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ABSTRACT
Background: Adults who live or work with children are an important source of support and are gateways to professional help

when a child is experiencing a mental health problem. This study aimed to develop consensus‐based guidelines on how adults

such as parents, educators or health professionals should approach a child aged 5–12 years to discuss concerns about the child's

mental health and seek help.

Methods: A Delphi consensus method with three rounds was used. Experts were recruited from six countries to form three

panels: health professionals, educators and people with lived experience (parents and carers, and young people with mental

health problems). Statements to be rated were sourced from an online search of websites designed for adults who live or work

with children. Further suggestions for statements came from panellists. Statements that reached 80% consensus across all panels

were included in the guidelines.

Results: 132 participants completed the Round 1 survey, reducing to 54 by Round 3. A total of 248 statements were presented to

panel members, with 151 being endorsed and included in the guidelines.

Conclusions: These guidelines represent the first recommendations developed for members of the public providing mental

health first aid to children aged 5–12 years.

Patient or Public Contribution: Lived experience advocates (i.e. those with lived experience of a mental health problem in

childhood and/or caregiving experience of raising a child with a mental health problem) were involved at two stages of this

research: As part of the Advisory Group for the project and as expert panel members. Advisory Group members provided input

into the conduct of the study and the content and design of the research outputs. Panel members provided their expertise to

review every item to be included in the guidelines, proposed new items to be included, and reviewed and approved the finalised

output documents.

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the original work is properly

cited.

© 2025 The Author(s). Health Expectations published by John Wiley & Sons Ltd.

Abbreviations: MHFASC, Mental Health First Aid for Supporting Children; MHP, mental health problem.
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People who live and work with children, such as parents,
educators and health professionals, are a key source of support
for children with mental health problems (MHPs) and can act
as gateways to professional help. They may be the first to notice
changes in a child's behaviour, emotions or functioning and
how they interpret what they observe influences the decision to
seek further help for a child [1, 2]. Models of help‐seeking for
children, such as the Gateway Provider Model, place central
importance on the characteristics of parents and other adults in
a child's support network as key facilitators of help‐seeking [3].
For example, a parent's knowledge of child MHPs and the
parent's skills and confidence in talking to their child about
their symptoms can enhance or form a barrier to the help‐
seeking process [4, 5]. Reviews of barriers to help‐seeking
suggest that a parent's understanding of MHPs in childhood can
assist not only the child but also health professionals in re-
cognising and providing appropriate support for MHPs in
childhood [6]. Improving the knowledge and skills of parents
and adults who work with children is, therefore, likely to sup-
port improvements in help‐seeking and, ultimately, treatment
access for children with emerging or established MHPs [7].
Indeed, the need for interventions to increase adults' mental
health literacy for supporting children [7] is increasingly re-
cognised in policy frameworks and government funding in-
itiatives [8, 9].

1 | Mental Health First Aid for Supporting
Children

Mental health first aid for supporting children is defined as ‘…the
help that is given to a child (aged 5‐12 years), or to the caregiving
adults of a child who: (1) is developing a mental health problem or
is experiencing a worsening of an existing problem, (2) has ex-
perienced an adversity or traumatic event that increases risk of
poor mental health, or (3) is in a mental health crisis. The first aid
is given to the child or their primary support system until appro-
priate help is received’ [10]. The mental health first aid model
emphasises the role of the public in providing appropriate sup-
port to children developing or experiencing MHPs. Mental health
first aid (MHFA) was originally developed as a model for adults
to support other adults with mental health problems [11]. The
not‐for‐profit training organisation, Mental Health First Aid
International (MHFAI), offers training courses in how to provide
mental health first aid to other adults. This original course em-
phasises assessing, listening, giving reassurance and information,
encouraging professional help, and encouraging other supports.
Although there is both a Youth MHFA version of the course (for
adults providing mental health first aid to a young person) and a
Teen MHFA course (for adolescents providing first aid to a peer),
neither of these courses has specific guidance that considers the
unique developmental needs of children [12, 13].

Large scale research on how the public views childhood MHPs,
such as the National Stigma Study‐Children in the USA and the
FrameWork Institute's review of the scientific and public child
mental health discourse [14–16] has been undertaken to
determine how child mental health may be conceptualised and
understood. However, there has been little research on the
specific knowledge and skills required by parents, educators
and other adults who live or work with children, such as health

professionals. A much greater literature focuses on how adults
who live and work with adolescents can support youth mental
health; as found by [17] in their review of parents' mental
health literacy.

Many countries have now enacted laws making it mandatory
for adults who live or work with children to report concerns or
evidence of a child experiencing abuse or neglect [18, 19]. While
the scope and nature of these laws can vary widely from one
country or jurisdiction to another, a common implication is the
need for adults who support children to have knowledge and
skills in understanding how to speak with a child about
potential symptoms of concern. While many workplaces have
implemented compulsory training for their employees on how
to adhere to the legislative requirements of mandatory reporting
of child neglect or abuse, there is a distinct lack of interventions
that provide guidance for adults on how to speak with a child in
a way that protects and supports the child's mental health [20].
These knowledge and skills appear to be needed across even
those professions who are mandatory reporters. For example,
there is evidence that even with their professional training,
general health care professionals (e.g. general practitioners or
primary care physicians) report a lack of confidence and skills
in meeting the needs of children with MHPs [21–23].

The Delphi method has been used extensively in health research
to develop best‐practice guidelines where there is insufficient
evidence available from trials or observational studies, or the
generation of such evidence is not feasible or timely [24, 25]. The
Delphi method relies on gathering consensus from panels of
experts who have relevant knowledge and experience, either
through their professional work or through lived experience, and
has the benefit of avoiding some of the pitfalls of group decision‐
making, such as conformity and group‐think [26]. The method is
supported by ‘wisdom of crowds’ research showing that groups
can make good judgements under certain conditions [27]. The
Delphi method has been used to develop a range of other rele-
vant guidelines, such as those for providing mental health first
aid to adolescents [28, 29].

Given the clear gap that exists for guidance on how adults could
support a child experiencing a mental health problem, the aim
of this study was to use expert consensus to determine the most
safe and feasible actions an adult could take in responding to a
child who they suspect may have an established or emerging
mental health problem. These approaches could then be used in
interventions worldwide that are designed to improve mental
health literacy, knowledge and skills. The study was part of a
larger research project to develop the basis for developing a
training program on Mental Health First Aid for Supporting
Children. Before commencing this study, the research team
conducted a needs assessment with educators, parents and
health professionals around Australia to find out about what
their needs were in regard to understanding MHPs in children
and supporting children who experience MHPs. From this
needs assessment, a conceptual model was developed by the
first and last authors that identified four areas of need: (1)
talking to a child about concerns for their mental health, (2)
involving other adults in the child's support system in conver-
sations about a child's mental health, (3) how to help a child
who is experiencing a mental health crisis and (4) how to help a
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child who has experienced an adverse event (trauma). This
article describes the development of guidelines for the first of
these four topics.

2 | Method

Strategies that an adult could use when talking to a child about
their mental health were developed via a search of the litera-
ture, development of a questionnaire and three Delphi con-
sensus rounds. Criteria for consensus between panels were
determined a priori according to previously published Delphi
studies in mental health research [29]. This study was not re-
gistered a priori and is reported according to the Accurate
Consensus Reporting Document (ACCORD) guidelines [30].

2.1 | Literature Searches

AGoogle search across Google Australia, US, UK, Canada and New
Zealand was developed using key search terms, which were adapted
and updated from previous Delphi studies on adolescents [29]. The
search terms were ‘How to help’ OR talk OR communicate OR
discuss AND mental health problem/depression/anxiety/eating
disorders/ADHD/autism AND child* OR kid OR primary/elemen-
tary student, as well as colloquial phrases like ‘How do I help a child
with depression?’ The first 50 websites from each search engine
were extracted into an Excel file, and duplicate websites were re-
moved. Websites were then screened for information about
knowledge or actions an adult could take to approach and have a
supportive discussion with a child aged 5–12 years old who they
suspect is experiencing or developing a mental health problem.
Information was extracted and drafted into mental health first aid
for supporting children knowledge or action statements. Any rele-
vant reports, brochures or marketing material that were hosted on
the included websites were also downloaded and screened for
relevant statements. Another search of Google Books and Ama-
zon Books was searched using the same search terms, and any
relevant books were located and relevant statements extracted. A
search of the academic literature was also performed via Psy-
cINFO, MEDLINE and Social Science databases with the key
search terms: ((mental health problem OR disorder OR concern
OR illness) AND children AND (help OR assistance OR inter-
vene OR support)). Full search terms and further information
can be found in Supporting Information S1: File A. All searches
were conducted between April and July of 2021.

2.2 | Questionnaire Development

Statements identified across the searches were first categorised
into broad themes by the first author. Three broad themes were
identified: knowledge or actions relevant to adults preparing for
a conversation with a child, knowledge or actions relevant to an
adult during a conversation with a child and knowledge or
actions relevant to an adult after the conversation had taken
place. Within each of these three broad categories, statements
that contained similar ideas were grouped together. The first
author then redrafted the statements so that they each con-
tained only one main idea and were phrased in a way that made
them actionable (i.e. contained an action an adult could take or

a piece of knowledge they should be aware of). A working group
consisting of researchers with previous experience in child
mental health, MHFA training and/or Delphi studies then re-
viewed all statements to ensure they were within the scope of
mental health first aid for supporting children and redrafted
them as necessary. When classifying statements into themes, it
emerged that some statements had particular relevance to
groups of people, such as parents, educators or health profes-
sionals. These statements were therefore clustered as specific
knowledge or actions that these different supporters might use.

Some statements related to actions an adult could take to en-
gage in a conversation with a child who is experiencing a
mental health crisis, which involves an increased risk of harm,
either to the child or others around them. Providing mental
health first aid under these circumstances was outside the scope
of the current study. However, any statements uncovered in the
search that were relevant to crises were entered into a separate,
subsequent study focused specifically on how adults can sup-
port children experiencing a mental health crisis.

2.3 | Recruitment

Oversight of the study (including research conduct, design and
validation of research outputs) was provided by both the working
group and an Advisory Group consisting of health professionals,
parents and carers with lived experience of raising a child with
MHPs, educators, policy experts and researchers with experience
in Delphi studies and MHFA. The Advisory Group met quarterly
over the course of a year before the data collection phase of this
project.

We recruited four panels with specific expertise (professional or
lived experience) in child mental health through both profes-
sional and personal networks, as well as social media posts,
consumer advocacy groups and peak professional bodies. Par-
ticipants were recruited from countries where MHFA has an
established organization, such as Australia, USA, England,
Ireland, Germany and New Zealand.

The four panels were as follows:

1. Mental health professionals who has been providing
mental health care/treatment to children aged 5–12 years
for 5 years or more

2. Educators, school staff or school‐based health profes-
sionals working with primary/elementary school students
with at least 5 years of experience working with children
with MHPs or crises

3. Young people aged between 16 and 25 years, who had
experienced an MHP in primary/elementary school, felt
well enough to participate and were engaged in advocacy
activities (i.e. a member of an advisory or advocacy group,
or providing peer support to others)

4. Parent/carer/guardians of a child who experienced/is ex-
periencing an MHP at any time between 5 and 12 years of
age and were engaged in advocacy activities (i.e. a member
of an advisory or advocacy group, or providing peer support
to others)
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Participants received a flyer via email or social media post,
where they could scan a Quick Response (QR) code or click a
link to be taken to an enrolment survey. Participants were
encouraged to pass on the link to any other interested parties
in their networks. The enrolment survey incorporated a Plain
Language Statement explaining the purposes and aims of the
study, an eligibility check that asked participants to provide
details on their expertise in child mental health and some
demographic details, and an active consent check. Lived ex-
perience panel members were compensated with a gift card
for $50 AUD if they completed all three rounds of the survey.
The first author reviewed the eligibility checks and if neces-
sary, contacted participants directly to confirm their expertise
and suitability for inclusion on the Delphi panels.

2.4 | Delphi Rounds

The statements were developed into a questionnaire for
presentation to the expert panellists. Statements were
presented to participants via an online survey platform
(Qualtrics) to allow panellists to access the survey at a time
that suited them. Panel members were asked to individually
rate how important each action or knowledge statement was
to providing safe and effective mental health first aid to a
child during a conversation, using the following options:
Essential, Important, Don't Know/Depends, Unimportant,
Should Not Be Included.

In Round 1, panel members were also invited to make com-
ments on any ambiguity in the statements presented and to
suggest any new ones that had not yet been considered. Panel
members were also asked if they would rate any of the state-
ments differently if the first aider was a parent, a health pro-
fessional or a teacher, if the statements were in relation to an
older child (defined as 9–12 years old) or a younger child
(5–8 years old) or if there was a particular mental health
problem present. The panel members provided over 600
comments. Comments that represented a new idea that had
not yet been included were drafted into statements by the first
author and presented to the working group, where a final
decision was made about their format and presentation for
Round 2.

Following Round 1, panel members received a report of their
rating of each item, a list of all endorsed and rejected items, and
an anonymous overview of how all the panels had rated each
item that would be re‐rated in Round 2. This allowed panel
members to compare their responses to the other panels and
decide whether they would change their response in Round 2 or
keep it the same.

2.5 | Data Analysis

A low number of young people completed Round 1 of the
survey, thus the parents and the young people were combined
into a ‘lived experience panel’ for analysis, which consisted of
33 members (2 young people + 31 parents). Ratings of all items
was therefore completed by three panels: health professionals,
educators and lived experience experts.

2.6 | Criteria for Consensus

In Round 1, a statement was ‘endorsed’ if at least 80% of all
three panels rated the item as either ‘Essential’ or ‘Important’.
Statements were re‐rated in Round 2 if: (a) 70%–79% of all three
panels rated an item as ‘Essential’ or ‘Important’, or (b) it was
rated ‘Essential or Important’ by at least 80% of one panel, but
the other panels did not reach consensus (under 80% rating it as
Essential or Important). A statement was rejected if less than
70% of at least one panel rated it as ‘Essential’ or ‘Important’
and no panel rated it at 80% or above [27, 29, 31–35].

The same criteria were applied to the data collected in Rounds 2
and 3, except that if a statement was re‐rated in the second
round and again failed to achieve a consensus of 80%–100%
across all three panels, it was then excluded. Only those state-
ments that had been entered as new items in Round 2, and fell
into the Re‐rate category, were included in the Round 3 survey.

2.7 | Guideline Development

The first author grouped endorsed statements together into a
cohesive sequence and under broad sections (such as approach-
ing the child, what to do if they do not want to talk to you), and
then drafted these sections into prose. The guidelines were then
presented to the working group, which edited the document to
flow more cohesively, whilst keeping the original meaning of
each of the statements. The guidelines document was sent to
panel members who completed all three rounds of the Delphi
survey for endorsement as a set of finalised guidelines (see
Supporting Information S2: File B).

3 | Results

3.1 | Participants

Round 1 was completed by 132 (9 males and 123 females) partici-
pants, comprising 48 health professionals (psychologists, paedia-
tricians, mental health nurses, occupational therapists, psychiatrists)
(MAge=45.59 years), 31 parents or carers, 2 young people with
lived experience of MHPs in childhood and 51 educators of primary
or elementary aged children (MAge=46.22 years). The panelists
were from Australia (36), USA (87), New Zealand (5) and other
countries (including Germany, Switzerland, Ireland – 4). Round 1
was held in January 2022, Round 2 in March 2022 and Round 3 in
May 2022. Each survey remained open for 2–3 weeks.

Overall, 56.1% of participants who completed Round 1 com-
pleted Round 2, and 40.91% of participants completed Round 3.
Participant numbers for all three panels remained above the
range of generally reported minimum number required for
stability of results [36]. An overview of participant completion
rates across rounds can be found in Table 1.

3.2 | Results From Rounds

An overview of all three Rounds is provided in Figure 1.
Overall, 187 statements were presented to panel members in
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Round 1, of which 151 statements were endorsed as guidelines
(see Table 2). From the comments provided in Round 1, 61 new
statements were developed and entered into Round 2. Statements
that were rejected strongly (i.e. more than 40% of the members
from all three panels rated the statement as ‘unimportant’ or
‘should not be included’) and those that were contentious (i.e.
high variance in the ratings given to the statements between
panels) are also presented in Tables 3 and 4.

3.3 | Guidelines Document

The 151 statements were organised into five subheadings, as
follows:

1. Background knowledge that a mental health first aider
should have (How to recognise mental health problems,
Risk and protective factors, Services available). This section
focuses on the specific knowledge that a first aider might
need when preparing to have a supportive conversation
with children.

2. Preparing to give mental health first aid (Tailor your
approach to the child, Consider the best way to communi-
cate with the child, Consider who could help, Find a time
and place, Consider the child's family and community
context, Consider your own view of mental health). This
section focuses on taking the child's family and commu-
nity context and developmental stage into account when
thinking about how to approach them and communicate
with them. In addition, first aiders are encouraged to be
mindful of their own attitude towards child mental health
and to create a time and place where the child will be
most comfortable, including the child in this decision
where possible.

3. Talking to the child about their mental health (Create a
supportive atmosphere, Confidentiality, Talk about your
concerns, Listen actively, Think about your body language
and tone of voice, Resist the urge to problem‐solve, En-
courage questions, Take their concerns seriously, Empathise,
Explain mental health, Avoid reacting negatively). This
section focuses on creating a supportive setting for the
child, issues of confidentiality and raising concerns with
the child, as well as tips for maintaining open body lan-
guage, empathy, taking concerns seriously and listening
skills.

4. Handling difficulties in the conversations (If the child is
reluctant to talk to you, If the child has a strong emotional
reaction to the conversation, If you are unsure of what to do
next). This section focuses on what to do if the first aider
faces barriers in the conversation, such as the child being
reluctant to talk to them or if there are strong emotional
reactions to the conversation. It also covers considering
alternative methods of communication (such as playing
with toys or drawing) or conversations in parallel to an
activity or task (such as kicking a ball).

5. Seeking Help (Encourage early help, How do you know the
child needs professional help?, What is appropriate help for
a child?, If the child is reluctant to get others involved, If the
child is at risk of harm, Encourage coping strategies). This
section focuses on encouraging early help, the signs to
determine if a child needs professional help, what exactly
constitutes appropriate help and how to encourage good
coping strategies while waiting for professional help, both
for the child and for their support system. The guidelines
clearly state that the first aider has a responsibility for
seeking help on behalf of the child, in tandem with other

TABLE 1 | Delphi study participant completion of rounds.

Total Health Professionals Parents Young People Educators

Number of enrolled participants 201 58 54 6 83

Number completing Round 1 132 48 31 2 51

% 65.7 82.8 57.4 33.3 61.4

Number completing Round 2 74 26 17 0 31

% 56.1 54.2 54.8 0.0 60.8

Number completing Round 3 54 22 12 0 20

% 40.9 45.8 38.7 0.0 39.2

FIGURE 1 | Flow of items through the Delphi rounds.
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TABLE 2 | Endorsed Delphi statements by round.

Endorsed statement
Round

endorsed

Early in the conversation, the first aider should encourage the child to discuss any concerns they have
e.g. ‘Is there anything you wanted to talk about? You haven't really seemed like yourself lately’.

1

Early in the conversation, the first aider should let the child know that they are there to listen to the
child.

1

Early in the conversation, the first aider should not immediately jump into trying to solve any problem
the child may have.

1

Early in the conversation, the first aider should talk about what they have noticed that makes them
concerned about the child.

1

If the child does not want to talk, the first aider should tell the child that the first aider is here to talk if
the child would like to.

1

If the child expresses myths or misconceptions about mental health problems, the first aider should try
to correct these e.g. boys should not cry, girls should not get angry.

1

If the child has an emotional reaction to the conversation, the first aider should acknowledge this and
use accurate emotional language e.g. angry, sad, scared.

1

If the child is anxious, the first aider should use a kind and calm communication manner. 1

If the child is reluctant for the first aider to talk to another adult, the first aider should explain why they
have to talk to another adult.

1

If the child is reluctant for the first aider to talk to another adult, the first aider should give the child
time to think about who the child would like to have help from.

1

If the child is reluctant to seek help, the first aider should ask the child about their worries and
concerns.

1

If the child is resisting talking to the first aider, the first aider should ask the child if there is another
trusted adult they would be willing to talk to.

1

If the first aider does not know the answer to a question the child asks, the first aider should be honest
and tell the child they do not know but will find out the answer.

1

If the first aider is not the child's parent, the first aider should talk to the child about how they would
like their parents to support the child.

1

In addition to listening to the child's words, the first aider should also observe the child's tone of voice
and body language.

1

The first aider should advocate for the child to receive appropriate professional help as soon as possible. 1

The first aider should answer the child's questions honestly and directly. 1

The first aider should answer the child's questions, taking into account the age, maturity and needs of
the child.

1

The first aider should ask follow‐up questions of the child to show their understanding. 1

The first aider should attempt to remain non‐judgmental. 1

The first aider should avoid expressing a negative judgement about the child or their situation. 1

The first aider should avoid shaming, criticising or blaming the child. 1

The first aider should be aware of common mental health problems diagnosed in childhood. 1

The first aider should be aware of evidence‐based programs and resources for adults to help support the
child's mental health e.g. online training programs for parents.

1

The first aider should be aware of professionals that can make diagnoses and treat mental health
problems in children.

1

The first aider should be aware of risk factors for mental health problems in children. 1

The first aider should be aware of the range of appropriate resources that are available to help adults
who support children with mental health problems.

1

The first aider should be aware of the warning signs of mental health problems in children. 1

(Continues)
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TABLE 2 | (Continued)

Endorsed statement
Round

endorsed

The first aider should be aware that a fear of being judged or treated differently can stop the child from
opening up during a conversation about their mental health.

1

The first aider should be aware that appropriate help for a child with a mental health problem should
ideally involve parents and teachers working together with the support of health professionals if further
skills or intervention are required.

1

The first aider should be aware that appropriate help for a child with a mental health problem should
ideally involve parents, teachers and health professionals working together to support the child.

1

The first aider should be aware that children differ in their cognitive and emotional development and
that the first aider needs to tailor their approach, language and actions accordingly.

1

The first aider should be aware that some children may have difficulty communicating about their
mental health, especially if they have additional needs or disabilities, and the first aider should offer
these children more time and support when discussing mental health.

1

The first aider should be aware that the child might prefer to talk and be heard, rather than focus on
problem solving.

1

The first aider should be aware that the earlier a child receives appropriate professional help, the better
the outcome is likely to be.

1

The first aider should be aware that the more knowledge they have about child mental health, the more
confident they may feel in approaching the child.

1

The first aider should be aware that they may need to have more than one conversation about mental
health with the child.

1

The first aider should be aware that when children are struggling with their emotions, they may find it
harder than usual to communicate how they are feeling.

1

The first aider should be guided by the child's reactions or responses in determining the direction and
pace of the conversation.

1

The first aider should be guided by the child's reactions or responses when making a decision whether
to continue the conversation, move onto another topic, or give the child some space to settle.

1

The first aider should be mindful of any negative attitudes they have towards mental illness, as the child
may pick up on this.

1

The first aider should choose a time and place to talk with the child where they both feel comfortable,
and nobody will disturb them.

1

The first aider should consider seeking professional help for the child if there are symptoms that are
having a major impact on child's life (sleeping, eating, schooling, peer relationships, family
relationships).

1

The first aider should consider seeking professional help for the child, if there are symptoms that last
longer than 4 weeks.

1

The first aider should consider seeking professional help for the child, if there are symptoms that last
longer than 2 weeks.

1

The first aider should consider seeking professional help for the child, if there is a risk of harm to child. 1

The first aider should consider seeking professional help for the child, if there is a risk of harm to
others.

1

The first aider should consider seeking professional help for the child, if there is high levels of distress
in the child.

1

The first aider should consider whether the child might find it easier to talk while doing another
activity e.g. playing a game, drawing, kicking a ball.

1

The first aider should consider who the best person is to provide mental health first aid to the child. 1

The first aider should encourage the child to ask questions whenever they want. 1

The first aider should encourage the child to talk to other trusted adults about their problem. 1

The first aider should explain there are ways to deal with mental health problems. 1

(Continues)
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TABLE 2 | (Continued)

Endorsed statement
Round

endorsed

The first aider should explain to the child that because of the concerns they have, the first aider is going
to talk to someone who can help.

1

The first aider should give the child their full attention. 1

The first aider should give the child time to think and ask questions. 1

The first aider should have information about helplines and online chat services for the child, in case
they are needed.

1

The first aider should never promise to keep the conversation a secret. 1

The first aider should not attempt to diagnose a child's mental health problem. 1

The first aider should not ignore, minimise or make fun of a child's fears, even if they appear trivial to
the first aider.

1

The first aider should not make assumptions about what is causing a child's mental health problem or
what is happening in the child's life.

1

The first aider should not use words or language that minimises or invalidates the child's problem e.g.
Do not label the child as ‘silly’ or ‘attention‐seeking’.

1

The first aider should offer the child the option of talking to other trusted adults about their problem. 1

The first aider should offer to revisit the plan if the child's situation changes or if the child wishes to
reengage with the conversation.

1

The first aider should only give the child simple and relevant information that they can understand. 1

The first aider should praise the child for talking about their feelings. 1

The first aider should reassure the child that expressing feelings is okay. 1

The first aider should reassure the child that it is ok to talk to a trusted adult about what is
concerning them.

1

The first aider should reassure the child that the first aider won't get angry or upset with them. 1

The first aider should reassure the child that there is help available. 1

The first aider should reassure the child that they are not to blame for any feelings they might be
having.

1

The first aider should reassure the child that they can tell the first aider anything they feel comfortable
talking about.

1

The first aider should reassure the child that they will take the time to answer any questions they have. 1

The first aider should remember that children may not always have the language to communicate how
they feel.

1

The first aider should show the child that they are actively listening e.g. by using reflective statements. 1

The first aider should slow down or pause the conversation if the child becomes distressed or
disengaged.

1

The first aider should take the child's concerns seriously, even if it does not feel like a big deal to them. 1

The first aider should tell the child that they care. 1

The first aider should try not to react too strongly to what the child has to say. 1

The first aider should try not to take it personally if the child does not open up straight away. 1

The first aider should try to accept the child's feelings, even if they are different to the first aider's
feelings.

1

The first aider should try to avoid arguments. 1

The first aider should try to create an emotionally safe place where the child can talk openly. 1

The first aider should try to keep their body language open and relaxed. 1

The first aider should try to put themselves in the child's shoes and show empathy for their situation. 1

The first aider should try to sit down at the child's level. 1

(Continues)

8 of 15 Health Expectations, 2025



TABLE 2 | (Continued)

Endorsed statement
Round

endorsed

The first aider should try to stay calm when speaking with the child. 1

The first aider should try to think about the situation from the child's point of view. 1

The first aider should use language and communication strategies that are appropriate to the child's age
or developmental level.

1

The first aider should use open questions to encourage the child to talk. 1

When providing mental health first aid, the first aider should consider the age, maturity and needs of
the child.

1

When speaking with a child about mental health problems, the first aider should avoid using negative
or stigmatising language e.g. weak, crazy, naughty.

1

When starting the conversation, the first aider should explain there are limits to what can be kept
confidential (e.g. ‘kept between us’).

1

Adults providing mental health first aid to a child should have a basic understanding of how mental
health problems may present in children with neurodevelopmental disorders.

2

During the conversation, the first aider should let the child know it is OK to ask for a break if they
need one.

2

Early in the conversation, the first aider should try to build trust and rapport with the child. 2

If age/developmentally appropriate, the first aider should try to involve the child in any decisions about
when and where they have the conversation.

2

If age/developmentally appropriate, the first aider should try to work with the child to decide who else
should be informed.

2

If the child does not like to talk, the first aider should use other ways to help them communicate (e.g.
notes, drawing, texting).

2

If the child is describing physical symptoms (i.e. stomach ache, head ache), the first aider should
explain how sometimes thoughts and feelings can lead to physical symptoms.

2

If the child is having difficulty communicating, or does not like to talk, the first aider should consider
using alternative means of communicating e.g. drawing, modelling or playing with toys.

2

If the child is not willing to talk, the first aider should seek support from other adults who could help
the child.

2

If the child reports any of the following, the First Aider should follow the crisis First Aid guidelines –
Abuse or trauma.

2

If the child reports any of the following, the First Aider should follow the crisis First Aid guidelines –
Expressing a wish to die.

2

If the child reports any of the following, the First Aider should follow the crisis First Aid guidelines –
Self‐harm.

2

If the child reports any of the following, the First Aider should follow the crisis First Aid guidelines –
Thoughts or feelings of suicide.

2

If the first aider can't figure out what to do next in helping the child, the first aider should seek help
from another trusted adult who could provide a new perspective on the child's problem – (NOTE:
Endorsed for an older child, approx. 9–12 years old).

2

If the first aider can't figure out what to do next in helping the child, the first aider should seek help
from another trusted adult who could provide a new perspective on the child's problem – (NOTE:
Endorsed for a younger child, approx. 5–8 years old).

2

If the first aider is a teacher and has ongoing concerns about the child or is worried about the child's
reaction to the conversation, the first aider should seek advice from a mental health professional or an
appropriate school staff member with well‐being responsibility.

2

If the first aider is from a different culture to the child, they should try to find out about how mental
health problems are understood in the child's culture.

2

(Continues)
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TABLE 2 | (Continued)

Endorsed statement
Round

endorsed

If the first aider is not the parent, the first aider should try to support the parents to provide first aid to
the child, unless doing so would put the child at risk.

2

The first aider should ask the child if they would like to have another adult present. 2

The first aider should be careful NOT to promise the child that everything will be fine. 2

The first aider should be clear with the child about who they will tell any information that the child
provides.

2

The first aider should consider the child's mental health problems within the context of the child's
family, school and community.

2

The first aider should discuss with the child who the child feels most comfortable talking to about their
problems.

2

The first aider should encourage other adults who care for the child to use evidence‐based strategies
(e.g. good sleep habits, regular physical activity, relaxation techniques) to support the child's mental
health.

2

The first aider should encourage the child to try to use coping strategies that are evidence‐based (e.g.
relaxation techniques) whilst waiting for professional help.

2

The first aider should explain that it is common to experience problems with mental health. 2

The first aider should explain the limits of their confidentiality with the child by discussing when and
why other adults may need to be informed.

2

The first aider should explain to the child that the child needs help and the first aider will not ignore or
avoid the problem – (NOTE: This statement was endorsed for first aiders who are also parents).

2

The first aider should have an understanding of the impact of trauma on mental health in general. 2

The first aider should have some knowledge about referral pathways and local services available for
children.

2

The first aider should have some understanding of protective factors for good child mental health and
draw on these when providing first aid.

2

The first aider should have sufficient knowledge about normal child development and behaviours to be
able to recognise when a child is developing a mental health problem.

2

The first aider should pause regularly when delivering new information to allow the child time to
process.

2

The first aider should reassure the child that they are not going to get in trouble with the first aider for
talking about how they feel.

2

The first aider should recommend good‐quality programs and resources (e.g. online programs for
parents) for other adults in the child's life, if they are not aware of them. – (NOTE: This statement was
endorsed for first aiders who are also parents).

2

The first aider should recommend good quality programs and resources (e.g. online programs for
parents) for other adults in the child's life, if they are not aware of them. – (NOTE: This statement was
endorsed for first aiders who are also parents).

2

The first aider should recommend good quality programs and resources (e.g. online programs for
parents) to other adults in the child's life if they are not aware of them.

2

The first aider should try to avoid confrontation or hostility. 2

The first aider should try to enlist the help of parents when supporting the child, unless doing so would
put the child at risk.

2

The first aider should try to talk to the child as soon as possible, but not at the expense of ensuring a
comfortable situation for the conversation.

2

The first aider should try to work with the child to come up with a plan together for what to do next –
(NOTE: Endorsed for an older child, approx. 9–12 years old).

2

The first aider should try to work with the child to come up with a plan together for who else should be
involved – (NOTE: Endorsed for an older child, approx. 9–12 years old).

2

(Continues)
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responsible and significant adults in the child's life. They
also emphasise getting the child's parent/s involved, if it is
appropriate and unlikely to harm the child.

4 | Discussion

A lack of training for health professionals, educators and par-
ents about child mental health has been noted [22, 37], and
poor mental health literacy for supporting child mental health
can perpetuate stigma [38] and be a barrier to help‐seeking for
the child. Thus, programs designed to improve adults' knowl-
edge and skills in approaching a child to have a supportive
conversation about mental health and the help‐seeking process,

is a key area of need in population mental health. However,
exactly how an adult should conduct a conversation with a
child about concerns for the child's mental health has remained
unclear. Thus, this study aimed to develop practical guidance
based on expert consensus for parents, educators or health
professionals.

This study identified 151 statements that expert panellists
reached a consensus on as being essential or important to the
goals of mental health first aid for supporting children. Overall,
many of the statements endorsed in this study were similar to
ones that have been endorsed in guidelines on providing MHFA
to adolescents, particularly on the themes of effective commu-
nication and listening empathetically [28] However, in contrast

TABLE 2 | (Continued)

Endorsed statement
Round

endorsed

The first aider should use a warm and caring communication style. 2

Throughout the conversation, the first aider should check that the child has understood what has been
said e.g. by asking the child to reflect back to the first aider in the child's own words what they
understand.

2

Throughout the conversation, the first aider should check that the child has understood what has been
said in an age/developmentally appropriate way.

2

To find out what strategies may be useful for the child's self‐care, the first aider should ask the child
what makes them feel happy or what they enjoy.

2

When building rapport, the first aider should be guided by the child's interests, skills and strengths. 2

When discussing confidentiality, the first aider should check that the child has understood what has
been said e.g. by asking the child to reflect back to the first aider in the child's own words what they
understand.

2

When discussing confidentiality, the first aider should check that the child has understood what has
been said in an age/developmentally appropriate way.

2

When providing mental health first aid, the first aider should consider the warning signs and risk
factors relevant to the child e.g. history of trauma.

2

When speaking with the child, the first aider should be careful to show respect for the child's family. 2

If the child is concerned about the process of seeking help, the first aider should look at appropriate
resources with the child e.g. picture books, short videos about going to the doctor/counsellor – (NOTE:
This statement was endorsed for first aiders who are also parents). (

3

The first aider should ask the child if they would prefer to have some time talking to the professional
alone – (NOTE: Endorsed for an older child, approx. 9–12 years old).

3

The first aider should explain to the child that the child needs help and the first aider will not ignore or
avoid the problem – (NOTE: This statement was endorsed for first aiders who are also health
professionals).

3

The first aider should recommend good quality programs and resources (e.g. online programs for
parents) for other adults in the child's life if they are not aware of them. – (NOTE: This statement was
endorsed for first aiders who are also health professionals).

3

The first aider should try to identify one or two adults in the child's life who can keep an eye on how the
child is going e.g. a parent may ask a teacher, or a health professional may ask a parent.

3

When talking about mental health problems with the child, the first aider should consider explaining
emotional feelings by describing physical sensations in an age/developmentally appropriate way –
(NOTE: Endorsed for an older child, approx. 9–12 years old).

3

When talking about mental health problems with the child, the first aider should consider explaining
emotional feelings by describing physical sensations in an age/developmentally appropriate way –
(NOTE: Endorsed for a younger child, approx. 5−8 years old).

3
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to other guidelines, the statements endorsed in this study con-
tain many recommendations around tailoring the first aider's
approach according to the developmental stages and unique
needs of children. For example, paying attention to the context
of the child, particularly their family context, was a theme in
the section ‘Preparing to give mental health first aid’. This is in
keeping with a bioecological approach to understanding chil-
dren's development, which places importance on the children's
immediate family, home and school environment in shaping
their health and development [39]. Another novel recommen-
dation from this study was for the first aider to ensure that any
mental health information is discussed in a way that could be
easily comprehended by the child. Other researchers have noted

that mental health information and interventions should be
delivered to children in a way that is relevant and develop-
mentally appropriate to effectively meet their needs [40]. In
light of this, these guidelines include some statements that were
endorsed only for older children (aged approximately 9‐12 years
old), such as allowing them more autonomy in helping to give
input into a plan of action for how to seek help, and who they
might like to have involved.

These child‐focused guidelines also include a range of knowl-
edge that would help adults in the recognition of childhood
MHPs, the reduction of stigma towards children with MHPs
and understanding of the help‐seeking process, all of which

TABLE 3 | Strongly rejected statements.

Statement

Percentage of panelists rating statements as ‘Unimportant' or
‘Should not be included’

Health professionals Lived experience Educators

If the child is anxious, the first aider should use a
firm and directive communication manner

51.2% 44.8% 66.7%

The first aider should consider normalising the
child's mental health problems by talking about the
first aider's current struggles with mental health

70.7% 75.9% 76.7%

The first aider should consider normalising the
child's mental health problems by talking about
their own challenges in life

56.1% 55.2% 60.4%

The first aider should consider normalising the
child's mental health problems by referring to the
first aider's own experiences of mental health
problems or others known to them

53.7% 51.7% 62.8%

TABLE 4 | Contentious statements.

Statement

Percentage of panelists rating statements as ‘Essential or
Important’

Health Professionals Lived Experience Educators

The first aider should explain that it is common to
experience problems with mental health.

65.9% 96.6% 72.1%

If the child seems uncomfortable with any questions
the first aider asks, the first aider should explain why
they are asking them and why it is important to talk.

70% 86.2% 61%

If the child seems uncomfortable, the first aider should
move off the topic but try to remain engaged with the
child and when the child seems more settled, the first
aider should try and approach the topic again.

70% 82.8% 68.3%

The first aider should ask other adults close to the child
to monitor the child's mental health and keep them
informed of any concerns.

82.1% 65.5% 56.1%

The first aider should explain to the child that they
need to help the child and will not ignore or avoid the
problem.

79.5% 89.7% 65.9%

The first aider should ask the child if they would prefer
to have some time talking to a mental health
professional alone.

71.8% 93.1% 63.4%
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have been identified as key for the improvement of a public
health response to MHPs in children [41]. These key pieces of
knowledge have also been identified as facilitators for help‐
seeking by parents [6]. There was a strong endorsement that
first aiders' need knowledge of the warning signs of MHPs in
children, which are often different to those in adults and ado-
lescents [7]. Knowledge of child development is important
when providing first aid to children, particularly in helping the
first aider to make a judgement about when to first provide
support. This is important because child MHPs are often poorly
recognised, perhaps due to their different presentation to that of
adolescents and adults, and uncertainty for carers and clinicians
around what may be developmentally normal (e.g. develop-
mentally normative fears in young children) and what may be
considered pathological (e.g. an anxiety disorder) [7, 9]. Addi-
tionally, identification of a child's mental health status as dif-
fering from their norm is a fraught task for many parents and
can come with associated affiliate stigma [42, 43].

There was strong endorsement (e.g. 100% endorsement from all
three panels) that the first aider should avoid the use of stig-
matising language, shaming, judging, criticising or minimising
the child's concerns. This is in agreeance with other studies that
have found that the use of stigmatising language perpetuates
negative stereotypes of those with MHPs, and this may be more
pertinent in younger children because their cognitive proces-
sing is more concrete when assessing others [44]. It is likely,
given what we know about the impact of MHFA training and
stigma reduction in other populations, that a training model
based on these guidelines could help to potentially reduce
stigma in adults towards children with MHPs, and perhaps in
the children towards themselves, therefore removing barriers to
further help‐seeking [45].

There was strong rejection (e.g. high levels of ‘unimportant’ or
‘should not be included’) from all three panels pertaining to
approaches that involved the first aider talking about their own
mental health or challenging life experiences, and panellists
provided comments that explicitly stated that the first aider
should avoid doing this (Table 3). Certain statements also pro-
duced wide variance in the panels’ rating of their importance,
particularly amongst the lived experience experts (Table 4). The
statements that were rated higher for lived experience experts,
but lower for the other two panels, centred around acknowl-
edging the commonness of MHPs, persisting with communi-
cating with the child, even if the conversation is a little
uncomfortable, and allowing the child to talk to a mental health
professional alone. Generally, lived experience experts were
more concerned with helping the child, even if they were
reluctant, whilst the educators appeared to be less convinced
about allowing children to speak to mental health professionals
alone or the first aider asking other adults close to the child to
monitor their mental health. A greater percentage of health
professionals (82.1% vs. 65.5% of lived experience and 56.1% of
educators) rated asking others to monitor the child as being
important to providing mental health first aid for children,
which may reflect health professionals' understanding of the
importance of holistic support for children.

There was also contention around what language to use when
describing MHPs with children, with none of the statements

about using or not using mental health diagnostic labels (e.g.
‘depression’, ‘anxiety’) being endorsed. Instead, the final rec-
ommendation was to use language appropriate to the develop-
mental stage of the child and reflecting the child's own use of
language. This may reflect some hesitation around what
appropriate language would be to use with children when dis-
cussing MHPs. Other research has suggested that adults tend to
use lay mental health terminology when talking to or about
their own children (such as stress or worry) but diagnostic
terms when talking about outgroups or strangers (such as
anxiety), which may perpetuate mental health stigma [38].
Using child‐developed language around mental health may help
to integrate outgroup judgements to allow adults to more
openly communicate with children about mental health.

Issues of confidentiality raised many comments from the panels
during the first round of the Delphi study, particularly for the
teacher and health professional panels, who hold obligations
with regard to confidentiality and mandatory reporting. The
final endorsed statements around never promising the keep the
conversation a secret may reflect this high professional con-
sideration for the safety of children and reflects the role that
many first aiders may have to navigate as professionals, man-
datory reporters and first aiders.

4.1 | Limitations

This study had some limitations that should be noted. Although
we recruited a large sample from a variety of countries, drop‐off
in panellist numbers occurred across rounds. This may have
been due to the size of the survey (over 300 items) and the
demands on participants' time. Although the retention between
rounds was above 70%, from Round 1 to Round 3 the retention
rate was just above 40%. Nevertheless, this study used a sample
of experts from a variety of countries worldwide, with a diver-
sity of types of expertise, and the rigorous process of the Delphi
method means we can be confident that the strategies recom-
mended here constitute safe, effective mental health first aid for
supporting children.

4.2 | Implications and Future Research

The guidelines developed by this Delphi study are based on the
consensus of expert stakeholders and the first resource to out-
line the knowledge and skills that adults require when sup-
porting children with a mental health problem. These
guidelines are relevant for developing training and education
programs for members of the public. The guidelines developed
in this study may only be relevant to those in high‐income,
Westernized countries, therefore, future research should seek to
replicate the design using panellists selected from other coun-
tries that have different health care systems and cultures. Fur-
ther research could also explore how these guidelines might be
implemented in practice, develop training that can build key
skills in assisting children, and evaluate whether this training is
effective in improving adults' mental health literacy for sup-
porting children and mental health and wellbeing outcomes for
children themselves.
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5 | Conclusion

The guidelines developed in this expert consensus study offer a
framework for approaching a conversation with a child whether
the adult is a parent, teacher or health professional. As well as
being a resource for adult supporters of children, they will be useful
to inform the content of training of adults in a child's support
network to effectively intervene when MHPs begin to emerge.
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