAY – YOU DIE”  - I
got the message!

Which do I prefer? This - which could be described as fairly lonely (on a desolate volcano
in the middle of Tanzania with a bunch of Swahili speaking Africans) or being at home in
a room of friends with me in a severe depression. It did not take any deliberation
whatsoever, I would far rather be physically nearly dead than be depressed. Ask me a
hundred times and I would not hesitate with the same answer.

Hugo Jacobs
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Elstree School 2007 Rugby Tour Squad

Mr. Simon Attwood, Sam Holmes, Joe Iglesias, William Boss, Hugh Rose, Jamese Wootton, Alexander
Fane, Jim Chung, George Vare, Freddie Benyon, George Chaffer, Callum Thompson, Mr Andy Ward, Mr.
Steve Bates, Oliver Chapman, Tristram Coates, Nicholas Gubbins, Matthew Lavoipierre, Robert Gibson,

Alex Huntsman, Ben Davies, Aaron Briggs, Edmund Lovell.

Elstree School continues to help us in so many ways. Their Rugby Tour is just one
example of their ongoing support and involvement with the Trust.

STOP PRESS

Literary Lunch – thanks to Sue Kitchen for the use of her marquee, Rachel
Billington for speaking and Romy Parsons for her wonderful organisation.

Bridge Afternoon – many thanks to David and Annie Bowyer for the use of their
marquee and all their support on the day.

In addition to the numerous events mentioned on the preceding pages we would like
express our sincere gratitude to the following:-

Hugh Carey -   Opera,   Oysters and Originals

Serena Nickson - Bridge Afternoon  Hungerford

The organisers of the Yattenon & Frilsham Fete

The Erleigh Cantors Choir
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FORTHCOMING EVENT

Bridge Tournament

Winter 2007/2008
A countrywide bridge tournament will run between October 2007 and the end of
January 2008.  The object is to raise money but also to spread the word about the
Trust and its aims.

Entry is by completion of an Entry Card.  Play is as normal in a Rubber Bridge Four
(£10 per entry) – there is no need to organise anything special.

For more information and to order Entry Cards, please contact
Nicola Buchanan-Dunlop at: rdb_d@yahoo.co.uk

EDITORIAL
As Mark has already mentioned, the Trust is now ten years old and, for me, the expansion
of CWMT NEWS symbolises the Trust’s success.   From humble beginnings (the
double-sided sheet of A4 enclosed) the Newsletter has grown into a magazine which, at its
zenith, reached 36 pages.

Size, of course, does not matter and, as editor, I would like to think that CWMT NEWS
has evolved into an instructive, interesting magazine by:- 

• Recording the many innovative projects initiated or supported by CWMT {mainly
made possible by the numerous imaginative ways our supporters, old and new, raise
money).  

• Including articles written by eminent professionals on various aspects of mental health. 

• Shunning exclusivity by reporting initiatives undertaken by other organisations who
share our aims.

Hubris is something to be avoided at all costs but a little modest pride (if that is not an
oxymoron) can be allowed for all that has been achieved over the last decade. Thanks to
the Trust, and other organisations over the last few years, progress has been made; people
from all walks of life are now prepared to openly discuss mental health problems. 
However when reports detailing the rise of depression and suicide e.g. Teenagers feel strain
of being French (Observer 10/06/2007) and Spate of suicides leaves estate in shock (Guardian
22/06/07)  coincide with the information that CALM, an excellent UK resource for young
men, has had to ‘temporarily suspend its helpline and online webchat following unsuccessful
bids to the National Lottery and other funders’ THERE IS NO ROOM FOR
COMPLACENCY.  

Christine Davey
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FORTHCOMING EVENTS
Details of all events can be found by visiting our website cwmt.org

or by contacting the Bradfield Office,  Tel: 0118 974 5216 Email: admin@cwmt.org

2007
TUESDAY, 16th OCTOBER

Autumn Fair, Mead House, Bradfield

24th – 27th OCTOBER (WEDNESDAY TO SATURDAY)
The Boys Are Back In Town at Magna Carta Theatre, Egham, Surrey.

Tickets can be bought by telephone: 07765 860632

TUESDAY 13th NOVEMBER
Top Gun Cineworld Cinema on Fulham Road

For full admission details visit www.justgiving.com/topgunfilmnight

WEDNESDAY 12th DECEMBER 
Carol Service, St. Luke’s Church, Chelsea

2008
WEDNESDAY 26th MARCH

Texas Scramble
Badgemore Park Golf Club, Henley-on-Thames

SUNDAY 13th APRIL
London Marathon

Runners needed for CWMT Team

FRIDAY 25th APRIL 
Bridge Day with Andrew Robson

Chilham Castle, Kent by kind permission of Mr. and Mrs. Stuart Wheeler

WEDNESDAY 30th APRIL 
Oscar Nemon Sculptor of Statesmen

An Illustrated Talk by his daughter Aurelia Young
Petyt Hall, Chelsea Old Church

SATURDAY 12th JULY 
Bradfield Cricket

THURSDAY 20th NOVEMBER
Concert St Johns, Smith Square 
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RESOURCE LIST
CWMT is unable to provide advice regarding enquiries of a personal nature.  If you, or anyone you
know, is feeling depressed then medical help must be sought. However listed on the following pages is
a selection of organisations where help can be obtained. The services offered by these agencies are
intended to augment, not replace, medical advice. 

Inclusion on this information sheet does not mean that CWMT recommends or endorses any of these
agencies above others working in the same field, nor can we guarantee that the organisation will have
a solution to your particular problem.  

It should also be remembered that information on the web generally is not always reliable and some
of it must be treated with caution; especial care must be taken if consulting sites which claim to offer
medical or pharmacological advice.

STUDENTS AGAINST DEPRESSION

Initiated by CWMT in association with Heads of University Counselling Services this
site provides a wealth of information specifically aimed for those encountering
emotional problems at university. 
Website:    www.studentdepression.org

~~~~
CHILDLINE

The free helpline for children and young people in the UK. 
Website:    www.childline.org.uk
Helpline 0800 1111

~~~~
PAPYRUS

Voluntary organisation committed to the prevention of young suicide and the
promotion of mental health and well being. 
Website www.papyrus-uk.org
HOPElineUK 0870 170 4000

~~~~
SANE

Offers information on all aspects of mental health
Website www.sane.org.uk
SANEline 0845 767 8000
SANEmail sanemail@sane.org.uk (aimed particularly at young people)

~~~~
YOUTH ACCESS

Details of local and confidential youth counselling advice and information throughout
the UK (14-25).  
Website www.youthaccess.org.uk
Tel: 0208 772 9900
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YOUNG MINDS
Deals with the emotional well-being of young people up to the age of 25. A variety of
resource material available.  
Website www.youngminds.org.uk
Parents Information Line 0800 018 2138

~~~~
CONNEXIONS

Information and advice for 13-19 year olds 
Website www.connexionsdirect.com
Helpline 080 800 13 219

~~~~
ASSOCIATION OF CHILD PSYCHOTHERAPISTS
Holds registers of accredited Child Psychotherapists and will provide details of child
psychotherapists in your area
Tel: 0208 458 1609 (9.30am to 3.00pm)

~~~~

SELF REFERAL OPPORTUNITIES AVAILABLE IN THE

THAMES VALLEY
New services have been developed in the Thames Valley (Berkshire, Buckinghamshire and
Oxfordshire) over the last couple of years for those with long-standing emotional distress
(often referred to as personality disorders).  Each county’s service has its own ‘flavour’ and
can lead into other services in the area.  They all operate on a self referral basis so are only
a phone call away!

Berkshire LINK Groups Tel:  07909 893123  

There are groups in Reading, Newbury, Wokingham and Bracknell.  They are not therapy
as such but are friendly supportive groups which can help people access other services.  It
is a useful first step for people who would like to have more information on particular
therapeutic models or on topics such as managing self-destructive behaviours and
assertiveness.  The groups are run on a time limited basis (usually 12 or 24 weeks).

Oxfordshire Options Groups Tel: 01865 455872

Groups are available in Oxford, Wallingford, Witney and Banbury. Again these are about
preparing people to engage in therapy.  Most people who access these groups do so with
a view to engaging with intensive therapy in the Complex needs service.  Following referral
you will be sent an appointment with members of the staff team. Participation in the group
is limited to one year.

Buckinghamshire Options Groups Tel:  01296 565875

Groups are available in Amersham, Aylesbury and High Wycombe. Format of these
groups is similar to Oxfordshire.  Length of stay in the group is at present unlimited.  


