








MECC for Mental Health offers an opportunity to make a lasting impact by aligning with this 
new agenda.

Recommendation: The RSPH and other national, regional, and local stakeholders should 
continue advocating for MECC as a valuable public health asset within prevention strategies.

Overall, the MECC for Mental Health programme provides individuals across sectors 
with the support and skills they need to engage in brief mental health conversations 
with colleagues, those they support, and the general public. With national and regional 
leadership and local investment, it could add significant value to the roles of thousands of 
frontline workers across the UK.
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MISC INDEPENDENT 
EVALUATION 
The effectiveness of MECC for mental health will depend on the extent to which people 
attending training change what they do. Therefore, we have based this evaluation on the 
COM-B Framework, which helps to understand what influences people’s behaviours.

The influences on behaviour can be summarised under the umbrella terms of capability, 
opportunity and motivation. 

Capability: Knowing about, how and what to do and having the ‘head space’ to do 
the behaviour.

Opportunity: Both physical opportunity (like time and equipment) and social opportunity 
(believing that other people accept or support the behaviour). 

Motivation: Both reflective and automatic. Reflective motivation is having the want or desire 
to do the behaviour and automatic motivation is doing something without really thinking 
about it – because you do it automatically.

Figure 6 The COM-B Framework
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Evaluation methods
We gathered data through 2 methods: interviews / focus groups and online questionnaires. 

Over 400 people participated in the evaluation of MECC for mental health.

We based the evaluation on the theory of change we have developed with the RSPH team 
for MECC (see previous page) for mental health that proposed 2 key behaviours that the 
MECC users should be doing after the training:

1.	 Having conversations with people about their mental wellbeing

2.	 Referring people for more support for their mental wellbeing

In the questionnaires, to understand usual practice and any changes after the MECC for 
mental health training, we asked MECC users about their expectations that they would 
conduct these behaviours, before and after the course and at follow-up. We also asked 
them to estimate before the course and at follow-up, how many times they did these 
behaviours compared to the numbers of patients or service users they saw. In keeping 
with the COM-B Framework, we went further to see if we could understand the capability, 
opportunity and motivation of the MECC users to do these behaviours and whether these 
also changed after the training course.

In the interviews and focus groups, we asked people about their experiences of both putting 
the behaviours into practice and, for people who were responsible for training the trainers 
and delivering training in MECC, their experiences of running training and of the sustainability 
of the programme. We analysed these data both inductively and using the COM-B 
framework to identify barriers and enablers to continued MECC for mental health training.

Data limitations
Mixed methods evaluation is an ideal way to capture and triangulate the impact and 
influence of a training programme and package such as MECC for Mental Health. Because 
of this mixed methods, multi-faceted approach; we can be reasonably confident in our 
conclusions – there was consistency in findings across the different methods of data 
collection; and for the qualitative methods, that similar themes were coming out towards the 
end of data collection – we had captured the range of views. 

It is important to be clear about the limitations, however. The response rates to the 
questionnaires varied and, in particular, we did not get many people completing the follow-
up questionnaire (when they were back at work). This meant we were only able to match a 
proportion of the data, and that responses at follow-up were particularly lower. 
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WHAT DID PEOPLE THINK  
AND FEEL BEFORE THE 
COURSE BEGAN?
Levels of conversations and referrals for mental health support  
before training

284/401 (71%) of participants identified between 1 and 100 people who could have benefitted 
from a conversation about mental health and wellbeing in the last 2 weeks. 36/401 (9%) 
identified between 101 and 200 people, 26 (6%) identified between 201 and 300, 15 (4% 
identified between 301 and 400, and 25 (6%) identified between 401 and 500 people. 15 (4%) 
reported that they saw no people who would benefit from a conversation. The mean number 
of people (including patients, people using the services, the public, and colleagues) that could 
have benefitted from a conversation about their mental wellbeing was 91. In total across the 
region, approximately 38,500 people could have benefitted from a conversation.

We were interested in how many times participants estimated that they had a conversation 
with the people who could have benefitted. We found that most (273/367, 74%) had ‘some’ 
conversations (removing any who had not answered this question rationally11). Where 
participants identified that they had conversations with ‘some’ of those who could benefit, 
the mean percentage was 55% (standard deviation = 23.9%).

Table 2. The number and percentage of people who could have benefitted 
from a conversation who had a conversation

Number Percentage

Had no conversations with identified people 41/367 11%

Had some conversations with identified people

Note – some is everyone who had any conversations  
(i.e not all, and not none)

273/367 74%

Had conversations with all identified people 53/367 14%

Had conversations with more people than they identified (excluded 
from percentage)

19 -

Note: in this table and elsewhere, where % add up to slightly lower or higher than 100%, this is due to rounding down or up

We were also interested in how many times participants estimated that they referred people 
for further support with the people who could have benefitted from referral. We found that 

11	 If people said they would have the conversation with more people than they had identified i.e., the percentage of people exceeded 100, 
we removed the data,
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a large minority (45%) did not refer any people who they thought would benefit from referral, 
whilst 52% reported that they would refer some (again, removing those with percentages of 
over 100). The mean percentage of those who indicated they would refer some, was 38% 
(standard deviation = 25%).

Table 3. The number and percentage of people who could have benefitted 
from a referral for further support who had a referral

Number Percentage

Did not refer any identified people 162/363 45%

Referred some identified people 190/363 52%

Referred all identified people 11/363 3%

Referred more people than they identified  
(excluded from percentage)

23 -

Influences on behaviours before training
At the start of each training session, we asked some questions about trainees’ capability, 
opportunity and motivation to have mental health conversations and to refer people to 
appropriate support. Appendix 3 shows that reflective motivation was high i.e., that people 
wanted to have mental health conversations (80% agreed or strongly agreed) and to refer 
people for appropriate support (80% agreed or strongly agreed). 64% of people said that 
discussing mental health was something they did automatically but referring to appropriate 
support was automatic for 53%. Around half of the people agreed or strongly agreed that 
they had the physical and psychological capability and the physical and social opportunity 
to have mental health conversations or to refer to appropriate support. Together, this shows 
that whilst motivation is high, only half of those attending training felt they had the capability 
and opportunity to conduct either behaviour. 
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SUPPORT FROM MANAGERS
Management support is a form of social opportunity and is an important behavioural 
influence. We wanted to understand how supported the trainees felt by their managers, 
when they were trying to put the MECC for mental health training into practice. We asked 
this before training and at follow- up.

We asked to what extent the trainees agreed that their manager supported them in having 
conversations about mental wellbeing and being trained in MECC for mental health. Prior 
to training, 72% agreed or strongly agreed that their manager supported them in having 
conversations about mental health. This was 80% at follow-up. 76% agreed or strongly 
agreed pre-course that their manager supported them being trained in MECC for mental 
health, 83% agreed at follow-up.

Since role modelling is an important way that people learn in work organisations, we also 
asked to what extent the manager themselves talks to other people about their mental 
health. 71% of trainees pre-training and 76% at follow-up agreed/strongly agreed that their 
manager has conversations with colleagues about their mental wellbeing. These are small 
shifts in how people perceive their managers, but it is interesting that they seem to all have a 
trend towards increasing at follow-up.

Table 4 and 5: Tables to show support from attendees’ managers

Pre-course: My manager…

Strongly 
disagree

Disagree Neither Agree Strongly 
agree

Supports 
conversations

8 2% 14 4% 85 22% 140 37% 132 35%

Supports 
training

8 2% 16 4% 66 17% 134 35% 156 41%

Has 
conversations

11 3% 21 6% 77 20% 153 40% 117 31%

MECC FOR MENTAL HEALTH  
NORTH EAST AND YORKSHIRE PHASE 2: 2023-202431



Follow-up: My manager…

Strongly 
disagree

Disagree Neither Agree Strongly 
agree

Supports 
conversations

6 6% 3 3% 12 12% 26 25% 57 55%

Supports 
training

6 6% 3 3% 9 9% 26 25% 60 58%

Has 
conversations

8 8% 2 2% 15 14% 31 30% 48 46%
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Figure 7 My manager supports me having conversations about mental wellbeing pre-course and follow-up
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Figure 8 My manager supports me being trained to have conversations about mental wellbeing pre-course and 
follow-up

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

PRE

FOLLOW

STRONGLY AGREEAGREENEITHER AGREE NOR DISAGREEDISAGREESTRONGLY DISAGREE

(pre n=380 / follow n=104) My manager supports me being trained to have 
conversations about mental wellbeing

Figure 9 My manager has conversations about mental wellbeing with me and other colleagues pre-course and 
follow-up
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DELIVERY: FIDELITY  
TO COURSE 
We were also interested in the fidelity of the MECC trainers. The MECC for mental health 
course is an experiential course, where trainees are encouraged to really transform. We 
asked trainees to state (following training) whether their trainers used the key behaviours of 
transformational educators. This goes beyond traditional measures of fidelity and satisfaction 
to focus more on what the trainers were doing which was likely to change the practice of 
those they were training. 

The fidelity markers are 11 selected from a set of 55 published behaviours of 
transformational educators1. These were chosen at the start of the project in discussion 
between RSPH and MISC, to ensure consistency of training delivery across the cascade of 
training process12 and to best assess the effectiveness of the interactive courses which were 
being designed; for example, encouraging reflection, discussion and contributions through 
the session. 

As can be seen from Appendix 4, the trainers were very highly rated by attendees. Across 
the 11 indicators, 86% - 93% agreed or strongly agreed with the statement. Those that 
were rated highest were the trainers that encouraged participants to feed into the session; 
encouraged participants to reflect on their own knowledge of key session concepts; and 
responded positively to being asked questions.

12	 Burns D, Tyler N, Chesters S, et al. Identifying the 55 behaviours of transformational educators by evidence-synthesis and Delphi study 
with UK higher education experts. PsyArXiv; 2022. DOI: 10.31234/osf.io/pc84f. 
The cascade process involved the upskilling of local Lead Trainers who then trained Trainers within beneficiary organisations to cascade 
the programme with colleagues and others.
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WHAT CHANGED FROM BEFORE 
TO AFTER THE COURSE?
Changes in behaviours

The percentage of people with whom the attendees were having conversations about 
mental health increased from a median pre-course percentage of 40% to a median follow-
up percentage of 44%. For referring to appropriate support, the median was 20% at pre-
course and follow-up.

Other behaviours at follow-up 

We asked trainees (N=102) at follow-up which of the MECC for mental health behaviours 
they were doing. The most common was listening reflectively (91%), with over 80% of those 
responding at follow-up reporting that they were also using open questions, responding 
empathetically and using language that was not stigmatising. The least common was 
discussing 5 ways to wellbeing with only 36% of trainees reporting using it at follow-up.

Table 6: Attendees’ reports of behaviours they are using at follow-up13

Behaviour
N (%) reporting using the 
behaviour at follow-up (total 
n=102)

Listening reflectively 93 (91%)

Using open questions 91 (89%)

Responding empathetically 89 (87%)

Using language that was not stigmatising 86 (84%)

CHECK/CHUNK* 81 (79%)

Signposting 79 (77%)

Asking twice 72 (71%)

3 A’s* 60 (59%)

Discussing 5 ways to wellbeing 37 (36%)

13	  Note for table 5: “CHECK/CHUNK*” combines behaviours “Using communication appropriate to the health literacy of the person”, 
“CHECK”, “CHUNK”, “Using the communication technique: CHECK”, “Using the communication technique: Teach Back” “3 A’s*” com-
bines the behaviours “Ask”, “Assist” and “Act”.
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Figure 10 Behaviours at follow-up that those trained are doing14

Changes in behavioural expectations
Behavioural expectations of having conversations changed significantly from pre- to post-
course, from a median of 5 (interquartile range of 2 to 8) to median of 7 (interquartile 
range of 5 to 10). Wilcoxon Signed Ranks Test indicated that this change was statistically 
significant (z=-5.563, p<0.001).

At follow-up, behavioural expectations were no different than at pre-course, with a median 
of 4.5 (interquartile range of 3 to 8). Wilcoxon Signed Ranks Test indicating that we should 
accept the null hypothesis, of no difference in central tendency between pre-course and 
follow-up expectations (z= -0.087, p>0.05).

Behavioural expectations of referring for support changed significantly from pre- to post-
course, from a median of 3 (interquartile range of 1 to 5) to median of 5 (interquartile range 
of 3 to 7). Wilcoxon Signed Ranks Test indicated that this change was statistically significant 
(z=-5.155, p<0.001).

14	  Note for figure 10: “CHECK/CHUNK*” combines behaviours “Using communication appropriate to the health literacy of the person”, 
“CHECK”, “CHUNK”, “Using the communication technique: CHECK”, “Using the communication technique: Teach Back” 
“3 A’s*” combines the behaviours “Ask”, “Assist” and “Act”.
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At follow-up, behavioural expectations were no different than at pre-course, with a median of 
2 (interquartile range of 1 to 4). Wilcoxon Signed Ranks Test indicated that we should accept 
the null hypothesis, of no difference in central tendency between pre-course and follow-up 
expectations (z= -1.683, p>0.05).
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Figure 11 Box plot to show changes in behavioural expectations (for 2 behaviours having conversations, referring for 
support) at pre-, post- and follow-up

Changes in behavioural influences
We asked about the capability, opportunity and motivation of the course attendees to have 
mental health conversation and to refer people for appropriate mental health support before 
the course, immediately after the course (before they had returned to work) and at around 3 
months later. We asked people the extent of their agreement with a series of statements, on 
a scale of 1 to 5, with 1 indicating strongly disagree and 5 strongly agree.
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Having mental health conversations15

Capability (feeling that you know how (psychological capability) and have the skills (physical 
capability) to have mental health conversations) changed from pre-course to post-course. 
Pre-course, 208/401 (52%) of people agreed or strongly agreed that they had the physical 
capability, rising to 275/300 (92%), whilst 207/397 (52%) agreed or strongly agreed that 
they had the psychological capability, rising to 272/300 (91%) post-course. Both of these 
changes were sustained at follow-up, with 85/105 (81%) agreeing or strongly agreeing that 
they had physical capability and 84/105 (80%) that they had psychological capability to have 
mental health conversations.

Opportunity (feeling that you have the resources (physical opportunity) and that important 
people think you should (social opportunity) have mental health conversations) changed 
from pre-course to post-course. Pre-course, 216/400 people (54%) agreed or strongly 
agreed that they had the physical opportunity, rising to 261/300 (87%) post-course, whilst 
227/400 (57%) agreed or strongly agreed that they had the social opportunity, rising to 
245/300 (82%) post-course. The difference in physical opportunity was maintained at 
follow-up, with 76/105 (76%) still agreeing or strongly agreeing. However, although 69/105 
(66%) of people agreed or strongly agreed that they had social opportunity, the statistical 
test indicated that there was no difference between social opportunity at follow-up and 
pre-course. The change in social opportunity from pre- to post-course, therefore, was not 
maintained at follow-up.

Motivation (having the want and desire (reflective motivation) to have mental health 
conversations and having mental health conversations automatically (automatic motivation)) 
changed from pre-course to post-course. Pre-course, 320/398 (80%) agreed or strongly 
agreed that they had the reflective motivation, rising to 283/300 (94%), whilst 259/399 (65%) 
agreed or strongly agreed that they had automatic motivation, rising to 250/300 (83%) 
post-course. At follow-up, the increase from pre- to post-course in reflective motivation 
was lost, but those agreeing / strongly agreeing that they had reflective motivation was still 
high at 90/105 (86%). The increase in automatic motivation reported was maintained at 
follow-up with 79/105 (75%) of people agreeing or strongly agreeing that they had automatic 
motivation to have mental health conversations.

Refer to Appendices 6, 7, and 8 for tables relating to the above.

15	 Mann-Whitney U test range from -6.837 to -13.026, all p<0.001 for changes from pre-to post-course, rejecting the null hypothesis that 
there is no difference (in terms of central tendency) between the two groups (pre and post the course). 
From pre-course to follow up, Mann-Whitney U test ranged from -2.878 to -6.342, all p<0.004 for psychological and physical capabili-
ty, physical opportunity and automatic motivation. For reflective motivation and social opportunity the range was from -1.868 to -1.955 
p>0.05, accepting the null hypothesis that there is no difference (in terms of central tendency) between the two groups (pre-course and 
follow up).
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Figure 12 I have the time, space, and materials 
necessary to have MH conversations with people: 

pre-, post- and follow up
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Figure 13 People who are important to me think I 
should have MH conversations with people: pre-, 

post- and follow up
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Figure 14 I am motivated to have MH conversations 
with people: pre-, post- and follow-up
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Figure 15 Having MH conversations with people 
is something that I do automatically: pre-, post- 

and follow-up
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Figure 16 I have the skills necessary to have MH 
conversations with people: pre-, post- and 

follow-up
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Figure 17 I know how and have the ‘head 
space’ to have MH conversations with people: 

pre-, post- and follow-up
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Referring people for appropriate mental health support16

Capability (feeling that you know how (psychological capability) and have the skills (physical 
capability) to have mental health conversations) changed from pre-course to post-course. 
Pre-course, 200/388 (52%) of people agreed or strongly agreed that they had the physical 
capability, rising to 271/292 (93%), whilst 210/389 (54%) agreed or strongly agreed that 
they had the psychological capability, rising to 270/292 (92%) post-course. Both of these 
changes were sustained at follow-up, with 79/105 (75%) agreeing or strongly agreeing that 
they had physical capability and 80/105 (76%) that they had psychological capability to have 
mental health conversations.

Opportunity (feeling that you have the resources (physical opportunity) and that important 
people think you should (social opportunity) have mental health conversations) changed 
from pre-course to post-course. Pre-course, 207/389 people (53%) agreed or strongly 
agreed that they had the physical opportunity, rising to 259/292 (89%) post-course, whilst 
199/388 (51%) agreed or strongly agreed that they had the social opportunity, rising to 
239/292 (82%) post-course. The difference in physical opportunity was maintained at 
follow-up, with 76/105 (71%) still agreeing or strongly agreeing. However, although 68/105 
(65%) of people agreed or strongly agreed that they had social opportunity, the statistical 
test indicated that there was no difference between social opportunity at follow-up and 
pre-course. The change in social opportunity from pre- to post-course, therefore, was not 
maintained at follow-up.

Motivation (having the want and desire (reflective motivation) to have mental health 
conversations and having mental health conversations automatically (automatic motivation) 
changed from pre-course to post-course. Pre-course, 311/389 (80%) agreed or strongly 
agreed that they had the reflective motivation, rising to 277/292 (95%), whilst 206/389 (53%) 
agreed or strongly agreed that they had automatic motivation, rising to 236/292 (81%) post-
course. At follow-up, the increase from pre- to post-course in reflective motivation was lost, 
but the number of those agreeing / strongly agreeing that they had reflective motivation was 
still high at 90/105 (86%). The increase in automatic motivation reported from pre- topost-
course was not maintained at follow-up with only 66/105 (63%) of people agreeing or 
strongly agreeing that they had automatic motivation to have mental health conversations.

16	 Mann-Whitney U test range from -6.837 to -13.026, all p<0.001 for changes from pre- to post-course, rejecting the null hypothesis that 
there is no difference (in terms of central tendency) between the two groups (pre and post the course). 
From pre-course to follow-up, Mann-Whitney U test ranged from -2.462 to -5.245, all p<0.004 for psychological and physical capability 
and physical opportunity. For reflective motivation, automatic motivation and social opportunity the range was from -1.685 to -2.472 
p>0.05, accepting the null hypothesis that there is no difference (in terms of central tendency) between the two groups (pre-course and 
follow-up).
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Comparison of pre-, post-, and follow-up
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Figure 18 I have the time, space and materials 
necessary to refer people for appropriate support for 

their mental wellbeing: pre-, post- and follow-up
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Figure 19 People who are important to me think I 
should refer people for appropriate support for their 

mental wellbeing: pre-, post- and follow-up
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Figure 20 I am motivated to refer people for 
appropriate support for their mental wellbeing: 

pre-, post- and follow-up
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Figure 21 Referring people for appropriate 
support for their mental wellbeing is something 

that I do automatically: pre-, post- and follow-up
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Figure 22 I have the skills necessary to refer 
people for appropriate support for their mental 

wellbeing: pre-, post- and follow-up
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Figure 23 I know how and have the ‘head 
space’ to refer people for appropriate support for 
their mental wellbeing: pre-, post- and follow-up
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Time to have conversations and refer for support
The time it takes to engage in MECC behaviours is often something that people identify as 
a potential barrier. In order to explore the perception of time, we asked questions about how 
long MECC took and whether this added time to their appointments or interactions. 53/105 
(50%) of people thought that it did add time whilst 52/105 (50%) thought that it did not.

We asked, “Thinking about any mental health conversations you have had the last 2 weeks: 
On average, how many minutes do you estimate these conversations last within a routine 
appointment/interaction?” The results were as follows and the mode at pre-course and 
follow-up was 6-10 mins. 

Table 7: Estimated number of additional minutes spent on mental health conversations at 
pre-course and follow-up

Estimated number of additional minutes Pre-course Follow-up

0-5 mins 56/350 (16%) 15/100 (15%)

6-10 mins 111/350 (32%) 44/100 (44%)

11-15 mins 60/350 (17%) 18/100 (18%)

16-20 mins 50/350 (14%) 13/100 (13%)

21+ mins 73/350 (21%) 10/100 (10%)
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A THEMATIC ANALYSIS  
OF INTERVIEWS
We conducted:

	B 19 interviews (11 baseline interviews with stakeholders and trainers (intended to be 
before training) and 8 end-users who had attended training. Interviewees were randomly 
selected and put into contact with MISC if they then agreed to participate. Interviews 
were carried out by a psychologist from the MISC team. 

	B 2 focus groups: the first with a single trainer (others did not attend) and the second with 
stakeholders and trainers, who were all identified by RSPH as playing an important role 
in implementing the MECC for Mental Health train the trainer programme. 

At baseline, we asked about previous experience of having mental health conversations 
within their organisations, team dynamics and expectations. Before the interviews began, 
4 baseline participants identified that they had already completed a MECC training course. 
Therefore, like the end-user participants, these participants were asked 4 additional 
questions, specifically about their experience with MECC training. 

The interviews were audio recorded, transcribed and checked to ensure transcripts were 
accurate. Each transcript was then coded, and all codes were added to an excel document 
to identify themes. 

We conducted a framework analysis to analyse the interviews and focus groups and 
identified themes within the 6 behavioural influences from COM-B Framework. As with the 
rest of the evaluation, we focused on the below 2 key behaviours:

	B Having mental health conversations

	B Referring people for appropriate support for mental wellbeing. 

Having mental health conversations
Physical Capability

Participants reported that without MECC people ‘probably feel quite apprehensive and 
there’s a lot of stigma around talking about mental health still’ (End-user P13). They 
reported that they had learned how to have conversations about mental health through 
training, i.e., they had developed physical capability. For example, learning how to structure 
the conversations:

“ the MECC training helps give a framework to how we can better ask and 
assist and assess whatever then ask assess assist… so gives a more structure 
former about how to have that one minute of intervention...”
(Baseline P2).
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‘it’s just really helps me to have almost like a bit of a toolkit and a bit of a script 
to be able to give to over to other colleagues professionals about look like this, 
you’re not going to make anything worse by asking the question are you OK?’
(Baseline P13)

And having better conversations with their staff:

‘it’s made it almost a bit easier to start those conversations when we 
eventually get to the bit about why they’re off sick and particularly around their 
mental wellness, it’s really helped with that a lot.”
(Baseline P7)

And 

‘active listing or consciousness listening… I think that’s one of the things I got 
from the courses’
(End-user P19)

Other skills they reported learning included using open-ended questions:

“…what works well is sort of really getting to know the patient, and using a lot 
of open-ended questions like motivational interviewing questions’
(Baseline P11)

and giving people a way of visualising what’s happening: 

‘… and it was just asking him about his coping mechanisms and when his 
stress bucket is full or what he does in that circumstance. So, I sort of used 
some of the phrases and… you’ve been able to speak to people and give 
them a way to visualise what’s happening and where our limits are, and what 
makes it overflow and things like that.’
(Baseline P6)

Another skill was ‘just asking twice… so when someone has, you know, how are you? I’m 
fine you know when it’s not a very convincing fine, and they come on and say ‘actually my 
dad’s ill at the moment’, and we’ve talked a little bit about that and how we can like manage 
their kind of case load at work’ (Baseline P8)

Indeed, some participants emphasised they would like to have ‘a bit more education session 
around conversations about mental health and where staff can go for tailored support and 
stuff.’ (Baseline – P4)

Psychological Capability

Understanding 

Understanding more about mental health has supported good conversations and earlier 
recognition of potential problems:
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‘… generally if I open up a conversation about mental health, people seem 
to me to be a little bit almost dismissive of it and say kind of like, ‘oh, I’m fine’ 
and all that kind of thing. But that says I have had certain a few members 
of staff, that have benefitted significantly. I think for me having some, some 
understanding of mental health…we have a member of staff who has a lot of 
sort of anxiety. And now I can see when that started so I can pick it up earlier, 
put things in place sooner for her…’
(End-user – P19)

Confidence 

People reported ‘having the confidence to sort of bring things up and ask open questions’ 
(End-user P18), stemming from increased capability, after the course:

‘ I feel more confident, to be, sort of putting myself out there…to be able to 
chat to people… and ask them questions, you know, open questions... since 
doing the course.’
(End-user P16)

Physical Opportunity

Systems 

Participants discussed having specific systems in place to ensure staff felt comfortable and 
ready to engage in a healthy conversation with a patient.

“We also have… it’s not an official system but if a patient rings up and asks for 
a member of staff if that we always check that that member of staff is ready to 
take that call or we will say that we will get them to ring them back…because 
if they’re not in a comfortable space and they’re not feeling too good that it 
might be that just need a little bit of time to get they’re head space back and 
probably get them to ring patient back”
(Baseline P1)

Another system regularly brings staff members together, giving them the opportunity to have 
discussions with each other.

“Urm in our team was very much because we do it with the patients with try 
and do it with each other as well. So we’ll do what we call reflective practice 
sessions every month… and we’ll reflect on any like difficult cases or any 
learning events that we’ve had.’ 
(Baseline P4)

Resources

Participants discussed that ‘giving me the resources to be able to say, well, actually, look, 
I’ve just been on this training, this is what you can be doing, this is how I can support you’ 
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(End-user P13) facilitates having conversations about mental health. Not having resources 
was seen as a barrier:

‘maybe having a bit more tailored to where staff can go and how to have 
conversations… because sometimes with staff like it can become a bit of a 
competition or you don’t feel as comfortable to share with them’
(Baseline P4)

Participants made efforts to ‘remind people of different wellbeing stuff for staff’ (Focus group 
1 P1)

Money was seen as an important resource to ‘up skill people… (Baseline P9)

Workload and time

Many people discussed how having allocated time for conversations about mental health is 
very important and appreciated. 

‘my manager always encourages us at the start of our meeting each week 
there is an opportunity for us to well actually there is no opportunity she makes 
us do this [laughs]. But, there’s time aside for our own well-being because we 
deal with a lot of cases that can be quite upsetting that can be quite difficult. 
And I think I really appreciate that and having that time to be able to talk about 
how we actually are feeling... And I feel quite confident and happy to speak to 
my colleagues in that space at that time.’
(Baseline P7)

Not having time was a barrier:

‘…having the time to talk because, as I say, everyone’s really busy and I think 
sometimes you sort of think I don’t want to engage in that conversation ‘cos 
once start it have I got the time to continue?’
(Baseline P6)

People having ‘a workload that’s quite heavy’, however, could overcome by ‘realising the 
value and the difference it can make for somebody’ (Baseline P6)

Leadership and social support

Some participants discussed that ‘it really starts with those in leadership positions. To really 
buy into this whole around, you know, having courageous conversations around, you know 
mental health.’ (Baseline P3) and that ‘to really embed it into the organisation as part of 
its values…how it functions and making sure it’s in policies and in procedures and having 
regular conversations with staff checking in to see how people are, you know, what do they 
need.’ (Baseline P3)

Leadership also included ‘…managers really need to change that way in which they 
approach a healthy conversation with the staff…some that avoid it because I think 
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sometimes, they don’t wanna know or they don’t know how to deal with it if it suddenly 
snowballs and somebody pours out everything that’s going on… so I think consistency is 
key…and a holistic approach to people’s mental wellbeing.’ (Baseline P7), indicating that role 
modelling was important as well as policies.

Managing the team to take into account individuals’ feelings helped: 

‘… ability to take people off certain types of work…if they are struggling with 
their mental health … we can rearrange case load’
(Baseline P1)

A sense of team meant that all honest conversations were easier:

‘…we all sit together so even though I manage a team I still sit with team so 
we’ve got that constant peer support…it’s quite a stressful job it’s not people 
aren’t always ringing up with happy stories...’
(Baseline P1)

More support was identified as an important facilitator: 

‘…I would like to see more support amongst teams…So across our council 
particularly we’ve got teams that do it really well and they’re really supportive 
and have conversations about mental health about mental wellbeing and then 
there’s teams that really don’t get it right, and that don’t really care, to be 
honest… I would like teams to be a bit more holistic in how they approach staff 
in terms that everybody is different, everybody’s mental wellness is different.’
(Baseline P7)

Social environment

Participants reported trying to create ‘a supportive environment and again are supposed 
to do I think we did psychological safety didn’t we, so it touches on that, creating, so that 
comes into it, creating that sort of psychologically safe place’ (End-user P19). Not having this 
was seen as a barrier:

‘if someone wants to have a conversation, that they don’t necessarily want to 
have it in the open office, it’s trying to find a space, so if we knew there was a 
designated space where you could go, I think that would definitely help.’
(Baseline – P6)

MECC FOR MENTAL HEALTH  
NORTH EAST AND YORKSHIRE PHASE 2: 2023-202449



The environment promoting wellbeing through posters in the workplace was seen as 
encouraging of mental health conversations:

‘As an organisation, we have got wellbeing boards, can you see them [points 
to board behind] we’ve got promoting, people having conversations…looking 
at what is, what are people’s comforters. So we’ve got pets and things like 
that. Pictures of our pets on the walls, so that you know so you’ve got another 
line of conversation with someone as an opener I suppose…’
(End-user P18)

The general environment and it ‘becoming a more normal thing to talk about socially.’ (End-
user P17) was a facilitator and participants indicated that ‘…there is a shift in that people 
are more aware and are wanting to be supportive and you know, so I do feel like the culture 
is going in the right direction of like feeling safe, taking people’s perspectives onboard, 
taking mental health serious and that it is a thing and it does needs to be addressed.’ 
(End-user P12).

Motivation

People’s emotions seemed to prompt them to start or not start mental health conversations: 
both in terms of automatically stopping them and making them decide not to have or have 
conversations. For example, where there was still a stigma and feeling of embarrassment 
about mental health, this was a barrier:

‘…There still that that thing that holds them back…I think people find it hard to 
get past that because there’s still that, you know, they’re still internalised that 
embarrassment and shame.’
(Baseline P3)

This seemed to be lessened with MECC training:

‘I’d say without having, if they’ve not done any MECC, or if they’ve not had 
some sort of coaching around it, I think they probably feel quite apprehensive 
and there’s a lot of stigma around talking about mental health still…’
(End-user P13)

This seemed to be overcome by MECC bringing the idea of mental health to mind:

‘…I suppose just being more mindful, it just brings it all to the forefront how it 
doesn’t always have to be lengthy conversation, you know.’
(Baseline P11)

Some people mentioned that ‘…I’m required to have that type of conversation as part of my 
role’ (End-user P13) and where this was not expected it was a barrier:

‘…I’ve been in health visiting before so I‘ve come even though I’m an 
acute nurse I’m community background, so I’ve always had that sort of 
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preventative sort of head If you like...It’s difficult getting that message across 
to acute nurses, they’re not sorta don’t have prevention embedded as part 
of the training…then I think they also have difficultly having them lengthy 
conversations at wards level because they’re out doing all clinical things.’
(Baseline P1)

When they felt it was part of their role, the training helped in feeling more comfortable 
doing so:

‘…naturally, our role is to chat about this sort of stuff, but it’s made me more 
comfortable to talk about it with people… I’ve definitely had that in, you know, 
in the last six months since doing this training.’
(Focus group 1 P1)

Identities

Interestingly, some individual characteristics helped or hindered having conversations 
including gender:

‘…I think men especially struggle to talk about feelings and emotions.’ (End-user P13) and 
places with women were facilitative to conversations:

‘…we have quite conversations about mental health anyway, we’re all quite 
open at work within the team of women, so obviously feelings aren’t as difficult 
to explain are they.’
(End-user P17)

Age was another factor with ‘a lot of the older members of staff ‘…still that worry that they’re 
afraid to open up and have those conversations.’ (Baseline P7).

These differences in wanting to talk about mental health were also viewed as just 
individual differences:

‘… I think I’m quite aware we’re all a bit different. I think there’s one or two 
colleagues I’m quite open and vocal and but there’s one or two I’ve noticed 
you know there a bit more withdrawn.’
(Baseline P9).

Referring someone for support 
The second behaviour that was analysed using the COM-B was ‘Referring someone  
for support’. 

Capability

Participants discussed having more knowledge and/or available resources for referring 
people for extra support. People needed to know what was available and how to 
signpost people:
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‘…that’s a little bit about my role so upskilling people knowledge and 
understanding about mental health so that they can start conversation and 
then signpost people to the services within the community as well as some off 
like services that’s available nationally as well.’
(Baseline P10).

Physical Opportunity

Existing connections were seen as important and beneficial:

‘… it was then trying to encourage them to get some support to help them 
with that as well, because we realised that actually once they’ve got from 
the not acknowledging stage to realise that they are a victim, that’s when we 
realise that they need that more intensive handling support as well. And so we 
just facilitated those connections to local organisations that could provide them 
intense support that they needed.’ 
(Baseline P5)

Sharing resources was seen as important to help others make appropriate referrals:

‘…I’ve created a webpage with loads of different resources that anybody who’s 
trained with me with me can access. It’s all about signposting, so if I’ve tried to 
keep a bit of, ‘you’re not just done the training then you’re on your own’.’
(Focus group 2 P1)

Having external services to refer to was important:

‘… we looked at an agency that can offer help, so I gave them an explanation 
of who this agency are, support they offer, how long for, how I can refer her, 
what will happen next, and she was quite happy for me to do that’ 
(Baseline P11)

However, referral outside of the organisation might not be as beneficial as inside:

‘…I suppose we could signpost people on, but I think it would it could do with 
somebody more professional to be in the workplace. To be able to sort of 
take over quite quickly rather than lose that person, you know, in the referral 
process sort of thing.’
(End-user P16)

Social Opportunity

As with having conversations, job roles facilitated them in referring people for more support:

“… because I was a nurse as well. So I didn’t just talk to patients from a 
medical perspective, but you just wanted to get a bit more information about 
them and just sign post them to places where they could get help’
(Baseline P3)
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‘… I work as an occupational health technician in health care… quite regularly 
as we work with people that are on long term sick looking at how we can 
get them back into the workplace… a lot of cases that come through are 
discussing mental wellbeing and trying to signpost people to the right support.’
(Baseline P7)

Participants noted when their organisation is supportive of referring people for 
additional support:

‘… the manager can do referrals to like employee assistant programme for 
example or signpost to other supports too.’ 
(Baseline P10)

Motivation

People’s individual situations were important when referring for more support:

‘…when I suggested it I’d said oh well there is this organisation that I think 
might be might be helpful, but I sort of first clarified what kind of support she 
wants, because I think what I’m mindful as a social prescriber to do is not to 
just come in and say I know what will fix your problem, because by doing so 
you’re not really helping anybody.’
(Baseline P11)
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Highlights and recommendations
Before the baseline and end-user interviews began, participants were asked if they had 
completed any of the MECC training. If they had, participants were asked 4 additional 
questions about their experience with the training. For example, ‘Anything else you’d like to 
tell us about your experiences of the training and putting it into practice?’ and ‘What do you 
think the training will contribute to any changes in the future?’. Additionally, the MECC 
training was discussed in both focus groups. 

Overall, participants had positive feedback whether they took part in the training and/or 
delivered the training. For example, participants found the training:

Engaging - “The training was great, like it, I really enjoyed it and the ladies that ran the 
training we’re fab like really engaging…”, 

Enjoyable - “Aw it’s been great it’s very enriching, I really enjoy it and really appreciated  
the opportunity to be to for my work to put me on it as well as the experience of learning 
those new skills of of how to deliver it, urm and its worth the skills within it as well…you know 
loved it.”, 

Comprehensive - “It seemed pretty comprehensive for, you know, the short space of  
time that we had...No just appreciate the course the trainers and the follow-up, well 
appreciated.”, and 

Informative - “No urm, apart from the training was really good, it was really informative. 
Urm, and I really enjoyed doing it.”. 
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Particularly participants discussed enjoying specific content, such as:

The 3 A’s “So I agree with everything that [personal name] said there basically just 
reiterating that, so the three A’s model, it is easy to remember, and it’s more about the 
conversation and being with a person, which you can’t really forget, ah so it is more about 
being, then knowing. Which I think really, really helps people.”, 

The stress bucket and five ways of wellbeing, “Urm say if we felt the stress book, it was 
great part or the five ways of well-being. So, we did do you know, shared the video. I added 
a stress bucket video actually, that was my added bit as well as urm explaining it. Like the 
five ways of wellbeing you have the video, urm but it was quite good just to add the like the 
stress bucket version as well.”

Although overall feedback from participants was positive, certain barriers were discussed 
in relation to the training and implementation. For example, one end-user participant 
commented that the information was outdated and had issues with some of the phrasing, 
“Like I said though, we went into individual groups to work on some of the activities and 
you’ve got that issue of outdated ways of phrasing things and making it quite difficult to 
understand if you don’t already have that knowledge… So I would, I would really think about 
re phrasing things, and I don’t want to say, dumbing it down, cause that’s not the right word, 
but making it more accessible to people that don’t have any knowledge of it at all.” 

The focus groups noted several barriers when delivering and implementing the training 
for instance:

Technology - “That was a nightmare for people, the QR code but once they were in it a lot 
of people trying to do it on the phones on the course, and then the sliding scale things won’t 
work and they’d knock it slightly it went from 1 to 700, and was like ah...You know, they were 
trying to bring it down and it was an absolute mare.”, 

Funding - “Urm just thinking about some of the barriers, one of the huge things now is the 
cost, because there I got a little bit of money to subsidise delivery urm I think it was about 
£400 we got and then we got free certification.”, 

No national steering - “So yeah, I suppose I’m a bit of a gardener, but you’re right, the 
seed, the seed is good, the actual training is good, the soil I think it depends where you are 
nationally there is no kind of direct national steerage on MECC training, nothing from CQC. 
You know, it’s just if you wanna do the best that you can, then you become part of it.”

Time and capacity - “Urm the course itself went well, I think feedback wise for myself and 
participants and similar to what others on the call have said is a lot is a big time commitment 
particularly for smaller grassroots third sector organisations and those working in community 
based settings or actually just across health really, were tight and were squeezed. So you’ve 
got to really be able to justify why giving a person full day or two day’s worth of time to 
attend a training course.” 
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From the baseline and end-user interviews, a few trainees and trainers made 
specific recommendations.

	B Some participants discussed the relevance of the content. For example, one participant 
mentioned that they would have not included labelling and putting things into boxes, 
and another participant explained the content needs to cover talking to parents 
specifically. 

	B One participant discussed that they would have preferred face-to-face training. 

	B Additionally, the same participant commented that it would have been ideal to deliver 
the training straight after the course. However, due to personal circumstances they were 
not able to. 

	B One participant mentioned that a refresher session would be beneficial.

	B One participant expressed that the training needed to be more accessible to everyone 
in terms of the language and phrasing used.

	B One participant believed that leadership need to make this training available on top of 
mandatory training. 

From the focus groups sessions, the trainers and stakeholders made the 
following recommendations:

	B The main topic suggested was the idea of a regular forum, to create a sense of 
community for trainers and trainees. 

	B Participants mentioned the need for future planning and sustainability of the training. 
They agreed that the training had been successful so far, however there is limited 
direction and no national steering on the maintenance of this programme. For instance, 
there is limited thinking into long term strategic plans of the training. 

	B Participants identified funding as a barrier to implementation and therefore, the need to 
figure out a better costing strategy. 

	B One participant mentioned that as trainers, they want more responsibilities, such being 
responsible for distributing the certificates if given an official template. In doing so, this 
would save additional costs. 

Likelihood of recommending the course

People were asked to rate (from 0-10) how likely they were to recommend the course to 
friends / colleagues. The vast majority indicated between 7-10 (89/103, 87%). The remaining 
people indicated a score of between 4 and 6.
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CONCLUSIONS AND 
RECOMMENDATIONS 
FROM THE INDEPENDENT 
EVALUATORS
In conclusion, the course was very well received, and we could see how much the hard 
work of the trainers and RSPH was appreciated. Training was rated very highly particularly 
around encouragement and interaction. Resources and support were popular with 
attendees and trainers. 

Recommendation: that future training packages continue to be experiential, and trainers 
trained to the same high standard.

There was a mixed picture from the quantitative and qualitative data about the impact of 
the course on key behavioural influences. In the quantitative data, reflective motivation 
was high initially for training and stayed high, capability increased post-training and 
stayed high (showing that the course had improved knowledge and skills for attendees) 
and social opportunity did increase as a result of training but this was not maintained at 
follow-up. Managers were perceived as supportive and had conversations about mental 
health with colleagues themselves. The qualitative data told a slightly more positive story; 
that training facilitated better referrals and conversations through increased awareness of 
external services and resources available (physical opportunities). Participants reported 
that training addressed psychological safety and normalised these sorts of conversations, 
reducing stigma and raising awareness. These were described as enabling of the key 
conversation and referral behaviours. It is likely that we are seeing a masking of change in 
the quantitative data, because we are looking at scores from the whole group (and some will 
be changing and some not) whilst the qualitative data allows us to understand the impact on 
each individual.

Recommendations: That consideration is given during training on how to address social 
opportunity barriers – for example, how attendees are able to advocate for MECC in their 
workplace and gain the support of those they work with to implement this. Also that future 
evaluations seek to understand the experiences of people who change and do not change, 
to understand more about the impact of training on individuals and sub-groups.

Behavioural expectations to conduct the key behaviours increased following training, but 
were more similar to pre-course levels at follow-up. However, most attendees reported using 
the behaviours they had learnt in training in their workplace, particularly those in listening, 
open questions and responding with empathy, and high levels of using the communication 
techniques they had learnt in training. They felt that these conversations added on 6-10 mins 
per conversation. 
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Recommendation: Future packages could consider how to encourage attendees longer 
term so that all of them are able to use behaviours in their workplaces, and discussing the 
time needed to do this. 

Some of those interviewed considered how national steering and funding support would 
facilitate future MECC training. 

Recommendation: Training is important and has impact; national buy in and leadership for 
long term MECC support and sustainable funding packages would support this work and 
enable an embedded approach.
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APPENDICES
Appendix 1: Fidelity markers
In order to ensure that the training sessions delivered were faithful to the original design, 
project stakeholders (including Local Trainers and Lead Trainers) identified evidence-based 
fidelity markers which would indicate whether the core aspects of the Theory of Change 
behind MECC for Mental Health were being realised. These markers were: 

1.	 Description of the context of the session (i.e., how the session fits with other courses, 
related concepts, theories, practices) 

2.	 Asking participants what is expected from the session 

3.	 Use of stories, anecdotes or real-life examples 

4.	 Continuously monitoring participants’ engagement and progress (i.e., observing during 
activities, discussions etc.) 

5.	 Discussion of learning materials amongst participants (e.g., learner led debates, group 
and pair discussions) 

6.	 Drawing upon the participants’ own experiential knowledge 

7.	 Encouraging participants to feed into the session 

8.	 Encouraging participants to reflect on their own knowledge of key session concepts 

9.	 Responding positively to being asked questions 

10.	 Using language to praise, support, and show positive regard (including identifying areas 
of strength) 

11.	 Using non-verbal and verbal communication which indicates that the participants are 
important and being listened to
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Appendix 2: Table of host organisations for trainers 
Amistad para Refugiados de El Salvador North East Ambulance Service

Age Concern Tyneside South North Lincolnshire Council

Aspire Learning, Support and Wellbeing North Tyneside VODA

Bevan Healthcare (GP Practice) Northern Care Alliance NHS Trust 

Blackpool Coastal Housing Northumberland County Council

Bradford District Care NHS Trust Nova Wakefield District

Calderdale & Huddersfield NHS Trust Rotherham Metropolitan Borough Council

Changing Lives Sharing Voices Bradford

City Health Care Partnership South Tees NHS Pain Clinic

City of York Council South Tyneside Health Collaboration 

Creating Positive Opportunity The Rotherham NHS Foundation Trust

Cumbria Health on Call Touchstone

Diocese of Durham Tyne Coast College

Doncaster City Council Tyneside and Northumberland Mind

Doncaster Mind University of Bradford

Durham County Council Voluntary Action North Lincolnshire

First Contact Clinical Voluntary Action Rotherham

Freelance Wakefield Metropolitan District Council

Healthwatch Rotherham Wellbeing for Life

Hull Community and Voluntary Services Westmorland And Furness Council

I.M.P.A.C.T North East 

Kirklees Metropolitan Borough Council

Leeds Community Healthcare NHS Trust

New Beginnings Peer Support

Newcastle City Council
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Appendix 3: Table of job roles of trainers
1

Advanced Practice Lead, Principal Social 
Work Team

3 Occupational Health Technician

1 Business Development manager 1 Operations Manager

3 Clinical Educator 1 Practising therapist 

1 Clinical Lead Admiral Nurse 1 Preceptorship Education Lead

1
Community Health Champions 
Programme Manager

1 Public Health Assistant

1 Community Health Service Manager 1 Public Health Improvement Officer

6
Community Link Worker / Social 
Prescriber

1 Public Health Officer

1 Consultant Nurse for Mental Health 1 Registered Social Worker

1 Deputy Chief Officer 1 Resilience/ Regeneration Officer

1 Director of Operations 1 Senior Public Health Practitioner

1 Early Support Consultant 1 Senior Tutor

1
Family Support Worker – Kirklees 
Parenting Team

1 Senior Workforce Development Officer

1 Funding, Grants & Training Officer 1 Service Manager

1 Head of Training 1
Specialist Physiotherapist in Pain 
Management

1 Health and Wellbeing Officer 1 Specialist Quality Lead

1 Health Improvement Practitioner 1 Specialist Trainer

1 Health Improvement Specialist 1 Staff Nurse

1 Hub Coordinator 1 Team Lead

1 Inclusion Health Practitioner 1 Trainer 

1 Lead Alcohol Nurse 1 Training and Development Officer

1 Lead Mental Health Community Builder 1 Training Coordinator

1 Lead Trainer / Consultant 1 Training Facilitator & Support Worker

1 Learning and Development Manager 1
Trauma Informed Care Workforce 
Development Lead

1 Mental Health Alliance Worker 1 Trauma Informed Coach and Consultant

1 Mental Health and Wellbeing Trainer 1 Volunteering and Group Support Manager 

1 Mental Health Lead 2 Wellbeing Advisor

1
Mental Health Nursing lecturer (assistant 
professor)

1
Workforce Development Lead & Mental 
Health Coordinator

1 Mental Health Services Manager
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Appendix 4: Pre-course capability, opportunity and motivation of attendees to have conversations with 
people about their mental health or to refer people for further support for their mental health

Strongly 
disagree

Disagree Neither agree 
nor disagree

Agree strongly agree Agree or 
strongly agree

Physical Opportunity: 
I have the time, 
space and materials 
necessary to have MH 
conversations with 
people

23 6% 73 18% 88 22% 166 42% 50 13% 216 54%

Social Opportunity: 
People who are 
important to me think 
I should have MH 
conversations with 
people

14 4% 19 5% 140 35% 149 37% 78 20% 227 57%

Reflective motivation: 
I am motivated (have 
the desire and feel 
I want) to have MH 
conversations with 
people

16 4% 12 3% 50 13% 149 37% 171 43% 320 80%

Automatic motivation: 
Having MH 
conversations with 
people is something 
that I do automatically

14 4% 41 10% 85 21% 175 44% 84 21% 259 65%
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Strongly 
disagree

Disagree Neither agree 
nor disagree

Agree strongly agree Agree or 
strongly agree

Physical Capability: 
I have the skills 
necessary to have MH 
conversations with 
people

19 5% 52 13% 122 30% 167 42% 41 10% 208 52%

Psychological 
capability: I know 
how (I know what I 
am doing and why) 
and have the ‘head 
space’ to have MH 
conversations with 
people

16 4% 53 13% 121 30% 163 41% 44 11% 207 52%

Physical opportunity: 
I have the time, 
space and materials 
necessary to refer 
people to appropriate 
support for their 
mental wellbeing

17 4% 70 18% 95 24% 160 41% 47 12% 207 53%

Social opportunity: 
People who are 
important to me 
think I should refer 
people to appropriate 
support for their 
mental wellbeing

9 2% 26 7% 154 40% 136 35% 63 16% 199 51%
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Strongly 
disagree

Disagree Neither agree 
nor disagree

Agree strongly agree Agree or 
strongly agree

Reflective motivation: 
I am motivated 
(have the desire and 
feel I want) to refer 
people to appropriate 
support for their 
mental wellbeing

7 2% 10 3% 61 16% 174 45% 137 35% 311 80%

Automatic motivation: 
Referring people 
to appropriate 
support for their 
mental wellbeing is 
something that I do 
automatically

10 3% 58 15% 115 30% 148 38% 58 15% 206 53%

Physical capability: 
I have the skills 
necessary to refer 
people to appropriate 
support for their 
mental wellbeing

15 4% 62 16% 111 29% 157 40% 43 11% 200 52%

Psychological 
capability: I know how 
to (I know what I am 
doing and why) and 
have the ‘head space’ 
to refer people to 
appropriate support 
for their mental 
wellbeing

14 4% 55 14% 110 28% 165 42% 45 12% 210 54%
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Appendix 5: Course attendee perceptions of their trainers
  Strongly 

disagree
Disagree Neither 

agree nor 
disagree

Agree Strongly 
agree

Agree or 
Strongly 
Agree

n=315

Trainer described the context of the session 16 5 7 56 231 287

5% 2% 2% 18% 73% 91%

Trainer asked participants what they expected from the 
session

9 8 28 86 184 270

3% 3% 9% 27% 58% 86%

Trainer told stories, anecdotes or real-life examples 16 6 8 55 230 285

5% 2% 3% 17% 73% 90%

Trainer continuously monitored, checked our 
engagement and progress (i.e., observing during 
activities, discussions etc.)

13 6 9 49 238 287

4% 2% 3% 16% 76% 92%

Trainer encouraged participants to discuss learning 
materials amongst themselves (e.g., learner led 
debates, group and pair discussions)

15 2 11 40 247 287

5% 1% 3% 13% 78% 91%

Trainer encouraged us to draw upon participants own 
experiential knowledge

15 4 10 44 242 286
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  Strongly 
disagree

Disagree Neither 
agree nor 
disagree

Agree Strongly 
agree

Agree or 
Strongly 
Agree

5% 1% 3% 14% 77% 91%

Trainer encouraged participants to feed into the 
session

13 2 6 37 257 294

4% 1% 2% 12% 82% 93%

Trainer encouraged participants to reflect on their own 
knowledge of key session concepts

14 2 7 51 241 292

4% 1% 2% 16% 77% 93%

Trainer responded positively to being asked questions 12 3 7 31 262 293

4% 1% 2% 10% 83% 93%

Trainer used language to praise, support, and show 
positive regard (including identifying areas of strength)

12 4 10 41 248 289

4% 1% 3% 13% 79% 92%

Trainer used non-verbal and verbal communication 
which indicates that we were important and being 
listened to

12 4 9 31 259 290

4% 1% 3% 10% 82% 92%
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Appendix 6: Post-course capability, opportunity and motivation of attendees to have conversations with 
people about their mental health or to refer people for further support for their mental health

Post course Strongly 
disagree

Disagree Neither agree 
nor disagree

Agree Strongly 
agree

Agree or 
strongly agree

Physical Opportunity: I have the time, 
space and materials necessary to 
have MH conversations with people

4 1% 10 3% 25 8% 142 47% 119 40% 261 87%

Social Opportunity: People who are 
important to me think I should have 
MH conversations with people

4 1% 6 2% 45 15% 109 36% 136 45% 245 82%

Reflective motivation: I am motivated 
(have the desire and feel I want) to 
have MH conversations with people

3 1% 7 2% 7 2% 77 26% 206 69% 283 94%

Automatic motivation: Having 
MH conversations with people is 
something that I do automatically

4 1% 11 4% 35 12% 125 42% 125 42% 250 83%

Physical Capability: I have the skills 
necessary to have MH conversations 
with people

3 1% 9 3% 13 4% 134 45% 141 47% 275 92%

Psychological capability: I know how 
(I know what I am doing and why) 
and have the ‘head space’ to have 
MH conversations with people

6 2% 5 2% 17 6% 128 43% 144 48% 272 91%
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Post course Strongly 
disagree

Disagree Neither agree 
nor disagree

Agree Strongly 
agree

Agree or 
strongly agree

Physical opportunity: I have the time, 
space and materials necessary to 
refer people to appropriate support 
for their mental wellbeing

2 1% 10 3% 21 7% 136 47% 123 42% 259 89%

Social opportunity: People who are 
important to me think I should refer 
people to appropriate support for 
their mental wellbeing

3 1% 5 2% 45 15% 107 37% 132 45% 239 82%

Reflective motivation: I am motivated 
(have the desire and feel I want) to 
refer people to appropriate support 
for their mental wellbeing

3 1% 3 1% 9 3% 95 33% 182 62% 277 95%

Automatic motivation: Referring 
people to appropriate support for 
their mental wellbeing is something 
that I do automatically

3 1% 12 4% 41 14% 115 39% 121 41% 236 81%

Physical capability: I have the 
skills necessary to refer people to 
appropriate support for their mental 
wellbeing

4 1% 3 1% 14 5% 117 40% 154 53% 271 93%

Psychological capability: I know how 
to (I know what I am doing and why) 
and have the ‘head space’ to refer 
people to appropriate support for 
their mental wellbeing

4 1% 4 1% 14 5% 128 44% 142 49% 270 92%
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Appendix 7: Follow-up capability, opportunity and motivation of attendees to have conversations with 
people about their mental health or to refer people for further support for their mental health

Follow-up Strongly 
disagree

Disagree Neither agree 
nor disagree

Agree Strongly 
agree

Agree or 
strongly agree

Physical Opportunity: I have 
the time, space and materials 
necessary to have MH 
conversations with people

4 4% 13 12% 12 11% 52 50% 24 23% 76 72%

Social Opportunity: People who are 
important to me think I should have 
MH conversations with people

4 4% 7 7% 25 24% 38 36% 31 30% 69 66%

Reflective motivation: I am 
motivated (have the desire and feel 
I want) to have MH conversations 
with people

7 7% 1 1% 7 7% 33 31% 57 54% 90 86%

Automatic motivation: Having 
MH conversations with people is 
something that I do automatically

6 6% 3 3% 17 16% 42 40% 37 35% 79 75%

Physical Capability: I have the 
skills necessary to have MH 
conversations with people

4 4% 6 6% 10 10% 47 45% 38 36% 85 81%

Psychological capability: I know 
how (I know what I am doing and 
why) and have the ‘head space’ to 
have MH conversations with people

5 5% 5 5% 11 10% 53 50% 31 30% 84 80%
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Follow-up Strongly 
disagree

Disagree Neither agree 
nor disagree

Agree Strongly 
agree

Agree or 
strongly agree

Physical opportunity: I have 
the time, space and materials 
necessary to refer people to 
appropriate support for their mental 
wellbeing

5 5% 9 9% 16 15% 54 51% 21 20% 75 71%

Social opportunity: People who are 
important to me think I should refer 
people to appropriate support for 
their mental wellbeing

5 5% 3 3% 29 28% 42 40% 26 25% 68 65%

Reflective motivation: I am 
motivated (have the desire and feel I 
want) to refer people to appropriate 
support for their mental wellbeing

6 6% 0 0% 9 9% 44 42% 46 44% 90 86%

Automatic motivation: Referring 
people to appropriate support for 
their mental wellbeing is something 
that I do automatically

4 4% 9 9% 26 25% 38 36% 28 27% 66 63%

Physical capability: I have the 
skills necessary to refer people to 
appropriate support for their mental 
wellbeing

5 5% 5 5% 16 15% 45 43% 34 32% 79 75%

Psychological capability: I know 
how to (I know what I am doing and 
why) and have the ‘head space’ to 
refer people to appropriate support 
for their mental wellbeing

6 6% 4 4% 15 14% 46 44% 34 32% 80 76%
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Appendix 8: Capability, opportunity and motivation of attendees to have conversations with people about 
their mental health or to refer people for further support for their mental health: Table to show those who 
agreed or strongly agreed

Pre Post Follow-up

Agree or strongly agree Agree or strongly agree Agree or strongly agree

Physical Opportunity: I have the time, 
space and materials necessary to have MH 
conversations with people

216 54% 261 87% 76 72%

Social Opportunity: People who are important 
to me think I should have MH conversations 
with people

227 57% 245 82% 69 66%

Reflective motivation: I am motivated (have 
the desire and feel I want) to have MH 
conversations with people

320 80% 283 94% 90 86%

Automatic motivation: Having MH 
conversations with people is something that I 
do automatically

259 65% 250 83% 79 75%

Physical Capability: I have the skills necessary 
to have MH conversations with people

208 52% 275 92% 85 81%

Psychological capability: I know how (I know 
what I am doing and why) and have the ‘head 
space’ to have MH conversations with people

207 52% 272 91% 84 80%
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Pre Post Follow-up

Agree or strongly agree Agree or strongly agree Agree or strongly agree

Physical opportunity: I have the time, space 
and materials necessary to refer people to 
appropriate support for their mental wellbeing

207 53% 259 89% 75 71%

Social opportunity: People who are 
important to me think I should refer people to 
appropriate support for their mental wellbeing

199 51% 239 82% 68 65%

Reflective motivation: I am motivated (have 
the desire and feel I want) to refer people to 
appropriate support for their mental wellbeing

311 80% 277 95% 90 86%

Automatic motivation: Referring people to 
appropriate support for their mental wellbeing 
is something that I do automatically

206 53% 236 81% 66 63%

Physical capability: I have the skills necessary 
to refer people to appropriate support for their 
mental wellbeing

200 52% 271 93% 79 75%

Psychological capability: I know how to (I 
know what I am doing and why) and have the 
‘head space’ to refer people to appropriate 
support for their mental wellbeing

210 54% 270 92% 80 76%

MECC FOR MENTAL HEALTH  
NORTH EAST AND YORKSHIRE PHASE 2: 2023-202472


