
Equal Treatment – Closing the gap: the DRC’s
formal investigation into health inequalities

In 2006, the Disability Rights Commission carried out a formal
investigation into physical health inequalities experienced by people

with learning disabilities and/or mental health problems. A year on, the
commission looked at progress in response to the recommendations

made. This latest report from the reconvened inquiry panel provides full
details of key recommendations for action and how the new Equality

and Human Rights Commission could pursue delivery. 

The DRC’s 18 month long investigation probed the experiences of people
with mental health problems and/or learning disabilities of primary care
services in England and Wales after international research showed that
these groups were at a higher risk of serious physical health problems. 

The investigation found new evidence that people with
learning disabilities and with mental health problems were
more likely to experience major illness, to develop serious

health conditions at an early age and to die of them
sooner than non-disabled people. Yet they were less

likely to receive some of the important evidence-
based treatments and health checks than

others with the same conditions but without
a mental health condition or learning

disability. They also faced real barriers in
accessing primary care services. 

The DRC investigation, which took
evidence from senior health

professionals, policy makers and
disabled people, analysed eight million

health records from the EMIS general
practices and represented the largest study

ever undertaken anywhere in the world.

Contact: www.drc-gb.org/
healthinvestigation
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A very happy 2008 to all of our
readers. This is the first edition of
Mental Health Promotion Update
since the departure of Jenny
Bywaters. I am sure you will all 
want to join me in wishing her a 
long and happy retirement and in
thanking her for her tireless efforts 
in raising the profile of public mental
health in this country. Life goes on 
of course and we continue this series
of newsletters which, I am delighted
to say, remains as popular as ever.
There is a wealth of learning and activity
from around the world which we can
draw on to support our own efforts to
promote mental health. That is why this
edition of Update has as its theme,
international activity on mental health
promotion. For the purposes of this
newsletter, we have included our
colleagues in Scotland who have
their own very rigorous
programme to improve mental
health and well-being in the
population.
The theme for the next
edition is Commissioning
for mental well-being:
practice based
commissioning. If you
wish to contribute,
please email me at
john.scott@
dh.gsi.gov.uk
or Mary 
Tidyman at
marytidy@
hotmail.com

In this issue . . . 

• A perspective from the U.S: Mental Health
is a complete state 

• Joining forces across Europe for
prevention and promotion in 
mental health

• Learning from the past, shaping the
future:  A perspective on mental
health improvement in Scotland
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Mental health improvement: 
evidence based messages to promote
mental wellbeing
NHS Scotland November 2007

This report was commissioned by NHS Scotland to assess
the strength of the evidence for mental health
improvement messages and to establish the views of the
public and professionals on what are sometimes referred
to as ‘positive steps’ for mental health. 

Taking all of the factors into account suggests that the
development of positive steps campaigns has ethical, as
well as strictly mental health-related dimensions. Evidence
from the review, as well as interviews with key informants
and the seminar for practitioners, indicate that: 

• positive steps messages to promote mental health should
form part of a wider strategy to tackle the social
determinants of mental health problems, and 

• local communities and groups should be supported to
adapt positive steps messages to take into account their
lived experience and thus to promote greater
effectiveness and ownership of mental health
campaigns. 

The evidence base for mental health improvement is still at
a relatively early stage. The findings in this report should
be seen as preliminary and as a contribution to ongoing
debate about the key influences on mental health and
wellbeing. We welcome comment and feedback: please
send these to:

Contact:
Joanna Teuton, NHS Scotland
Woodburn House, Canaan Lane, Edinburgh, EH10 4SG
e: joanna.teuton@health.scot.nhs.uk
www.healthscotland.com/documents/2188.aspx

‘Breaking Silence’ – A DVD
celebrating positive mental health
through the South Asian community
telling their story

A ground-breaking film which tackles the taboo subject of
mental heath in the South Asian community through true
stories has been launched in Birmingham.

‘Breaking Silence’, produced by Ashram Housing Association
in partnership with Heart of Birmingham Teaching Primary
Care Trust, was scripted with service users and details their
experiences of mental health and the services available to
them. The film has also received council backing. 

The film tells a story through the eyes of Amy, a young wife,
mother and second generation South Asian woman who
develops mental health problems through an unhappy
marriage to a husband she did not choose. The story begins
to unfold when Amy sinks further into depression as she has
not accessed any of the services that she needs. The story

ends on a positive note however, when she receives advice
and support that helps her back on the road to recovery.

The launch

The 20-minute DVD was launched on World Mental Health
Day as part of a major campaign to raise awareness of the
‘hidden’ problem in the South Asian communities in the
Midlands. The launch took place at an event which
brought together hundreds of health professionals and
community members who will also be consulted with
around the remodelling of mental health strategies and
services within the Heart of Birmingham tPCT area. 

In keeping with the ethos of enabling and empowering
female service users to speak out about their mental well-
being, the event that took place also showcased a ‘live
performance’ highlighting the experiences of a local
service user and the barriers that she faced when trying to
access mental health services at all levels.

Future plans

The future plans for the DVD are that it will be made
available to organisations both within the statutory and
voluntary sector as part of a wider training package that will
be delivered by Ashram Housing Association and will support
the Heart of Birmingham tPCT campaign to promote better
mental health amongst South Asian communities.

Caron Thompson, Ashram’s Mental Health Services
Manager and Executive producer of ‘Breaking Silence’, said:

‘Through listening to some of the stories that our service
users told us, we wanted to film some of the issues that
they came across in feeling isolated and not knowing
what services are out there for them. Some of the work
that we’re already doing both within our schemes and the
wider community highlights how we’re giving women the
confidence and knowledge to access care pathways that
will bring about better mental health and well-being. The
DVD and our launch event aimed to take the stigma away
from mental health, especially amongst our target
community, and we wish to use the launch as a
celebration of positive mental well-being.’

Using the medium of film to communicate serious
messages to local communities has been so well received
that the Heart of Birmingham tPCT are now looking to
commission further films that pick up issues for other
communities, e.g., the Irish, African Caribbean and
Chinese communities.

Contact:
Muna Choudhury  t: 0121 7643800
Caron Thompson  e: caront@ashramha.org.uk

About Ashram Housing Association:

Ashram Housing Association is an agency for social inclusion
and social impact, helping, through developing contributions
of individuals, to meet needs, choices and aspirations through
the provision of person-centred services. Ashram Housing
Association has over 1000 properties in management and
development across the West Midlands.
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It can be difficult asking for help when we are physically ill
because we may feel that our distress is understandable,
and therefore there is nothing that can be done about it.
Other reasons include not wanting to complain, or
believing that the doctors and nurses are more interested
in physical problems than emotional ones. 

Understanding personality disorder

'Personality Disorder' is an intriguing new booklet which
tackles one of the least well understood mental health
problems that confront us today in simple language, and
is intended for anyone who has received a diagnosis of
personality disorder, their families and friends.

By our late teens or early 20s, most of us have developed
a personality that allows us to get on reasonably well – if
not perfectly – with other people. But for some of us,
parts of our personality develop in a way that makes it
difficult for us to live with ourselves and/or others.

For people with personality disorder, it can be difficult to
learn from experience and to change those characteristics
– the unhelpful ways of thinking, behaving and feeling –
that cause the problems. We may find it difficult to make
or keep relationships, get on with other people, keep out
of trouble, or control our feelings and behaviour.

The booklet explains the different types of thinking,
feeling and behaving that belong to each of these
categories, and explores the causes of personality disorder.
These include upbringing, early problems in childhood,
and brain problems. Using drugs or alcohol, money
problems, and anxiety, depression or other mental health
problems make the condition worse.

For the above three leaflets . . . 

Contact:
The Leaflets Department, Royal College of Psychiatrists,
17 Belgrave Square, London, SW1X 8PG. 
t: 020 7235 2351 ext 259
e: leaflets@rcpsych.ac.uk

Royal College of Psychiatrists: New
Help is at Hand leaflets

Coping with postnatal depression 

Around 1 in 10 women have postnatal depression (PND)
after having a baby. Most cases start within a month of
giving birth, but it can begin up to 6 months later. PND is
different from the 'baby blues', and without treatment
can last for months, or, rarely, years.

The leaflet is for anyone who suffers from the condition,
for family and friends, and for people who want to know
more about this serious but treatable problem. It explains
what it is like to have PND – mothers can experience a
range of feelings, from depression, sleeplessness,
tiredness, irritability and lack of hunger to guilt, anxiety
and a sense that they are unable to cope.

The leaflet answers questions such as 'What about
hormones?', 'Do women with PND harm their babies?' and
'What can be done?' It offers self-help tips for women
during pregnancy and after the baby has arrived, such as
'DON'T try to be superwoman', 'DO go to antenatal
classes' and 'DO tell someone about how you feel.'

Doctors and nurses should regularly ask about the mental
health of mothers-to-be. There should be a specialist
service – a 'perinatal' mental health service – for women
who are pregnant or have given birth.

Although most women will get better without any
treatment after a period of weeks or months, this can
mean a lot of suffering. PND can spoil the experience of
new motherhood, and strain the relationship with the baby
and partner. It is important to get help as soon as possible.

Physical illness and mental health

Having a physical illness, and treatment for it, can affect the
way we think and feel. This leaflet explains the emotional
effects of having a serious physical illness, and offers advice
on how to cope with the mood changes that often
accompany ill health. It describes what it is like to
be anxious or depressed, and looks at the
reasons why these feelings are more likely
to occur if someone has a serious illness.

The booklet offers advice on when
people should seek help, and
emphasises that this is not a 
sign of weakness. Some people 
try to cope with feelings of 
anxiety and depression 
by keeping busy, but 
overactivity can lead 
to even more stress 
and exhaustion.
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Managing Stress and Violence at Work
Peter Ryan, Ian Dawson and Robert Hill,
Developed by The OSCAR project
(Occupational Stress with mental health
Clients in Acute Response)

Mental health workers endure considerable stress in the
course of carrying out their work. This resource is a
comprehensive training programme designed to enable staff
to successfully manage and reduce the affects of
occupational stress and violence in the workplace.

Work-related stress has been consistently identified as one of
the major workplace concerns to employees and can ultimately
challenge the healthiness and performance of an organisation.
The training provided by this resource will empower staff to
deal with and reduce workplace stress and violence. It can also
be delivered to teams of staff and used within organisations to
build support and to implement medium-term and long-term
strategies to prevent violence and minimise occupational stress.

The resource aims to improve the quality of working life for mental
health workers and the materials in this resource can be adapted
by a trainer to suit the particular needs of individual teams. The
materials are intended to be delivered by a trainer with a good
practical knowledge of clinical work in the mental health sector.

The training includes the following elements:

• Background information for trainers 
– the occupational stress evidence base
– a bio-psycho-social approach to work-related stress
– violence in mental health services. 

• Managing stress at the organisational level
– definitions of stress and burnout 
– the demand-control-support (DCS) model
– sources of stress at work. 

• Managing stress at team and individual levels 
– recognising signs and symptoms of stress and burnout
– identifying stress triggers 
– identifying negative thought patterns
– developing a coping strategy. 

• Risk management and risk assessment
– staff and organisational pressures contributing 
towards violence
– analysing the past history of violent episodes
– a structured basic risk assessment process
– de-escalation. 

• Developing effective strategies for coping with violence
– consequences of experiencing violence at work
– developing a support system at work
– sampling a support/debriefing group. 

Format: ringbound training manual with a CD-rom 
containing supporting OHPs, handouts and video clips. 

Price: £195  ISBN: 978 1 84196 211 5  
Publication date: Winter 2007

Contact:
Pavilion Publishing  t: 0870 890 1080

My name is Pete: new booklet for
young people

• 1 in 10 5 to 15 year olds in Britain have a mental 
health problem.

• 1 in 5 experience significant emotional distress. 
• Psychosis is 4 times more common than diabetes in

the young. 
A new booklet for young people and those who work
with them has been published by Mind to help them
recognise the signs of severe mental distress. Last
month's shocking new figures revealed that more
children are being prescribed medication for mental
health problems than ever before1 and mental distress
is a real and growing problem for adolescents.

My Name is Pete presents young people with
accessible information about psychosis and its
symptoms and how to manage them should they
arise. It has been produced in a comic book style and
has been narrated by a young person who is
experiencing mental distress.

Designer of the booklet, Emily Wilcox from Taunton and
West Somerset Mind, was inspired to produce the
booklet after working in schools with both young people
experiencing distress and their teachers. Emily said:

"Working as a mentor in schools has shown me that
there is a need to educate young people about mental
health issues. When you start talking about psychosis
to young people, they can have a lot of
preconceptions about what it means, and pressure
from peers can make it difficult for young people to
come forward about their problems. There's a lack of
easily accessible information on the subject. The
booklet is designed so that even those who shy away
from reading can pick it up and read it, and start
thinking about their well-being."

Psychosis is often triggered by stress and life events,
and academic pressure, relationship problems and
concerns about the future mean that growing up can
be a difficult time for many adolescents. My Name is
Pete gives young people a way of making sense of their
feelings, and encourages them to come forward and
seek support when they need it. The booklet also
allows those who work with young people to recognise
the symptoms of more serious distress so that they can
offer them advice on how to access support.

Contact:
Mind Publications  t: 0844 448 4448
e: publications@mind.org.uk
www.mind.org.uk/osb 

1 631,000 prescriptions were written for mental health
diagnoses for the under-16s in 2006/2007, compared to
146,000 in the mid 1990s. The figures were obtained by
David Laws, Liberal Democrat Shadow Children's Secretary
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of people currently receiving incapacity benefits are doing so
because of mental ill-health. Yet we know that being in
work is usually good for people with all types of mental

health problems, whereas being out of work can lead to an
increased likelihood of anxiety and depression and increased

use of medication. Work doesn't have to be part of the
problem, it can be part of the treatment too. So there is a

clear need to support people with mental health conditions
to overcome or manage their problems, helping them to

find or remain in work."

Alan Johnson, Secretary of State for Health, said: “This
package is designed to help people keep well and in work,
which will ultimately save businesses huge amounts in sick

leave and contribute to a better quality of life for those who
may have otherwise had to give up work."

Elements of the package include:

• Development of a National Strategy for Mental Health and
Work, to ensure a coordinated response across government

to the challenges faced by people of working age with
mental health conditions and improve their employment

chances. The strategy will be overseen by a group of
business, medical, academic and stakeholder representatives,

including Lord Richard Layard, and chaired by the National
Director for Health and Work, Dame Carol Black.

• An advice and support service for employers, especially
smaller businesses, will be piloted to help them to manage

and support people with mental health conditions to remain
in or return to work. This service may also provide support
and advice for GPs as part of efforts to more closely align

employment and healthcare services.

• Expansion of the pilots placing Jobcentre Plus advisers in
GP surgeries, to treble the capacity. The enlarged pilots will

have a particular focus on supporting people with mental
health conditions and will be supported by a roll-out of our
educational programme for GPs on health and work issues,

focusing specifically on mental health and employment

• Wherever possible, the Pathways to Work and Improving
Access to Psychological Therapies programmes will be linked

up as they are rolled out across the country, allowing
customers to take up the full range of support available and

experience their back to work and healthcare support.

• Alongside this, a mental health forum will bring together
all those involved in delivering Pathways to Work support, to

share evidence and experiences in relation to support for
people with mental health conditions.

• Changes to the process for issuing medical certificates,
currently being developed with employers, healthcare

professionals and their representative bodies will reflect the
emphasis on "capacity" rather than "incapacity" and will

make it easier for GPs to provide more helpful advice to
patients and their employers about their fitness for work,

especially for those with mental health conditions.

Contact:
www.dwp.gov.uk

Support for stopping smoking 

The high prevalence of smoking in mental health settings
has long gone unquestioned. Now, with the smoking ban

that was introduced in July 2007, there is an opportunity for
mental health professionals to tackle this challenging issue.

Here in west London, the Ealing and Hounslow Stop
Smoking Service collaborated with West London Mental
Health Trust and adapted the evidence based NHS Stop

Smoking programme for use across mental health settings.
A year on, trained ward and community staff are delivering

specially developed care plans to all patients and offering
group or one to one sessions (and Nicotine Replacement

Therapy) for those who want to stop /cut down.

The common belief that smoking is the only pleasure for
patients runs counter to the purpose of our work to

encourage healthy behaviour. Patients who quit often show
increased confidence and a reduction of symptoms

(particularly in anxiety and depressive disorders), as well as
better general health. We hope to see positive results soon!

Contact:
Alexandra Higgins

e: alexandra.higgins@hounslowpct.nhs.uk

New support for employers and GPs
to tackle stress-related sick notes  

The Government is to treble the number of employment
advisers in GP surgeries and pilot a new £8m advice and

support service for smaller businesses as part of a new
approach to help people with stress and other mental health

conditions find and keep work.

The measures underpin the development of the first national
strategy for mental health and work, led by the National

Director for Health and Work, Dame Carol Black.

Peter Hain, Work and Pensions
Secretary, said: "People suffering

from mental health conditions
often experience problems in

finding and keeping work, and
mental ill-health is now the

biggest single cause of both
absence from work and

incapacity benefit claims. In
fact, around 40 per cent 

INITIATIVES
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A sample of international initiatives
for World Mental Health Day 2007 

The theme of WMHD 2007 was cultural diversity and
mental health. The World Federation for Mental Health
produced campaign material describing the critical role
cultural awareness plays in the planning and delivery of

effective mental health services, factors that must be
taken into consideration when planning intervention

strategies for migrants, the impact of culture on services,
best practices in transcultural mental health, and mental

health implications of disasters (see the World Federation
for Mental Health supporting material ‘Mental health in a

changing world: the impact of culture and diversity’ at
www.wfmh.org/2007material.htm). The following are

examples of initiatives which took place globally:

Intercultural mediation

Research shows ethnic minorities may systematically
receive a lower quality of health care than non-minorities.

Disparities are partly related to stereotyping, biases and
uncertainty on the part of health care providers and

linguistic and cultural barriers which can result in care
poorly matched to minority patients' needs. In Belgium, an

intercultural mediation program aims to improve access
and quality of care delivered to ethnic minority patients at

the hospitals. The WHO Office on Socioeconomic
Determinants of Health in Venice, Italy also deals with

intercultural mediation through a number of projects in
Germany, called With Migrants, for Migrants.

The Loneliness campaign

The Lithuanian State Mental Health Centre organised a
campaign to draw attention to actual public mental health

problems and activate the community in acknowledging
these. The main aims of the campaign were:

• to pay attention to the loneliness of different groups of
society closely related to other social and mental health

problems – sadness, depression, suicides;
• to raise a sense of responsibility and compassion in

society especially among children; 
• to make lonely people feel better during holiday 

seasons such as Christmas time, when loneliness 
is more reinforced.

Invitations to take part in the campaign were spread by
television, on popular web sites, as advertisement at bus

stations, and in the newspapers. Participants of the
campaign (most of them were children) created postcards

or other hand made gifts and presented them to older
and lonely people in hospitals, foster homes, people living
alone, etc. Some participants sent hand-made post cards

to the State Mental Health Centre, which distributed them
to lonely people. Some child care organisations distributed

greetings directly. The municipalities helped to find
contacts of lonely people in their districts. More than 300

organisations and families took part in that campaign.
More than 1500 post cards were received and forwarded

A new support and information
service for siblings of people with

severe mental illness 

Rethink Siblings is an on-line network that will enable
siblings to give and receive support and advice from other

siblings via a discussion forum. There will be dedicated
information pages for siblings on Rethink’s website as

well as a weekly blog where siblings can share their
personal stories. Centring Rethink siblings on the

internet means siblings from all over the world will be
able to access this service. 

It is a known fact that mental illness impacts the whole
family but siblings have been a previously neglected

group. Sisters, in particular, have voiced frustration at the
lack of services currently available. 

Rethink surveyed its members to help shape this new,
much-needed, service. There was a clear feeling that

information and support for siblings is lacking.
Alarmingly, while 80% of respondents said their main

source of information was the NHS, 39% said that they
didn’t find it helpful. 

• 264 questionnaires were completed
• 30 per cent of the siblings who responded had no

other brother or sister
• Schizophrenia was the most common diagnosis 

(53 per cent)
• The highest number of respondents were in the 41 – 65

age group (41 per cent), closely followed by the 26 – 40
age group,(38 per cent), and

• No funding has been received for the Siblings Network

The survey identified that siblings are crying 
out for information on: 

• What happens after parents become elderly/die
• How someone’s mental health condition 

affects their siblings 
• Information on legal issues

• How to improve their relationship with their sibling, and 
• Information on the links between genetics and 

severe mental illness.

Lucy Canning, 36, a Rethink member whose younger
brother has had schizophrenia for the last ten years,

worked with Rethink to create the Siblings Network. She
said: "The impact on him and the family was immense.
We had no comprehension of what schizophrenia was,

we all wondered how we could have stopped him getting
ill, and we had no idea how best to support him." 

Contact:
Vicky Trimikliniotis, Media Officer

Rethink, 5th Floor, Royal London House, 
22-25 Finsbury Square, London, EC2A 1DX

t: 020 7330 9149 
www.rethink.org

INITIATIVES



to lonely people by the State Mental Health Centre (see
www.vpsc.lt/akc_web/index.htm). The theme was

discussed by citizens on various web sites.

A baseline study into access and appropriateness of
mental health services for minorities 

Do mental health facilities employ a specific strategy to
ensure that linguistic minorities can access mental health

services in the language in which they are fluent? 

Access to mental health services in a language appropriate
to minorities is a difficulty many countries have not

addressed. Only few countries in the region have specific
strategies in place in all or almost all mental health facilities
to ensure that linguistic minorities can access mental health

services in the language in which they are fluent. 

In over 40% of the countries such strategies are not
present in any of the facilities, while in about 30% of the
countries strategies are only present in less than 20% of

the mental health facilities. However, in most of these
countries, both the main population and minority groups,
including service users and health professionals, are fluent

in the relevant languages (e.g. Russian and national
languages of Estonia, Lithuania, Azerbaijan, or the former
Yugoslavian language and the current national languages

of Croatia, Bosnia Herzegovina, etc.). 

However for immigrants and refugees, access to services
in a language service users are fluent in has been

identified as a problem particularly in countries with large
number of immigrants. 

Is the use of mental health services by ethnic and
minority groups proportionate in comparison to their

relative population size? 

Most countries find it difficult to report on the proportion
of ethnic and minority groups that use mental health

services in comparison to their relative population size. In
countries where this information is available; 

• Service users from ethnic and minority groups are almost
equally represented in their use of mental health outpatient
services in about 30% of the countries and substantially

under-represented in about 25% of the
countries; 

• While only a small proportion of countries
report that service users from ethnic and
minority groups are substantially under-

represented in their use of mental
hospital services, about 50% of the
countries were not able to provide

information on this issue. It is reported
that in about 35% of the countries

service users from ethnic and
minority groups are about equally

represented. Only the UK and
Estonia report that they are

substantially over-represented. 

Some of the countries
indicated that the ethnicity of
service users is not recorded

at admission, which is why information is not available. It
was also mentioned that Roma population tends to access
mental health services less frequently as many of them are

not insured. 

Are there any special programmes that provide care for
vulnerable and marginalised groups, including minorities

and illegal immigrants? 

Special programmes that provide mental health for
vulnerable and marginalised groups, including minorities

and illegal immigrants are not available in over 50% of
the countries. About 40% of countries confirmed they

have such programmes. Thus, special needs of the
following groups are being addressed in 8 countries of the

old EU and 4 countries of the Balkan region. 

• Minority and ethnic groups (Roma, 
Jewish, black people, Chinese people); 

• Different age and gender groups 
(children and adolescents, women and men); 

• Immigrants, refugees, asylum seekers, 
victims of war, victims of trafficking; 

• Other groups (homeless mentally ill, people with substance
abuse problems, travellers with mental health problems).

Contact:
Johanna Kehler, (NCL-MHN) 

e: jke@euro.who.int
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and that they would have bettered from more locally specific
representation (e.g. from GP surgeries, support groups,

community centres, etc.) to help draw in the crowds.
However, all in all, for a first attempt, it was a great success

and the project management team is keen to run ‘The Big 1
in 4 Bus’ even better for next year’s World Mental Health Day.

Contact:

Amanda Price, Campaigns Officer, Lifecraft
The Bath House, Gwydir Street, Cambridge, CB1 2LW

t: 01223 566957 e: amanda@lifecraft.org.uk
www.lifecraft.org.uk

The public health portal of the 
EU: Mental Health 

www.ec.europa.eu/health-
eu/health_problems/mental_health/index_en.htm

This portal provides lots of information about 
European-wide activities in the field of mental health/

mental health promotion.

You can find an overview of EU policies and initiatives
around promoting good mental health. 

On 14 October 2005, the Commission adopted a Green
paper "Promoting the mental health of the population.

Towards a strategy on mental health for the EU” and this
can be accessed through the portal, together with

information about the consultation process.

The main objectives of the EU strategy 
on mental health are: 

• Preventive action
• Care and treatment

• Addressing stigma and discrimination against people
with mental disorders, and

• Improving information and knowledge. 

Actions considered as priorities are:
• improving parenting skills

• encouraging a participative workplace culture
• supporting social networks, and

• promoting social inclusion, human rights and human dignity.

Possible actions on mental health 

Evidence generated from projects under the EU's Public
Health programmes and other sources demonstrate that

action on mental health is possible and can be cost-effective.
Investing in mental health can be as valid and effective as
investing in physical health. This can be seen from many
successful examples to promote good mental health, to

reduce the burden of mental ill health and to protect the
rights and the dignity of mentally ill and disabled people.

You can access more information on projects in the field
of mental health co-funded from Community Public

Health Programmes: ec.europa.eu/health/ph_determin
ants/life_style/mental/projects_mental_health_en.htm

The Big 1 in 4 Bus 

To celebrate World Mental Health Day, highlight the fact that
1 in 4 people will experience a mental health problem during
the course of a year and raise awareness about mental health

and local services, ‘The Big 1 in 4 Bus’ travelled throughout
Cambridgeshire from Monday 8th October through to Friday

12th October, stopping in many parts of Cambridgeshire in
public places such as market squares, supermarkets and high
streets. The aim was to make contact with all types of people

within the general community.

This project was coordinated by the Cambridge based
mental health charity, Lifecraft. Funding came from Comic

Relief and two Solicitors (Blavo and Co. & Irena Spence and
Co.). Its success was the result of a massive team effort by

forty seven local agencies providing services for either
young people, adults or the elderly. All of these agencies

had their information on board the double-decker bus and
some also had their representatives available too. 

Also on board the bus were computers playing awareness
raising DVDs and lots of information on specific mental

health issues. By the entrance there was a mental health
awareness raising exhibition which included ‘top tips on

looking after your mental health’, awareness raising
statistics and profiles of celebrities throughout history who

have experienced mental health problems. To further
promote the agencies involved, visitors could take away

leaflets and CDs that listed all the agencies on board and
passers by were also handed awareness raising flyers.

The event was publicised on local radio and newspaper as
well as via email and by a mass mail-out to community

centres, GP surgeries, churches and local businesses. 

All visitors were invited to complete a feedback form to help
evaluate the project and there were sixty nine respondents.

86% said that they had found the information they were
looking for, with only 14% saying that they had only partly

found what they were looking for. When asked how they
rated ‘The Big 1 in 4 Bus’, 67% rated it as excellent, 32%

good and 1% said that it was OK. 

An evaluation meeting was held in November so that all the
agencies involved could give their feedback. All said that they

had found the project worthwhile in terms of raising
awareness and having the opportunity to network with other
organisations. All recognised that some stops were very quiet

INITIATIVES



The European Commission's mandate in 
the field of mental health 

The EU-Public Health Programme 2003-2008 constitutes
the current instrument for action at Community level in
the field of mental health. It is based on Article 152 of

the Treaty (europa.eu/eurlex/en/treaties/selected/
livre235.html) establishing the European Community. All

actions shall fully respect the responsibilities of the
Member States for the organisation and delivery of health

services and medical care. 

The objectives of the Public Health Programme are: 

Health information: Improving information and
knowledge for the development of public health 

Health threats: Enhancing the capability of responding
rapidly and in a co-ordinated fashion to health threats

Health determinants: Promoting health and prevent
disease through addressing health determinants across all

policies and activities

Cross cutting themes to reflect the integrated
approach: Ensuring a high level of human 

health protection in the definition and implementation 
of all Community policies and activities, through the
promotion of an integrated and inter-sectoral health
strategy. This work will be developed in connection 
with other activities to meet health challenges such 

as assessing the impact of enlargement on health or 
on how to develop the health community, and

Tackling inequalities in health: Encouraging 
co-operation between Member States in the areas

covered by Article 152 of the Treaty. 

European Commission activities on
mental health – Follow up to the

Green Paper and beyond 

Mental health is an important public health issue and it
also promotes progress in education, productivity and

social welfare. This was the key message in the European
Commission's Green paper on Mental Health of 20051.

Following the adoption of the Green Paper, the
Commission organised a wide open consultation process. 

The European Parliament, the Governments of many EU-
Member States, including the one of the United Kingdom
and the House of Lords, contributed, together with more
than 237 further respondents. The responses were made

publicly available on the website of the Commission's
Directorate-general for Health and Consumer Protection2.

The consultation revealed the strong interest for more
integration of mental health issues into Community policies
and the need for more exchange between Member States.

There was an emphasis on the importance of mental
health promotion and prevention, as well as of improving
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the situation of those with mental health problems
through reducing stigma and discrimination. The

implications of non-health sectors' policies on mental
health should be better considered in policy making and

implementation, and tools to do that must be further
elaborated. The substantial needs for improvement in

mental health care were also noted. Many research needs
were identified, as well as the need to improve the links

between research and policy-making.

Progress has been made: recent major policy documents
at Community level have addressed aspects related to

mental health at Community level. This includes the
Commission White Paper on the EU Health Strategy

"Together for Health. A Strategic Approach for the EU
2008-13", the new Commission Strategy on Health and
Safety at the Workplace and a European Parliament and
the Council Recommendation on Key Competences for

Lifelong Learning. 

At the meeting of the EPSCO-Council in early December,
Commissioner Markos Kyprianou explained to Ministers

from Member States his intention to organise a high level
conference on mental health. This will be a follow-up to
the Green Paper consultation. This event will take place

on the 13 June 2008 in Brussels, with the presence of
both Commissioner Kyprianou and the President of the

European Commission Jose Manuel Barroso. It is expected
to establish a cross-sectoral European Pact for Mental

Health. Preparations are already ongoing.

Contact:
Jürgen Scheftlein, Official in charge of mental health

DG Health and Consumer-Protection
European Commission, Luxembourg

e: Jurgen.Scheftlein@ec.europa.eu

1 “Improving the mental health 
of the population. Towards a 

strategy on mental health 
for the EU”  

2 http://ec.europa.eu/health/ph_
determinants/life_style/mental/

mental_health_en.htm
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A new report from MIND: 
Another Assault1

A new study from MIND exposes the extreme levels of
harassment and victimisation experienced by people with
mental health problems in the community. Mind’s new
research reveals that 71 per cent of respondents with
mental health problems had been the victim of a crime in
the last two years, with just 19 per cent feeling safe all of
the time in their own homes. In a further blow, victims'
reports of these crimes are frequently not taken seriously
by the very authorities that should be there to help them.

People with mental health problems are 11 times more
likely to be victimised than society as a whole2. Mind
found the following shocking levels of victimisation that
compared worryingly with the British Crime Survey (BCS)
of national figures over one year3:
• 71 per cent of respondents had been victimised in the

last two years (compared to 24.4 per cent in the BCS) 
• 22 per cent had been physically assaulted (compared to

3.6 per cent in the BCS) 
• 27 per cent had been sexually harassed and 10 per cent

sexually assaulted (BCS figures of sexual violence are too
low to be recorded separately) 

• 22 per cent reported being physically assaulted
(compared to 3.6 per cent being the victim of violence
in the BCS) 

• 41 per cent were the victims of ongoing bullying 
• 26 per cent had their homes targeted, and
• Nearly 90 per cent of respondents living in local

authority housing had been victimised. 

Victims were called names, followed, pestered, 
chased, and had things thrown at them. Others were 
spat at, received prank calls and hate mail. Some 
received death threats. 

Reporting crimes

• 64 per cent of victims of crime and harassment were
dissatisfied with the response of the authorities to
reporting the incident. 

• 60 per cent of victims said appropriate authorities did
not take them seriously. 

• 36 per cent of those who didn’t report a crime felt
police wouldn’t believe them. 

• Many cases are dropped by the Crown Prosecution
Service before they get to court without any
consultation with the victim or support being offered. 

• Mental health history is often used by defence lawyers
in cross examination to discredit victims, despite being
irrelevant to the case. 

Poor relationships between people with mental distress
and the police were the most frequently cited barrier to
justice. Respondents said that disclosing a mental health
diagnosis resulted in a hardening of police attitudes, and
a loss of sympathy. People felt the reporting of crimes was
pointless as the authorities would do nothing about it.

"Time and again we hear stories of people with mental
health problems being discriminated against, but what we
have uncovered here is evidence of bullying, harassment
and victimisation on an alarming scale. People with
mental distress feel unsafe in their own communities,
unsafe in their own homes and have even come to expect
harassment as part of living with mental distress.
Victimisation of any group of people on this scale is
unacceptable, and we need the Government to show that
disability hate crime will not be tolerated." Paul Farmer,
MIND’s Chief Executive

Mind calls for:

• The British Crime Survey to start recording crimes against
people with mental health problems. We need to know
the scale of the problem, so we can measure how well
the justice system is responding to diverse groups 

• All frontline police, CPS recruits and legal professionals
should receive mental health awareness training,
delivered by people with mental distress 

• Tighter rules around the use of mental health histories
in court. Psychiatric experts should be independent,
rather than acting for the defence or prosecution 

• Sentencing that reflects the need to challenge
discrimination against people with mental health
problems, and 

• Third party reporting schemes available around the
country, so people are empowered to report a crime4.

Contact:
MIND  t: 020 8522 1743
www.mind.org.uk/anotherassault

1 Mind (2007) Another assault www.mind.org.uk/anotherassault

2 Levin (2005) People with mental illness more often crime
victims. Psychiatric news, Volume 40, No. 17, pp16.

3 Home Office Statistical Bulletin: Crime in England and Wales
2006/07, 4th Edition. Edited by Sian Nicholas, Chris Kershaw
and Alison Walker, July 2007.

4 Third party reporting schemes give victims an alternative place,
other than police stations, to report crimes against them. They
provide victims with information and advice, work to improve
police relations and help people with mental health problems
get equal access to justice.

RESEARCH



11

There are three
conceptions of
health throughout
human history, but
only one – the
pathogenic
viewpoint – has

informed our approach to
population mental or physical health.
The pathogenic approach views
health as the absence of disability,
disease, and premature death. The
second approach is the salutogenic
approach which views health as the
presence of positive human capacities
and functioning that protect against
illness. The third approach is the
complete state model, which is based
on the conception of health as being
hale, or whole, and is exemplified in
the World Health Organisation’s 1948
definition of overall health consisting
of the presence of positive human
capacities and functioning as well as
the absence of disease or infirmity. 

Because it combines the pathogenic
and salutogenic paradigms, the
complete states approach is the only
paradigm that can achieve true
population health. Until recently,
mental health as something more than
the absence of psychopathology
remained undefined, unmeasured, and
therefore unrecognized. In the 1999
U.S. Surgeon General’s annual report,
Dr. David Satcher conceived of mental
health as “. . . a state of successful
performance of mental function,
resulting in productive activities,
fulfilling relationships with people, and
the ability to adapt to change and to
cope with adversity” (page 4). In 2004,
the World Health Organisation described
mental health as not merely the absence
of mental illness, but the presence of
“. . . a state of well–being in which the
individual realizes his or her own
abilities, can cope with the normal
stresses of life, can work productively
and fruitfully, and is able to make a

contribution to his or her community”. 

Both definitions affirm the vision of
mental health as not merely the
absence of mental illness, but the
presence of something positive. Social
and psychological scientists have been
studying ‘something positive’ in the
domain of subjective well-being –
individuals’ evaluations and judgment
of their own lives – for over fifty years.
This research has yielded thirteen
specific dimensions of subjective well-
being in the U.S. adult and adolescent
populations. Studies show that the
scales measuring subjective well–being
represent positive emotions toward
one’s life (hedonic well-being) and
positive functioning in life (eudaimonic
well-being). 

The different dimensions of 
mental well being

Many studies of hedonic well-being
have shown that it consists of two
main dimensions, the first being how
satisfied are you with your life overall
and the other being the emotions that
one experiences in a typical month
(e.g. how frequently one experiences
joy, contentment). The domain of
functioning well in life consists of
psychological and social well-being.
Psychological well-being consists of
dimensions such as self acceptance,
purpose in life, personal growth,
positive relations with others,
autonomy, environmental mastery.
Social well-being consists of
acceptance of others, a sense of social
contribution, feeling socially
integrated, an interest in society and
“what is going on,” and a sense of
social growth. Thus, when the six
dimensions of psychological well-being
are combined with the five dimensions
of social well-being, there are at least
eleven different signs of positive
functioning in life. With the two
dimensions of hedonic well-being,
which represent whether and how

much one feels good about life, the
set of thirteen dimensions of
subjective well-being provide a
comprehensive assessment of the
overall quality of life.

Subjective well–being research yielded
clusters of mental health symptoms that
mirror the cluster of symptoms used to
diagnose major depressive episode
(MDE). In the same way that depression
requires symptoms of an-hedonia,
mental health consists of symptoms of
hedonia such as emotional vitality and
positive feelings toward one’s life. In the
same way that major depression consists
of symptoms of mal-functioning, mental
health consists of symptoms of positive
functioning. Each measure of subjective
well-being is considered a symptom
because it represents an outward sign of
an unobservable state. Latent, or directly
unobservable, conditions must be
inferred from symptoms. Moreover,
mental health, like mental illness, is
identifiable only as collections of signs
and symptoms that, as a syndrome,
reflect an underlying state of health or
its absence. The diagnosis of positive
mental health flows from this
compatibility of clusters of signs of
mental health as in mental illness,
particularly depression (i.e., anhedonia
and hedonia; malfunctioning and
positive functioning).

To be diagnosed as flourishing in life,
individuals must exhibit high levels on
at least one measure of hedonic well-
being and high levels on at least six
measures of positive functioning.
Individuals who exhibit low levels on
at least one measure of hedonic well-
being and low levels on at least six
measures of positive functioning are
diagnosed as languishing in life.
Languishing is the absence of mental
health – a state of being mentally
unhealthy. To be languishing is to be
in a state of being stuck, stagnant, or
empty, and devoid of positive
functioning in life. Adults who are

A perspective from the U.S: Mental Health is a
complete state and not merely the absence of mental
illness symptoms or diagnoses
©2008 Corey L.M. Keyes, Emory University, USA
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moderately mentally healthy do not fit
the criteria for either flourishing or
languishing in life. 

Mental illness and mental health
from two continua in the
population

The theory that the MIDUS measures
of mental health and mental illness
(see details of study below) belong to
latent continua was tested. Three
scales served as indicators of mental
health: the summed scale of emotional
well-being (i.e., single item of
satisfaction + scale of positive affect),
the summed scale of psychological
well-being (i.e., six scales summed
together), and the summed scale of
social well-being (i.e., the fives scales
summed together). Four summary
measures served as indicators of
mental illness, based on the number
of symptoms of four mental disorders:
generalized anxiety, panic disorder,
major depressive episode, and alcohol
dependence. Two competing theories
were tested. The single factor model
hypothesizes that the measures of
mental health and mental illness
reflect a single latent factor, support
for which would indicate that the
absence of mental illness implies the
presence of mental health. The two
factor model hypothesizes that the
measures of mental illness represent
the latent factor of mental health that
is distinct from, but correlated with,
the latent factor of mental illness that
is represented by the measures of
mental illness. The data strongly
supported the two factor model,
which was a nearly perfect fitting
model to the MIDUS data. 

As predicted, there is a modest
association between mental health
and mental illness; level of mental
health tends to increase as level of
mental illness decreases. The modest
correlation suggests, however, that the
latent constructs of mental health and
mental illness are distinctive. This
distinctiveness raises the empirical
question of the risk of an episode of
mental illness as levels of mental
health decrease. Languishing adults
report the highest prevalence of any of
the four mental disorders as well as
the highest prevalence of reporting

two or more mental disorders during
the past year. In contrast, flourishing
individuals report the lowest
prevalence of any of the four 12-
month mental disorders or their co
morbidity. Compared with languishing
or flourishing, moderately mentally
healthy adults were at intermediate
risk of any of the mental disorders or
two or more mental disorders during
the past year. Thus, the 12-month risk
of major depressive illness, for
example, is over five times greater for
languishing than flourishing adults. 

Support for the two factor model
provides the strongest scientific
evidence to date in support of the
complete health approach to mental
health. The evidence indicates that the
absence of mental illness does not
imply the presence of mental health,
and the absence of mental health
does not imply the presence of mental
illness. Thus, neither the pathogenic
nor salutogenic approaches alone
accurately describe the mental health
of a population. Rather, mental health
is a complete state that is best studied
through the combined assessments of
mental health with mental illness.
Complete mental health is a state in
which individuals are free of mental
illness and they are flourishing. Of
course, flourishing may sometimes
occur with an episode of mental
illness, and moderate mental health
and languishing can occur both with
and without a mental illness.

Flourishing mental health is even
better than moderate mental health 

To have ‘complete mental health,’ one
must be flourishing and free of most
common mental disorders over the
past year. Research has supported the
hypothesis that anything less than
complete mental health results in
increased impairment and disability.
For example, adults diagnosed as
completely mentally healthy
functioned superior to all others in
terms of reporting: 
• the fewest workdays missed
• fewest workdays cutback by one-

half
• the lowest rate of cardiovascular

disease
• the lowest level of health limitations

of activities of daily living
• the fewest chronic physical diseases

and conditions
• the lowest healthcare use, and
• the highest levels of psychosocial
functioning. 

In terms of psychosocial functioning,
this meant that completely mentally
healthy adults report the lowest level
of perceived helplessness, the highest
level of knowing what they want from
life, the highest level of self-reported
resilience (e.g. that they try to learn
from adversities), and the highest level
of intimacy (e.g. that they have very
close relationships with family and
friends). In terms of all of these
measures, completely mentally healthy
adults functioned better than adults
with moderate mental health, who in
turn functioned better than adults
who were languishing. 

Just over 20% of adults in the MIDUS
study had an episode of at least one
of the four mental disorders. However,
and very importantly, levels of mental
health differentiate levels of
impairment and disability even among
adults who have had a mental illness
in the past year. Adults with a mental
illness who had either moderate level
of mental health or were flourishing
reported fewer workdays missed,
fewer workdays cutback, and fewer
health limitations of daily living than
those who were languishing and had
a mental illness. Thus, languishing
individuals who also had one or more
mental disorders functioned worse
than all others on every criterion.
Adults with a mental illness who also
had either moderate mental health or
flourishing function no worse than
adults who were languishing and did
not have a mental disorder. Thus,
mental illness that is combined with
languishing is more dysfunctional than
the situation when a mental illness
occurs in the context of moderate
mental health or flourishing. 

Another published paper investigated
the association of the complete mental
health diagnoses with chronic physical
conditions associated with age. The
complete mental health diagnosis was
associated with 85% of the chronic
physical conditions measured in the
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MIDUS study. The prevalence of
chronic physical conditions was highest
among adults who are languishing and
had an episode of major depression,
and lowest among completely mentally
healthy adults. The prevalence of
chronic physical conditions was slightly
higher among moderately mentally
healthy adults than completely
mentally healthy adults, whereas
languishing adults reported even more
chronic conditions than adults with
moderate mental health. 

Overall, adults with major depression
and languishing had an average of 4.5
chronic conditions. Adults with
depression but who also had
moderate mental health or flourishing
had an average of 3.1 chronic
conditions, which was the same as
adults who were languishing but
without any mental illness. Moderately
mentally healthy adults without any
mental illness had an average of 2.1
chronic conditions, compared with
adults with complete mental health
who had on average of 1.5 chronic
conditions. When compared against
completely mentally healthy adults,
chronic physical conditions increased
as the level of mental health decreased.
It is noteworthy that mental health
status was a significant predictor of
chronic physical conditions even after
adjustment for the usual sociodem-
ographic variables as well as body
mass index, diabetes status, smoking
status, and level of physical exercise. 

Further analyses revealed statistically
significant interactions of age with
two of the mental health diagnostic
states. In short, languishing with, and
languishing without, a mental illness is
associated with increasing numbers of
chronic physical diseases with
advancing age.

Results from this study suggest two
important findings. First, adults who
were completely mentally healthy had
the lowest number of chronic physical
conditions at all ages. Second, the
youngest adults who were languishing
had the same number of chronic
physical conditions as older flourishing
adults. Younger languishing adults
who also had MDE had 1.5 more
chronic conditions than older

flourishing adults. In other words, the
absence of mental health – whether it
is languishing or languishing combined
with a mental illness – appears to
compound the risk of chronic physical
disease with age. 

Last but not least, we have found
healthcare utilization to be lowest
among adults who are flourishing.
Rates of overnight hospitalisations
over the past year, outpatient medical
visits over the past year, and number
of prescription drugs were lowest
among adults who were flourishing
and physically healthy, followed by
adults who were either flourishing but
had physical illness conditions or
adults who were not flourishing but
were physically healthy. In short,
complete mental health – i.e.,
flourishing and the absence of mental
illness – should be central to any
national debate about healthcare
coverage and costs. Rather than
focusing all discussions around
healthcare delivery and insurance, the
US must increase and protect the
number of individuals who are healthy,
driving down the need for healthcare. 

Why we need mental health
promotion and protection as well
as mental illness prevention and
treatment

Scientific evidence points towards one
unmistakable conclusion: flourishing is
a desirable condition that any
community, organisation or
government should want to protect or
promote in its citizens. How much of
the adult population is mentally
healthy? Only 17% of U.S. adults who
were free of a mental illness during
the past year fit the criteria for
flourishing in life. Most of the adult
population (51%) did not have an
episode of mental illness but were
only moderately mentally healthy.
Worse yet, 10% of adults are mentally
unhealthy, as they are languishing and
did not fit the criteria for any of the
four mental disorders – and
languishing adults averaged one
symptom of mental illness. In addition,
23% of adults fit the criteria for one
or more of the four mental disorders
measured in the MIDUS. Of that 23%,
7% had a mental illness and fit the

criteria for languishing (i.e. individuals
had an episode of mental illness along
with the absence of mental health). Of
the 23% with a mental illness, 14.5%
had moderate mental health and
1.5% was flourishing. 

The goal of any approach to
population mental health should be:
• reduction of mental illness and 
• promotion of rates of complete

mental health. 

Whereas it would be ideal if 60%, for
example, of the population was
flourishing and free of mental illness,
barely 20% U.S. adults are truly
mentally healthy. Too many adults
experience an episode of mental illness
in a year, and too few adults are
flourishing. These findings suggest a
need for national investments in the
promotion of mental health as flourishing.
The size of the adult population with
moderate mental health, and its
proximity to being completely mentally
healthy, indicates a cost-effective
leverage point for increasing national
mental health. Evidence reviewed
earlier suggests that reducing the size
of the moderate mental health group
by increasing its mental health could
substantially reduce direct costs (e.g.
use of health care) and indirect costs
(e.g. workdays lost). 

In conclusion, measures of mental
illness and measures of mental health
form two distinct continua in the U.S.
population. Measures of disability,
chronic physical illness, psychosocial
functioning, and healthcare utilisation
reveal that anything less than
flourishing is associated with increased
impairment and burden to self and
society. Only a small proportion of
individuals free of a common mental
disorder are mentally healthy, i.e.,
flourishing. Thus, the absence of
mental illness is not the presence of
mental health, flourishing individuals
function markedly better than all
others, but only a fifth of the U.S.
adult population is flourishing. 

The paradigm of mental health
research and services worldwide must
change in this century from
pathogenic to the complete states
approach. This paradigm seeks to
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understand the causes of mental
illness and the causes of mental health
(i.e., flourishing) to create and
implement effective treatments,
prevention, and promotion in the
population. To achieve a mentally
healthier population, we must
simultaneously reduce the number of
cases of mental illness and increase
the number of individuals who are
flourishing. Toward that end, policy-
makers must enact policies and
programs to increase the rates of
flourishing rather than only decreasing
the rates of specific mental illnesses. In
turn, branches within the National

Institutes of Mental Health (in the U.S
and in England) should be expanded
to include ‘salutogenic’ laboratories
for basic and applied science. Public
Health can and should also focus its
surveillance of health conditions to
include not only mental illness and
distress but also the presence and
absence of positive mental health. In
the end, only a complementary system
of public health – one that promotes
and protects true mental health at the
same time it prevents and treats
mental illness – can result in a
population we all want for ourselves,
our loved ones, and our citizens.

Contact

Corey L. M. Keyes
Emory University, USA
e: corey.keyes@emory.edu

(The MacArthur Foundation’s 1995 MIDUS
survey was a random–digit–dialing sample
of non-institutionalized English–speaking
adults between the ages of 25 to 74 living
in the 48 contiguous United States. The
MIDUS used DSM–III–R criteria to diagnose
four mental disorders (i.e., MDE, panic,
generalized anxiety, and alcohol
dependence), which were operationalised
by the Composite International Diagnostic
Interview Short Form (CIDI–SF) scales.)

Early this autumn over 380 European
professionals gathered at the conference
“Joining Forces across Europe for
Prevention and Promotion in Mental
Health”1 . The event, which took place
in Barcelona, September 13-15th 2007,
witnessed a strong movement and

commitment for mental health promotion from different
parts of Europe, especially from Eastern European
countries. The conference was organised by the
Government of Catalonia and the European Network
for Mental Health Promotion and Mental Disorder
Prevention (IMHPA), co-financed by the European
Commission (EC), Directorate of Health and Consumer
Protection, the Ministry of Health of Spain, and had
the co-sponsorship of the World Health Organisation
(WHO) Regional Office for Europe. 

Building on the prevention and promotion components of the
WHO Declaration2 and Action Plan3 for Mental Health, and in
order to support action stimulated by the EC with the Green
Paper on Mental Health4, the conference worked towards
identifying barriers and opportunities for prevention and
promotion in mental health across Europe, and highlighting
the next steps needed in order to improve implementation. 

The most discussed challenges ahead of the field highlighted
the need to conceptualise whether mental health and mental
illness are part of the same continuum or belong to different
dimensions; whether current implementation to scale is the
most cost-effective approach and how adaptation for
transferability is crucial. Also addressed were how societal issues
influencing mental health, such as demographic and societal

stressors, poverty, inequalities, migration, etc., are part of mental
health and need to be addressed and assessed, and in this
context, how other sectors could be engaged since mental
health is intrinsic and essential to everybody and to everyday life.

Discussions centred around six conference strands, 
covering a range of issues from evidence to 
implementation of policies and programmes (see box). 
This paper summarises the key debates and agreed
proposals, synthesised by strand co-rapporteurs across all
parallel sessions, describing what is perceived as necessary
to support implementation across Europe.

• Mental health promotion and mental disorder 
prevention for children and adolescents 

• Prevention of depression and suicide
• Policy development 
• Support for implementation
• Social inclusion and empowerment
• Different stakeholders and settings for implementation

1) CHILDREN AND ADOLESCENTS

School approaches

There are large diversities across Europe in school mental
health promotion (mhp), but throughout the region there is
some implemented action. Strengthening the application of
the evidence base through implementation would increase
reach and be more cost-effective. It is recommended that:
• For children and adolescents’ mental health, all relevant

sectors (education, health, justice, etc.) are involved and

Joining forces across Europe for prevention and
promotion in mental health
Dr Eva Jané-Llopis, Senior Fellow, Radboud University of Nijmegen, Senior Policy Advisor, Government of Catalonia
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cooperate across Europe. To support this, a mechanism to
stimulate involvement, such as a coordinated process or a
working party should be created.

Children at risk

Children of parents with mental disorders are at high risk of
suffering from mental health problems. Similarly destructive
and self-destructive behaviour in this age group are prevalent
and place children and adolescents at risk of lifelong mental
health problems. Evidence exists that programmes for
children who have a parent with a mental illness, working
with depressed mothers and their newborns, and bullying
and aggression prevention programmes in the school setting,
can be effective in reducing risks and future mental health
problems. It is recommended:
• To develop systems to systematically identify aggressive

and self-destructive behaviour in schools and implement
effective actions accordingly, and

• To develop a European multicentre project aimed at
working with children of parents with mental disorders
across member states. 

2) SUICIDE AND DEPRESSION PREVENTION

Suicide prevention 

Suicide prevention strategies can be effective. However
when thinking of implementing a given intervention it is
crucial to think about the adaptation process especially
when transferring it to another country. 

• In addition to adaptation processes, in the implementation
of proven effective interventions, ongoing development
and evaluation should be ensured to further improve
outcomes, and

• All suicide prevention interventions should include a
systematic follow-up of suicide attempters.

Depression prevention

E-health interventions can be effective and efficient for
depression, from screening to treatment. However, e-mental
health is different from mental health interventions with
person-to-person contact.
• Variables of efficacy of e-mental health approaches need

to be further studied and the further potentials of e-
mental health for all age groups explored, and

• Legal aspects of e-mental health interventions are not
clear and more efforts should go into identifying what it
means and its consequences.

3) POLICY DEVELOPMENT

The area of positive mental health and well-being is central to
the policy debate although currently most policies across Europe
tend to be oriented either to prevention or to promotion.

Mental health is related to most policies, and its positive
impacts should be understood by all parties involved. To
support policy development it is recommended:
• To develop a communication system to exchange

knowledge and experience between those working in

prevention and those in promotion, and to develop
common ground, values and understanding. This could be
developed through the European network or the creation
of European areas of excellence in mental health

• To integrate mental health and well-being into planning
decision-making and implementation in all areas at
European, country, regional and local levels

• That implementation should be multi-component, multi-
level, multi-sectorial and requires a cyclical process of
making the case, developing coalitions, taking actions,
review, adjustment and continuity, and

• To be able to recognise and use windows of opportunity
to engage other sectors for mental health. Other Public
Health and Health Promotion areas can provide examples
of how to achieve greater priority and mainstreaming for
mental health.

4) SUPPORT TO IMPLEMENTATION

Evidence

Evidence for mental health promotion and mental disorder
prevention is available and sufficient. However, it is essential
to carefully appraise, interpret and use the evidence, taking
into account context, methods, etc. when suggesting and
deciding on what to implement.
• Mechanisms to collect and share evidence such as

databases, are valuable and available but need to be kept
up to date.

Economics

The magnitude of economic costs of poor mental health
mean that even very modest levels of effectiveness can be
cost effective. 
• Grounds for investment are strong in relation to: suicide

prevention; workplace; health promotion; childhood
development; exclusion from work, and

• We should be using economics to advocate for evidence-
based programmes using creative means and in a
language people understand. 

Capacity Building

There are many well developed training models, methods
and materials to build capacity on prevention and
promotion in mental health. The mental health promotion
workforce has a dual role, one role directly in undertaking
mhp work and a second role in supporting other
professionals to engage in this work.
• Development of a European training network would

ensure capacity building, sharing and developing culture
and country-relevant materials and resources, and
facilitate cross country initiatives. 

5) SOCIAL INCLUSION AND EMPOWERMENT

Gender and Migrant populations

Research and action need to be better informed by an
understanding of the structural, psychosocial and individual
mental health determinants for women and for men, and
other underserved populations, to identify priorities and
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plan evidence-based programmes. This also applies to
migrant populations, which is an increasing population in
Europe at high risk for mental health problems. 
• It is important to use existing networks to get to hard-to-

reach populations
• Gender and other key determinants should be better

considered in the planning and implementation of action
• Training, effective programmes, and know-how in

working with migrant populations would support mental
health promotion for this group at risk. 

Social Networks and Service Users´ role

Social integration of people with mental health problems
and empowerment of service users also as partners in
mental health promotion can reduce the harmful effects of
stigma and discrimination and enhance the development of
individual social networks. 
• Major changes shifting attitudes are needed to enable the

active participation of users in the planning and delivery
of promotion and prevention interventions

• Mechanisms to share information, trainings, and public
attitude surveys should be strengthened to help develop
involvement of users in mhp.

6) STAKEHOLDERS AND SETTINGS

Workplace

It is essential to persuade policy makers and business leaders
to improve workplace mental health, in view of the
economic and public health consequences of not doing so. 
• Knowledge about effective interventions that fit different

types of workplaces and that target known inequities in
mental health should be better disseminated.

Health Care

Increased empowerment and self-esteem 
improve outcomes of medical treatment.
• Health services should regard medical interventions 

as opportunities for supporting the mental
health of patients delivering mental
health promotion activities.

Education

Distilling the core principles of what works can be useful in
transferring programmes to other contexts and in adapting
them to different cultures and settings. 
• To be effective, mental health promotion in the education

sector has to engage with the whole system: families,
young people, teachers and the local community. 

• Effective engagement of education stakeholders in
planning, designing, delivering and evaluating
programmes is essential. 

Non-Governmental Organisations – NGOs

NGOs can demonstrate effectiveness in mental health
promotion, as innovators, service providers and campaigners. 
• Sustainability is a precondition for NGO’s effectiveness in

promoting mental health. 
• As long as there is transparency, NGOs should be

prepared to work with all stakeholders and all
stakeholders should consider working with NGOs.

Contact

Dr Eva Jané-Llopis
e: eja@euro.who.int

1 For more information: www.imhpa.net/conference  
2 http://www.euro.who.int/document/mnh/edoc06.pdf
3 http://www.euro.who.int/document/mnh/edoc07.pdf
4 http://europa.eu.int/comm/health/ph_determinants/

life_style/mental/green_paper/consultation_en.htm
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At a recent
European
conference on
mental health
promotion and
mental disorder
prevention, a

presentation by a delegation from
Scotland gave an overview of
national public mental health
policy and its implementation over
the last 5 years in Scotland. This
prompted those attending the
session to observe that, in many
respects, Scotland is leading the
way in Europe in maintaining a
strong focus on population mental
health, guided by national policy
and supported by a range of
resources and initiatives to
strengthen infrastructure and
capacity (www.wellscotland.info;
Friedli, Oct 07 NIMHE newsletter). 

Following a stated commitment to
mental health as an integral
component of wider health
improvement from the Scottish
Executive in 2000, the National
Programme for Improving Mental
Health and Wellbeing was established
in 2001. The National Programme’s
Action Plan was published in 2003
with key aims and priority areas for
action, both nationally and locally. This
action plan has been the main point of
reference for the period up to 2008. 

The Scottish Government has recently
initiated dialogue with stakeholders to
inform the direction for 2008 – 2011,
with the publication of a discussion
document in October
www.wellscotland.info/news/item.php
?id=220. This work will be taken
forward by building on the
considerable experience amassed and
on the infrastructure developed during
the last six years and drawing on the
growing body of research evidence
and cumulative experience from other
parts of the world. 

The Scottish Development Centre for
Mental Health (SDC), an independent
not-for-profit organisation that works
with others to improve mental health
and wellbeing, has been closely
involved in supporting many aspects of
the work of the National Programme
through evaluation, research and
development and by promoting the
exchange of knowledge and
experience. In the course of our 10th
anniversary year, SDC has been
reflecting on progress in Scotland and
on the challenges and opportunities
ahead to promote population mental
health, much of which has resonance
for those outside Scotland looking in.
This article highlights some of these
key learning points.

Inside out – engaging 
with other sectors

To make an impact on the mental
health of the population requires that
the mental health community engages
with those other sectors that have
responsibility for the determinants of
mental health, such as education,
employment, arts and culture. Progress
on this in Scotland has tended to
come about where interests converge.
For example, there have been recent
significant developments in Scotland in
mainstreaming mental health into
education through forthcoming
legislation on health and nutrition in
schools. This recognises the centrality
of mental health and wellbeing of
school age children and young people
and the association between
educational attainment and wellbeing.
The national project on children and
young people’s mental health,
HeadsUp Scotland, hosted by SDC 
and funded by the Mental Health
Division in the Scottish Government,
has been one of the catalysts to link
education and mental health policy
interests to achieve this outcome,
working closely with the Scottish
Health Promoting Schools Unit
www.headsupscotland.com;

www.wellscotland.info/promoting-
schools-unit.html.

Outside in – the importance of the
international dimension 

Whilst others may perceive that
Scotland is ‘ahead of the game’, the
momentum in Scotland has been
assisted by the growing international
endorsement of mental health as a
key public policy area. The WHO
Declaration and Action Plan in 2005
and the European Commission’s Green
Paper have raised the visibility of
mental health improvement, endorsing
the aims of the National Programme. 

Increasingly, Scotland is now
participating in a range of international
initiatives. The SDC SUPPORT project
described elsewhere in this newsletter
is one example of opportunities to tap
into experience in other countries and
to share learning from Scotland. In
addition, SDC is working with Health
Scotland currently to develop an
international guidebook on anti-stigma
work for WHO. 

Doing things differently, 
doing different things

To take a strategic approach to
promote population mental health and
wellbeing is highly complex and
requires action at many levels working
with and through a range of partners.
Over time there are signs that new
ways of thinking are taking hold in
Scotland as evidenced by: the growing
engagement with recovery principles;
initiatives targeted at the public and at
key stakeholders to raise awareness
and promote understanding of mental
health and how to maintain it; and
policy recognition of the contribution
of arts and culture to mental health
and wellbeing.  

The evolution of public mental health
as both an art and a science and the
diversity of theoretical and conceptual
influences that drive it make it
inevitable perhaps that over time

Learning from the past, shaping the future:  
A perspective on mental health improvement 
in Scotland 
Allyson McCollam, Chief Executive, Scottish Development Centre for Mental Health
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tensions and contradictions emerge.
These relate to the balance between 
• targeted and whole population

approaches 
• promotion, prevention and interven-

tions to address mental ill health and
to support those who experience
mental health problems, and

• individual, social and structural
interventions.

The litmus test will be to ensure that
actions taken address and do not
reinforce mental health inequalities.
Undoubtedly, there is value in
identifying and communicating clear
messages to the public and for public
services about mental health and
wellbeing and the steps they can take
to maintain their own mental health
and the mental health of others (see
for example: www.healthscot
land.com/mental-health.aspx;
www.scottishrecovery.net;). It would
not be desirable, however, for this
type of health education and social
marketing work to override what we
know about the wider social,
economic and cultural influences that
affect people’s chances of enjoying
good mental health. This requires new
types of alliances between the mental
health community and those engaged
in regeneration, economic

development, criminal justice and
public services. 

At the recent SDC conference, With
Scotland’s Future in Mind, attention
was refocused on many of these issues
and new challenges posed. Professor
Wilkinson’s keynote address to the
conference provided powerful
evidence of the ways in which
inequalities impact on the social,
economic and health outcomes of
whole populations. A presentation on
mental health determinants by Lynne
Friedli, based on current work for
WHO and the Mental Health
Foundation, suggested that the
damaging impacts of socio-economic
inequalities on mental health and
wellbeing tend to over shadow the
benefits that can be gained by even
the most effective mental health
promotion interventions. 

Looking to the future

The SDC conference conclusions
indicated that to achieve improved
population mental health and make a
difference to inequalities in mental
health requires that we take social
justice as our moral purpose. SDC is
now reflecting on the conclusions of
the conference for its own work
programme. Details of the outputs of

the course are available at
www.sdcmh.org.uk.

The outlook for the continuation of
public mental health in Scotland is
promising in many respects. The
Scottish Government has a strong
interest in early years and in
addressing health inequalities,
although it remains to be seen where
mental health features in policy
developments in these arenas. It is also
not clear where mental health ‘fits’
with wider public health policy
objectives, which currently perpetuate
a preoccupation with lifestyle issues.
Despite the significant progress made
over the last 6 years, the case for
public mental health needs to be put
forward again and again. Therefore,
perhaps one of the key learning points
from Scotland to date is the importance
of resilience and hopefulness! 

Contact

Allyson McCollam
Chief Executive, Scottish
Development Centre for 
Mental Health
www.sdcmh.org.uk

A programme to counter the stigma
and discrimination associated with
mental illness began in New Zealand
in1997. It was one of the first
comprehensive campaigns
internationally to combine community
action at a local level with nationwide

strategies and a high profile media campaign to bring
about social change. 

Funded by the Ministry of Health, Like Minds, Like Mine
(Like Minds), as the programme became known, recently
celebrated its tenth birthday. 

Darryl Bishop, programme leader of Like Minds, is thrilled to
see 10 years of hard work being recognised but is clear that
there is still along way to go. 

”Discrimination remains the biggest barrier to recovery for
people with experience of mental illness,” says Darryl,”but

attitudes are changing. Our tracking surveys and research
demonstrate this, but now we want more evidence of
behavioural change. The aim is to reduce discrimination,
and continue to change the way people understand and
respond to the issue of mental illness. ”

Like Minds is just one programme that forms part of a
wider approach to improving mental health in New Zealand.

Mental Health

Te Tahuhu: Improving Mental Health (Ministry of Health,
2005) outlines New Zealand policy and priorities for mental
health and addiction for the 10 years between 2005 and
2015, and provides an overall direction for investment in
mental health and addiction. One key component of this
plan outlines the commitment to mental health promotion
and mental illness prevention, with emphasis on:
• increasing people’s awareness of how to maintain mental

Improving mental health in New Zealand
Darryl Bishop, Programme Leader, Like Minds, Like Mine
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health and wellbeing 
• how employers and others in frequent contact with

people with mental illness and addiction can be more
inclusive and supportive 

• ensuring that people who are discriminated against can
receive effective support, protection and redress when
they are discriminated against 

• implementing the Government’s strategy to reduce suicide and
suicide attempts, and the negative impacts of depression, and 

• improving understanding of the nature of addictive behaviours
and the use of early interventions to prevent or limit harm.

Since its publication there have been a number of initiatives
to promote mental health, raise awareness about mental
illness and improve access to mental health services. This has
included a National Depression campaign with former All
Black and star of Like Minds ads John Kirwin talking about
his experience of depression and encouraging people to seek
help and talk about mental illness as early as possible.

In addition, the Ministry of Health is developing a new
Mental Health Literacy programme and there have been
major improvements in mental health services and
treatment, including improved community-based treatments
and an increased focus on early intervention and developing
primary care services to provide more support. 

Like Minds, Like Mine

Like Minds has led to considerable success in reducing
stigma and discrimination associated with mental illness in
New Zealand. Throughout the life of the programme,
surveys and other evaluations have identified key areas of
success, particularly in relation to increased acceptance and
openness about mental illness in the community, and
increased leadership of the programme by people with
experience of mental illness. 

Research shows that public attitudes are continuing to
change for the better, media coverage is improving, and
people with experience of mental illness report many
aspects of public attitudes have improved.

The award winning Like Minds television campaign has
encouraged New Zealand to talk about mental illness, to
understand and value people who experience mental illness
and has changed the discourse around mental health and
illness in New Zealand. The campaign began with TV
commercials showing famous people who experienced
mental illness. It has gone on to demonstrate how the issue
affects everyone in society.

In 2003, the step was taken to showcase everyday people’s
stories to illustrate the issues associated with mental illness.
Now, the fourth phase of ads present role models showing
what people can do to support people they know who have
a mental illness. The campaign helps to dispel stigma, and
show what people contribute to society, particularly to
employers, family and friends. In short, it’s all about how 
we look after each other.

However, Like Minds is much more than a television
campaign. Its success is due to the combined efforts of

many people who have engaged with their communities in
work characterised by passion, creativity, innovation and
collaboration. It has also meant a commitment to the long-
term approach that is required to produce social change.

And it’s this work that most of us don’t see that also needs
to be recognised community action really makes a
difference. TV campaigns change attitudes but the work in
the community changes lives. 

Like Minds is part of a bigger social movement to challenge
discrimination associated with mental illness. Its success has
been because a group of people have stood up to fight for
their rights and New Zealanders have listened.

As Like Minds has evolved, the focus has moved from
strategies to raise awareness and promote attitude change
to strategies aimed at bringing about changes in
behaviours, practices and policies. This has meant it has
been increasingly important to engage partners and allies
who share the goals of addressing the stigma and
discrimination associated with mental illness. 

Despite the success of the programme, people with
experience of mental illness still have to overcome barriers
of stigma and discrimination in their everyday lives, and the
programme will continue because this remains as
unacceptable now as it did ten years ago.

As part of the ten year celebrations, Like Minds also
launched a new six year plan to take the programme 
into its second decade. 
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The plan details how behaviour change can be achieved and
continues to emphasise the importance of leadership from
people with experience of mental illness to bring about the
desired change. The outcome based model from the plan
can be seen in the diagram on the previous page.

Ten years on and there is still a lot of hard work to be done,
but a New Zealand which fully values and includes all
people with experience of mental illness is something
everyone involved with Like Minds believes will happen.

For more information and a copy of the Like Minds National
Plan 2007-2013 see www.likeminds.org.nz

Contact

Darryl Bishop, Programme Leader
"Like Minds, Like Mine"
Population Health Directorate
Ministry of Health
t: 09 580 9006  
m: 021 925643
e: darryl_bishop@moh.govt.nz
www.likeminds.org.nz

David McDaid is
Co-ordinator of
the Mental Health
Economics
European Network
and Research
Fellow, Personal
Social Services
Research Unit and
European
Observatory on
Health Systems
and Policies,
London School of

Economics and Political Science.
Helena Medeiros is Research
Officer, Personal Social Services
Research Unit, London School of
Economics and Political Science.

Readers of this newsletter will be all
too aware of the profound and wide
ranging personal and societal impacts
of poor mental health. The economic
impacts are also considerable. They are
particularly associated with lost
opportunities to work, engage in
voluntary activities or home
responsibilities, as well as with
increased utilisation of health and
social care services and a higher risk of
contact with the criminal justice
system. Family members may have to
devote a considerable amount of time

to supporting a loved one, while
stigma, ignorance and discrimination
may limit educational, employment
and housing opportunities.

It was against this background that
the Mental Health Economics
European Network (MHEEN),
established in 2002 with the support
of the European Commission, has
been collating information, initially
across seventeen, but now thirty-two
European countries. The Network is
jointly coordinated by the Personal
Social Services Research Unit
(www.pssru.ac.uk) at the London
School of Economics and the Brussels-
based NGO, Mental Health Europe.
The aim has been to develop a
network of representatives, at least
one from each country, with expertise
and/or experience of health economics
and with personal work or
commitment to the economics of
mental health (see www.mheen.org).

Activities in the first phase of 
work were grouped around a
number of themes:

financing; expenditure and costs;
provision, services and workforce;
employment; and the capacity for
economic evaluation (a series of papers
were published in an issue of the
Journal of Mental Health in 2007).The

second phase of work has included
detailed analysis of issues in making
the economic case for the promotion
of mental well being and the
prevention of mental health problems.

Promoting positive mental health 

There are many reasons for promoting
positive mental health and for seeking
to prevent the emergence of problems
in the first place. At the core of all of
this is a desire to improve the quality
of life of a population. But decision
makers are also very aware of the
costs of not acting appropriately or
early enough. For example, the total
cost of depression in Sweden in 2005
was estimated at C3.5 billion (Sobocki
et al 2007) while the cost of
schizophrenia in England in the same
year was estimated at C10.4 billion
(Mangalore and Knapp 2007). There
have been studies which have pointed
to the average cost of a completed
suicide: C2.04 million in Ireland and
C1.88 million in Scotland (McDaid et
al 2007). Each of these, together with
many other examples that could be
given, is a substantial amount. While
even the most optimistic of advocates
would never imagine that all instances
of depression could be prevented, or
all psychoses avoided, or all suicides
averted, it is surely possible for

Making the economic case for mental health
promotion: reflections from the Mental Health
Economics European Network
David McDaid and Helena Medeiros
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European societies to prevent some of
these distressing and often devastating
events occurring. 

MHEEN partners have thus been
trawling through electronic databases
and the ‘grey’ literature of policy,
advocacy bodies and corporate
documents to find out just what is
known about the cost-effectiveness of
such initiatives. This has
complemented a systematic literature
review ranging over many areas,
including schools, workplaces, primary
health care settings and the
community (Zechmeister et al 2007).

What do we know?

It remains the case that economic
analysis is rare, but its use is increasing
and we highlight some examples here.
Perhaps most strikingly, most of the
available evidence remains focused on
preventive actions rather than on
measures to improve mental well-being.
This certainly reflects current challenges
in accurately measuring well-being. 

The area where most work is available
relates to children. This builds on the
accumulation of evidence that
behavioural and emotional problems
in childhood, if not adequately
addressed by mental health, education
and social work services, can have
enormous adverse consequences in
adulthood. For instance, analysis of
group based parenting interventions
suggest that, even if only very modest
quality of life benefits can be gained,
these interventions have the potential
to be highly cost effective (Dretzke et
al 2005). The majority of this work is
from the US, where a range of very
long-term economic benefits from a
variety of intervention programmes for
children and young people have been
identified (Aos et al 2004). The extent
to which these interventions can be
adapted to differing contexts in
Europe merits consideration. 

Remarkably, despite considerable
attention given to suicide in policy
discussions across Europe, evidence on
the cost effectiveness of suicide
prevention strategies is sparse.
Potentially this may be highly cost
effective: work in Scotland suggests
that if just 1% of suicides could be

avoided then the national programme
would actually be cost saving (McDaid
et al 2006). Looking at training
interventions, economic analysis of
STORM (Skills-based Training on Risk
Management) in England indicated
that a 2.5% decrease in the suicide
rate would generate a cost per life
year saved of just C5,500, a value
considered to be highly cost effective
(Appleby et al. 2000). The use of
taxation instruments to influence
behaviours, e.g. to reduce the over-
consumption of alcohol, and
subsequent alcohol related addictive
behaviours can also be much more
cost effective than other alcohol
control policies. 

The workplace is increasingly
recognised as a key area for mental
health promotion. Evidence on the
effectiveness of various workplace
based programmes, both to promote
good mental well-being and deal with
some of the early signs of stress and
mental health problems is growing.
There may well be substantial scope
for economic benefits such as
increased productivity and reduced
need to pay disability benefits through
investment in the workplace. But there
are major caveats on what we know:
most evidence again comes from the
US and is often generated by
companies, and not subject to rigorous
peer-review. Nevertheless, there are
some tantalisingly interesting insights.

For example, evaluation of London
Underground’s stress reduction
programme suggests that in its first 
two years there was a reduction in
absenteeism costs of C705,000. 
This is eight times greater than the cost
of the scheme. In addition, improved
productivity and some positive healthy
lifestyle changes were observed
(Business in the Community, 2005). 
One stress management programme 
in a Belgian pharmaceutical company
achieved a reduction in absenteeism of
just 1%, but still avoided costs of
C600,000 because the economic impact
of stress-related absenteeism was so
substantial (Polemans et al, 1999).

Mental health promoting interventions
can also be cost effective in helping
those who are out of work and thus

at greater risk of developing mental
health problems. One US programme,
designed to help individuals take more
control when seeking employment
and cope with difficulties and
disappointments, both increased
reemployment and generated a
positive return on investment (Vinokur
et al 1991). It has subsequently been
implemented elsewhere, with some
success, including Finland, the
Netherlands and Ireland.

Where next? 

There are some encouraging signs in
the use of economic evaluation.
Moreover, where evaluations have
taken place, the economic case often
is very strong. A number of additional
evaluations are also underway. To
increase our knowledge one priority
should be to incorporate economics
into more prospective evaluations, but
another complementary approach,
which MHEEN is now taking forward,
is to retrospectively look at the
economic implications of interventions
already demonstrated to be effective.
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Introduction

The ProMenPol project (funded by the
EU) aims to support the practices and
policies of mental health promotion in
the three settings of schools, workplaces
and residential homes for older people.

It will do so over the 2007-2009 period by:
• developing a database of mental health 

promotion tools
• assisting practitioners in implementing such tools, and
• providing research-based policy support    

Each year ProMenPol will run a practitioners’ conference
that is followed by a policy workshop for national and
European policy makers. This allows the mutual exchange of
information about positive mental health between experts
and feedback to those responsible for designing services
and policies. The first ProMenPol-conference has been
successfully completed and a policy workshop is under way.

The first annual conference

The first annual conference was successfully completed in Berlin
at the offices of the BAUA (Federal Institute for Occupational
Safety and Health) on October 11th and 12th 2007.

There were 56 participants, from a number of countries
including: Ireland, U.K, Netherlands, Germany, Greece,
Slovenia, Estonia, Poland, Austria, Switzerland, and Finland.
Participants came from diverse backgrounds including
teaching, mental health promotion, civil service, policy
consultancy, psychology, workplace health promotion,
healthy ageing, research, sociology, mental health voluntary
organisations, social psychiatry and programme coordinators. 

The aims of the conference were to:
• Introduce participants to the project and its aims
• Provide an overview of developments in mental health

policy in recent years
• Outline the situation of mental health promotion in the

three settings of interest
• Obtain feedback from participants on the ProMenPol

framework, the proposed field trials and the database that
are being developed as part of the project, and

• To encourage the participation and support of participants
for future project activities.

The ProMenPol Framework

A presentation on the Framework was made by Dr. Donal
McAnaney of the Work Research Centre (WRC). He outlined
the need to develop a
classification framework
that can be used to
understand the type,
objective, range and
scope of mental
health promotion
tools. The
framework is
based on a
core set of
the ICF 

The ProMenPol Project: Mental Health promotion
in schools, workplaces and residential homes for
older people
Dr. Richard Wynne, Director of the Work Research Centre, Ireland and Katrin Zardo, Researcher at the Federal
Institute for Occupational Safety and Health, Germany
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Setting: Community groups and
voluntary and statutory organisations
across Cambridgeshire – these include
libraries, schools, churches, faith
groups, sports centres, museums,
community centres, universities, cafes
and restaurants.

Level of Action: Individual,
Community and Organisational

Target Group: Older people, 
their families and friends, and 
people of all ages.

Aims 

The aim of Cambridgeshire Celebrates
Age is to promote the well-being and
improve the quality of life of older
people by:
• Portraying positive images of 

older people
• Promoting active living
• Reducing social isolation
• Promoting intergenerational work

between young and older people
• Challenging age discrimination, and

• Showing what older people 
are achieving.

Programme

Cambridgeshire Celebrates Age is a
partnership group between Older
People, Cambridgeshire Primary Care
Trust, Cambridge City Council, South
Cambridgeshire District Council,
Cambridgeshire County Council, The
Salvation Army, Cambridge Older
Peoples Reference Group and COPE.
This partnership, which developed from

Cambridgeshire Celebrates Age 2007
MODEL OF GOOD PRACTICE

system (International Classification of Functioning) 
and on the major theories and models in the area of 
health promotion. This framework is being used to
structure the developing ProMenPol database of mental
health promotion tools.

Participants at the conference had the opportunity to comment
on the Framework in a conference workshop. The common
view from these workshops (one each for the settings of
schools, workplace and older people’s residences) was that the
framework would prove to be very useful for placing structure
on what is a complex and very large field, but that it needed
some work to ensure consistency and inclusivity. This work is
now being undertaken by the project team.

The ProMenPol database of tools

The developing ProMenPol database of tools was presented
by Dr. Richard Wynne of the WRC and Ms Tilia Boussios of
eWorx. Structured according to the framework, it currently
holds 136 tools and it is intended that this will be extended
over the lifetime of the project to some hundreds of tools.
The database will be made available on the project website
in the near future (www.mentalhealthpromotion.net) so
that practitioners can identify the most suitable tools for
their work. It is intended that practitioners will also be able
to enter their own tools directly on to the database.

In the workshop on the database, participants were asked
to comment on the database structure and to state their
requirements on its functionality. Many useful comments
were made regarding the content of the database and its
structure, as well as on how it might be used. Participants
were generally of the opinion that the database would
significantly ease the burden of their work and would
improve their effectiveness through enabling them to have
access to high quality tools in a single source.

The ProMenPol Field Trials

Mr Gert Lang of the Research Centre of the Viennese Red

Cross presented the ProMenPol plans for promoting field trials
of mental health promotion. This presentation outlined the
aims of the field trials (to test the database, to support
implementation projects, to document the outcomes of
initiatives for purposes of communicating them to policy
makers). It also outlined the kinds of support available to field
trial sites – assessment and evaluation protocols, discussion
groups and training in how to use the tools database.

The workshops on the field trials provided a lively discussion
on the aims and objectives of the field trials, the types of
field trials that might be undertaken; the kinds of support
that might be needed to undertake them and whether
participants might be willing to undertake a field trial. After
an active exchange of views, participants had a clearer
understanding of the scope and aims of the field trials and
they contributed many useful suggestions for improving the
design of this work. Participants also had the opportunity to
volunteer to undertake a field trial and in all, about 15
participants did so.

The ProMenPol Policy Workshop: Brussels, 
November 2007

ProMenPol will run a half day policy workshop in Brussels at
the end of November that is targeted at policy makers at EU
and national level. This workshop aims to inform policy makers
of the progress of ProMenPol and to explore ways in which the
mental health promotion agenda can be pushed forward. It is
intended that the workshop will also act as a forum between
policy makers and practitioners so that communications about
the differing needs of these two groups can be enhanced. This
forum is the first of three annual forums which will be run
during the lifetime of the project. 

Contact

Katrin Zardo, Project Manager of ProMenPol
e: zardo.katrin@baua.bund.de
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a small community-led initiative in
2005, aims to promote and encourage
activity around the International Day of
Older People on 1st October each year.
The partnership works to encourage
the celebration of positive aspects of
ageing and the promotion of
opportunities for older people. During
October, the partnership coordinates,
promotes and evaluates events across
the county and encourages the
promotion of existing groups and
opportunities, as well as new events. 

The programme consists of a range of
diverse events. This includes a launch
event on 1st October, a “Forever
Active” sports taster session day, many
other taster sessions offering the chance
to learn something new, and local
events across the county. Events include
dance, sports, music, art, singing,
learning opportunities including
developing IT skills among others.

Proven Outcomes

Over 80 events took place this year
across the county. Evaluation data will be
collected over the next few months
including: the aims that were met and

the number of people attending events.
An evaluation event for key partners and
organisations will take place in January
2008, and will provide an opportunity to
consider what worked well this year, and
to develop new ways of working for next
year. Key themes that seem to be
coming out of this year’s work include: 
• the importance of partnership

working and coordination across
the county

• reciprocity (a mutual exchange
between partners and
organisations)

• the promotion of involvement
• social inclusion and

intergenerational work. 

Also found to be important is the
promotion of local opportunities for older
people that are available all year round.

This year saw the development of
local activity hubs in each area of the
county, which helped to co-ordinate
events and build infrastructure. As
well as the county-wide programme
of events and publicity, the hubs were
encouraged to develop their own
publicity and promotion. This hub and

spoke model will be developed over
coming years to embed work and
make it more sustainable.

The initiative and events were
promoted this year using a toolkit for
partners and a programme of events,
both of which will be repeated next
year. Events were promoted with the
help of local media which will be
developed again for next year. 

The partnership group works all year
round planning for October. With
continuous evaluation and
development we hope to build on,
and develop this work every year to
make it more sustainable.

Contact

Claire Harris, Mental Health
Promotion Facilitator, Public Health,
Cambridge Primary Care Trust, Rm
G53 Oak Tree Centre, 1 Oak Drive,
Huntingdon, PE29 7HN
t: 01480 418664
e: claire.harris2@hinching

brooke.nhs.uk

Setting: A variety of settings across
Europe, the internet

Level of Action: Community-wide,
organisations

Target Group: Those working in the
field of public mental health across
Europe, and all stakeholder groups

Aims 

• To support the development of EU
level actions on mental health

• To engage and collaborate with
relevant projects and networks

• To promote the exchange of
knowledge and practice 

• To make effective policy contributions
in relevant forums, and

• To facilitate the use of mental
health information.

Programme

SUPPORT is a collaborative project co-
funded by the European Commission
under Priority Action Area Three (Health
Determinants) of the EU Action Plan on
Public Health (2003-8). The project is
led by The Scottish Development Centre
for Mental Health (www.sdcmh.org.uk)
with STAKES (www.stakes.fi/en) and
NHS Health Scotland
(www.healthscotland.com) and runs to
March 2009. SUPPORT receives co-
funding from The Scottish Government.

This project provides administrative,
technical and scientific support to
further the mental health priorities of
the European Commission. 

The primary objectives of 
the project are:
• To support the development,

delivery and implementation of EU
Actions on Mental Health, and

• To raise the profile and visibility of the
European Commission agenda on
mental health, across all policy areas.

The project works by:
• Initiating, facilitating and

participating in activities and 
events developing EU actions on
mental health

• Communicating effectively with all
policy arenas and stakeholder groups

• To facilitate effective knowledge
transfer through the project website

• Producing relevant and timely
briefings for a range of audiences

• Encouraging partnership and
reflective practice

• Adapting to a changing policy
climate, maximising opportunities 

The SUPPORT Project
MODEL OF GOOD PRACTICE
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to bring together diverse groups,
opinions and evidence.

Proven Outcomes

In the first 18 months the project:
• Provided facilitation and rapporteur

roles in the formal consultation
process around the EU Green Paper
on Mental Health

• Provided intensive research support
for the European Commission
during the development of a
proposed EU Mental Health Strategy

• Organised an expert seminar to
explore workplace wellbeing, an
issue that had policy implications
both within and outwith the Public
Health policy area

• Launched an interactive 
website, and continues to 
develop features of the site to
enable online collaboration, and

• Delivered an expert seminar 
on mental health in schools, 
to identify priorities for action 
at an EU level.

Contact

Chris O’Sullivan
SUPPORT Project Officer
Scottish Development Centre 
for Mental Health
17a Graham Street
Edinburgh, EH6 5QN
t: 0131 555 5959
e: chris@sdcmh.org.uk
www.supportproject.eu

Setting: Community, Workplace,
Primary Care

Level of Action: Individual,
Community, Organisational

Target Group: The training is 
aimed at all adults (people over 16)

Priority targets are employers, 
health trainers, adult education,
primary care staff, voluntary 
sector staff

Aims 

• To preserve life where a person may
be a danger to themselves or others

• To provide help to prevent the
mental health problem developing
into a more serious state

• To promote the recovery of good
mental health

• To provide comfort to a person
experiencing a mental health
problem

• To raise awareness of mental health
issues in the community

• To reduce stigma and discrimination

MHFA does not teach people 
to be therapists. However it does
teach people:
• to recognise the symptoms of

mental health problems
• to provide initial help, and
• to guide a person towards

appropriate professional help.

Programme

MHFA originated in Australia in 2000
and was introduced into Scotland in
2003. England’s MHFA programme is
based on this pioneering work.

The standard MHFA training course
consists of four half-day modules
which can be delivered flexibly to up
to 12 people. As a result of a
partnership between NIMHE and
Lewes & Wealden Mind, a National
Training Team has been formed to roll
out MHFA in England. A “train the
instructors” model has been adopted,
and training of instructors has already
commenced in the North
East/Yorkshire Humber region, and in
the London/South East region.
Instructor training will also be available
soon in the South West and North
West, and eventually over the whole
country.

Instructor training consists of a total of
seven training days, plus ongoing
support, and includes all necessary
materials. The total cost per instructor
is £1900, but subsidies are currently
available. People from the voluntary
sector and self funding individuals can
receive subsidies of 50%, or even
more for particular courses, subject to
certain conditions.

For further information, please go to
the website at www.mentalhealth
firstaid.csip.org.uk. Details of

Instructor courses are shown, and
application forms for instructor
training can be downloaded.

Proven Outcomes

The original Australian MHFA
programme is an award-winning
training course that has demonstrated
its effectiveness in promoting the
understanding of mental health and
increasing mental health literacy. An
evaluation of the Australian MHFA is
available to view at
www.mhfa.com.au/evaluation.shtml

Last year NHS Health Scotland
commissioned a large independent
evaluation to assess the delivery of
the Scottish MHFA course with
regards to the mechanisms,
infrastructure and processes involved
in implementing the SMHFA
programme. It also looked at the
impact on the course with regards to
knowledge, attitudes, skills and
behaviour towards mental health
issues and also the impact on
participant's own mental health and
self development. 

The evaluation was generally very
positive. For instance, the surveys of
participants that were conducted
before and after they had participated
in a SMHFA training course show that
there were considerable increases in
participants’ own perception of their

Mental Health First Aid 
MODEL OF GOOD PRACTICE
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When: 29th April 2008 

Where: Harrogate Pavilions

‘The promotion of workplace wellbeing through the support of
employers in small to medium sized businesses’

Aims: To give information, advice and practical solutions to
employers in small to medium sized businesses, to help them
manage and support people with mental health conditions to
remain in or return to work.

It is widely acknowledged that mental ill-health is experienced by
one in four people and while the personal costs are incalculable,
the resulting economic and societal impact is colossal. It is
estimated employers alone lose 80 million workdays each 
year due to stress, depression and anxiety resulting in
approximately £9 billion costs every year 
As a response to our Action on Stigma listening 
event last year, this conference aims to equip 
employers first of all with the underpinning 
policy, research and guidance, then through
a series of workshops, a practical toolkit 
of solutions to equip them in the 
management of  everyday workplace 
mental health issues. 

Contact

To reserve a free place contact:
Karen Cardy
Events Co-ordinator/Communication Support 
Officer, CSIP North East, Yorkshire and Humber
t: 01904 717260
f: 01904 717269
e: Karen.Cardy@nimheneyh.nhs.uk

North East Yorkshire and Humber Mental Health in the
Workplace Conference

NEW AND EVENTS
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knowledge and awareness of mental
health issues, including their ability to
recognise if someone was
experiencing a mental health problem,
and how to help people suffering
from specific types of mental health
problems. The full evaluation can be
found on the Scottish MHFA website
at www.healthscotland.org.
uk/smhfa/IndEvaluation.cfm. 

The English MHFA course delivery and

instructor training will be continually
monitored and evaluated to ensure
that outcomes are similar to the
Scottish experience to date.

Contact

John Pattinson
National Programme Lead for MHFA
in England,
Genesis 05, Innovation Way,

Heslington, York YO10 5DQ 
e: mentalhealthfirst

aid@nimheneyh.nhs.uk
www.mentalhealthfirstaid.csip.org.uk

For details of instructor 
training in London and the
South East contact:
Chris Morgan, MHFA National
Training Team member
e: chris.morgan@csip.org.uk





Age Concern England – www.ageconcern.org.uk

Care Services Improvement Partnership (CSIP) –
www.csip.org.uk

Clifford Beers Foundation –
www.cliffordbeersfoundation.co.uk

Department for Children, Schools and Families  –
www.dfes.gov.uk 

Department of Health – www.dh.gov.uk

Depression Alliance – www.depressionalliance.org

Disability Rights Commission – www.drc-gb.org

Every Child Matters – www.everychildmatters.gov.uk

Faculty of Public Health – www.fph.org.uk

Health First – www.healthfirst.nhs.uk

The Kings Fund – www.kingsfund.org.uk

Local Government Association – www.lga.gov.uk

Manic Depression Fellowship – www.mdf.org.uk

Mental Health Care (IOP, SLAM and Rethink)  –
www.mentalhealthcare.org.uk 

Mental Health Foundation –
www.mentalhealth.org.uk

Mental Health in Later Life (MHF) – www.mhilli.org

Mental Health Media – www.mhmedia.com

Mind – www.mind.org.uk

MINDFUL EMPLOYER – www.mindfulemployer.net

National Social Inclusion Programme –
www.socialinclusion.org.uk

New Economics Foundation – www.neweconomics.org

NIMHE – www.nimhe.csip.org.uk

NIMHE Knowledge Community – http://kc.nimhe.org.uk

Rethink – www.rethink.org

Royal College of Nursing – www.rcn.org.uk

Royal College of Psychiatrists – www.rcpsych.ac.uk

Sainsbury Centre for Mental Health – www.scmh.org.uk

Samaritans – www.samaritans.org.uk

Sane – www.sane.org.uk

Shift – www.shift.org.uk

Social Care Institute for Excellence – www.scie.org.uk

Together – www.together-uk.org

UK Public Health Association – www.ukpha.org.uk

This newsletter is produced to reinforce the aims
of the White Paper Choosing Health by providing
NIMHE nationally and regionally with a vehicle to

support local work and to ensure that mental
health promotion remains on local agendas.

It provides information, articles and opinions for 
the mental health promotion community and those
tasked with effectively implementing Standard One 
of the National Service Framework. Each issue also

includes details of models of good practice, information
on upcoming events and conferences and further

contacts for organisations supporting the promotion of
public mental health.

The next issue will look at work around commissioning
for mental well-being/practice based commissioning. 

If you are interested in including something or 
making suggestions for inclusion in future editions

please contact 
John Scott on email: john.scott@dh.gsi.gov.uk or

Mary Tidyman on email:marytidy@hotmail.com

Mental Health 
Promotion Update

USEFUL WEBSITES

For further copies of this document, please contact 
your local development centre or the mental 

health promotion team at:

The National Institute for Mental Health in England
Room 8E44, Quarry House, Quarry Hill, Leeds, LS2 7UE

Tel: 0113 254 6892 Web: www.nimhe.csip.org.uk

The Care Services Improvement Partnership (CSIP) 
Working with and funded by the


