
 

 

  

PSYCHOLOGICAL INJURY IN 

FRONTLINE SERVICES 

Observations on psychological injury in policing, the 

impact on colleagues, early warning signs and 

recommendations for the organisation 

Claire Carter 
safehorizon@yahoo.com 

Abstract 
First responder roles expose people to extraordinary events on a frequent basis, well 

beyond what is experienced by the general population.  It requires a degree of 
psychological and emotional adaptation to survive in this environment. 
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Psychological Injury in policing 
First responder roles expose people to extraordinary events on a frequent basis, well beyond what is 

experienced by the general population.  It requires a degree of psychological and emotional 

adaptation to survive in this environment. Cognitive functioning can become maladaptive to cope. 

Without protective factors there is a greater risk of individuals reaching saturation or tipping point 

which can result in some of the psychological conditions discussed here.  This may be due to one or 

more significant traumatic experiences, the long-term drip-drip effect of mentally and emotionally 

difficult jobs, moral injury or a combination of all of these.  Psychological injury could include: 

• Burn-out or Compassion fatigue 

• Anxiety 

• Depression 

• Personality disorder 

• PTSD 

• Complex PTSD 

• Secondary Traumatic Stress 

• Paranoia 

• Suicidal ideation, self-harm, suicide 

• Moral injury and PTED 

• Dissociation 

• Psychosis 

• Revenge fantasy 

Burn-out and compassion fatigue 

This is a process which can lead to mental, physical and emotional exhaustion. Compassion fatigue 

can have parallel symptoms to PTSD.  It can occur when  

• repeatedly dealing with ungrateful victims of crime,  

• organisational factors and the way it’s managed are out of the individuals’ control 

• being overly empathetic and associating emotionally with victims or their situation 

• pushing through difficult jobs without appropriate support or self-care 

Anxiety 

This may be experienced as a mild to overwhelming need to avoid places or people which act as a 

reminder of unsafe situations or traumatic events. Some people can have significant difficulty with 

leaving the house or getting out of the car to go into work (for example). Anxiety can be present 

alongside PTSD, Depression or both.  

Depression 

Depression can range from mild to severe in its impact.  Low mood may inhibit motivation or the 

ability to function, such as getting out of bed, attending to personal hygiene, completing chores or 

tasks.  There can be associated feelings of despair. Depression can co-occur with Anxiety and PTSD. 

 

http://www.safehorizon.co.uk/
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Personality disorders 

Personality disorders can co-occur with CPTSD.  Some examples of personality disorders are 

• NPD – Narcissistic Personality Disorder 

• BPD – Borderline Personality Disorder 

• OCPD – Obsessive Compulsive Personality Disorder 

You can find out more here.  

PTSD and Complex PTSD (CPTSD) 

PTSD can occur when the individual has been exposed to a traumatic event, such as death (including 

decomposed or mutilated bodies), threatened death, actual or threatened serious injury or actual or 

threatened sexual violence - either directly, witnessing in person, indirectly through a close friend or 

family member or indirect exposure to details of a traumatic event in the course of professional 

duty.  

Complex PTSD is a new classification planned for inclusion in the ICD-11 due to be published in 2018.  

This can result from multiple traumatic events and repeated or prolonged exposure to trauma.  In 

addition to PTSD symptoms, there will likely be difficulty with interpersonal relationships, trust with 

others and a fragmented identity due to character changes. For more information on the possible 

symptoms and behaviour associated with PTSD, visit Safe Horizon UK. 

Secondary Traumatic Stress 

Trauma can be experienced vicariously through investigations, photographing crime scenes, taking 

victim statements, emergency call handling, hearing about someone else’s traumatic experiences 

and delivering death messages to distraught family members (for example).  Exposure to details 

and/or witnessing another persons’ trauma or abuse can result in the individual taking on that 

trauma as their own, including symptoms of re-experiencing the other persons trauma.  

“trauma is contagious….repeated exposure to stories of human rapacity and cruelty inevitably 

challenges the [individuals’] basic faith….[and] heightens [their] sense of personal vulnerability” 

(Judith Herman, Trauma and Recovery, 1997) 

Paranoia 

This can be mild, moderate or severe enough to qualify as a personality disorder. A level of paranoia 

may be a cognitive adjustment to the policing role, such as cynicism and suspicion of people.  It is a 

kind of hypervigilance to the character and behaviour of others and any threat they pose.  Paranoia 

should not be confused with a sound judgment of others or any situation based on evidence to 

support thoughts and feelings, such as experience and knowledge. Paranoia can be triggered by 

stress and cortisol in the system which is released to prepare us for fight or flight response.  Paranoia 

should not be a constant feature.  It should diminish once the threat has gone.  However, for some 

individuals it can be enduring and irrational. Paranoia can co-occur with PTSD and CPTSD. 

 

http://www.safehorizon.co.uk/
https://www.mind.org.uk/information-support/types-of-mental-health-problems/personality-disorders/types-of-personality-disorder/#.W5-XevZFzcs
http://www.safehorizon.co.uk/ptsd
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Suicidal ideation, self-harm or suicide 

Suicidal ideation, suicide attempt or suicide are most likely the result of unbearable emotional and 

psychological distress and believing this is the only way to make the pain stop.  The risk is 

heightened when there are little or no support networks, people are unresponsive or ineffective in 

providing help, distressing processes are protracted and seemingly without end (such as IHR and 

medical appeal, IOPC investigation or disciplinary action) and the individual cannot see any other 

options.  Hope is lost.  If plans are being made or have been made, the risk of suicide may be greater. 

Self-harm can be any means of self-destruction or way of punishing oneself.  It could be substance or 

alcohol misuse, sexual promiscuity or physically harming one’s body.  It is a strategy for turning 

feelings inward rather than outwards onto others, such as guilt, shame, anger and loathing.  The act 

of self-harm can act as a release valve for these negative thoughts and feelings and there can be a 

feeling of relief following this.   

Suicide and ideation are a significant factor in PTSD or CPTSD and it is not uncommon for self-harm 

to be present. 

Moral injury and PTED – Post traumatic embitterment disorder  

Moral injury and PTED are not formally recognised, however, they are very real conditions. Both are 

common in the policing community. Arguably, embitterment and moral injury can be the most 

damaging. It can increase the risk of lifelong psychological injury and inhibit recovery.  Both 

conditions may stem from abuse of power and authority over the individual, poor leadership 

decisions in high risk situations, loss of trust in leadership, witnessing immoral behaviour, an 

overwhelming sense of injustice and neglecting a duty of care to the individual.  This could also 

result from a lack of ‘back-up’ or being reprimanded insensitively during or after a traumatic or life-

threatening situation. 

“[people] can recover from horror, fear and grief….so long as ‘what’s right’ has not been violated” 

(Jonathan Shay, Achilles in Vietnam, 2003) 

“work environment factors such as dissatisfaction with organisational support predicted PTSD 

symptoms in police officers” (Carlier et al. 1997, Risk factors for post-traumatic stress 

symptomatology in police officers) 

Though there are horrors in the world, we can be buffered against these when we trust our 

colleagues, our organisation, our friends, our family and our justice system. Moral injury can be 

enduring and co-occur with PTSD – the two combined can result in CPTSD. 

Dissociation 

This is a detachment to reality on a physical and emotional level.  There may be ‘emotional numbing’ 

and empty feelings and/or loss of awareness of the physical self. It’s a way of blocking out mental 

and emotional distress and coping with a traumatic event or very stressful situation. First responders 

adapt to emotional detachment or numbing to cope with distressing work. These adaptations could 

escalate to dissociation. Emotional numbing and empty feelings are a common experience in PTSD 

and CPTSD. 

http://www.safehorizon.co.uk/
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Psychosis 

An individual can experience hallucinations or delusions and be out of touch with reality.  Some 

officers with PTSD/CPTSD have reported seeing dead bodies which appear real or hearing voices (for 

example).   You can find out more here.  

Revenge Fantasy 

Trauma survivors may experience preoccupation with or rumination on when, where and how an 

individual will enact revenge against their perpetrator or abuser.  The fantasy which plays out in the 

imagination can be gruesome, violent and pleasurable.  It sees the roles of the perpetrator and 

victim reversed and the victim taking control. It’s a way of coping mentally and emotionally with the 

trauma because it sees the individual taking back their own power.  Conversely, it can be destructive 

to the individual because they are unable to carry these fantasies out in reality. They may be 

disturbed by the intensity and graphic nature of these thoughts and fear they are becoming evil or a 

monster.  Revenge fantasy can feature where there is moral injury, embitterment, PTSD and CPTSD. 

Justice through legal systems, validation from peers or community and working through the grieving 

process may help with moving away from revenge fantasy. 

PTSD early warning signs 
Repeated and unexplained physiological ill health (such as flu, viral infection, chest pain and lethargy 

or exhaustion) could be the first signs of psychological injury and NICE guidelines recommend 

primary care practitioners ask if there has been any trauma when they notice this pattern. Line 

managers, Occupational health and Human resources could watch for these patterns in sickness 

absence and explore this with the individual to detect traumatic stress early. 

Behaviour changes are another important red flag, such as irritability, short temper, explosive angry 

episodes disproportionate to the situation, withdraw from the company of others or using excessive 

force during arrest and restraint. 

Psychological injury and physiological ill health 
Stress which causes psychological injury can also reduce the effectiveness of the immune system and 

deteriorate physical health. This can lead to a number of conditions.  Some examples may be 

tinnitus, chest pains, asthma, irritable bowel syndrome, viral infections, lethargy and skin 

complaints.  It is also believed that the memory of trauma can be held within the physical body.  

Some people experience pain which cannot be linked to any physical cause.  The sympathetic and 

parasympathetic nervous system are affected by acute stress. 

PTSD danger seeking, reckless behaviour & addictions 
It is not uncommon to experience the following factors alongside PTSD: 

Speeding and reckless driving 

Sexual promiscuity and addiction 

Drug misuse - prescribed or illegal 

Alcohol misuse  

Spending addiction 

http://www.safehorizon.co.uk/
https://www.nhs.uk/conditions/psychosis/
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Gambling 

Violence 

Danger seeking, reckless behaviour, gambling or sexual gratification can give a rush of excitement 

which temporarily relieves numb empty feelings associated with psychological injury. It can relieve 

boredom too. Because the feeling doesn’t last, it can become an addiction to seek these feelings 

over and over. 

When high risk situations have become normalized for colleagues, there is perhaps less ability to 

appropriately assess risk or care about it. It may even feel like tempting fate when seeking out 

danger or behaving recklessly.  

Drug and alcohol misuse is often used as a way to self-medicate, numb thoughts and feelings, help 

to get off to sleep, block out intrusive memories and images. 

Use of positive distractions are a good replacement. For example, sports, exercise, art, woodworking 

and so on. Activities which are creative and activate this part of the brain, or ones which are 

repetitive or require focus and concentration can really help. These distractions can become 

addictive in themselves - particularly with exercise and sports which release feel good hormones and 

creative work which can take us away from reality for a while. 

Who is most at risk of PTSD? 
There are no hard and fast rules around why some individuals are affected by PTSD and others not. 

There seems to be a common link between people who are compassionate, empathetic, who mainly 

work frontline in their career, who are proactive, rush toward (not away from) danger, who have 

little or no sickness absence and may have even been commended, that are largely affected by 

psychological injury. 

Difficulty identifying the onset of psychological injury 
The job culture is known as danger seeking, drinking a lot of alcohol, promiscuous behaviour, high 

divorce rate, suspicion and cynicism. Cops are tough and unemotional characters, never off duty and 

scanning for threats or criminal activity. 

This idea of police culture matches the experience of PTSD which includes danger seeking, 

alcoholism, sexual promiscuity, family breakdown and divorce, hyper-vigilance, emotional 

detachment, loss of trust and paranoia. 

So, if this culture is accepted as 'normal' for cops - how can you recognise if it's signs of PTSD and 

more interestingly, does it mean that there's a majority of officers affected by full or partial Post 

Traumatic Stress? People can live with partial symptoms for years and not realise it. Many live with 

undiagnosed PTSD. The organisation and the Home Office are not collecting data on the prevalence 

of PTSD in policing.  What we do know from the office of national statistics (2015-16) is that 

approximately one officer every 2 weeks dies as a result of suicide. 

The effects of burnout, compassion fatigue, PTSD and secondary trauma creep in over time. Changes 

in behaviour can happen incrementally which means we may not notice until it has a significant 

impact on day to day life. We adapt with the changes and integrate them into our experience, so 

http://www.safehorizon.co.uk/
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that the new behaviour becomes our 'normality'. If we accept this as normal - how do we know 

there's anything wrong? 

Partners, friends and family may be the first ones to observe behaviour, attitude and comments 

which are out of character.  Maintaining teams long-term and allowing for rapport building within 

the group means an increased likelihood colleagues or line managers will notice changes in a team 

member.  This is because they will recognise what’s ‘normal’ behaviour for their colleague and 

observe any differences in them. There is more likelihood of effective informal peer support when 

there are team bonds and trust. 

Start the conversation, not avoid the signs. It may be the opening someone needs to talk. Sometimes 

rescuers and protectors need to feel they are given permission to do this and that it's okay to have 

help.  

Symptoms can come in waves which leaves a person to question 'is there anything wrong with me?' 

One day symptoms can be overwhelming and then just as suddenly it can lift and normality resumes. 

The wave can hit after a 'trigger' which an individual may not have been aware of. Then hyper-

arousal can kick in which puts them on high alert. This can also result in the 'walking on egg shells' 

effect for partners and family, for whom behaviour and moods can become unpredictable. The 

individual may feel like a fraud on 'normal days’.  Colleagues should be mindful of this pattern and 

see this as a window of opportunity to offer support. The aim is to prevent an escalation in 

symptoms which could become debilitating if no help is given or sought.  

Watchful waiting 
You may have heard of 'watchful waiting' following a traumatic event. This means observing 

whether symptoms disappear on their own after 4 weeks post-incident or they persist and require 

treatment. However, when symptoms are severe a referral to mental health services should be 

made without delay. Check your workplace policies to make sure they are up to date on the 4 week 

watchful waiting guidance.  You can find the NHS information here. 

The need for resettlement options 
The civilianisation of many jobs in the police and funding cuts have greatly reduced the ability of the 

service to provide roles away from frontline duties or the ability to retain officers when they qualify 

for ill health retirement from the policing role.   

In addition to this, it can be difficult for officers to contemplate leaving the service when the job has 

become synonymous with their identity. They may feel they don’t know how to do anything else. 

Their cognitive functioning has adapted to this role and may have become maladaptive within other 

environments.   

Providing a ‘wrap-around’ support network to officers affected by psychological injury or those 

recognising the need to change career is recommended.  Ongoing support as part of the ill health 

retirement process could see officers go into new jobs, voluntary work, training or recreational 

activity which boosts self-esteem and prevents officers being left with a void or feelings of 

abandonment and worthlessness.  

http://www.safehorizon.co.uk/
https://www.nhs.uk/conditions/post-traumatic-stress-disorder-ptsd/treatment/
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The Equality Act 2010 and defining disability 
It is not necessary to have a clinically recognised condition or to identify the cause to be considered 

disabled under the act.  The organisation should determine whether a person has a physical or 

mental impairment which has or is likely to have a substantial and long-term adverse effect on the 

individuals’ ability to carry out normal day-to-day activities. Long-term means likely to last at least 12 

months, it has lasted 12 months or it is likely to last the rest of someone’s life. Symptoms may be 

static, fluctuating, recurring or progressive. Someone who is no longer disabled, but met the 

definition of disabled in the past, will still be covered by the Act.  You can read the comprehensive 

guide to defining disability under the Equality Act 2010 here. 

It is good practice for the organisation to carry out their own assessment to determine whether an 

employee is disabled and make reasonable adjustments for their colleague accordingly.  If the 

organisation could reasonably be expected to have known the employee has a disability and they fail 

to protect them against any detriment on the grounds of that disability, it could be discrimination.  

You can find out more about disability discrimination here.  

What can organisations do to support colleagues with 

psychological health? 
The simple rules for behaviour are: 

• Treat people as individuals and not ‘a number’  - Even in a ranked organisation 

colleagues should be given some autonomy, trust to do their job well and to have some 

control over their work environment.  A good leader will welcome ideas or critique from 

colleagues and encourage their people to develop and progress. A poor leader will seek to 

control people with fear, punitive action, shifting rules and discouraging freedom of speech 

or expression.  The aim is for healthy respectful boundaries and not a dictatorship. In 

relation to the welfare of the individual a directive management style should be avoided in 

favour of a person-centred one. The individual is the ‘expert’ in their own health and welfare 

needs.  It is important for people to have power and control over their own lives. 

• Be transparent – Avoid ambiguity, misleading comments or information and demonstrate 

integrity in all actions and communications. This will prevent paranoia, stress and confusion. 

• Be responsive – Waiting for a response to a query or a request can feel like mental torture 

to someone with psychological injury. Frustration and anxiety can build, as well as paranoia.  

Good communication can greatly alleviate someone’s’ distress or concerns. 

• Avoid favouritism in teams – Ostracising colleagues, the cold shoulder treatment, 

preferential treatment for some team members, withdrawing ‘special’ privileges or favoured 

jobs are all damaging to mental health and break down unity.  Colleagues need to know 

their line manager and team will always give them the back-up they need in high risk 

situations. A good leader builds trust, does their best to make everyone feel safe and secure 

and lifts people up to help them achieve, regardless of personal favourites.   

• Treat others as you would wish to be treated  – Always imagine how you would wish 

to be spoken to or treated by colleagues or line managers and then extend this courtesy to 

the people you work with, even if you dislike them or you’re having a bad day. 

 

http://www.safehorizon.co.uk/
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/570382/Equality_Act_2010-disability_definition.pdf
https://www.equalityhumanrights.com/en/publication-download/proving-disability-and-reasonable-adjustments
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Organisational factors which can be a protective factor are: 
• Avoid single crewing which can increase anxiety and stress levels 

• Provide a place for people to meet, chat and share informal peer support, such as canteens.  

Somewhere healthy food is on offer and break times are away from the public which can 

encourage the sympathetic nervous system to ‘rest and digest’ 

• Adopt a common-sense approach to disciplinary, use it with discretion and not as a first 

course of action unless there has potentially been gross misconduct or unsafe conduct. 

Disciplinary should not be ‘an easy option’, used to abuse power and authority or control 

people with fear. 

• Leaders should be required to spend time frontline to understand the needs or concerns of 

colleagues and the reality of the job they face.  They should demonstrate these concerns are 

taken seriously and action is taken to address these.   

• Information should be readily available on the intranet and via email distribution on 

psychological injury, treatment options, referral routes and where to get help and support.  

There should be information on what is available through work, the NHS, the private and 

charitable sector. 

• Raising awareness of psychological injury and early warning signs should be highlighted in 

team meetings. 

• Regular supervision meetings should be introduced to take place every 4-6 weeks which 

gives colleagues an opportunity to discuss any issues of concern with their line manager.  It 

is unacceptable that colleagues working frontline and exposed to violence and trauma on a 

regular basis have no regular supervision meetings which could assist with early 

intervention.   

• Repeated and unexplained physical ill health should be monitored via sickness absence 

records and meetings.  If a pattern is identified, there should be some exploration into 

whether the colleague is affected by traumatic stress 

• Sickness absence reporting systems should be adapted to record (and therefore identify) 

cases of PTSD, Anxiety and Depression in a way that is easily retrievable. 

• Suicide reviews should be implemented in a multi-agency format to identify risk factors and 

where the organisation can improve on suicide prevention 

• Appropriate training for specialized roles should be given, along with monitoring and review 

of psychological health during secondment or this type of substantive role. This is of 

significant importance where there is likely to be exposure to potentially traumatizing 

material or events. 

• The organisation should consider having a safeguarding lead within occupational health and 

welfare to ensure there is no abuse of colleagues who may meet the definition of 

‘vulnerable adult’ due to mental incapacity, mental ill health and the need for community 

care or treatment.  This may include those accessing the mental health crisis team, the 

community mental health team, psychiatry services or those hospitalized for the safety of 

themselves or others. 

• When a colleague is a ‘vulnerable adult’ consideration should be given to any special 

adjustments needed to normal workplace process and procedure. Correspondence from line 

managers and HR during a period of vulnerability and/or hospitalisation should be managed 

sensitively and under advisement from occupational health. 

http://www.safehorizon.co.uk/
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• The organisation should endeavour to reduce stressors which can compound ill health, such 

as financial stress.  There should be a ‘no quibble’ policy on extending pay where absence is 

an injury on duty or when a colleague is going through the ill health retirement process. 

• When psychological injury is suspected, the organisation should arrange a kind of triage, 

such as an initial assessment with Occupational health, self-help advice, signposting to 

information and support, referral to the FMA/CMO, onward referral for a psychiatric or 

psychological assessment and the provision of a recommended course of treatment. 

Useful links and where to get support 
 

Safe Horizon UK (SHUK) – Charity providing information, peer support and advocacy to 

policing families affected by psychological injury. SHUK is also available for consultancy to 

organisations. SHUK has a focus on workplace practice and procedure, preventing disability 

discrimination, safeguarding vulnerable adults and education on psychological injury in policing 

www.safehorizon.co.uk  

Disabled Police Association – This is a national body representing disability support networks 

from police forces across the UK. Their main aim is to promote equality of opportunity for disabled 

people working within the extended police family http://www.disabledpolice.info/ 

Service Dogs UK – This charity trains and provides assistance dogs to support members of the 

Armed Forces and Emergency Services (and Coast Guard & RNLI) who have PTSD.  They currently 

operate in Hampshire, Sussex and Surrey and hope to be able to go nationwide within 5 years 

www.servicedogsuk.org/what-we-do/ 

IODPA -   The Injury On Duty Pensioners Association is a charity providing information and support 

to officers injured on duty (physical and psychological) with a focus on injury on duty award reviews 

and appeals  https://iodpa.org/ 

Save Our Soldier – Charity which provides interventions for Post-Traumatic Stress Injury to both 

military and emergency services     www.saveoursoldier.co.uk 

First Light Trust -  Practical support for former emergency services and veterans.  “Feel like 

you’ve fallen through the net and don’t know which way to turn? Do you have depression, anxiety, 

Post Traumatic Stress Disorder (PTSD), or other mental health issues? Are you hungry or homeless? 

Are you struggling to get off drugs or alcohol?”  www.firstlighttrust.co.uk/how-we-help-uk-veterans/ 

Call 4 backup – Charity signposting police officers and staff where to get legal, financial and well-

being support www.call4backup.org/getsupport/supportoffered/ 

Police Dependents Trust – A charity which also funds private mental health care for officers in 

the unlikely event they are sectioned https://www.pdtrust.org/get-help/police-personnel/secure-

mental-health-treatment-funding/ 

http://www.safehorizon.co.uk/
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http://www.firstlighttrust.co.uk/how-we-help-uk-veterans/
http://www.call4backup.org/getsupport/supportoffered/
https://www.pdtrust.org/get-help/police-personnel/secure-mental-health-treatment-funding/
https://www.pdtrust.org/get-help/police-personnel/secure-mental-health-treatment-funding/


Copyright Safe Horizon UK 2018, all rights reserved www.safehorizon.co.uk  

Police Treatment Centre – The charity runs a two week psychological wellbeing programme   
http://www.thepolicetreatmentcentres.org/psychological-wellbeing-programme/psychological-
overview 
 

PFOA – Police Firearm Officers Association is a charity able to provide welfare support to members 

who are serving or retired AFOs, dog handlers, tactical commanders and taser officers 

www.pfoa.co.uk 

Welfare Support Programme in association with POLFED and PFOA - Officers involved in 

death or serious injury incidents that result in post-incident investigations or those who are 

suspended from duty can now access to the Federation’s Welfare Support Programme (WSP). They 

have a 24/7 helpline http://www.polfed.org/fedatwork/Welfare_Support_Programme.aspx 

Mind – The charity facilitates the Blue Light Programme for emergency services.  You can call, email 

or text their confidential Blue Light Infoline; just for emergency service staff, volunteers and their 

families. Trained advisors provide understanding, information and signposting to local support 

services.    https://www.mind.org.uk/news-campaigns/campaigns/bluelight/ 

Resettlement  
The Police Resettlement Expo is a one-day event where you can meet with companies who 

are actively recruiting people with police skills and experience 

http://www.policeresettlementexpo.com/ 

Police resettlement magazine -    Police Resettlement is the only recruitment and 

resettlement magazine that is published quarterly, free of charge to all police officers and civilian 

staff as well as criminal justice professionals    http://policeresettlement.com/ 

Treatment practitioners 
BACP – British Association of Counsellors and Psychotherapists has a register of accredited 

practitioners if you’re looking for private trauma focused treatment options 

https://www.bacp.co.uk/search/Therapists 

Royal College of Psychiatrists -  The RCPsych holds a register of members who are qualified or 

in training. Some Psychiatrists are in private practice as well as available via the NHS.  Speak to your 

GP about referral or search online for self-referral routes for private appointments          

https://www.rcpsych.ac.uk/usefulresources/publicmemberslist.aspx 
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