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4.2.2 Raising awareness among specifi c at-risk groups 

The routine provision of advice and information alone on lifestyle, diet and exercise is unlikely 

on its own to lead to behaviour change. Vulnerable population groups such as those with mental 

health needs may be even less likely to make use of messages in contrast to other sections of 

the population, thus widening health inequalities. Much more active approaches, which might for 

instance involve regular dialogue and monitoring by health and social care professionals or peer 

advocates might help increase uptake of lifestyle advice. Financial incentives can also help: these 

might include the prescription of access to gym or sports facilities, as well as subsidies to help 

purchase healthy foods. Carers and families can also play a critical role in helping individuals to 

stay physically healthy: this is particularly the case where the carer has principle responsibility for 

food shopping. 

4.3 Improved training in primary and specialist care

Another issue relates to the current discussion at EU level over how to sustain the future 

European health workforce. Will there be enough incentive to ensure that the workforce has 

suffi cient professionals with some skills in respect of both physical and mental aspects of health? 

To improve further our understandings of the links between poor physical and mental health, 

and perhaps more importantly on the implementation of evaluation of different approaches to 

tackle the issue in a range of contexts and settings across Europe could be an element of future 

work under both the EU public health and seventh research framework programmes.

Figure 5: Making a website accessible

http://www.inclusion-europe.org. Reproduced with permission from Inclusion Europe.
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Primary care practitioners and ancillary professions, e.g. community nurses, health visitors and 

social workers, typically are the fi rst points of contact with health care systems for individuals 

in Europe, albeit in some EU countries individuals can also directly seek advice from specialists. 

Ensuring that primary care practitioners, as well as mental and physical health specialists, including 

those based in long-term care facilities, have suffi cient skills at least to diagnose co-morbid 

problems is essential to the development of an integrated and holistic health care system [89]. 

Many countries have guidelines on the recognition and management of mental health problems in 

primary care, but the recognition, accurate diagnosis and management of mental health problems 

remain poor in many settings. For instance, in one analysis of primary care practitioners in fi ve 

European countries, only 60% of all individuals with an anxiety disorder who attended primary 

care centres were correctly diagnosed [90]. Basic and continuing training programmes might 

place greater attention on identifi cation of mental health problems and co-morbidities. However, 

evidence to date indicates that training alone, even coupled with guidelines, is unlikely to lead to 

better outcomes for service users [91, 92]. Collaborative care models, which ensure that primary 

care practitioners may undertake joint consultations and have access to specialists in mental health 

services, may be one way forward. Families and carers, where appropriate, should also be involved 

in such collaborative care models since they can provide very pertinent insight derived from their 

unique relationship with the individual.

Given the increased risk of suicide and depression in the case of people diagnosed with a severe 

physical illness (such as cancer), there is clearly also an important need to monitor the mental 

health status of people with physical health problems. In particular, primary care practitioners and 

specialists might undergo some training to help them better recognise potential warning signs 

of suicide as well as to detect the depression that can often be triggered by a deterioration in 

physical health.

Other incentives, for instance related to policy targets and goals or the use of fi nancial incentives 

might be used to help different health professionals focus greater attention to specifi c health risks 

(see Section 5). Improving the quality of communication between some primary care professionals 

with long-standing negative attitudes towards people with mental health problems is one factor 

to be addressed [93]. Another critical factor to the success of primary care-led approaches may 

be to ensure that individuals and their families also receive help and support to facilitate the self-

management of their physical and/or mental health needs. 

Primary care practitioners, as well as health promotion and mental health specialists, might be 

members of community mental health teams that have been developed in some countries to 

help support people with mental health problems (see Box 7).
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4.4 Encouraging greater collaboration and co-operation

Although we have demonstrated a wealth of information on co-morbid physical and mental 

health problems, specialist care tends not to focus on any potential risk of co-morbidity. 

Psychiatrists have focused mainly on treating psychiatric symptoms at the risk of neglecting 

common physical health needs [17, 94, 95]. There is a scope to understand better how the 

psychiatrist can act to help promote physical health (see Box 8), and conversely to understand 

how certain specialists (e.g. oncologists, diabetologists, cardiologists) might think about the 

mental health status of the people they treat.

The delivery of cost-effective intervention and strategies requires collaboration and co-operation 

between mental health professionals and other sectors, notably primary care, within the 

health care system [14]. Collaboration might be required, for instance, on the appropriate 

baseline screening and ongoing monitoring of people with mental health problems receiving 

anti-psychotic medication. Referrals and communication between specialists and primary care 

practitioners, as appropriate, can help tailor care and health promotion interventions to best 

meet the needs of the individual. Previous studies have suggested that this does indeed increase 

the use of preventive services [96]. Primary care practitioners may be well placed to coordinate 

actions to promote health and well-being across sectors, liaising with other local services such as 

housing and education as appropriate. Multi-disciplinary care teams may also offer a way forward.

Box 7: Early intervention teams 

One way of helping to prevent the onset of physical health problems may be through 
community-based early intervention teams that are seen in some European countries. 
These are multi-disciplinary teams that provide help to people aged between 16 and 
30 experiencing psychoses for the fi rst time. Teams take a holistic approach to health 
promotion, including monitoring physical health needs, providing and monitoring 
medication (with an intention of minimising dose size and any weight gain or glucose 
irregularities) and providing advice and help on healthy living.

Box 8: Liaison psychiatry 

The concept of liaison psychiatry, a type of integrated care pathway whereby psychiatrists 
work with other specialities in respect of physical health issues, might be expanded to 
include greater collaboration with the primary care sector [97]. 
The inclusion of family consultation should also be considered in order to bring another 
dimension to the collaboration.
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4.5  Assessing and monitoring physical and 

mental health status for at-risk populations

Actions might also involve active monitoring of the physical and mental health of at-risk 

populations. Well-developed clinical guidelines on the early identifi cation of physical health 

problems that have been associated with poor mental health are increasingly available. One 

such example is the recent publication by the National Institute for Health and Clinical 

Excellence of a protocol for the identifi cation through screening and genetic testing of people 

with familial hypercholesterolaemia [98]. Similarly, recognising that people living with enduring 

mental illnesses are an at-risk group for certain physical illnesses is leading to guidelines [82, 99-

101], which, if put into practice (see Section 4.2), could enable the early detection, prevention 

and, if necessary, treatment of what otherwise are becoming severe somatic co-morbidities.

4.5.1 Targeted approaches for different population groups

Different approaches to assessment and monitoring may be required for different segments 

of the population. Sexual dysfunction has been linked to some medications; again individuals 

receiving drug treatments with the potential for causing sexual dysfunction may need to be 

followed up. People over 65 with both physical and mental health problems may be more 

prone to falls and confusion regarding medication regimens and nutritional neglect. They may 

also fi nd it geographically more diffi cult to access services, particularly if living in rural isolated 

communities. Social care services may need to provide additional support for these individuals. 

Ethnic minority populations might also have specifi c needs; some may be genetically more 

prone to conditions such as diabetes, whilst for others there is a need to ensure that the 

interventions are culture and gender-sensitive.

4.6 Protecting physical and mental health within long-term care facilities

While most people with physical or mental health problems live in the community, it is 

important not to ignore the needs of those who may be in hospitals and other long-term care 

facilities including rehabilitation centres, long-stay psychiatric wards and nursing homes. Health 

and other professionals working in these facilities again need to be aware of the increased risk 

of co-morbid conditions and consider measures to help counter these risks. Adopting a set of 

standards on maintaining and monitoring physical and mental health within these facilities might 

be one way of raising awareness of this issue. For instance, a recent position statement issued 

by the European Psychiatric Association with support from the European Association for the 
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Study of Diabetes and the European Society of Cardiology to reduce cardiovascular risk and 

improve diabetes care recommends that cardiovascular risk is determined when an individual 

fi rst comes into a residential facility, with their physical health status, then subsequently followed 

up both in the short term and on an annual basis [22].

4.7 Supporting families and carers

Throughout the EU, there are more than 100 million family members providing care and 

support to a loved one with a physical or mental health problem [102]. Not only must the 

reliance on these carers be acknowledged and the impacts recognised, but the role of carers 

may be pivotal in helping to promote positive health for people with physical and/or mental 

health problems. 

Many carers have expressed a feeling of powerlessness to infl uence the level of physical health 

care that their loved one receives. If carers are indeed to have a pivotal role in the lives of 

people with a mental illness, caring for the carers must also be considered. Policy interventions 

are crucial: caring for anyone with a physical or mental health problem can be very onerous 

and can place signifi cant constraints – personal, social, and fi nancial – as carers may have to give 

up or reduce time spent at work. The impacts of caring on both the physical and mental health 

of family carers have been well-documented problems [9, 103-106]. Carers of people with 

chronic physical illness, terminal health care conditions or permanent disabilities in particular, are 

at increased risk of developing mental health problems [107-110] and caring has been seen to 

have long-term impacts on quality of life. One Swedish study comparing the parents of people 

with schizophrenia to the general population reported that they were signifi cantly less satisfi ed 

with their quality of life. Moreover, there was a correlation between lower overall quality of 

life and higher perceived caring burden [111]. This must be taken into consideration when any 

measures have implications for the role of families and carers.

BECC_A0008__v6 mech.indd   32 10/7/09   4:39 PM



5.  Implementing effective strategies: 
towards a holistic approach to 
care and support

There is scope at European level for the Commission to help 

facilitate greater collaboration across stakeholders within the 

Member States to help promote a more holistic approach to 

health and well-being. In this context, the implementation of the 

European Pact for Mental Health and Well-Being will play a key 

role in looking into relevant policies, good practices and possible 

common tools and actions. This might, for instance, include the 

facilitation of the development of a common set of guidelines 

on managing the physical health of people with mental health 

problems, as well as the provision of tools and information on 

how best to facilitate the implementation of evidence-based 

practice. Actions to promote better social inclusion, as well as to 

implement and (re-)enforce existing anti-discriminatory legislation 

might be undertaken at a European level.

Box 9: Measures to support implementation

• Ensuring national disease-specifi c policies and strategies account for risk of co-morbidity.
• Establishing benchmarks and performance assessment.
• Making use of clinical guidelines.
• Adopting incentive mechanisms to encourage behaviour change.
• Strengthening links with the public health community.
• Better enforcement of anti-discrimination legislation.

MENTAL AND PHYSICAL HEALTH CHARTER33
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5.1  Ensuring national disease-specifi c policies and strategies account for 

risk of co-morbidity

National plans in areas such as cardiovascular disease, diabetes and mental health are critical in 

helping to facilitate strategies to tackle these health problems. Ensuring that the increased risk of 

co-morbid health problems is acknowledged in these policies is a fi rst step to the development 

of strategies that will include measures intended to prevent and or treat such co-morbidities. 

For instance in England the National (Health) Service Framework on Diabetes made plain that 

mental health problems occur more commonly in people with diabetes [112].

5.2 Establishing benchmarks and performance assessment 

European health systems are increasingly being assessed to ensure optimisation of resource 

use. This fi rstly requires the development of an appropriate set of indicators against which to 

judge performance; secondly, surveillance systems to monitor performance need to be in place. 

Having indicators on the prevention and alleviation of co-morbidities in physical and mental 

health problems, backed up by concrete targets that can be easily measured could be effective 

in promoting a more evidence-based and high-quality approach to countering these health 

problems. Unfortunately, systems to assess performance of mental health services, in particular 

in Europe, lag behind the equivalents for other areas of the health system, although systems are 

being put in place in a number of countries [113]. Publishing comparative information on how 

different services perform compared to benchmarks both within and across countries can also 

be an incentive for improved performance, with service providers not wishing to be seen near 

the bottom of any comparative list.

While one key aspect of this involves better training for professionals, how can collaboration 

and coordination across sectors be improved? How can all stakeholders, including critically ill 

people with physical and/or mental health problems, be better linked into the policy-making 

process? Better informing and involving service users and family groups, both from the mental 

health and various physical health interest groups, in the development of strategies to promote 

health holistically may encourage uptake of effective lifestyle and public health interventions.

5.3 Making use of clinical guidelines

Studies have suggested that assessments of physical health by psychiatrists can be poor while the 

knowledge of physical health and health promotion programmes by community-based mental 

health staff can be limited. Clinical guidelines that focus on the screening and monitoring of the 

physical health of people with mental health problems have been developed [82, 99-101]. 
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For such guidelines to be effective, they need to be rolled out as part of an active 

implementation strategy which includes measures such as audit and feedback of health care 

professionals and monitoring of practice through target setting [114-116]. They also can be 

integrated into the policy-making process, as in Scotland (Box 10).

Guidelines need not only to deal with community-based individuals but also those who are living 

in long-stay health or social care facilities. Measures here might include steps to promote access to 

high-quality food or exercise facilities. A new European Commission study, the HELPS (European 

Network for Promoting the Health of Residents in Psychiatric and Social Care Institutions) 

study (see http://www.helps-net.eu/index.htm) aims to identify best practices for physical health 

promotion in mental health and social care. Subsequently, it will develop a health promoting tool 

intended to empower residents and staff to identify the most relevant risk factors in their specifi c 

context and subsequently select the most appropriate action out of a range of defi ned health 

promoting interventions. Psychiatrists, diabetologists and cardiologists in Europe have also come 

together to develop a joint statement on how people with severe mental health problems should 

be monitored for risk of hyperglycaemia/diabetes and cardiovascular disease [22].

5.4 Adopting incentive mechanisms to encourage behaviour change 

Financial incentives and other rewards might be used to promote better management of 

concurrent physical and mental health problems. One example of this can be seen in the UK 

where a mechanism, known as the Quality and Outcomes Framework (QOF), encourages 

quality improvements within the primary care system. This includes additional fi nancial 

payments to general practitioners who meet targets in screening the physical health needs 

of their practice list members who have mental health problems. While it is still too early to 

assess whether this will have a positive impact on health, work undertaken in the US does 

indicate that structured assessments of the physical health of people with severe mental health 

problems does help in identifying and improving poor physical health.

Box 10:  Guidelines to promote physical health of people with mental 
health problems in Scotland

Six recommendations on how to improve the physical health of people with a range of 
mental health problems including both psychoses and depressive disorders were put forward 
for public consultation [117]. These include measures to improve awareness in health care 
professionals, service users, partner organisations and families on the increased rate of poor 
physical health and poorer outcomes in people with mental health problems. They also include 
recommendations for the annual review of health promotion, prevention and physical care 
needs by primary care practitioners, or other suitably trained individuals in the case of people 
in residential care facilities. The guidelines also emphasise the need for health care and other 
services to remove barriers to the access to care and to ensure non-discriminatory delivery 
of care. Importantly, they also emphasise the importance of the prevention of depression in 
people with conditions such as diabetes, cardiovascular disease and cancer.
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5.5 Building links with the public health community

Public health strategies often place the emphasis solely on their physical health benefi ts, with 

much less attention given to the benefi ts they can bring to mental health and well-being. 

In convincing funders to provide resources for services, it may be prudent to begin with 

interventions that are likely to be highly effective, cost-effective and non-controversial. For any 

organisation charged with managing a public health strategy, it can help establish presence and 

credibility, allowing relationships to be built with a range of stakeholders. Vital to this may be 

demonstrating that many potential strategies may be a win-win for those interested in either 

physical or mental well-being. Regular check ups on heart and emotional health for at-risk 

groups, may help individuals safeguard and protect their cardiovascular health which in turn 

safeguards their mental health.  

5.6 Effective implementation of anti-discriminatory legislation

There is now a substantial body of evidence suggesting signifi cant differences in the utilisation of 

health services between people living with mental health problems and the general population. 

Some of these differences will be due to self-exclusion by individuals believing that they will 

not be treated fairly or who do not want to make public their mental health state. It is also, in 

part, due to unfavourable attitudes and discriminatory behaviour within health and social care 

systems. There is a role to be played by existing legislative instruments to counteract and deal 

with discrimination on the grounds of disability, including mental health problems. However, they 

can only promote access to services and social inclusion if they are effectively monitored with 

adequate sanctions where required to effect change. 
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Conclusion

It is clear that there is a strong association between poor physical 

and poor mental health. They have substantial personal and 

economic costs – perhaps an additional €50 billion per annum in 

health care costs for people with mental health problems who 

also develop a physical health problem. The health care costs 

of people with chronic disease are also exacerbated by poor 

mental health: in the case of depression associated with diabetes, 

costs may be between 1.5 and 4.5 times greater. Many of these 

impacts are avoidable both through better primary promotion 

and prevention strategies, as well as better monitoring and 

management of individuals in high-risk groups. A holistic approach 

is required to facilitate better collaboration and/or integration 

between physical and mental health services.

Policies and strategies at national level should, fi rst through a population wide approach, seek 

to tackle some of the underlying determinants of poor health that affect the entire European 

population. Building alliances across public health, emphasising the win-win benefi ts of health 

promotion can be emphasised. These broad actions can be complemented by specifi c steps 

to help people with physical or mental health problems make informed choices as regards 

protective factors for health (e.g. diet, exercise, smoking, etc.). Communication between service 

users, families and professionals can be improved. This may be aided by a series of actions 

intended to improve knowledge and awareness by health care professionals and in particular 

the adoption of standards to monitor the physical and mental well-being of individuals with 

mental health problems, as well monitoring the emotional well-being of those who have 

recently been diagnosed as having a serious physical illness.  
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A range of guidelines have been developed at both European and national levels; the challenge 

now is to help facilitate their implementation. Better coordination and co-operation between 

primary care professionals, and both mental and physical health specialists is vital. Just having the 

skills to recognise co-morbid conditions and referring individuals to appropriate services can 

make a big difference.

Effective implementation of actions can be aided by highlighting the issue of co-morbidity 

in national disease specifi c policies as well as in public health strategies, the use of targets, 

benchmarks and publication of comparative performance tables, facilitating increased 

collaboration and making use of tailored dissemination strategies and use of incentive 

mechanisms to infl uence behaviour and practice. While many of these actions are the 

responsibility of the Member States, it is clear that reducing the risk of co-morbid physical or 

mental health problems can help the EU achieve a number of goals in respect of reducing the 

impact of specifi c health problems, as well as helping to counter health inequalities.

The case for action is increasingly strong; doing nothing does not represent value for money. 

Actions to reduce the risk of co-morbid physical and mental health problems can promote 

better health, avoid the need for some health care services, promote social inclusion and 

further economic growth in the European Union.
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