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The ETHICS/LIPC/RCGP Think Tank

These proposals arise from an expert Think Tank, convened by ETHICS in collaboration with
the London Journal of Primary Care and Royal College of General Practitioners. The Think
Tank included professionals from primary care, public health, psychiatry, community
development, clinical practice and commissioning. There was expertise in qualitative and
quantitative research, epidemiology, guideline development, education and training, inter-
sectoral collaboration, situation appraisal and policy development.

The detailed recommendations made by the Think Tank for each level of the service
(community, GP, practice, cluster of practices, CCG and HWB) and each stage of the life
course (preconception to end of life) and the background briefing supporting them can be

found on the ETHICS website (www.ethicsfoundation.org).
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Acronyms
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NHS
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Antisocial Personality Disorder

Post traumatic Stress Disorder
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Autistic Spectrum Disorder

Clinical Commissioning Group

General Practitioner

Health and Wellbeing Board

Information Technology

National Health Service

World Health Organisation
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Integrating Mental Health Promotion and Prevention into General Practice

Welcome to our report!

Our report aims to encourage the integration of mental health promotion and
prevention into general practice to reduce the burden of mental and physical disorders
and the ensuing pressure on general practice. The rationale for this is that mental health
promotion and prevention are too important to wait.

There is strong evidence for the value of mental health promotion and prevention to
improve human, social and economic capital. The case for systematic attention to the
implementation of mental health promotion and prevention is made by the magnitude of
the global burden of mental disorder and the importance of its prevention; the current
evolution of the role of clinical commissioning groups; the timely focus in the NHS’s Five
Year Forward View (2015-2020) policy on improving health and wellbeing, health
promotion and prevention, and on developing a closer relationship between primary care
and the community. We therefore propose 12 overarching messages to enable and
support this process.

The core principles underpinning both this brief report and the wider think tank report on
which it is based include the WHO definitions of health and mental health, the public
health framework for health promotion and prevention, the need for parity (equality of
time, energy, resources and commissioning expertise) between mental and physical
health, and the value of a biopsychosocial approach to health.

The twelve messages to achieve improved mental health for all and to save lives:
1. Mental health promotion and prevention are too important to wait
2. Work with your community to map risk factors, resources and assets
3. Good health care, medicine and best practice are biopsychosocial rather than
purely physical
Integrate mental health promotion and prevention into your daily work
Boost resilience in your community through approaches such as community
development
Identify people at increased risk of mental disorder for support and screening.
Support early intervention for people of all ages with signs of iliness
Maintain your biopsychosocial skills
Ensure good communication, interdisciplinary team working and intersectoral
working with other staff, teams and agencies
10. Lead by example, taking action to promote the resilience of the general practice
workforce
11. Ensure mental health is appropriately included in the strategic agenda for your
cluster, at the Clinical Commissioning Groups, and the Health and Wellbeing Board
12. Be aware of national mental health strategies and localise them, including action to
destigmatise mental illness within the context of community development
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1. Mental health promotion and prevention are too important to wait

Despite the fact that UK General Practice and wider Primary Care is currently
overwhelmed, overburdened and suffering from low morale, there are compelling reasons
to implement mental health promotion and prevention in the GP setting. It will not only
reduce illness, save lives and save money, but it will also ultimately reduce the general
practice workload as well as promoting our own resilience and mental health.

Good mental health is important for the educational achievement of children and their
future prospects, for the physical health of the population, for the social capital (amount of
trust and reciprocity) of communities and for the economy. Nonetheless, despite increased
efforts to improve mental health treatment services, it remains the case that 9.5% of
children and 17.6% of adults have a mental disorder at any one time. Mental disorders in
the UK cost around £100 billion a year. Mental disorders are the leading cause of sickness
absence in UK, leading to 70 million sick days lost per year. Indeed, 44% of employment
and support allowance benefit claimants report a mental disorder as the primary
diagnosis. The cost of crime by those who had conduct problems in childhood is £60 billion
in England and Wales.



The prevention, assessment and treatment challenge — typical prevalence rates of
mental disorders

Practice Cluster CCG Sector

10,000 40,000 400,000 1,000,000
Children and adolescents
Conduct 550 2,200 22,000 55,000
Emotional 390 1,560 15,600 39,000
Attention Deficit Hyperactivity Disorder 150 600 6,000 15,000
Autism 100 400 1,600 10,000
Learning Disabilities 300 1,200 4,800 30,000
Dyslexia 1,000 4,000 40,000 100,000
Adults
Clinical Mental Depression 1,800 7,200 72,000 180,000
Alcohol dependence 600 2,400 24,000 600,000
Hazardous drinking 2,500 10,000 100,000 250,000
Drug dependence 340 1,360 13,600 34,000
Psychosis 50 2000 20,000 50,000
ASPD 30 120 1,200 3,000
PTSD 300 1200 12,000 30,000
ADHD broad 820 3280 32,800 82,000
ADHD narrow 230 920 9,200 23,000
ASD 110 440 4,400 11,000
Eating disorders 640 2560 25,600 64,000
Pathological gambling 30 120 1,200 3,000



Work with your community to map risk factors, resources and assets

Work within your own Practice, your local colleagues (GP federations, associations or
‘clusters' of local Practices as they develop), your Clinical Commissioning Group (CCG) and
your Health & Wellbeing Board (HWB) to map your communities (context, risk, resilience,
resources, agencies, workforce and workforce funding) so that this knowledge can be used
to benefit your patient populations, your community and your practice.

Community appraisals can include information about the socio-demography of the
population, urban/rural, age structure, ethnicity/language/migration, and the services
available —health, social care, education, youth and criminal justice services, non-
governmental /voluntary sector community organisations. What are the current
interagency boundaries and what can be done to enable closer working? Local data is
available on mortality, morbidity, risk factors, and resilience factors. If no local data is
available or current, extrapolate with wisdom from national datasets. Consider the local
resources already available to boost resilience and encourage their wider use and
availability as local community assets e.g. parenting classes, community development,
exercise classes, language classes for immigrants, and the “whole school approach” to
mental health promotion. Consider the local risk factors e.g. income disparity, debt,
marital breakdown, substance abuse and how they can be systematically addressed in your
patients e.g. access to debt counselling, housing advice, benefit advice, marriage guidance,
people with problems with alcohol. It is very difficult to address income disparity but much
can be done to help people in debt by signposting to relevant agencies e.g. Stepchange
(www.stepchange.org).

Consider the vulnerable groups covered by your practice e.g. looked after children, ex-
prisoners, older isolated people, and teenage gang members and ensure a systematic
proactive approach to meeting their biopsychosocial needs.

2. Good health care, indeed good medicine, and best practice are biopsychosocial
rather than purely physical

A holistic approach is needed if good outcomes are to be achieved. We need to
encourage a proactive biopsychosocial approach in all consultations for the assessment
and management of both mental and physical disorders. Practice staff need to be aware of
the common ways in which people with depression and anxiety may present, for instance:
sick note requests, fatigue, back pain, headache, mood change, life transition, any long
term condition, attendance by someone who rarely visits the practice especially an older
male.

GPs and Practice staff also need to be aware of individual social determinants to inform
prevention and management of mental and physical illness. The social risk factors, e.g.
debt, unemployment, housing problems, marital problems, alcohol, tobacco and drug
misuse once identified, can either be addressed by direct action where feasible, or



frequently by signposting to other relevant agencies, as well as by inter-sectoral
collaboration. Linking with community development workers where available will facilitate
tackling social determinants of health.

3. Integrate mental health promotion and prevention into your daily work
This can be as part of a systematic biopsychosocial approach to leadership, teaching,
information systems, clinical consultations and management plans.

In addition, all clinicians need to be able to recognise teachable and learning moments to
work with our patients to promote mental health and prevent illness, so that all patients
have access to evidence based mental health promotion and prevention. Such
opportunities arise at new patient checks, call and recall systems, immunisation
consultations, as well as in routine consultations. Much can be accomplished by the
cumulative effect of health care workers paying attention to mental health needs as part of
their daily work. Supporting people with opportunities for this are present when clinicians
are caring for people and families at life transitions, with chronic health conditions and
during prenatal and post-natal care etc.

We all need to consider how the practice environment can promote mental health, by
using posters, videos and fliers to signpost local support organisations and other
community assets. Encourage nurses and other practice staff to learn about available
resources and work with local community development workers where available.

There are now many helpful apps for patients e.g. baby buddy for the care of new born
babies (www.bestbeginnings.org.uk/babybuddy; Emma’s diary, www.emmasdiary.co.uk;
grandparents plus, www.grandparentsplus.org).

Undertake a practice audit to find out which clients have risk factors for mental disorder,
and identify those with multiple risk factors and use clinical reminders systems (i.e. using
Information Management and Technology solutions) to GPs and other clinical staff about
the severity and range of individual social risk factors in each patient. Find out your
practice rates of severe mental illness, autism, learning disabilities, drinking above safe
limits, also people with needs for forensic psychiatry services, suicides, suicide attempts,
and premature deaths in people with severe mental illness. It is also useful to check
whether the practice has ready access to debt advice, housing advice, benefits advice,
marital counselling, bereavement counselling and has appropriate practice policies for
safeguarding and child abuse as well as clear referral pathways e.g. for people with severe
depression or early symptoms of psychosis. It is important to check, share and discuss
these matters amongst the whole practice team, and keep practice policies up to date.



4. Boost resilience in your community

Universal mental health promotion and prevention measures relevant for everyone
include physical exercise, good nutrition including enough B vitamins, use of green space,
volunteering and giving, parenting skills for all, and social networks. Social networks and
social participation appear to act as a protective factor against cognitive decline and
dementia, and social networks are consistently and positively associated with reduced
morbidity and mortality. The Five Ways to Wellbeing are a set of evidence-based actions
which promote people’s wellbeing which were developed by the New Economics
Foundation from evidence gathered in the UK government’s Foresight Project on Mental
Capital and Wellbeing. They are: Connect, Be Active, Take Notice, Keep Learning and Give.

Boosting social networks may best be supported by commissioning community
development jointly by the CCG, the Local Authority and, where relevant, the local Trusts.
This generic work is likely to enhance population resilience and to enable organisations to
be more responsive to the requirements of the local populations. Collaborate with
community development and voluntary organisation colleagues. NHS and Local Authority
Commissioners should ensure that community development routinely underpins the
provision of community care and primary care. Evidence shows that this approach will
enable communities and statutory services not only to map local resources and assets but
also to harness them co-productively for health gain. Building such social networks and the
strength of local communities contributes significantly to resilience, confidence and
mental health protection.

5. ldentify people at increased risk of mental disorder for support and screening
Take a proactive approach across the life course to screening, assessment, prompt
treatment and support of people who are at increased risk for mental health problems. It
is important to know the risk and resilience factors at each stage of the life course in
general as well as in your local area, implement age appropriate mental health promotion
and prevention at each stage of the life course, and use the opportunities provided by new
registrations, nurse new patient checks as well as routine consultations.

Familiarise yourself with the factors associated with higher rates of mental disorder
among children which include: child abuse; bullying, violence and witnessed violence,
institutional care in childhood; physical health problems; poor nutrition; Having special
educational needs; lone parenthood; Reconstituted families; poor educational levels;
unemployment; low income; psychological distress among mothers and family discord;
poor parental mental health; separation of parents; parents in trouble with the police;
illegal drug use; deprivation and lack of social cohesion; social and economic upheaval
(www.childrenscommissioner.gov.uk/publications/ nobody-made-connection-prevalence-
neurodisability-young-people-who-offend).
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The factors associated with higher rates of mental disorder among adults include: being
female, aged between 35 and 54, Social class V, tenants of Local Authorities and Housing
Associations, separation or divorce, living as a one person family unit, or as a lone parent;
debt; a predicted verbal 1Q of 70—-85, impaired personal functioning, no formal educational
qualification, people with long term physical illness, disability, painful and life threatening
conditions. (People with two or more long term physical health problems have a 7x
increased risk of depression).

Consider different settings where groups at high risk may be found: high risk
occupational groups, including the GP workforce; high risk housing groups including
people who are homeless, those in local authority housing, prisoners, people in old
people’s homes, and looked after children, especially those in institutional care; and those
at certain life stages , including postnatal women.

Most people who kill themselves have recently seen their GP. This is an important
opportunity for prevention. Suicide prevention includes the assessment and management
of suicidal risk, prompt treatment of underlying depression or other psychological illness,
all the usual interventions to promote mental health and resilience, improving coping
skills, social networks and social support, advising patients and families about restricted
access to lethal medicines including paracetamol, intensive support after previous suicide
attempt as there is a 100x increased risk in following year, and support for high risk
occupational groups especially at times of increased risk.

The information about risk factors and risk settings helps us to target our prevention
activities. Ensure that all practice staff receive regular skills based updates in assessment
and management of suicidal risk, in much the same way as we would do for Child
Protection or Cardio-Pulmonary Resuscitation.

6. Support _early intervention for people of all ages with signs or symptoms of
iliness. Early recognition and intervention is crucial

Early intervention for Attention Deficit Hyperactivity Disorder results in improved

educational and social outcomes and reduced difficulties in later life.

Individual parenting intervention programmes for conduct disorder result in improved
child behaviour, improved family relationships, improved educational outcomes and
reduced conduct disorder, antisocial behaviour and crime.

School based intervention programmes for children at highest risk and those with sub-

threshold disorders result in improved mental health, improved behaviour at school and
home and improved social skills and academic skills.
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Early intervention for depression and anxiety results in less impact on relationships, family
and workplace

Early intervention for psychosis results in fewer psychotic symptoms, a better course of
illness, higher employment rates, reduced GP consultations and Accident and Emergency
consultations.

Early intervention for antisocial personality disorder results in improved functioning for
adults, reduced psychopathy and suicidal behaviour.

Early intervention for harmful drinking results in improved physical and mental health and
social functioning.

7. Maintain your biopsychosocial skills

We are responsible for the whole person, not just their physical health, and so all of us
need to be able to readily conduct systematic routine assessment of current mental state
and suicidal risk in each consultation where indicated by a psychosocial presenting
symptom or complaint. We also need to understand how to address risk and resilience
factors in the life course as a long-term process.

We all need to be skilled, confident and comfortable in dealing with mental illness. e
also need to be skilled at assessing the severity of depression and severity of suicidal risk.
If there is a hint of depression in the consultation, its overall severity (range of symptoms,
severity, frequency, chronicity, interference with daily life) should be assessed at the time.
If depression is present, then suicidal risk should be assessed and appropriately managed.
The most recent data indicates that about half of Common Mental Disorders (CMD)
(mostly depression and anxiety) remain undiagnosed, and only a quarter receive
treatment for CMD. We also need to be skilled at appraising social determinants of mental
illness e.g. when people join the practice, and in ensuing consultations, and address them
in long term management plans. Mental health must always be assessed in the context of
assessment and management of long term physical conditions.

8. Ensure good communication, interdisciplinary team working and inter-sectoral
working with other staff, teams and agencies

Joint commissioning, multiagency collaboration and inter-sectoral interventions with
local authorities (e.g. public health, social care and education colleagues) and other key
sectors is crucial to implement mental health promotion and prevention interventions
across the life course continuum. Examples include the whole school approach to mental
health promotion which works on the classroom environment, the curriculum, the school
environment and the links between the school and the community in order to enhance
trust, communication and a sense of security across the school; the provision of parenting
classes both in schools and for adults; mental health first aid training for all; action on
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personal debt; action on social networks for lonely and isolated older people; and suicide
risk reduction.

Nursing care across the whole of the life course should support mental health promotion.
All prevention, treatment, rehabilitation and prevention of mortality activities need to be
organised for the whole person in the context of their family and community, whether in
or out of hospital.

Community Development should become a routine part of health care provision. This will
aid inter-sectoral work and promote community-led work on mental health promotion.

Support and utilise communication solutions, including cross-sectoral referrals and
appropriate electronic note sharing mechanisms (such as software, referral pathways etc.)
for fast movement of patient information between services. Meet your local partners to
clarify how best to share patient information, and give patients the right care they need
at the right time as efficiently and effectively as possible, whilst maintaining appropriate
levels of patient confidentiality.

To support inter-sectoral work across the whole clinical spectrum from consulting,
coordinating care to health services development and training. For example, in the
clinical consultation, this can be assisted by paying attention to effective use of
consultation time, to planning patient care, to staffing, brief therapeutic approaches,
multidisciplinary team working, and IT systems.

9.Lead by example, taking action to promote the resilience of the general practice
workforce

Consider your own physical and mental health promotion and self-care as health

professionals, conduct reflective practice and support a quality culture within your

workplace practice and daily life. For example we need to:

e Learn ways to encourage, experience and model a positive climate in the workplace
and a balanced lifestyle; including a staff environment which supports healthy diet,
time for exercise, family time, and allows time to give positive feedback and
congratulate successes.

e Ask for and expect protected time to engage in local community development, serve
on representative committees, attend Clinical Commissioning Groups and other board
meetings, leadership development, and promote positive mental health and wellbeing
in role as member of community.

e Interact with media and professional groups to raise awareness of general practice
staff such as the practice nurse role in primary care; ask for and expect protected time
for professional reflection and lifelong learning.
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e Encourage an environment where professionals in the practice can flourish, where
there are opportunities for personal and professional growth, under supportive and
inspirational leadership, and an enabling environment that supports shared learning
for all.

e Encourage an environment where health professionals in the practice who experience
bereavement, other loss or major trauma, have to face a life changing diagnosis , or
are otherwise overwhelmed by multiple stresses can develop resilience and return to
work when recovered.

e Encourage an environment where professionals plan appropriately for retirement.

10. Ensure mental health is appropriately included in the strategic agenda for your
cluster, at the Clinical Commissioning Groups, and the Health and Wellbeing
Board

So that there is parity between mental and physical health, including equality of time,

energy, resources and commissioning expertise.

Mental health promotion and prevention needs to be included in all commissioning
contracts and in all service provision with explicit commitments to health promotion,
prevention, a biopsychosocial perspective and addressing comorbidities. For example, by
the inclusion of evidence-based interventions such as parenting classes, a whole school
approach to mental health promotion, MH First Aid training, addressing major social risk
factors such as personal debt, bullying and child abuse.

Promote IT systems that support Interactions between primary and secondary care;
Patient online record access-www.england.nhs.uk/ourwork/pe/patient-online/; patient
access to useful websites e.g. www.bigwhitewall.com, www.buddyapp.co.uk; inter-
sectoral working between health, education, social care, criminal justice; good practice
guidelines , clearly summarised for use within the consultation; clinical audit and service
improvements, monitoring risk factors at individual and community levels, data sharing
within practices, between practices, across Clinical Commissioning Groups, between
primary and secondary care, and local authority public health planning programmes.

Integrate mental health promotion into all care pathways for people with physical
and/or mental illness.

Inter-sectoral committee at commissioning level.

Inter-sectoral work at practice level, cluster level, Clinical Commissioning Groups and
Health and Wellbeing Board.

11. Be aware of national mental health strategies and localise them, especially action to
destigmatise mental illness within the context of community development
We need to talk about mental health and mental illness and make it ordinary.

14



Key References and Further Reading

The detailed recommendations made by the Think Tank for consideration at each level of
the health system and each stage of the life course from pre-conception to end of life,
together with a background briefing on mental health, can be found at
www.ethicsfoundation.org

1. Mental health promotion and prevention are too important to wait

Government Office for Science, Foresights Projects (2007). Mental Health Challenge,
http://webarchive. nationalarchives.gov.uk/20140108144555/
http://www.bis.gov.uk/assets/foresight/docs/mental-capital/mental_health.pdf
Government Office for Science, Foresights Projects (2008). Mental Capital and
Wellbeing: Making the most of ourselves in the 21st century. Final Report. London.
www.gov.uk/government/uploads/s
ystem/uploads/attachment_data/file/292450/mental-capital-wellbeing-report.pdf
Henderson, G. (2015). “Addressing the public’s mental health”. Journal of Public
Health. 37: 370-372.

Knapp, M., McDaid, D. and Parsonage M. (Eds.) (2011). Mental Health Promotion
and Mental lliness Prevention: The Economic Case. London: Department of
Health.www.gov.uk/government/uploads/
system/uploads/attachment_data/file/215626/dh_126386.pdf

McCrone, P., Dhanasiri, S., Patel, A., Knapp, M., Lawton-Smith, S. (2008). Paying the
Price. The Cost of Mental Health Care in England to 2026. London: King’s
Fund.www.kingsfund.org.uk/sites/files/kf/ Paying-the-Price-the-cost-of-mental-
health-care-England-2026-McCrone-Dhanasiri-Patel-Knapp-Lawton-Smith-Kings-
Fund-May-2008_0.pdf

NHS England (2014). The NHS Five Year Forward View.
www.england.nhs.uk/ourwork/futurenhs/

2. Work with your community to map risk factors, resources and assets
See www.mentalhealthsurveys.co.uk/ for a list of survey reports and publications.

National household surveys of adults, and longitudinal follow up.

Adult population surveys have been conducted in 1993, 2000, 2007 and 2015 (to
report in 2016).

McManus, S., Meltzer, H., Brugha, T., Bebbington, P., Jenkins, R. (2009). Adult
Psychiatric Morbidity in England, 2007: Results of a Household Survey. London:
National Centre for Social Research.
www.hscic.gov.uk/pubs/psychiatricmorbidity07

15



e Meltzer, H., Gill, B., Petticrew, M., Hinds, K. (1995). OPCS Surveys of Psychiatric
Morbidity in Great Britain, Report 1: The Prevalence of Psychiatric Morbidity
among Adults Living in Private Households. London: HMSO.

e Singleton N, Lewis, G. (2003). Better or Worse: A Longitudinal Study of the Mental
Health of Adults Living in Private Households in Great Britain. London: TSO.

e Singleton N, Bumpstead R, O’Brien M, Lee A, Meltzer, H. (2001). Psychiatric
Morbidity among Adults Living in Private households.2000. London: TSO.

National surveys of adult vulnerable groups

e Gill, B., Meltzer, H., Hinds, K., Petticrew, M. (1996). Report 7: Psychiatric Morbidity
among Homeless People, in: Office for National Statistics Social Survey Division
OPCS Surveys of Psychiatric Morbidity in Great Britain. 7: 238. London: HMSO.

e Singleton, N., Maung, NA., Cowie, A., Sparks, J., Bumpsteead, R., Meltzer, H.
(2002). Mental Health of Carers. London: TSO.

e Singleton, N., Meltzer, H., Gatward, R. (1998). Psychiatric Morbidity among
Prisoners in England and Wales. London: TSO.

National surveys of Children and longitudinal follow up

e Meltzer, H., Gatward, R., Corbin, T., Goodman, R., Ford, T. (2003). Persistence,
Onset, Risk Factors and Outcomes of Childhood Mental Disorders. London: TSO.

e Meltzer, H., Gatward, R., Goodman, R,, Ford, T. (2000). Mental Health of Children
and Adolescents in Great Britain, London: The Stationery Office.

e Meltzer, H., Harrington, R., Goodman, R., Jenkins, R. (2001). Children and
Adolescents Who Try to Harm, Hurt or Kill Themselves, London: National Statistics.

National surveys of vulnerable young people

e Meltzer, H., Gatward, R., Corbin, T., Goodman, R., Ford, T. (2003). The Mental
Health of Young People looked after by Local Authorities in England. London: TSO.

e Lader, D., Singleton, N., Meltzer, H. (2000). Psychiatric Morbidity among Young
Offenders in England and Wales, London: National Statistics.

Overviews

e Allen, J, Balfour, R, Bell, R, Marmot, M. (2014).” Social Determinants of Mental
Health”. International Review of Psychiatry. 26: 392-407.

e Jenkins, R., Meltzer, H., Bebbington, P., Brugha, T., Farrell, M., McManus, S. (2009).
“The British Mental Health Survey Programme: Achievements and latest findings.”
Social Psychiatry and Psychiatric Epidemiology. 44 (11): 899-904.

e Marmot, M. (2010). Fair Society, Healthy Lives. Strategic review of health
inequalities in England post 2010 (The Marmot Review).
www.instituteofhealthequity.org/ projects/fair-society-healthy-lives-the-marmot-
review

e National Mental Health, Dementia and Neurology Intelligence Network. Public
Health England. www.yhpho.org.uk/default.aspx?RID=191242

e NICE Guidance. Health Inequalities and Population Health.
www.nice.org.uk/advice/lgh4

16


https://scholar.google.co.uk/citations?view_op=view_citation&hl=en&user=Vi5hzLcAAAAJ&cstart=100&sortby=pubdate&citation_for_view=Vi5hzLcAAAAJ:35N4QoGY0k4C

Good health care medicine and best practice are biopsychosocial rather than purely
physical
e Engel, G.L. (1980). "The clinical application of the biopsychosocial model".
American Journal of Psychiatry. 137 (5): 535-544.
e White, P. (Ed.) (2005). Biopsychosocial Medicine-An integrated approach to
understanding illness. Oxford University Press.

3. Integrate mental health promotion and prevention into your daily work

e Barry, M. and Jenkins, R. (2007). Implementing Mental Health Promotion. Elsevier:
Oxford.

e WHO 2004. Promoting Mental Health: Concepts, Emerging Evidence, Practice.
www.who.int/mental_health/evidence/en/promoting_mhh.pdf

e WHO 2004. Prevention of Mental Disorders: Effective Interventions and Policy
Options, WHO Geneva.

e WHO 2005. Promoting Mental Health, WHO Geneva.

4. Boost resilience in your community

e Fisher, B. (2014). “Community Development through Health Gain and Service
Change — Do it now!” London Journal of Primary Care (Abingdon) 6(6): 154—158.
www.ncbi.nlm.nih.gov/pmc/articles/PMC4345786/

e Health Empowerment Leverage Project. www.healthempowerment.co.uk/

e NICE Guidance (2008). Community Engagement. www.nice.org.uk/guidance/ph9

e South, J. (2015). A Guide to Community-Centred Approaches for Health and
Wellbeing. London: Public Health England.
www.gov.uk/government/uploads/system/uploads/attachment_data/
file/A17515/A_guide_to_community-
centred_approaches_for_health_and_wellbeing__ full_report_.pdf

e Think local, Act Personal. www.thinklocalactpersonal.org.uk/Browse/Building-
Community-Capacity/Learning_network/Community_development/

5. Identify people at increased risk of mental disorder for support and screening

e Brugha, T.S., Morrell, C.J., Slade, P. and Walters, S.J. (2011). “Universal Prevention
of Depression in Women Postnatally: Cluster Randomized Trial Evidence in Primary
Care”. Psychological Medicine. 41 (4): 739-748.

e Centre for Suicide Research, Department of Psychiatry, University of Oxford. Clinical
Guide. Assessment of Suicidal Risk in People with Depression.
http://cebmh.warne.ox.ac.uk/ csr/Clinical_guide_assessing_suicide_risk.pdf

e NICE Guidance (2010, refreshed in 2015). Looked after Babies, Children and Young
People. www.nice.org.uk/guidance/ph28

e NICE Guidance (2010). Alcohol Use Disorders-Preventing Harmful
Drinking.www.nice.org.uk/ guidance/ph24
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http://www.radcliffehealth.com/ljpc/article/community-development-through-health-gain-and-service-change-do-it-now
http://www.nice.org.uk/guidance/ph28

NICE Guidance (2015). Preventing Harmful Alcohol Use in the Community.
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al. (2014). “Preventing the Onset of Major Depressive Disorder: A Meta-Analytic
Review of Psychological Interventions”. International Journal of Epidemiology. 43
(2):318-29.

6. Support early intervention for people of all ages with signs of illness

NICE Guidance (2008). Social and Emotional Wellbeing in Young People.
www.nice.org.uk/guidance/ph12

NICE Guidance (2012). Social and Emotional Wellbeing in Early Years.
www.nice.org.uk/guidance/ph40

7. Maintain your biopsychosocial skills

RCPSYCH (2013). OP88 Whole Person Care: From Rhetoric to Reality (Achieving
parity between mental and physical health).
www.rcpsych.ac.uk/usefulresources/publications/collegereports/op/op88.aspx

8. Ensure good communication, interdisciplinary team working and inter-sectoral
working with other staff, teams and agencies

NICE Guidance (date: TBC). Social and Emotional Wellbeing in Primary and
Secondary Education. www.nice.org.uk/guidance/indevelopment/gid-phg82
NICE Guidance (anticipating publishing date: 2016). Mental Health of Adults in
Contact with the Criminal Justice System.
www.nice.org.uk/guidance/indevelopment/gid-cgwave0726

Pearson, P. and Spencer, J. (1997). Promoting Team Working in Primary Care-A
Research Based Approach. London: Edward Arnold.

Thomas, P. (2006). Integrating Primary Health Care-Leading, Managing,
Facilitating. Oxford: Radcliffe.

9. Lead by example, taking action to promote the resilience of the general practice
workforce

NICE Guidance: Promoting Wellbeing at Work. www.nice.org.uk/Guidance/PH22
NICE Guidance (2009). Workplace Policy and Management Practices to Improve the
Health and Wellbeing of Employees. www.nice.org.uk/guidance/ng13

10. Ensure mental health is appropriately included in the strategic agenda for your
cluster, at the Clinical Commissioning Groups, and the Health and Wellbeing Board

The Joint Commissioning Panel for Mental health ten key messages for
commissioners
http://www.jcpmh.info/wp-content/uploads/10keymsgs-publicmentalhealth.pdf
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Joint Commissioning Panel for Mental Health-Guidance for commissioners or

primary mental health care services. Vol. 2 Practical Mental Health Commissioning
http://www.rcpsych.ac.uk/PDF/ JCP-MH%20primary%20care%20(March%202012).pdf

Commissioning stepped care for people with common mental disorders
http://www.nice.org.uk/guidance/CMG41

Public mental health leadership and workforce development framework
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/4
10351/Public_mental_health_leadership_and_workforce_development_framework
_executive_summary.pdf

11. Be aware of national mental health strategies and localise them, including action to
destigmatise mental illness within the context of community development

No Health without Mental Health
https://www.gov.uk/government/publications/the-mental-health-strategy-for-
england

National Suicide prevention Strategy for England
https://www.gov.uk/government/publications/suicide-prevention-strategy-for-england
Public mental health leadership and workforce development framework
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/4
10351/Public_mental_health_leadership_and_workforce_development_framework
_executive_summary.pdf

Public Mental Health Leadership and Workforce Development Framework. London: Public
Health England, 2015.
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/410356/P
ublic_Mental_Health_Leadership_and_Workforce Development_Framework.pdf
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The twelve messages to achieve improved
mental health for all and to save lives:

1. Mental health promotion and prevention are too important to
wait

2. Work with your community to map risk factors, resources and
assets

3. Good health care, medicine and best practice are
biopsychosocial rather than purely physical

4. Integrate mental health promotion and prevention into your
daily work

5. Boost resilience in your community through approaches such as
community development

6. Identify people at increased risk of mental disorder for support
and screening.

7. Support early intervention for people of all ages with signs of
iliness

8. Maintain your biopsychosocial skills

9. Ensure good communication, interdisciplinary team working and
intersectoral working with other staff, teams and agencies

10. Lead by example, taking action to promote the resilience of the
general practice workforce

11. Ensure mental health is appropriately included in the strategic
agenda for your cluster, at the Clinical Commissioning Groups,
and the Health and Wellbeing Board

12. Be aware of national mental health strategies and localise them,
including action to destigmatise mental illness within the
context of community development
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