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Dear Colleagues, 
PHE Health and Wellbeing monthly update
Issue No 32 July 2018 

Welcome to the Yorkshire and Humber Health and Wellbeing monthly update. Thank you for subscribing to the monthly update. This monthly update is our way of sharing any good and emerging practice, new developments, updates and guidance. The update is circulated at the beginning of each month with previous month’s updates. If you have anything that needs to be shared urgently, we will circulate as soon as possible.
	

	
Living Well 


	

	Tackling Obesity (H&WB Team Lead: Nicola Corrigan)

Whole systems obesity programme – sharing draft guide before final publication
In spring 2019, PHE will publish a guide and supporting resources to help local authorities across England with the process of setting up a whole systems approach to tackling obesity. The guide and resources are being co-developed and tested by 11 pilot local authorities.
In July 2018, PHE will invite expressions of interest for other local authorities to review and/or use the draft guide and resources – this will be communicated through PHE Centres and the Whole Systems Obesity newsletter. We welcome interest from all local authorities in England.
In September 2018, PHE and Leeds Beckett University will take those local authorities through the draft guide at regional obesity network meetings or webinars. They will subsequently receive the draft guide to review and/or use and will be asked to provide feedback through a simple online survey. Feedback will be used to review the guide before it is peer reviewed by colleagues in PHE and systems experts, prior to final publication in spring 2019.
This is an opportunity to help shape an innovative piece of work that could change the way we tackle one of our greatest modern health challenges. The whole systems approach to obesity has been designed with local authorities in mind, so their input will be invaluable.
To support the whole systems approach, PHE will also shortly publish Promoting healthy weight in children, young people and families: a resource to support local authorities. The resource brings all the guidance and useful resources into one document and will provide practical advice, support and actions that can be taken to promote healthy weight in children, young people and families. Developed in conjunction with the whole systems approach to obesity, it has been informed by a wide range of partners and highlights there is considerable scope for action.

Healthy weight promotion: consistent messages – resources published
PHE has published a suite of resources focused on promoting a healthier weight for children, young people and families. These resources are intended to support health and care professionals to be consistent and provide a core set of healthy weight messages throughout the life course. This suite of resources is part of Public Health England’s All Our Health ‘call to action’ for health and care professionals. Resources can be accessed here and include:

· Consistent messaging infographics: For use in practice. Each infographic highlights the key evidenced based healthy weight messages for specific age or target groups. 

· Consistent messaging slide sets: The aim of these slides is to be used as a training tool to inform workforce development.  It provides detailed evidence based healthy weight messages from preconception through to age 18 years. It includes links to a range of useful free resources including e-learning and guidance documents.  
· Child obesity animation: This animation demonstrates for all health and care professionals their vital role in supporting children, young people and families to maintain a healthier weight to prevent and reduce childhood obesity, from pregnancy through to the transition to adulthood.
	

Everybody Active Every Day (H&WB Team Lead: Nicola Corrigan)

Getting more local people more physically active through Tour de Yorkshire (TdY); Building a better plan.
Leeds Beckett University is looking for people with expertise around using springboard events, like Wimbledon or the Tour de Yorkshire, to promote physical activity. They want to talk to people who are part of a cycling club, have organised sporting events, worked in sport development, and anyone else who worked to capitalise on the impact of these big events for community physical activity. Supported by Doncaster Borough Council we are aiming to explore how Tour de Yorkshire can be used as a springboard to promote physical activity. That’s why they want to hear from you and your experiences with springboard events, like the Tour de Yorkshire, as well as ways you think it can be improved.

If you are interested, please click the link below for more information and a way to sign up.

https://leedsbeckettsport.eu.qualtrics.com/jfe/form/SV_3gbK1vqEXxy00kt

If you know of anyone else interested or any organisations you think fit this criteria, please feel free to share this with them and the same link provided above.

If you wish to speak to an independent contact about any aspect of the study, please contact: Dr. Ian Lamond Tel: 0113 81 23816; E-mail: I.Lamond@leedsbeckett.ac.uk 


Clinical champions: Embedding physical activity into routine clinical care
The initiative was created to help increase the amount of physical activity in the population across England and is part of a bigger PHE and Sport England programme called ‘Moving Healthcare Professionals’. Often in our clinical training we have had very little experience in understanding the importance of physical activity, the benefits it can provide and also how to motivate people to go through behaviour change.
Please see below link for more information. 
https://publichealthmatters.blog.gov.uk/2018/06/21/clinical-champions-embedding-physical-activity-into-routine-clinical-care/ 


Gymnastics videos using British sign language
British Gymnastics have announced the release of some new gymnastics communication videos using British sign language. They are now available on the British Gymnastics Academy. Over 50 videos and signs have been created in partnership with UK Deaf Sport, covering a range of skills, equipment and generic signs.
To access the videos, you will firstly need to enrol by clicking the below link. You will then receive a confirmation email that will direct you to the Academy before you are able to find the videos by going on below link. 
https://www.british-gymnastics.org/course/23085/gymnastics-communication-videos-using-british-sign-language-club-management?location    
		






Healthy Places (H&WB Team Lead: Nicola Corrigan)

CityConnect
CityConnect is funded through the Department for Transport’s Cycle City Ambition Grant and local match funding.
https://cyclecityconnect.co.uk/ is the website, and people can sign up to the different offers from the homepage. 
Overview:
Community Groups – attached an overview of the groups they have provided grant funding for and the type of activity they are providing in which locations.
 
Cycle 4 Health – the report from the first year is attached. This project is currently to continue until November 2019.
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Reducing Smoking (H&WB Team Lead: Scott Crosby)

Public Health Consequences of E-Cigarettes
This report looks at the evidence on the human health effects of e-cigarettes. The committee that conducted the study identified and examined more than 800 peer-reviewed scientific studies, reaching dozens of conclusions about a range of health impacts. It concludes that while e-cigarettes are not without health risks, they are likely to be less harmful than conventional cigarettes. Free registration is required to access this report.

Smokefree NHS newsletter
The PHE tobacco control team is launching a quarterly e-newsletter focusing specifically on supporting a smokefree NHS – the first issue is scheduled for early July. Content will cover topics such as the CQUIN, updates on delivery of the Tobacco Control Plan, and guidance/training for healthcare professionals as well as including case studies from trusts across the country. If you are interested in receiving the newsletter, please sign-up here.


Reducing Harmful Drinking 

Guidance on how to develop pathways for referral and care for patients identified as alcohol dependent
‘Developing pathways for referring patients from secondary care to specialist alcohol treatment’ discusses how to develop pathways for referral and care for patients who identified as alcohol dependent. The guidance aims to show the components of treatment for dependent drinking and describe what helps patients’ smooth passage through their treatment. It is designed to support those implementing the Preventing ill health by risky behaviours – alcohol and tobacco, as well as commissioners and planners within the NHS and community alcohol treatment. Care pathways are about planned journeys through components of treatment and between providers. This guidance focuses on pathways within secondary care and between secondary care and community alcohol treatment services. In particular, it deals with the points where patients’ treatment transfers between service providers and the links with everyone who has a supporting role in the pathway. It’s vitally important that each organisation involved in the pathway buys into the process and is accountable for the service they provide while working in partnership to create an effective pathway. Pathways should be more than a travel itinerary. Each patient should experience a seamless journey through the treatment pathway.


Mental Health (H&WB Team Lead: Corinne Harvey)

Mental Health Current Awareness Update
For more information on attached update please contact libraries@phe.gov.uk.





Public Mental Health and Wellbeing e-Bulletin
Please see attached a bi-monthly e-Bulletin produced for PHE Centre Leads working on public mental health and wellbeing. 
To contribute material to this bulletin, please email publicmentalhealth@phe.gov.uk 






Maternal-mental-health-alliance-conference-2018
Date: Thursday 6 September 2018
Location: Imperial College London
This year’s theme is Diversity – understanding and reaching the missing families.
The conference will:
1. provide an overview of the latest research on families experiencing barriers in accessing perinatal mental health support
1. highlight the latest thinking and interventions to meet the needs of hard to reach communities
1. share the stories of women from diverse backgrounds
1. bring together practitioners and experts from adult, child, maternity, social care, early years and perinatal mental health services to discuss diversity and perinatal mental health problems
1. showcase Mums and Babies in Mind (MABIM), Everyone’s Business and Maternal Mental Health Alliance and A Better Start (ABS)

Go to MMHA website for more info


Sexual Health (H&WB Team Lead: Sharron Ainslie)

Annual Data Release
For information: the annual STI/NCSP 2017 data release has been published. 

The data are summarised in this infographic, and here are the key points:
· In 2017, there were 422,147 diagnoses of sexually transmitted infections (STIs) made in England, around the same number that was reported in 2016.
· There were 7,137 diagnoses of syphilis reported in 2017, a 20% increase relative to the year prior and a 148% increase relative to 2008.
· There were 44,676 diagnoses of gonorrhoea reported in 2017, a 22% increase relative to the year prior; this is of concern given the recent emergence of extensively drug resistant Neisseria gonorrhoeae.
· There were 441 diagnoses of first episode genital warts in 15 to 17 year old girls in 2017, a 90% decrease relative to 2009; this decrease is largely due to the high coverage National HPV Immunisation Programme in school-aged girls.
· Over 1.3 million chlamydia tests were carried out and over 126,000 chlamydia diagnoses were made among young people aged 15 to 24 years.
· Between 2016 and 2017 there was an 8% decline in the number of chlamydia tests, continuing the trend of the previous year; most of this decrease in testing took place in sexual and reproductive health (SRH) services, where chlamydia testing has fallen by 61% since 2015, likely reflecting a reduction in service provision.

· Overall, there were 2,361 fewer chlamydia diagnoses made among 15 to 24 year olds in 2017 than in 2016, a reduction of 2%. 


NCSP National Audit Report
Please note that the NCSP national audit report has now been published. This report contains the findings on the 2017 national audit on performance against standards in turnaround times, partner notification and re-testing. Participating sites already know their own local results, this report provides the national data. 
The report can be found here.
The audit tool has also been published on this webpage, allowing providers to re-audit against these standards at any time.
For further information, please contact Erna Buitendam head of Quality Assurance for the NCSP. Erna.buitendam@phe.gov.uk 



HIV Prevention England
The summer phase of the It Starts With Me campaign will begin on Monday 18 June 2018. 
Summertime provides plenty of opportunities to engage with our target groups, especially with the many LGBT+ Prides, cultural festivals and celebrations taking place across England.
Order resources online – the first of our summer campaign materials are now available.



NHS Health Checks and CVD (H&WB Team Lead: Melanie Earlam)

The new NHS Health Check Digital Exemplar Project
Public Health England is leading a series of eight high profile exemplar projects. These exemplars will use the latest digital innovation and working practices to improve public health outcomes.
As a key national priority, the NHS Health Check programme is the first of these exemplars to be signed off. It is an incredibly exciting opportunity to use digital tools and service redesign to transform the existing service.
What is happening?
The project is currently in a discovery phase. The objective of this phase is to understand stakeholder needs, such as how people use, commission and deliver the NHS Health Check.
This includes undertaking significant primary and secondary research to understand where digital technology could enhance the NHS Health Check at all stages of the care pathway, including:
· Population level awareness
· Invitation to the check
· Appointment booking
· Delivery of the NHS Health Check (tests, assessment, risk communication, brief intervention, referral)
· Follow up (lifestyle behaviour change, clinical management).

At the end of discovery phase, proposals with the greatest potential will move forward into the Alpha phase, where prototype solutions will be built and tested with recipients in parts of the country. The findings of this phase will then move forward to product and service development in the Beta phase.

How can I get involved?
We are particularly keen to hear about any existing digital technology being used to support the delivery of NHS Health Check in your area, and your experiences of this. Please contact: joanne.jones@phe.gov.uk
NICEimpact Cardiovascular disease prevention report
This report considers how NICE’s evidence-based guidance can contribute to improvements in the prevention of CVD.

See below link to view full report. 
https://www.nice.org.uk/media/default/about/what-we-do/into-practice/measuring-uptake/nice-impact-cardiovascular-disease-prevention.pdf 


Dementia risk now included as part of NHS Health Check
Healthcare professionals in GP surgeries and the community will soon be giving advice on dementia risk to patients as part of the NHS Health Check.

• 52% of adults name dementia as one of their top three health worries

• 28% have no awareness of any of the risks factors and only 2% are aware of all the things they can do to reduce the risk

• As many as one third of dementia cases may be prevented by improved lifestyle choices

Adding the dementia element to the NHS Health Check programme will enable healthcare professionals to talk to their patients about how they can reduce their dementia risk, such as by maintaining their social life, keeping mentally and physically active and stopping smoking.

It is estimated that over 850,000 people are living with dementia in the UK with little public understanding of how it’s possible to reduce the risk. While much of the NHS Health Check focuses on reducing cardiovascular disease (CVD) risk, the advice for preventing CVD is much the same as for dementia: ‘what’s good for the heart is good for the brain’.

Data published this week shows the last five year performance of the NHS Health Check:

• Over 14million people (91% of the five-year eligible population) have been offered an NHS Health Check

• Almost 7million (48.7% of those offered) have had a Health Check

NHS Health Check data can be found here: https://fingertips.phe.org.uk/profile/nhs-health-check-detailed/data#page/

As much as 85% of CVD is preventable. The NHS Health Check helps to identify and support people who would benefit from clinical and lifestyle treatment and services for the top seven risk factors driving the burden of non-communicable disease, such as all cancers, diabetes, heart and respiratory diseases; being a healthy weight and eating a healthy diet, not smoking, drinking in moderation, keeping active and ensuring you know your numbers (blood pressure and cholesterol) can all help reduce the risks of CVD, dementia and many other long term conditions.


NHS Health Checks – Q4 data 
PHE has published the NHS Health Check offers and uptake data update for January to March 2018. This update contains data from 152 local authorities for January to March 2018 (quarter 4 for 2017 to 2018) and cumulative data from 1 April 2013 to 31 March 2018. 
This data publication marks the end of the first full five year cycle of the NHS Health Check being commissioned by local authorises, since the programme became a mandated service set out in the public health regulations. 
The cumulative data also includes amended statistics for 21 local authorities for April to September 2016 (quarter 1, 2  and 3of 2017 to 2018). The NHS Health Check is one of the components of the single data list (ref 254-00) which is a list of all the datasets that local government must submit to central government. 

Please contact nhshealthchecks.mailbox@phe.gov.uk with any queries regarding the NHS Health Check.
NHS Health Check submission and publication dates

Submission deadlines

	Data should be returned every quarter and the submission deadlines are detailed in the guidance for the data returns. For convenience the submission deadlines for this year are detailed below:

	2018/19 Quarter 1
	31st July 2018

	2018/19 Quarter 2
	31st October 2018

	2018/19 Quarter 3
	31st January 2019

	2018/19 Quarter 4
	10th May 2019




Publication dates

	Data is returned every quarter and publication dates are available on the ONS Hub. For convenience the publication dates for this year are detailed below:

	2018/19 Quarter 1
	Thursday 23 August 2018 at 9:30am

	2018/19 Quarter 2
	WEDNESDAY 28 NOV 2018 at 9:30am

	2018/19 Quarter 3
	WEDNESDAY 27 February 2019 at 9:30am

	2018/19 Quarter 4
	THURSDAY 13 June 2019 at 9:30am



Reducing Health Inequalities (H&WB Team Lead: Alison Patey)

Funding available for innovations to improve health and social care
The Health Foundation have up to £1.7 million available for up to 23 clinical teams through the latest round of our Innovating for Improvement programme. The funding can be used to test and develop innovative ideas and approaches to improve health and social care delivery in the UK.
They are particularly interested in applications that focus on supporting the workforce to improve the quality of care. They might do this by focusing on the physical and mental well-being of staff, improving team working and relationships, or using technology and automation to address workforce challenges. 
Each team will receive up to £75,000 of funding, over 15 months, to put their ideas into practice and improve patient care. They will also receive a dedicated programme of support and guidance as they develop their project. 
The deadline for applications is midday, Monday 9 July 2018. 
For more information click on below link: 
https://www.health.org.uk/programmes/innovating-improvement?dm_i=4Y2,5OC0Q,8M0F3M,M30EK,1 


	

	
Ageing Well (H&WB Team Lead: Alison Iliff, Dementia: Melanie Earlam)


	
New RSPH report published: That Age Old Question
The Royal Society for Public Health has published That Age Old Question, a report about ageism and how ageist views can impact on health and wellbeing. You can download the report here: https://www.rsph.org.uk/our-work/policy/older-people/that-age-old-question.html 

Dementia and Learning Disabilities: making reasonable adjustments
A new suite of documents has been published outlining reasonable adjustments that  can improve dementia care and services for people with learning disabilities. 
https://www.gov.uk/government/publications/people-with-dementia-and-learning-disabilities-reasonable-adjustments 


NICE guideline on dementia published 
NICE has published Dementia: assessment, management and support for people living with dementia and their carers. The guideline is accompanied by a range of supporting documents, including an evidence summary, stakeholder comments and information for the public. The content from the guideline has also been incorporated into the updated NICE pathway on dementia. All documents can be found via the link below. 
https://www.nice.org.uk/guidance/ng97


Dementia - what to expect after diagnosis
The Department for Health and Social Care has recently published guidance for individuals and families about what to expect after a diagnosis of dementia. The guidance can be found here: https://www.gov.uk/government/publications/after-a-diagnosis-of-dementia-what-to-expect-from-health-and-care-services/after-diagnosis-of-dementia-what-to-expect-from-health-and-care-services 


Digital age: supporting people in later life to get online
The Centre for Ageing Better has published a new report and accompanying information focusing on the risks of digital exclusion in later life. Although the proportion of older people using the internet has risen considerably faster than for the general population, there are still 4.8 million people over the age of 55 who are not online, making up 91% of the population who are not online (5.3 million people). (ONS, 2018) These people – who are already likely to be poorer, less well educated and in worse health than their peers – are at risk of being left on the wrong side of the digital divide, as more services and information move online.  
https://www.ageing-better.org.uk/publications/digital-age


Dementia-Friendly Rural Communities Guide
Rural communities have an important part to play in tackling the social and economic impact of dementia, by supporting people living with dementia to be part of their local community. This guide gives best practice advice on how to create a dementia-friendly community in rural areas and shares successful case studies from across the country. 

This guide contains information about how dementia affects people’s experience of living and working in a rural community. It provides community-led guidance and signposting to resources to help support people living with dementia and their carers to be included in all areas of community life.

Click here  for Guidance 


Practice nurses to give advice on dementia risk in health check
Practice nurses and other staff at GP surgeries will soon be required to give advice on dementia risk as part of the NHS Health Check, which is offered to patients from middle age.
Please see below link for more information

https://www.nursingtimes.net/news/primary-care/practice-nurses-to-give-advice-on-dementia-risk-in-health-check/7024902.article?blocktitle=Today%27s-headlines&contentID=18932 





Data, Documents, Letters, Reports & General Information


Musculoskeletal Diseases Profile June Update
PHE have updated the Musculoskeletal Diseases profile to include four new indicators and four updated time points for 2016/17.  
A link to the profile, short commentary and a table of updates can be found by following the link: https://www.gov.uk/government/statistics/musculoskeletal-diseases-profile-june-2018-update


Work, worklessness and health infographics 
To help inform local conversations around work, worklessness and health, PHE has created an infographic slide set for every county and unitary authority in England, presenting data on work, worklessness and health. The slide sets have been developed in partnership with local authorities, after national infographics were first published in 2016, leading to requests for more localised data. The slide sets can be used by local partnerships, health and wellbeing boards and STPs to get a clear picture of the situation in their community. Read more in our blog here.


Child health profile 2018 pdfs published
PHE has published the Child Health Profile pdfs which present data across key health indicators of child health and wellbeing. The profiles provide an annual snapshot of child health and wellbeing for each local authority in England and sit alongside an interactive version which is available for both local authorities and CCGs. They are designed to help local organisations understand the health needs of their community and work in partnership to improve health in their local area.




	
Upcoming Meetings and Seminars


	
Public Health England Annual Conference 2018 – 11 and 12 September: Open for bookings
Bookings are now open for the PHE Annual Conference 2018 which will take place on Tuesday 11 and Wednesday 12 September at the University of Warwick. This year's conference is focusing on three key themes across the programme:

· promoting world-class science and evidence
· making the economic case for prevention
· working towards a healthier, fairer society


The outline of the programme, covering a wide range of topics, is now available on the conference website. You are advised to book early, as places have been oversubscribed in previous years. You can book to attend one or both days of the conference, with options to join free pre-conference workshops on Monday 10 September if you book for both days. Further details about the programme will be added over the coming weeks - check the conference website regularly. 
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CityConnect  Community Grants Summary - Partners.xlsx


CityConnect Community Grants Summary - Partners.xlsx
Round 1- Dec 17

		Organisation		Project Name		District		Location		Activity summary		Disability Info

		FUNDED

		Open Country		Wild about Wakefield		WF		Depart Thornes Park, Wakefield   - to other country parks in and around Wakefield 		Thursday morning walking group for 12 adults with a learning disability and/or visual impairment to build transferrable skills which, leading to increased independence and more employment/training opportunities.  		Yes

		Groundwork Wakefield		Get Wakefield Active		WF		Normanton, Langthwaite Grange, Chantry Bridge, Moncton Road and Wakefield 41 Industrial Estates		Engagement with employers at these sites to run challenges and interventions to encourage people to walk to work more. Work directly with two major employment programmes in Wakefield encouraging participants not to see transport as one of the barriers to employment and that they may be able to access work by walking where possible or cycling		No

		New Wortley Community Association		New Wortley Bike Project 		LD		New Wortley Community Centre 		Support volunteers in learning how to look after and maintain bikes increase confidence and self esteem. The bikes that are reconditioned bikes will then be available for individuals to purchase for a low cost or loan short or long term to enable access to employment, apprenticeships or further training. Regular Bike maintenance sessions will be run throughout the week Monday to friday working with the local Bike College. 		No

		Experience Community CIC		Experience Community CIC		KL CA		Based in Slaithwaite but will work across Kirklees and Calderdale		Kit try-out, rides and walks for people with and without disabilities providing positive benefits to people in terms of their physical and mental health, their social inclusion, increased personal independence and self-confidence.  Tackling significant barriers to disabled people accessing work and skill development. Part of a wider mapping project.		Yes

		Margaret Carey Foundation 		Margaret Carey Foundation 		BF		MCF Bikerys in central Shipley and Buchan Towers Incommunities Estate and in various pop-up venues in and around the Shipley area		Participants recruited from the Incommunities Intermediate Labour Market (ILM) apprenticeship program and from existing Bike Library customers. A range of bike to work initiatives, practical support and advice sessions activites including route planning, bike buddy, maintenance and refurb, guided rides, services and repairs, targeting people on low wage or apprenticeship employment, and local businesses.		No

		Scholemoor Beacon CIO		Getting Ready to Commute		BF		Scholemoor Community Centre in SW Bradford		Support the existing work club at Scholemoor to identify people who could benefit from the project but don’t have a bike and/or might lack confidence and skills to commute to work. The approach will depend on how confident and ready the individual is. Link in with CCC and become a referral hub working wiht other centres, offering more intensive support for those who need it - training, maintaenace, led rides		No

		Happy Days UK 		Happy Days Connect		CA		Sowerby Bridge		Provide a pathway of cycle-related opportunities targeting people seeking employment or training utilising an existing mentoring scheme. Providing access to affordable bikes and local rides; building skills in maintaining bikes; delivering cycle training to build skills; providing access to a bike buddy scheme to build confidence in on-road cycling; improving access to work and training for employed and unemployed; teaching route planning/travel planning to ensure safe routes to work and training; promoting local routes.		No

		Streetbikes		Recycle to work		KL		Targeting estates Windy Bank and Savile Town (		Running cycle training in the target areas that we have connections with and run extra sessions for rehabilitaion and confidence building targeting people with mental and physical disabilities on a safe running track. Provide 10 donated bikes		No

		Leeds Bike Mill		Fix it to Ride		LD		Mabgate Green Leeds		Recycled bikes, promotional campaign, training mechanics, maintenance workshops		No

		Grass Roots Events		Grassroots Going Further		LD BF		Areas in Leeds and Bradford with low employment, many of which are predominantly Black, Minority and Ethnic (BME) communities.		8 community events across Leeds and Bradford, bike cinema, route planning, marketplace to share volunteering, training and education opportunities 		No

		Bradford Capital of Cycling		Confident Commuter Package		LD BF		Based in centre of Bradford but will run activities around whole district and Leeds		Package of activties including bike buses, fitness classes, route and mapping advice, Dr Bike		No

		Norwood Neighbourhood Association		Shipley Reimagined 		BF		Shipley		Formation of Shipley cycling steering group, community engagement, identify and signposting to commuter routes		No







Round 2 - Mar 18

		Organisation		Judged		Speak?		Project Name		District		Location		Activity		Activity summary		Disability Info		Funded last round		Beneficiaries		Initial thoughts		Notes

		Community Action - Bradford and District (highfield food co-op)		LEGAL				Highfield Community Walking for Health and Employment Project		BF		Keighley / Highfield area (central?)		Walk		Walk to work sessions and generic and personalised maps		Potentially		No		55

		Northorpe Hall (emailed for updated)						Active Travel Northorpe Hall		KL		Mirfield		Cycle		Multiple engagement events		Potentially		No		150 at events		Fund some, not all of events

		Lightwaves Community Centre (emailed for updated)		Y		YES		Working Wheels		WF		Central		Cycle		Pool bikes and lockers for unemployed/low income and people who don’t have storage at home so cant access bike		No		No		introduce space for 10 cycles and anticipate working with:
• 50 young people in designing the posters
• 10 unemployed people cycling to support access to jobs – 5 renting bikes
• 20 people working in the City centre or attending courses on a regular basis
• 100 Centre users 


		Happy Days UK (emailed for updated)		PART		YES		HappyDays Cycle Connect		CA		Sowerby		Cycle		Recruitment advice and try-out events at local supermarket incl directon on to a range of programmes		No		Yes		The project will work with up to 200 indirect beneficiaries through recruitment sessions and taster sessions, of which up to 90 will be direct beneficiaries. The workplace initiative will work with up to 45 employees		Look at costs, but try and direct on to existing CC activities to reduce costs - I.e they don’t need ot run cycle trianing etc. 

		BEAP Community Partnership (emailed for updated)		Y		NO (Ramadan)		Gear-up		BF		Manningham, Bowling & Barkerend & City		Both		Events, challenges, employer engagement and campaigns		No		No		June – Health benefits of cycling (50 people)
July – Health benefits of Walking (50 people)
August – Apprenticeships (50 people)
September – Training workshops (50 people)
October – Employment (50 people)
November – Cycling and Employment (50 people)
December – Walking and Employment (50 people)
Social media - 4000		Quite a bit is already being run through other inititatives - look at what could thin out to make grant less and use our BFB, L2R CCW programmes to help. Offer on paper form

		Transformers North (emailed for updated)		Y		called no answer		Rejuvenate, Walk and Transform		KL		Dewsb/Hudds		Walk		a walking day, environmental improvement day, planning and development day each week. 		Potentially		No		1 day p/w walk 1 day p/w environmental (10-12 at each) 		need clarification how many weeks and same ppl or diff

		LS29 Group (emailed for updated)		Y		NO (all on hols)		LS29 pop up cycle hubs		BF		Ilkley area		Cycle		two eight-week pop up inclusive cycling hubs
Over each eight-week period we will provide twice weekly cycle coaching sessions
		Yes		No		50 separate disabled individuals plus their families/carers/keyworkers over a number of repeat occasions spread over 16 weeks between June and November 2018. (more in spreadsheet)

		Bradford Bikery / Margaret Carey Foundation (emailed for updated)				YES		Refugees and Local Communities Cycle Access to Work		BF		All		Cycle		Refurb and training for refugees		No		Yes		50 bike recipients
25 people attend work club
50 people attend 2.5 hour bike maintenance sessions
30 Cycling Infrastructure, route planning and local geography orientation sessions
40 General public participants in rides and related public access workshops facilitated as a result of this programme


		Bradford Trident (emailed for updated)				YES		Active Travel Kicks on Route 66		BF		Manchester Road and Route 66		Cycle		54		No		No		Community reach (7,000 copies of BD5 distributed X 50% don’t throw it away X 1.2 people read each copy) = 4,200 people aware of scheme.

Big Business Bike Bus adoption:
BTL tenants = 38 X 9 (average) @1% interest = 3
Local Businesses = 6 X 60 (average) @1% interest = 4
Total employees= 7

Students:
High school leavers (2 school X 130 year-12 pupils @ 5%)= 13
College Fresher fayre = 1,000 X 1% = 10
University Fresher fayre = 1,960 X 1% = 20
Total trainers = 43

Job Seekers
3 groups X 12 @ 10% = 4

Anticipated workload = 7+43+4= 54 (equivalent of £139 per head).


		New Wortley Community Club (emailed for updated)				called left message		Walking Together New Wortley		LD		Wortley		Walk		Walking sessions - 3 diff target groups per week		No		Yes		72 sessions - 5-10 at each





		Those in purple awaiting key infomration - status details







Community Clubs (CUK)

		From CUK Info Nov 17

		Name of Community Club		Frequency of sessions



		1. Bingley Belles Community Cycle Club		Weekly(TBC)

																																				

Rachel Seymour: Rachel Seymour:
Did not want to commit to set sessions but will give us data as have done so far		2. Pontefract Family Centre		Weekly (Thursdays)

		3. Capital of Cycling		Variable- approx twice weekly

		4. Turning Point /Spectrum		weekly

		5. Syrian Community Cycle Club		Min Weekly 

		6. Huddersfield Café Club Riders		Min Weekly (Sat)

		7. Bolton Road Community Cycle Club		Twice Weekly

		8. Equality for all CIC		Weekly Mon, 1-3pm

		Onna Bike		Once Weekly  plus ad hoc

		Fearnville Friendly Cycling Club		Weekly 10-12(Sun)

		Hop On Bike 		Thurs and Sunday

		Cycle Pathways CIC		Various, Mon, Wed and Sat occassional Sunday rides and additional Saturday go-trui

		Wheels for Fun		Weekly 11-1 Sat plus ad hoc weds

		Jo Cox		Events rather than rides, in memorial

		Bramley EA

		Kirklees College

		Stanningley Youth & Community Education Centre

		Nigerian Community Leeds

		in2wrk Bramley The Exchange

		Shipley Margaret Carey

		Shipley Wellness Centre





																				0																								0
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Cycle for Health

Annual report September 2016- September 2017



Introduction

Cycling UK is one year in to a three-year partnership with the West Yorkshire Combined Authority (WYCA) to deliver the Cycle for Health programme. The programme offers an evidenced based approach to tackle health inequalities and ensure that individuals with long term health conditions are given an appropriate level of support to start and continue cycling. The programme compliments the WYCA City Connect objectives to support more people to cycle using the new and planned local infrastructure. In turn, this supports phase two of the Cycle City Ambition Grant (CCAG) across all five districts thereby helping WYCA to reach its target of a 100% increase in cycling over the next 10 years.

Table 1. Outputs Sept 2016 to Sept 2017

		Cycle for Health programme

		Target

		Achieved

		Progress



		Number of Cycle for Health 12-week programmes

		20

		20

		100%



		Beneficiaries 

		240

		270

		112%



		Beneficiaries evaluated

		240

		210

		88%



		Beneficiaries engaged through promotion and wider engagement

		1000

		453*

		45%



		Community Clubs



		Number of Community Cycle Clubs

		5

		0

		0%



		Volunteers trained

		10

		10

		100%





*453 is the figure recorded in Upshot since this is the number of leaflets directly distributed by Cycling UK at events. More beneficiaries will have been engaged as a result of a series of promotional events, a radio interview with a Cycle for Health beneficiary and Cycling UK’s contact with partners listed in Table 3 plus public health and cycle hub partners

Beneficiaries Engaged 

The project was successful in reaching people who are typically underrepresented in cycling. 

· IMD: 56% of the attendees come from deprived areas (top 3 IMD Deciles), whilst 31% come from the top decile of deprivation. 

· Gender: 78% of the attendees were female,  

· Ethnicity:  28% of the attendees were non-white  

· Age: The project has engaged a wide range of ages











Figure 3

Figure 4

Figure 2

Figure 1



Outcomes 

The Cycle for Health outcomes data is reported based on:

· baseline data collected across all the programmes

· 12--week follow up questionnaires for the September 2016 to December 2016, March 2017 to June 2017 and July - September 2017 programmes 

· 18-week follow up questionnaires from the September 2016 to December 2016 programme (completed in February 2017) and March to June 2017 (completed Sept 2017)[footnoteRef:1].  [1:  All data (baseline, 12 week and 18 week) is collected using the Cycle for Health questionnaire. See questionnaire in the appendix] 


1. Increased Cycling 

At the start of cycle for health programme over 90% of the attendees reported not doing any form of cycling activity.

At the end of the 12-week programme 95% of the attendees showed an increase in cycling activity levels with 63% reporting that they now cycled more than once a week.   

This behaviour continued six weeks following the programme; 68% of the beneficiaries had at least maintained or increased their level of cycling activity with a mean average of two hours and three minutes cycling was done per participant per week. “I have now progressed from barely being able to balance on a bike and no confidence at all (following a cycle accident at the age of 15) to actually riding outside the school grounds last Wed (last session of course) onto cycle paths (road and non-road) and canal towpaths with my instructor.” - Marylin



Six weeks after the intervention 87% of beneficiaries showed an overall increase in their cycling levels compared to when they first started. This means that attendees had sustained cycling of their own initiative or were successfully signposted by Cycling for Health instructors to suitable cycling opportunities.  

2. More trips made by bike



At the end of the programme, 4% of the beneficiaries made trips by bike compared to 1% at the start.  It can be assumed that most of the people replaced car journeys with a bike as this increase in cycling was matched by a 2% reduction in the number of trips made by car.  

“In recent months, I have been exploring the highways, tracks and byways of Morley by bike. It’s amazing how much you miss in a car.” - Keith



 Six weeks following the intervention, the number of people using a car as their main mode of travel continued to decrease (9% decrease), with a 6% continued increase in the number of people making trips by both walking and cycling.



3. Increased levels of physical activity and improved fitness



At the start of the programme, 59% were not meeting the NHS physical activity guidelines of 150 minutes per week, with 22% of these beneficiaries being inactive (doing less than 30mins physical activity a week). Immediately following the programme, the proportion meeting physical activity guidelines more than doubled to 88% whilst the all but one of the beneficiaries were active. “Just wanted to say how much I have enjoyed the cycle course. I had gone from no exercise per week to over 4 hours per week! And lost half a stone in the process.” – Mary





This improvement is also seen in the attendee’s self-reported wellbeing. Attendees were asked to rate their physical activity out of a score of 5. At the start of the programme 6% of the beneficiaries reported their physical activity as high, giving themselves a score of 4 or above. At the end of the programme this increased to 32%.  Six weeks following programme completion, 25% of the attendees still considered themselves to have a high level of physical activity by attributing themselves a score of 4 or above for this question. 

This change in activity is reflected in the participant’s fitness. Using the BORG scale, which is used to measure physical exertion and fitness, at 12 weeks 70% of beneficiaries indicated that there were exerting less effort then they did at the start which indicates an improvement in fitness. 











4. Improved mental health and/or wellbeing

“This has been an excellent opportunity for us to get out and about and to experience healthy exercise in a social group, outdoors in natural surroundings – a great boost for staff and service users together.” – NHS Field staff   



A considerable improvement has also been seen in the participant’s mental health and wellbeing which strongly demonstrates linkages cycling has with broader benefits.  The data is summarised below. The greatest improvement was in the statement, ‘I have been feeling closer to people’ reflecting the positive social impact of cycling as part of a group.  



Table 2: improvement in participant’s mental health and well-being



		Measure

		Baseline

		Target Increase

From base

		12 Weeks Increase from

Base

		18 weeks 

From base*



		I’ve been feeling confident

		2.8

		15%

		30%

		30%



		Able to make mind up about things 

		2.9

		10%

		22%

		22%



		I’ve been feeling closer to people

		2.7

		15%

		35%

		33%



		I’ve been thinking clearly

		2.8

		20%

		20%

		22%



		I’ve been dealing with problems well

		2.8

		25%

		19%

		22%



		I’ve been feeling relaxed

		2.7

		15%

		21%

		26%



		I’ve been feeling useful

		2.8

		10%

		18%

		18%



		I’ve been feeling optimistic about the future

		2.8

		20% 

		20%

		17%







*Table includes September 2016 – December 2016 data, March 2017 to June 2017 data; and baseline and 12-week data from July 2017 to September 2017. 18 Week data for July 2017 to September 2017 will be collected from late October 2017.

























Progress against Original Objectives

Engagement

· We have worked with the City Connect marketing team to develop promotional materials, case studies and articles which will be used to promote the programme. This has included a new leaflet and several case studies on the website from the instructor’s point of view.  

· We have promoted the project at 11 community events across West Yorkshire to over 450 people. We have also ensured that each health referral agent passed on the information through their mailing lists and events. 

· We supported project stakeholders and beneficiaries to participate in a BBC Radio Leeds interview with Graeme Irving, an instructor on the programme, and Keith Brown a Cycle 4 Health beneficiary, which reached 19,721 listeners and yielded an estimated advertising value equivalent (AVE) of £289. 

· We worked with 16 existing health partners/referral agencies to promote and recruit beneficiaries for the programme and developed five new relationships (Table 3). This engagement has led to new sessions at the Fieldhead site where we are delivering Cycle 4 Health as part of the Creative Minds suite of services





Table 3. Partners engaged



		Bradford 

		BEEP Activity Referral (Physical Health)



		

		The Step Forward Centre (Mental Health)



		Leeds

		Leeds Mind (Mental Health)



		

		Touchstone (Mental Health)



		

		“Leeds let’s Get Active” (Physical Health)



		

		Macmillan Cancer Support Leeds – St James Hospital Site (Rehabilitation – Support)



		Calderdale

		Calderdale Active Referral Team (Shay Stadium)



		

		The Basement Project (Addiction Rehabilitation)



		

		Beat It (Healthy Eating Organisation)



		

		Cycle Calderdale 



		

		Beech Hill Women’s Activity Group 



		Kirklees

		PALS Active Referral Team (KAL) (Physical Health)



		

		WOCBA Activity Team



		

		Kirklees Neighbourhood Housing Association 



		

		Kirklees United (Addiction Rehabilitation) 



		Wakefield 

		Active Lifestyles Team (Headed by J. Gallagher



		

		Wakefield Housing Association 



		

		Better Living West Yorkshire



		

		NHS Wakefield 



		

		WOCBA Team Huddersfield







Delivery

· We continued to work in partnership with WYCA to manage the five established hubs (Wakefield, Keighley, Kirklees, Calderdale, Leeds) to develop and sustain a regular programme of activities. 

· Worked with three new organisations to expand the reach of the programme. In the last year three new hubs have been developed at Fieldhead NHS site (Wakefield), Bradford Capital of Cycling, and Kings Cross Fire Station (Kirklees). A good relationship with the fire service has provided further opportunities to offer the programme at further new locations close to the City Connect route. 

· To support the delivery of the programme, we have expanded our existing team of 18 local cycle instructors to 25. We have ensured that all activity takes place in a safe environment and that cycle providers have appropriate insurance, risk assessments and qualifications.

· Two organisations; Fieldhead NHS and OSCA are being supported to become a Community Club.  At NHS Fieldhead two members of staff have signed up to receive National Standards Instructor Training in New Year so that a regular programme of rides can start for in the Spring.  At OSCA Foundation in Calderdale has begun the process of setting up as a Community Cycle Club. A change in staffing has caused delays starting activity but activities are expected to start in Spring.  

· The number of Community Clubs is lower than the projections for this year due to existing demand being met by new and established clubs in the area already and the limited confidence and skills of the people interested in volunteering in the project. Our experience has been that 12 weeks is not enough time for people with a mental or physical health condition to feel confident enough to set up and lead their own group. However, a number of confident and able Cycle 4 Health attendees have gone on to train as NSIs and now help to deliver the project.



Evaluation and Sustainability

· Working closely with the instructors, we have signposted all beneficiaries to appropriate opportunities to continue cycling. The Huddersfield Café Stop riders and Fearnville Friendly Community Club have both attracted members from Cycle for Health. Targeted promotion to Cycle for Health beneficiaries will signpost the latest cohort of beneficiaries to these clubs and new clubs such as Bolton Road Community Cycle Club and Bradford Capital of Cycling.    

· 10 training places have been offered to support Cycle for Health activities. These have gone to volunteers from within the referral agencies and hubs and beneficiaries who have built their confidence over an extended period of time. 

· The outputs off the project have been measured through activity registers, headcounts and registration forms and are currently loaded onto a shared UPSHOT account. 











































Quotes and feedback



“Whilst it was a beautifully sunny day, for one of the ladies who learned to ride at the beginning of the 12-week course, this was also a very challenging day. It was the first-time riding to Temple Newsam park along the Wyke Beck Way cycle route, a return journey of some seven miles. She managed it in style, and afterwards we reflected on the 'before' and 'after' scenario. From the first session on the tennis courts struggling to find her balance, to today's trip, it really brought it home to us, what an amazing journey she has made.”  

 

Alice Appleton – Leeds Fearnville, Instructor

 

“Another very happy person today was a new recruit who initially said she couldn't ride a bike, but then clarified that she hadn't ridden since she was a child. In only two minutes she had found her balance. After five minutes, she was steering well.  It took eight more to learn how to use gears and get the feel of the saddle being raised from learner level to a proper height - and she was ready to go off on a ride! She felt a bit wobbly at first, but was eager to keep going and managed to get all the way to Roundhay Park. By the return trip she was zipping along with confidence. So, it's true: once you've learned to cycle, you never forget!”



Alice Appleton – Leeds, Fearnville, Instructor

 

“I just wanted to say how much I have enjoyed the cycling course. I had gone from no exercise to over four hours per week! And lost half a stone in the process. I would be very interested in any future courses you run to continue progress in my learning to cycle including a little bit of bike maintenance as I'm not at a go it alone stage yet!  Thanks very much.

Mary – Huddersfield / Kirklees Attendee

“Thank you for arranging Cycle 4 Health. I would not have taken up cycling again without the help of your excellent trainers”. 

Angela – Wakefield Attendee

“I have got my wife and 14-year-old son riding again as well now. Is there a cycling group fairly close to Morley we could join to get out for more rides?  Many thanks once again to you and your team in particular Steve Jones and Chris Sharratt for their invaluable and tactful guidance”.  

Keith – Leeds Attendee

“One of the new starters today said she'd had cycling lessons ten years ago, when the instructor had given up on her - telling her she'd never learn to ride a bike! (NOT a Cycling UK instructor!) It had taken a decade to get the confidence to try again. But today, after only 15 minutes practise in finding her balance, she managed to start pedalling. No words can quite do justice to her expression as she found she could cycle in circles!  Our large, flat, practise area, the size of four tennis courts, undoubtedly helped; knowing she had space to go freely in any direction. But her determination to master it was also key -  her goal was to ride to work.  A bit more instruction on touching the brakes to take the speed off then gave her the confidence to cycle faster, so she could maintain the balance better, enabling her to master going in straight lines as well as circles.  At the end, she couldn't wait to go home and tell her family, who she said were all "sitting at home laughing at her for trying again"!  

Alice Appleton – Cycle 4 Health Instructor, Leeds

"I was dreading coming today," M told me with a wide grin. But it was all worth it - pushing herself to face the fear of falling and the fear of failure - because today she learned to ride a bike!  A very gentle, sweet lady, M was tentative. She learned to push that first pedal as firmly as she could and not to look down, but still the balance wouldn't come and she couldn't get the bike rolling. We tried this tactic and that tactic; she started over and over, but it just wasn't coming. I helped; I stood back; I pushed; I ran along; I left her alone. When she was too breathless to carry on we talked theory of balance. We tried slight downhill; we changed the gears up and down; the saddle down and up. And finally, after an hour, it happened! She pedalled a few feet. I whooped, she smiled a big smile.  Half an hour later she cycled the whole length of the playground. "I was dreading coming today," M. told me with a wide grin, "see you next week."

Alice Appleton – Cycle 4 Health Instructor, Leeds  

“In recent months, I have been exploring the highways, tracks and byways of Morley by bike. It’s amazing how much you miss in a car. My objective, bearing in mind that Morley is not currently part of the Leeds Cycle Network, is to find a safe route from Morley onto the core Cycle Network that softens some of the major climbs associated with Morley cycling. I feel that this is needed by those of us of advancing years. I am a member of Morley Elderly Action (MEA) and from September onwards I will be looking to form a riding out group associated with MEA”.  



Keith Brown, former attendee of Cycle 4 Health



















































Appendix



Appendix 1: Cycle for Health Survey Form[footnoteRef:2]. [2:  Completed by beneficiaries at baseline, 12 week and 18 week levels and uploaded to Upshot. 
] 
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		Name

		

		



		



		

		





DOB						Postcode				

Male / Female 					

Tel Number						

Email Address 									

Ethnicity 					

Current Weight			 Current Height 				



1. How would you describe your current health? 

I would say my health is: (Please tick one box)

		Poor

		Average

		Good

		Very Good

		Excellent



		[bookmark: Check7]|_|

		|_|

		|_|

		|_|

		|_|











2. How would you rate your activity level, where 1 is low and 5 is high?

1	2	3	4	5



3. During the last 7 days, how much time did you spend doing the following activities? Include any activity you do to travel from place to place. (Please provide a rough estimate – if none, please write 0)



		

		Hours

		Minutes



		Cycling

		



		



		

		

		



		Other activities (brisk walking, sport, swimming, at the gym etc.)

		

		



		

		

		



		Sitting – including time at work, home, visiting friends, reading etc.

		

		











4. Do you currently own or have use of your own bike outside of the Cycle4Health programme?

Yes |_|	No |_|



5. How often have you cycled in the last year (Not including Cycle 4 Health)?

(Please tick one box)

		[bookmark: Check9]|_|

		Weekly

				[bookmark: Check10]|_|

		







		Fortnightly

		|_|

		Monthly

		|_|

		Once or twice

		



		

		

		

		

		

		

		

		

		



		[bookmark: Check12]|_|

		Not in the last year

		[bookmark: Check13]|_|

		Never cycled









6. What is your main method of transport for short trips (under 5 miles)? For example, to the local shop(s), to a place of education, to work, the school run, to town, visiting friends/family etc. (Please tick one box)



[bookmark: Check59][bookmark: Check60][bookmark: Check61][bookmark: Check62]|_| Cycle	|_| Walk	|_| Public transport	|_| Motor vehicle (driver)	

[bookmark: Check63][bookmark: Check66]|_| Motor vehicle (passenger)	|_| Other (please state) 



7. Below are statements about feelings and thoughts. Please tick the number that best describes your experience of each over the last 2 weeks.



		Statements

		None of the Time

		Rarely

		Some of the time

		Often

		All of the time



		I’ve been feeling optimistic about the future

		1

		2

		3

		4

		5



		

		

		

		

		

		



		I’ve been feeling useful

		1

		2

		3

		4

		5



		

		

		

		

		

		



		I’ve been feeling relaxed

		1

		2

		3

		4

		5



		

		

		

		

		

		



		I’ve been dealing with problems well

		1

		2

		3

		4

		5



		

		

		

		

		

		



		I’ve been thinking clearly

		1

		2

		3

		4

		5



		

		

		

		

		

		



		I’ve been feeling closer to other people

		1

		2

		3

		4

		5



		

		

		

		

		

		



		I’ve been able to make up my own mind about things

		1

		2

		3

		4

		5



		

		

		

		

		

		



		I’ve been feeling confident

		1

		2

		3

		4

		5






Warwick Edinburgh Mental Well-being Scale (WEMWBS) © NHS Health Scotland, University of Warwick and University of Edinburgh, 2006, all rights reserved.



8. Using the Borg Scale / Rate of Perceived Exercise shown on the left below as a guide, please score the feeling you have when you take part in any form of exercise at this present time. (Where 6 is easy and 20 is very hard)

[image: Borg-Scale-of-Perceived-Exertion-230x300]Using your information

Your information will be held in accordance with the Data Protection Act 1998 and will be kept strictly confidential. It will be used to monitor and evaluate the impact of the Cycling4Health programme and to show funders its importance. Summary information and reports will be produced and published by CyclingUK (CTC), WYCA and City Connect to promote cycling. It will not be possible to identify your individual responses from any reports published.



Score 				



I have read and understood the above statement:



Signed:								Date:



Attendee Age Range

16-24	25-34	35-44	45-54	55-64	65+	9.5238095238095261E-2	0.21428571428571427	0.2619047619047622	0.16666666666666669	0.16666666666666669	9.5238095238095261E-2	

% of Beneficiaries





Attendee Ethnicity



White 	White Irish	Pakistani	Indian	Other Asian background	0.69000000000000017	3.125E-2	0.15625000000000006	6.25E-2	6.25E-2	



Attendee IMD

1	2	3	4	5	6	7	8	9	10	0.31147540983606581	0.13114754098360651	0.11475409836065574	4.9180327868852472E-2	3.2786885245901641E-2	0.22950819672131154	3.2786885245901641E-2	6.5573770491803282E-2	1.6393442622950821E-2	1.6393442622950821E-2	

% of Beneficiaires





Attendee Gender



Male	Female	0.22222222222222221	0.77777777777777801	
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Mental Health Current Awareness Update



May 2018



Welcome to the Mental Health Current Awareness Alert. The purpose of this alert is to provide you with the latest, best evidence about mental health, to help you make informed decisions about the development of mental health services.

This alert is published on a monthly basis by the PHE Knowledge & Library Services. We hope you find this resource useful and welcome any feedback.

If you have any queries, please contact us at libraries@phe.gov.uk.

Please note that not all the articles and resources referred to in this alert are freely available. Some articles may require an Athens username and password, and for PHE and the NHS staff, these can be obtained from https://openathens.nice.org.uk/.

If you do not work for Public Health England, please contact your local library service who will be able to help you obtain articles.

We do not accept responsibility for the availability or reliability of the items of content included in this alert and their inclusion is not an endorsement of any views that may be expressed.

 

 

 

• Mental health - 48

• Prevention and mental well-being - 5

• Psychiatry - 7

• Depression - 35

• Anxiety - 7

• Personality disorder - 2

• Psychosis - 10

• Schizophrenia - 8

• Eating disorders - 2

• Self-harm - 1

• Suicide - 17

• Post Traumatic Stress Disorder - 5

• Obsessive Compulsive Disorder - 2

	

  

 

Mental health 

	

 

[Editorial] The Mental Health Act review: getting out of the twilight zone

30 May 2018 - The Lancet

The interim report on the independent review of the England and Wales Mental Health Act (MHA) begins with a brief discussion about society's attitude towards mental health problems. “For many years”, the authors write, these problems have “existed in a twilight zone”; an analogy intended to convey the idea of a shadowy realm only recently illuminated by public attention

 

NHS operational productivity: unwarranted variations – mental health services, community health services

30 May 2018 - NHS Networks

Lord Carter's review identifies unwarranted variation in the delivery of mental health and community health services, as well as the potential savings of nearly £1 billion that could be made...

 

Measurement tools for mental health problems and mental well-being in people with severe or profound intellectual disabilities: A systematic review.

30 May 2018 - National Institutes of Health (NIH)

Related Articles Measurement tools for mental health problems and mental well-being in people with severe or profound intellectual disabilities: A systematic review. Clin Psychol Rev. 2017 Nov;57:32-44 Authors: Flynn S, Vereenooghe L, Hastings RP, Adams D, Cooper SA, Gore N, Hatton C, Hood K, Jahoda A, Langdon PE, McNamara R, Oliver C, Roy A, Totsika V, Waite J Abstract Mental health problems

 

Long‐term antipsychotic polypharmacy prescribing in secondary mental health care and the risk of mortality

30 May 2018 - John Wiley & Sons

Acta Psychiatrica Scandinavica, EarlyView.

 

Severe role impairment associated with mental disorders: Results of the WHO World Mental Health Surveys International College Student Project

30 May 2018 - John Wiley & Sons

Depression and Anxiety, EarlyView.

 

£15 million boost for local mental health crisis services

29 May 2018 - NHS Networks

People at risk of a mental health crisis will be able to access new support services under plans to give projects across the country a share of a £15 million...

 

Looking into some of the risk factors of mental health: the mediating role of maladaptive schemas in mothers’ parenting style and child anxiety disorders

29 May 2018 - Emerald Group Publishing Limited

Journal of Public Mental Health, Ahead of Print. Purpose Anxiety disorders have a high prevalence in children. Those children with anxious symptoms are more likely to experience significant disruption in their lives. This disruption can interrupt or even stop a child from participating in a variety of typical childhood experiences

 

Experiences with the implementation of Individual Placement and Support for people with severe mental illness: a qualitative study among stakeholders

24 May 2018 - Biomed Central

Individual Placement and Support (IPS) is an evidence-based approach to help people with severe mental illness achieve competitive employment. This article provides insight into an organizational and a financi...

 

The importance of manager support for the mental health and well-being of ambulance personnel

23 May 2018 - PLOS ONE

by Katherine Petrie, Aimée Gayed, Bridget T. Bryan, Mark Deady, Ira Madan, Anita Savic, Zoe Wooldridge, Isabelle Counson, Rafael A. Calvo, Nicholas Glozier, Samuel B. Harvey Interventions to enhance mental health and well-being within high risk industries such as the emergency services have typically focused on individual-level factors, though there is increasing interest in the role of

 

Personal sleep debt and daytime sleepiness mediate the relationship between sleep and mental health outcomes in young adults

22 May 2018 - John Wiley & Sons

Depression and Anxiety, EarlyView.

 

Depression screening and education: an examination of mental health literacy and stigma in a sample of Hispanic women

22 May 2018 - Biomed Central

Mental health literacy consists of knowledge of a mental disorder and of the associated stigma. Barriers to depression treatment among Hispanic populations include persistent stigma which is primarily perpetua...

 

Strengthening College Students’ Mental Health Knowledge, Awareness, and Helping Behaviors: The Impact of Active Minds, a Peer Mental Health Organization

18 May 2018 - Elsevier ScienceDirect

Publication date: Available online 18 May 2018 Source:Journal of the American Academy of Child & Adolescent Psychiatry Author(s): Lisa Sontag-Padilla, Michael Dunbar, Feifei Ye, Courtney Kase, Rebecca Fein, Sara Abelson, Rachana Seelam, Bradley D

 

Cluster‐randomised controlled trial of an occupational therapy intervention for children aged 11–13 years, designed to increase participation to prevent symptoms of mental illness

18 May 2018 - John Wiley & Sons

Child and Adolescent Mental Health, May 2018.

 

Policy development and challenges of global mental health: a systematic review of published studies of national-level mental health policies

18 May 2018 - Biomed Central

Mental health policy can be an essential and powerful tool to improve a population’s mental health. However, around one third of countries do not possess a mental health policy, and there are large disparities...

 

Democratic communities: evaluating trialogue for mental health stakeholders

17 May 2018 - Emerald Group Publishing Limited

Mental Health Review Journal, Ahead of Print. Purpose The purpose of this paper is to evaluate the usefulness of the first Trialogue Meetings throughout Ireland for individuals from mental health communities by using a participatory action research (PAR) framework. Design/methodology/approach Seven communities participated in monthly Trialogue Meetings as a community-based PAR project

 

Mental health and policing interventions: implementation and impact

17 May 2018 - Emerald Group Publishing Limited

Mental Health Review Journal, Ahead of Print. Purpose Interactions between individuals experiencing mental health (MH) problems and the police are complex and may affect the way in which both parties react to and experience the interactions. The purpose of this paper is to examine three commonly used interventions to improve these interactions

 

The development and implementation of a peer support model for a specialist mental health service for older people: lessons learned

17 May 2018 - Emerald Group Publishing Limited

Mental Health Review Journal, Ahead of Print. Purpose There has been a significant growth in the employment of peer workers over the past decade in youth and adult mental health settings. Peer work in mental health services for older people is less developed, and there are no existing peer work models for specialist mental health services for older people in Australia

 

Lifestyle choices and mental health: a longitudinal survey with German and Chinese students

16 May 2018 - Biomed Central

A healthy lifestyle can be beneficial for one’s mental health. Thus, identifying healthy lifestyle choices that promote psychological well-being and reduce mental problems is useful to prevent mental disorders...

 

[Comment] Circadian rhythms and mental health: wearable sensing at scale

15 May 2018 - The Lancet

Circadian rhythms are physiological and behavioural processes that typically recur over 24-h periods. The 2017 Nobel Prize for Physiology or Medicine was awarded to investigators who described the molecular mechanisms of circadian regulation, highlighting their central importance to human health

 

Mental health ‘game-changer’ cuts hospital admissions

15 May 2018 - NHS Networks

Improved mental health care for patients with physical ailments has reduced demand for GP appointments and cut hospital admissions by three quarters in a pilot scheme as part of a...

 

Criterion Validity and Utility of the General Factor of Psychopathology in Childhood: Predictive Associations with Independently Measured Severe Adverse Mental Health Outcomes in Adolescence

15 May 2018 - Elsevier ScienceDirect

Publication date: Available online 19 April 2018 Source:Journal of the American Academy of Child & Adolescent Psychiatry Author(s): Erik Pettersson, Benjamin B. Lahey, Sebastian Lundström, Henrik Larsson, Paul Lichtenstein Objective We examined if a parent-rated general factor of psychopathology in childhood predicted independently measured severe adverse mental health outcomes in adolescence

 

Mental health supported accommodation services: a systematic review of mental health and psychosocial outcomes

15 May 2018 - Biomed Central

Post-deinstitutionalisation, mental health supported accommodation services have been implemented widely. The available research evidence is heterogeneous in nature and resistant to synthesis attempts, leaving...

 

[Review] Preventive strategies for mental health

14 May 2018 - The Lancet

Available treatment methods have shown little effect on the burden associated with mental health disorders. We review promising universal, selective, and indicated preventive mental health strategies that might reduce the incidence of mental health disorders, or shift expected trajectories to less debilitating outcomes. Some of these interventions also seem to be cost-effective

 

Mental health “game-changer” care leads to 75 per cent reduction in hospital admissions

14 May 2018 - NHS Commissioning Board

Improved mental health care for patients with physical ailments has reduced demand for GP appointments and cut hospital admissions by three quarters in a pilot scheme as part of a programme of new services that NHS England is rolling out across the country. Since 2016, the NHS has begun testing new services which integrate mental […]

 

Trajectories and predictors of risk for mental health problems throughout childhood

14 May 2018 - John Wiley & Sons

Child and Adolescent Mental Health, EarlyView.

 

Government’s green paper on mental health ‘lacks ambition’

11 May 2018 - NHS Networks

A parliamentary report from the select committees for health and social care and education argues that the government's proposed green paper on children and young people's mental health lacks ambition...

 

Improving mental health among ultra-poor children: Two-year outcomes of a cluster-randomized trial in Burkina Faso.

11 May 2018 - National Institutes of Health (NIH)

Related Articles Improving mental health among ultra-poor children: Two-year outcomes of a cluster-randomized trial in Burkina Faso. Soc Sci Med. 2018 May 05;: Authors: Ismayilova L, Karimli L, Sanson J, Gaveras E, Nanema R, Tô-Camier A, Chaffin J Abstract RATIONALE: There is limited evidence about interventions improving child mental health in francophone West Africa

 

[Articles] The role of job strain in understanding midlife common mental disorder: a national birth cohort study

10 May 2018 - The Lancet

High job strain appears to independently affect the risk of future common mental disorders in midlife. These findings suggest that modifiable work-related risk factors might be an important target in efforts to reduce the prevalence of common mental disorders.

 

There is more to mental illness than negative affect: comprehensive temperament profiles in depression and generalized anxiety

10 May 2018 - Biomed Central

Temperament and mental illness are thought to represent varying degrees along the same continuum of neurotransmitter imbalances. A taxonomy of temperament could provide the basis for a new taxonomy of mental i...

 

Specialist mental health services for new mums goes nationwide

09 May 2018 - NHS Networks

NHS England has confirmed that new and expectant mums will be able to access specialist perinatal mental health community services in every part of the country by April next year.

 

NHS England pledges specialist mental health services for new mums in every part of the country

08 May 2018 - NHS Commissioning Board

NHS England has confirmed that new and expectant mums will be able to access specialist perinatal mental health community services in every part of the country by April next year. The health service is now spending £23 million rolling out the second wave of community perinatal services to underserved parts of the country and is […]

 

Supporting women with mental health issues

08 May 2018 - RCNi

 

CCGs under scrutiny to ensure mental health spending targets are met

08 May 2018 - RCNi

Health bodies that fail to meet mental health spending targets in England will be held to account, NHS leaders have pledged.

 

Identifying the needs of children and young people affected by parental mental illness

08 May 2018 - RCNi

 

Solution-oriented learning to build resilience in mental health nursing students and recently qualified nurses

08 May 2018 - RCNi

 

Why is murder fascinating and why does it matter to mental health professionals?

08 May 2018 - RCNi

 

‘I want to raise the profile of mental health nursing’

08 May 2018 - RCNi

Six months into her job as the RCN’s mental health professional lead, Catherine Gamble reveals that she is optimistic.

 

Understanding the ups and downs of living well: the voices of people experiencing early mental health recovery

04 May 2018 - Biomed Central

The aim of this study was to better understand early-stage mental health recovery experiences of people living with severe and persistent mental illness and complex needs.

 

Immigration, citizenship, and the mental health of adolescents

03 May 2018 - PLOS ONE

by Nicole Filion, Andrew Fenelon, Michel Boudreaux Purpose To examine the reported mental health outcomes of adolescent foreign-born non-citizens and adolescent foreign-born U.S. citizens compared to adolescent U.S.-born citizens. Methods Using the Strengths and Difficulties Questionnaire in the National Health Interview Survey, we compared mental health status of U.S

 

Addressing funding issues for Danish mental health NGOs

02 May 2018 - Emerald Group Publishing Limited

Journal of Public Mental Health, Ahead of Print. Purpose Research has shown that non-governmental organizations (NGOs) often fail to appreciate that in their market, donors represent clients. Moreover, the unstable income characteristics of NGOs emphasize the importance of conducting market analysis specific to such organizations

 

[Review] Experiencing mental health diagnosis: a systematic review of service user, clinician, and carer perspectives across clinical settings

18 Apr 2018 - The Lancet

Receiving a mental health diagnosis can be pivotal for service users, and it has been described in both positive and negative terms. What influences service-user experience of the diagnostic process is unclear; consequently, clinicians report uncertainty regarding best practice

 

[Comment] Building capacity for global mental health research: challenges to balancing clinical and research training

05 Apr 2018 - The Lancet

During the development of research capacity in low-income and middle-income countries (LMIC), an unexpected challenge arises in specialties under-represented in these countries' medical schools: the few available specialists are needed for both research and clinical practice. This conflict occurs in many specialties and settings, and many initiatives have been launched to address it.1,2

 

“As soon as people hear that word…”: associative stigma among clinicians working with people with serious mental illness

13 Mar 2018 - Emerald Group Publishing Limited

Journal of Public Mental Health, Volume 17, Issue 1, Page 20-28, March 2018. Purpose Stigma by association occurs when members affiliated with a marginalized group become discredited themselves. The purpose of this paper is to explore associative stigma among mental health (MH) clinicians working with individuals diagnosed with serious mental illness (SMI)

 

Lifestyle coaching for mental health difficulties: scoping review

13 Mar 2018 - Emerald Group Publishing Limited

Journal of Public Mental Health, Volume 17, Issue 1, Page 29-44, March 2018. Purpose UK mental health strategy calls for interventions that empower people to self-manage their condition. In lifestyle coaching, coach and client work collaboratively on positive behaviour change to improve client health

 

Does food security predict poor mental health?

13 Mar 2018 - Emerald Group Publishing Limited

Journal of Public Mental Health, Volume 17, Issue 1, Page 3-10, March 2018. Purpose The purpose of this paper is to assess food security as a risk factor in the development of poor mental health among younger populations in the USA over an eight-year period using a nationally representative cross-sectional sample

 

Arrangements for adult service users who are homeless in English mental health trusts

05 Mar 2018 - Emerald Group Publishing Limited

Mental Health Review Journal, Volume 23, Issue 1, Page 64-71, March 2018. Purpose The purpose of this paper is to report an analysis of arrangements in English mental health trusts to meet the needs of adult service users who are homeless. Homelessness is associated with various forms of mental ill-health, yet homeless people are not always well-served by statutory mental health services

 

The transition between mental health services in Scotland

05 Mar 2018 - Emerald Group Publishing Limited

Mental Health Review Journal, Volume 23, Issue 1, Page 12-24, March 2018. Purpose The purpose of this paper is to describe the barriers and facilitators to an effective transition from Child and Adolescent Mental Health Services (CAMHS) to Adult Mental Health Services (AMHS). It also presents a new entry into considering how the transition can be improved

 

Personal storytelling in mental health recovery

05 Mar 2018 - Emerald Group Publishing Limited

Mental Health Review Journal, Volume 23, Issue 1, Page 25-36, March 2018. Purpose Creating more positive individual narratives around illness and identity is at the heart of the mental health care recovery movement. Some recovery services explicitly use personal storytelling as an intervention
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Care for mental disorders and promotion of mental well-being in South-East Asia.

31 May 2018 - National Institutes of Health (NIH)

Related Articles Care for mental disorders and promotion of mental well-being in South-East Asia. WHO South East Asia J Public Health. 2017 04;6(1):1-4 Authors: Anwar N, Thamarangsi T PMID: 28597851 [PubMed - indexed for MEDLINE]

 

Early Self-Regulation, Early Self-Regulatory Change, and Their Longitudinal Relations to Adolescents' Academic, Health, and Mental Well-Being Outcomes.

22 May 2018 - National Institutes of Health (NIH)

Related Articles Early Self-Regulation, Early Self-Regulatory Change, and Their Longitudinal Relations to Adolescents' Academic, Health, and Mental Well-Being Outcomes. J Dev Behav Pediatr. 2018 May 16;: Authors: Howard SJ, Williams KE Abstract OBJECTIVE: To evaluate the extent to which early self-regulation and early changes in self-regulation are associated with adolescents' academic, health,

 

Media, Technology Use, and Attitudes: Associations With Physical and Mental Well-Being in Youth With Implications for Evidence-Based Practice.

16 May 2018 - National Institutes of Health (NIH)

Related Articles Media, Technology Use, and Attitudes: Associations With Physical and Mental Well-Being in Youth With Implications for Evidence-Based Practice. Worldviews Evid Based Nurs. 2018 May 15;: Authors: Zeeni N, Doumit R, Abi Kharma J, Sanchez-Ruiz MJ Abstract BACKGROUND: Previous research has shown that the use of technology and media, in their different available forms, may have

 

Memory flexibility training for autobiographical memory as an intervention for maintaining social and mental well-being in older adults.

08 May 2018 - National Institutes of Health (NIH)

Related Articles Memory flexibility training for autobiographical memory as an intervention for maintaining social and mental well-being in older adults. Memory. 2018 May 07;:1-13 Authors: Leahy F, Ridout N, Holland C Abstract Autobiographical memory specificity (AMS) reduces with increasing age and is associated with depression, social problem-solving and functional limitations

 

Dietary behaviours and the mental well-being of New Zealand adolescents.

01 May 2018 - National Institutes of Health (NIH)

Related Articles Dietary behaviours and the mental well-being of New Zealand adolescents. J Paediatr Child Health. 2017 Jul;53(7):657-662 Authors: Puloka ', Utter J, Denny S, Fleming T Abstract AIM: To examine the associations between diet and mental health indicators in adolescents
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[Comment] The prevalence of rare diseases in psychiatry

17 May 2018 - The Lancet

In 1923 in France, an interesting play by author Jules Romains was performed: “Knock, ou le Triomphe de la médicine”. The events of the play concern an ambitious physician named Knock. The young doctor settles down in a country village to succeed the local physician. Soon after his arrival, he finds out that severe diseases are somewhat rare in the village and that he has few patients

 

Concise Guide to Child & Adolescent Psychiatry, 5th edition, Mina K. Dulcan, Rachel R. Ballard, Poonam Jha, Julie M. Sandhu. American Psychiatric Association Publishing, Arlington, VA (2018)

15 May 2018 - Elsevier ScienceDirect

Publication date: May 2018 Source:Journal of the American Academy of Child & Adolescent Psychiatry, Volume 57, Issue 5 Author(s): Matthew Morrissette, Sophia Hrycko

 

JAMA Psychiatry Peer Reviewers in 2017

02 May 2018 - The JAMA Network

 

Evaluation of an electronic consultation service in psychiatry for primary care providers

02 May 2018 - Biomed Central

This study explores the effectiveness of an electronic consultation (eConsult) service between primary care providers and psychiatry, and the types and content of the clinical questions that were asked.

 

JAMA Psychiatry —The Year in Review, 2017

01 May 2018 - The JAMA Network

The year 2017 has been one of continued success for JAMA Psychiatry. The journal received ever-growing numbers of submissions but continued favorable patterns of timely and responsive handling of submitted manuscripts despite this larger volume. The number of major manuscripts we received reached 1313, an all-time high (Table)

 

Bedless Psychiatry—Rebuilding Behavioral Health Service Capacity

01 May 2018 - The JAMA Network

This Viewpoint discusses why the number of psychiatric beds has decreased and the policy implications behind this issue.

 

JAMA Psychiatry

01 May 2018 - The JAMA Network

Mission Statement: JAMA Psychiatry strives to publish original, state-of-the-art studies and commentaries of general interest to clinicians, scholars, and research scientists in psychiatry, mental health, behavioral science, and allied fields
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Pediatric Depression: When Does Parental Refusal for Treatment Constitute Medical Neglect?

31 May 2018 - Elsevier ScienceDirect

Publication date: June 2018 Source:Journal of the American Academy of Child & Adolescent Psychiatry, Volume 57, Issue 6 Author(s): Michael ShapiroTeaser Depression is a common disorder in youth, and 10% to 15% of individuals have a lifetime prevalence by 18 years of age. Youth who receive treatment typically have a positive outcome, but many remain undiagnosed and untreated

 

Insomnia and depressive symptoms in relation to unhealthy eating behaviors in bariatric surgery candidates

29 May 2018 - Biomed Central

Alongside obesity, insomnia and depression are common public health problems. Sleep problems are currently believed to be associated with excessive food intake and metabolic disturbances. Therefore, we aimed t...

 

The relationship between addiction to smartphone usage and depression among adults: a cross sectional study

25 May 2018 - Biomed Central

Addiction to smartphone usage is a common worldwide problem among adults, which might negatively affect their wellbeing. This study investigated the prevalence and factors associated with smartphone addiction ...

 

β2-microglobulin induces depressive- and anxiety-like behaviors in rat

24 May 2018 - PLOS ONE

by Ping Zhang, Dan Zeng, Yi-Li Yi, Yi-Yun Tang, Wei Zou, Xue-Feng Yang, Chun-Yan Wang, Xiao-Qing Tang β 2-microglobulin (B2M), the light chain of major histocompatibility complex class I (MHC I) molecules, has been found to impair hippocampal neurogenesis

 

Finding factors that predict treatment‐resistant depression: Results of a cohort study

22 May 2018 - John Wiley & Sons

Depression and Anxiety, EarlyView.

 

Economic evaluation of a dietary intervention for adults with major depression (the “SMILES” trial)

22 May 2018 - Biomed Central

Recently, the efficacy of dietary improvement as a therapeutic intervention for moderate to severe depression was evaluated in a randomised controlled trial. The SMILES trial demonstrated a significant improve...

 

Validation of the Refugee Health Screener-15 for the assessment of perinatal depression among Karen and Burmese women on the Thai-Myanmar border

21 May 2018 - PLOS ONE

by Gracia Fellmeth, Emma Plugge, Mina Fazel, Prakaykaew Charunwattana, François Nosten, Raymond Fitzpatrick, Julie A. Simpson, Rose McGready Perinatal depression is common, and left untreated can have significant and long-lasting consequences for women, their children and their families

 

Effect of insomnia treatments on depression: A systematic review and meta‐analysis

21 May 2018 - John Wiley & Sons

Depression and Anxiety, EarlyView.

 

Familial aggregation of major depressive disorder in an African‐American community

21 May 2018 - John Wiley & Sons

Depression and Anxiety, EarlyView.

 

Depression and its psychosocial risk factors in pregnant Kenyan adolescents: a cross-sectional study in a community health Centre of Nairobi

18 May 2018 - Biomed Central

Adolescent pregnancies within urban resource-deprived settlements predispose young girls to adverse mental health and psychosocial adversities, notably depression. Depression in sub-Saharan Africa is a leading...

 

The alleged lack of efficacy of antidepressants in non‐severe depression: a myth debunked

17 May 2018 - John Wiley & Sons

Acta Psychiatrica Scandinavica, Volume 137, Issue 6, Page 447-449, June 2018.

 

A Six-Year Prospective Study of the Prognosis and Predictors in Patients with Late-Life Depression.

17 May 2018 - Elsevier

• The long-term prognosis of late-life depression is poor in terms of mortality and course.• Depression in later life is a chronic and disabling disorder, in which treatment is probably still suboptimal.• An unfavorable course is associated with a younger age of onset of depression, higher baseline depression, chronic pain, neuroticism and loneliness

 

Prevalence, patterns and predictors of depression treatment among community-dwelling older adults with stroke in the United States: a cross sectional study

16 May 2018 - Biomed Central

Depression is one of the most common psychiatric conditions among stroke survivors and is associated with several negative health outcomes. However, little is known about the depression treatment patterns amon...

 

Anxiety and depression in primary Sjögren’s syndrome: a cross-sectional study

16 May 2018 - Biomed Central

Prevalence of anxiety and depression is high in people with Primary Sjögren’s syndrome (pSS). However, there are currently no known reported studies about anxiety/depression in pSS patients from China. Our aim...

 

Mortality in unipolar depression preceding and following chronic somatic diseases: a nationwide Danish study

15 May 2018 - John Wiley & Sons

Acta Psychiatrica Scandinavica, EarlyView.

 

Mixed states in bipolar and major depressive disorders: systematic review and quality appraisal of guidelines

14 May 2018 - John Wiley & Sons

Acta Psychiatrica Scandinavica, EarlyView.

 

Predictors of recurrence in remitted late‐life depression

11 May 2018 - John Wiley & Sons

Depression and Anxiety, EarlyView.

 

Evaluation of a multimodal school-based depression and suicide prevention program among Dutch adolescents: design of a cluster-randomized controlled trial

10 May 2018 - Biomed Central

Since 2010, suicide has been the most important cause of mortality in youth aged 15 to 29 years in the Netherlands. Depression is an important risk factor for suicidal behaviors (i.e., suicide ideation, delibe...

 

Depression and Risk of Alzheimer's Dementia: a Longitudinal Analysis to Determine Predictors of Increased Risk among Older Adults with Depression.

09 May 2018 - Elsevier

• Older adults with depression are at increased risk of Alzheimer's dementia (AD) but predictors of increased risk remain incompletely understood• We followed 1965 older adults with depression and mild cognitive impairment (MCI) until development of AD or loss to follow up

 

Major Depression and Subthreshold Depression among Older Adults Receiving Home Care

08 May 2018 - Elsevier

• This is the first nationally representative study of prevalence and correlates of major and subthreshold depression and treatment utilization in older home care recipients.• One in two older home care recipients suffered from probable depression.• A quarter of older home care recipients with major depression and half of those with subthreshold depression were not receiving treatment

 

Cognitive-behavioural therapy does not meaningfully reduce depression in most people with epilepsy: a systematic review of clinically reliable improvement

07 May 2018 - British Medical Journal

Psychological treatment is recommended for depression and anxiety in those with epilepsy. This review used standardised criteria to evaluate, for the first time, the clinical relevance of any symptom change these treatments afford patients. Databases were searched until March 2017 for relevant trials in adults

 

Five antidepressants appear to be more effective and better tolerated than others. https://buff.ly/2H9Yx7N #depression #mentalhealth

07 May 2018 - Twitter

 

Error‐related brain activity in adolescents with obsessive‐compulsive disorder and major depressive disorder

07 May 2018 - John Wiley & Sons

Depression and Anxiety, EarlyView.

 

Subsyndromal Depression among People Aged 85+ Linked to Higher Monthly Healthcare Spending

07 May 2018 - Elsevier

Even mild depression can have important cost consequences among elderly persons, concludes “Direct costs of very old persons with subsyndromal depression: a five-year prospective study.” This is one of the few studies to prospectively examine direct medical costs among very old people with subsyndromal depression

 

How can we help people with #depression to choose the most suitable medication? A review identifies the most effective and best tolerated antidepressants https://buff.ly/2q7IIFf #mentalhealth

05 May 2018 - Twitter

 

Predicting intentions to seek help for depression among undergraduates in Sri Lanka

04 May 2018 - Biomed Central

Studies have found that although there are high rates of depression among university students, their help-seeking practices are poor. It is important to identify students who are less likely to seek the necess...

 

Associations between therapists' occupational burnout and their patients' depression and anxiety treatment outcomes

02 May 2018 - John Wiley & Sons

Depression and Anxiety, EarlyView.

 

Depressive and anxious symptoms and 20‐year mortality: Evidence from the Stirling County study

02 May 2018 - John Wiley & Sons

Depression and Anxiety, EarlyView.

 

Neural Markers of Resilience in Adolescent Females at Risk for Major Depressive Disorder

01 May 2018 - The JAMA Network

This study examines neural functional connectivity correlates of resilience in adolescent females at high and low familial risk for depression who did and did not develop the disorder.

 

Future Role for Neuroimaging in Tracking Relapse in Major Depressive Disorder

01 May 2018 - The JAMA Network

Major depressive disorder (MDD) is the second leading cause of disability worldwide. Important problems that contribute to the high level of disability associated with this illness are the low rate of remission after first treatment and the high relapse rate

 

Association of Childhood Irritability and Depressive/Anxious Mood Profiles With Adolescent Suicidality

01 May 2018 - The JAMA Network

This population-based study investigates the association between childhood irritability and depressive/anxious mood profiles and adolescent suicidality in a longitudinal cohort of children followed up though adolescence.

 

An Interactive Developmental Neuroscience Perspective on Adolescent Resilience to Familial Depression

01 May 2018 - The JAMA Network

Decades of empirical and theoretical work have been directed toward identifying risk factors in the intergenerational transmission of depression. Receiving considerably less attention in the field is the study of attributes that might constitute protection from major depressive disorder (MDD) among offspring of parents with depression

 

Electroconvulsive therapy increases brain volume in major depression: a systematic review and meta‐analysis

30 Apr 2018 - John Wiley & Sons

Acta Psychiatrica Scandinavica, EarlyView.

 

[Comment] Antidepressants might work for people with major depression: where do we go from here?

05 Apr 2018 - The Lancet

The publication of our updated network meta-analysis1 about antidepressants for the acute treatment of major depression has generated a wide discussion in newspapers,2,3 social media,4 and scientific journals.5 Based on 522 trials and more than 116 000 patients, this network meta-analysis of 21 drugs and placebo represents the most comprehensive analysis of the evidence base ever undertaken

 

Contrasting depression among African Americans and major depressive disorder in the DSM-V

13 Mar 2018 - Emerald Group Publishing Limited

Journal of Public Mental Health, Volume 17, Issue 1, Page 11-19, March 2018. Purpose The purpose of this paper is to identify symptoms that constitute a shared cultural model of depression among African Americans and to compare these accounts with criteria for major depressive disorder (MDD) in the 5th edition of the Diagnostic Statistical Manual of mental disorders (DSM-V)
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Biases in Interpretation as a Vulnerability Factor for Children of Parents With an Anxiety Disorder

30 May 2018 - Elsevier ScienceDirect

Publication date: Available online 30 May 2018 Source:Journal of the American Academy of Child & Adolescent Psychiatry Author(s): Rianne E. van Niekerk, Anke M. Klein, Esther Allart-van Dam, Mike Rinck, Pierre M. Souren, Giel J.M. Hutschemaekers, Eni S

 

Cognitive Behavioral Therapy for Children With Anxiety and Comorbid Attention-Deficit/Hyperactivity Disorder

18 May 2018 - Elsevier ScienceDirect

Publication date: Available online 17 May 2018 Source:Journal of the American Academy of Child & Adolescent Psychiatry Author(s): Karen L. Gould, Melanie Porter, Heidi J. Lyneham, Jennifer L. Hudson Objective 1. To determine whether comorbid ADHD diagnosis (including subtype) predicts response to cognitive behavior therapy (CBT) for anxiety in children. 2

 

Results From the Child/Adolescent Anxiety Extended Long-Term Study (CAMELS): Primary Anxiety Outcomes

15 May 2018 - Elsevier ScienceDirect

Publication date: Available online 9 May 2018 Source:Journal of the American Academy of Child & Adolescent Psychiatry Author(s): Golda S. Ginsburg, Emily Becker-Haimes, Courtney Keeton, Philip C. Kendall, Satish Iyengar, Dara Sakolsky, Anne Marie Albano, Tara Peris, Scott Compton, John Piacentini Objective To report anxiety outcomes from the multisite Child/Adolescent Anxiety Multi-modal Extended

 

Defining Treatment Response and Remission in Youth Anxiety: A Signal Detection Analysis with the Multidimensional Anxiety Scale for Children

15 May 2018 - Elsevier ScienceDirect

Publication date: Available online 17 April 2018 Source:Journal of the American Academy of Child & Adolescent Psychiatry Author(s): Sophie A. Palitz, Nicole E. Caporino, Joseph F. McGuire, John Piacentini, Anne Marie Albano, Boris Birmaher, John T. Walkup, Scott N. Compton, Golda S. Ginsburg, Philip C

 

Evaluation of a group format of clinician‐guided, parent‐delivered cognitive behavioural therapy for child anxiety in routine clinical practice: a pilot‐implementation study

14 May 2018 - John Wiley & Sons

Child and Adolescent Mental Health, EarlyView.

 

Adjunctive psychosocial interventions for bipolar disorder: Some psychotherapeutic context for the Canadian Network for Mood and Anxiety Treatments (CANMAT) & International Society for Bipolar Disorders (ISBD) guidelines

08 May 2018 - John Wiley & Sons

Bipolar Disorders, EarlyView.

 

Pharmacogenetic testing among patients with mood and anxiety disorders is associated with decreased utilization and cost: A propensity‐score matched study

07 May 2018 - John Wiley & Sons

Depression and Anxiety, EarlyView.
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Experiences of parenting and clinical intervention for mothers affected by personality disorder: a pilot qualitative study combining parent and clinician perspectives

25 May 2018 - Biomed Central

Evidence-based parenting programmes are recommended for the treatment of child mental health difficulties. Families with complex psychosocial needs show poorer retention and outcomes when participating in stan...

 

Borderline personality disorder symptoms and affective responding to perceptions of rejection and acceptance from romantic versus nonromantic partners.

10 May 2018 - American Psychological Association

We examined event-contingent recording of daily interpersonal interactions in a diagnostically diverse sample of 101 psychiatric outpatients who were involved in a romantic relationship. We tested whether the unique effect of borderline personality disorder (BPD) symptoms on affective responses (i.e
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[Editorial] Difficult choices in treating Parkinson's disease psychosis

29 May 2018 - The Lancet

Around half of all patients with advanced Parkinson's disease will develop hallucinations or delusions. Treatments for Parkinson's disease psychosis are scarce, in part because many antipsychotics are known to worsen motor symptoms, or are not effective

 

Psychosis as a Dialectic of Aha- and Anti-Aha-Experiences

29 May 2018 - Schizophrenia Bulletin 

<span class="paragraphSection"><div class="boxTitle">Abstract</div>Prominent conceptual models characterize schizophrenia as a dysconnectivity syndrome, with recent research focusing on the contributions of the cerebellum in this framework. The present study examined the role of the cerebellum and its effective connectivity to the cerebrum during sensorimotor synchronization in schizophrenia

 

Continue, adjust, or stop antipsychotic medication: developing and user testing an encounter decision aid for people with first-episode and long-term psychosis

22 May 2018 - Biomed Central

People with psychosis struggle with decisions about their use of antipsychotics. They often want to reduce the dose or stop, while facing uncertainty regarding the effects these decisions will have on their tr...

 

Cognitive and functional deficits in bipolar disorder and schizophrenia as a function of the presence and history of psychosis

19 May 2018 - John Wiley & Sons

Bipolar Disorders, EarlyView.

 

Is there a choice to make? A pilot study investigating attitudes towards treatment in an Early Intervention for Psychosis service

17 May 2018 - Emerald Group Publishing Limited

Mental Health Review Journal, Ahead of Print. Purpose The purpose of this paper is to investigate health care professionals’ (HCPs) and service-users’ (SUs) attitudes towards different treatment options in an Early Intervention for Psychosis (EIP) service as well as the topical issue of offering choice over treatment

 

Enhancing Psychosis-Spectrum Nosology Through an International Data Sharing Initiative

16 May 2018 - Schizophrenia Bulletin 

<span class="paragraphSection"><div class="boxTitle">Abstract</div>The latent structure of schizotypy and psychosis-spectrum symptoms remains poorly understood. Furthermore, molecular genetic substrates are poorly defined, largely due to the substantial resources required to collect rich phenotypic data across diverse populations

 

Benzodiazepines for Psychosis-Induced Aggression or Agitation

16 May 2018 - Schizophrenia Bulletin 

<span class="paragraphSection">tranquilisationadverse-effectsbenzodiazepine</span>

 

Financial difficulties and psychosis risk in British undergraduate students: a longitudinal analysis

02 May 2018 - Emerald Group Publishing Limited

Journal of Public Mental Health, Ahead of Print. Purpose The purpose of this paper is to examine whether financial variables impact psychosis risk over time in students. Design/methodology/approach In total, 408 first-year British undergraduate students completed measures assessing psychosis risk and finances at three time points

 

Early Intervention Service for Psychosis and Suicide Among Patients With First-Episode Schizophrenia-Spectrum Disorders

01 May 2018 - The JAMA Network

This historical control study examined the association of a 2-year early intervention service with suicide reduction in patients with first-episode schizophrenia-spectrum disorders and the risk factors for early and late suicide.

 

Early Intervention Service for Young People With Psychosis

01 May 2018 - The JAMA Network

In this issue of JAMA Psychiatry, Chan et al present new and important findings on the long-term effects of early intervention programs for patients with first-episode psychosis on the risk of suicide
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Dysregulated Maturation of the Functional Connectome in Antipsychotic-Naïve, First-Episode Patients With Adolescent-Onset Schizophrenia

30 May 2018 - Schizophrenia Bulletin 

<span class="paragraphSection"><div class="boxTitle">Abstract</div><div class="boxTitle">Background</div>Schizophrenia has been conceptualized as a brain network disorder rooted in dysregulated neurodevelopmental processes. Recent neuroimaging studies revealed disrupted brain connectomic organization in adult schizophrenia patients

 

Assessment of sexual dysfunction and associated factors among patients with schizophrenia in Ethiopia, 2017

29 May 2018 - Biomed Central

Sexual dysfunction is remarkably prevalent amongst psychiatric patients than general population. This might be due to either the nature of the illness itself or the unwanted effect of the medication they are t...

 

Impaired Effective Connectivity During a Cerebellar-Mediated Sensorimotor Synchronization Task in Schizophrenia

25 May 2018 - Schizophrenia Bulletin 

<span class="paragraphSection"><div class="boxTitle">Abstract</div>Prominent conceptual models characterize schizophrenia as a dysconnectivity syndrome, with recent research focusing on the contributions of the cerebellum in this framework. The present study examined the role of the cerebellum and its effective connectivity to the cerebrum during sensorimotor synchronization in schizophrenia

 

Possible multiple system atrophy with predominant parkinsonism in a patient with chronic schizophrenia: a case report

21 May 2018 - Biomed Central

Multiple system atrophy (MSA) is an adult-onset, rare, and progressive neurodegenerative disorder characterized by a varying combination of autonomic failure, cerebellar ataxia, and parkinsonism. MSA is catego...

 

Global Epidemiology and Burden of Schizophrenia: Findings From the Global Burden of Disease Study 2016

12 May 2018 - Schizophrenia Bulletin 

<span class="paragraphSection"><div class="boxTitle">Abstract</div><div class="boxTitle">Introduction</div>The global burden of disease (GBD) studies have derived detailed and comparable epidemiological and burden of disease estimates for schizophrenia. We report GBD 2016 estimates of schizophrenia prevalence and burden of disease with disaggregation by age, sex, year, and for all countries

 

Single transcranial direct current stimulation in schizophrenia: Randomized, cross-over study of neurocognition, social cognition, ERPs, and side effects

07 May 2018 - PLOS ONE

by Yuri Rassovsky, Walter Dunn, Jonathan K. Wynn, Allan D. Wu, Marco Iacoboni, Gerhard Hellemann, Michael F. Green Over the last decades, the treatment of schizophrenia has shifted fundamentally from a focus on symptom reduction to a focus on recovery and improving aspects of functioning

 

Neural Correlates of Auditory Verbal Hallucinations in Schizophrenia and the Therapeutic Response to Theta-Burst Transcranial Magnetic Stimulation

03 May 2018 - Schizophrenia Bulletin 

<span class="paragraphSection"><div class="boxTitle">Abstract</div>Auditory verbal hallucinations (AVHs) are a core symptom of schizophrenia, and resistant to antipsychotic medication in a substantial proportion of patients

 

[Review] Negative symptoms of schizophrenia: new developments and unanswered research questions

27 Mar 2018 - The Lancet

Negative symptoms of schizophrenia are associated with poor functional outcome and place a substantial burden on people with this disorder, their families, and health-care systems. We summarise the evolution of the conceptualisation of negative symptoms, the most important findings, and the remaining open questions
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Eating disorders 

	

 

Anorexia nervosa-associated pancytopenia mimicking idiopathic aplastic anemia: a case report

25 May 2018 - Biomed Central

Patients with anorexia nervosa (AN) often present with pancytopenia. In most cases described in the literature, AN with pancytopenia demonstrates gelatinous marrow transformation (GMT), which is a typical bone...

 

Cost-effectiveness of the mobile application TCApp combined with face-to-face CBT treatment compared to face-to-face CBT treatment alone for patients with an eating disorder: study protocol of a multi-centre randomised controlled trial

02 May 2018 - Biomed Central

The clinical utility of the existing apps for people with eating disorders (EDs) is not clear. The TCApp has been specifically developed for people with EDs, is based on the principles of Cognitive Behavioural...
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Self-harm 

	

 

“‘It is a safe space’: self-harm self-help groups”

05 Mar 2018 - Emerald Group Publishing Limited

Mental Health Review Journal, Volume 23, Issue 1, Page 54-63, March 2018. Purpose The purpose of this paper is to present a qualitative analysis of the role of self-harm self-help groups from the perspective of group members

[back to top] 

  

 

Suicide 

	

 

Postdischarge Suicide and Death in South Korean Children and Adolescents Hospitalized for a Psychiatric Illness

25 May 2018 - Elsevier ScienceDirect

Publication date: Available online 25 May 2018 Source:Journal of the American Academy of Child & Adolescent Psychiatry Author(s): Jong-Woo Paik, Kyong Hoon Kim, Sang Min Lee, Kyoung-Sae Na, Minha Hong Objective The postdischarge suicide rate in children and adolescents ever hospitalized for a psychiatric illness is much higher than that of children and adolescents in the general population

 

Dehydroepiandrosterone and dehydroepiandrosterone sulfate levels in combat veterans with or without a history of suicide attempt

23 May 2018 - John Wiley & Sons

Acta Psychiatrica Scandinavica, EarlyView.

 

Method overtness, forensic autopsy, and the evidentiary suicide note: A multilevel National Violent Death Reporting System analysis

22 May 2018 - PLOS ONE

by Ian R. H. Rockett, Eric D. Caine, Steven Stack, Hilary S. Connery, Kurt B. Nolte, Christa L. Lilly, Ted R. Miller, Lewis S. Nelson, Sandra L. Putnam, Paul S. Nestadt, Haomiao Jia Objective Higher prevalence of suicide notes could signify more conservatism in accounting and greater proneness to undercounting of suicide by method

 

Associations of training to assist a suicidal person with subsequent quality of support: results from a national survey of the Australian public

18 May 2018 - Biomed Central

When a person is in severe distress, people in their social network can potentially take action to reduce the person’s suicide risk. The present study used data from a community survey to examine whether peopl...

 

Suicide prevention gatekeeper training in the Netherlands improves gatekeepers’ knowledge of suicide prevention and their confidence to discuss suicidality, an observational study

18 May 2018 - Biomed Central

The gatekeeper training is designed to help identify suicidal individuals, respond to suicidal ideation and refer to help. The internationally widely used training shows promising results. This is the first st...

 

Impact of hospital murder‐suicide on behavior of patients and staff

17 May 2018 - John Wiley & Sons

Acta Psychiatrica Scandinavica, Volume 137, Issue 6, Page 528-528, June 2018.

 

New funding for suicide prevention in England

17 May 2018 - NHS Networks

Funding given to local communities that are worst affected by suicide to develop suicide prevention and reduction schemes.

 

Suicide prevention and reduction. Plans from the Sustainability and Transformation Partnerships (NHS England)

16 May 2018 - NHS Commissioning Board

The Five Year Forward View for Mental Health set out clear recommendations on suicide prevention and reduction, and made a commitment to reduce suicides by 10% nationally by 2020/21. In 18/19, local communities that are worst affected by suicide are being given additional funding to develop suicide prevention and reduction schemes. The funding, has been allocated to eight Sustainability and Transformation Partnerships (STPs). Details on plans from each STP are provided.

 

What Happens to Children Whose Parents Commit Suicide?

15 May 2018 - Elsevier ScienceDirect

Publication date: May 2018 Source:Journal of the American Academy of Child & Adolescent Psychiatry, Volume 57, Issue 5 Author(s): Magdalena Romanowicz, Alastair J. McKean, Jennifer L. Vande VoortTeaser Suicide remains one of the leading causes of death among 25- to 49-year-olds in the United States, and each year roughly 30,000 children are victims of parental suicide in the United States (Center

 

Association between induced abortion and suicidal ideation among unmarried female migrant workers in three metropolitan cities in China: a cross-sectional study

15 May 2018 - Biomed Central

Despite reports of mental health issues, suicidality has not been closely examined among the migrant population. The association between induced abortion and suicidal ideation is unknown among unmarried female...

 

“Euphoria” or “Only Teardrops”? Eurovision Song Contest performance, life satisfaction and suicide

11 May 2018 - Biomed Central

The popularity of the Eurovision Song Contest (ESC) in Europe has been high for decades. We aimed to assess whether a country’s performance in the ESC is associated with life satisfaction and suicide mortality...

 

Use of crisis management interventions among suicidal patients: Results of a randomized controlled trial

10 May 2018 - John Wiley & Sons

Depression and Anxiety, EarlyView.

 

Preventing suicide: A multicausal model requires multimodal research and intervention

05 May 2018 - John Wiley & Sons

Bipolar Disorders, EarlyView.

 

Effectiveness of brief psychological interventions for suicidal presentations: a systematic review

03 May 2018 - Biomed Central

Every year, more than 800,000 people worldwide die by suicide. The aim of this study was to conduct a systematic review of the effectiveness of brief psychological interventions in addressing suicidal thoughts...

 

An ultrasonic nanobubble-mediated PNP/fludarabine suicide gene system: A new approach for the treatment of hepatocellular carcinoma

02 May 2018 - PLOS ONE

by Bo Zhang, Mingna Chen, Youming Zhang, Wei Chen, Lihua Zhang, Lv Chen Objective The purpose of this study is to generate an ultrasonic nanobubble (NB)-mediated purine nucleoside phosphorylase (PNP)/fludarabine suicide gene system for the treatment of human hepatocellular carcinoma (HCC)

 

Insomnia as an independent predictor of suicide attempts: a nationwide population-based retrospective cohort study

02 May 2018 - Biomed Central

Numerous studies have verified that insomnia is associated with suicidal ideation, suicide attempts, and death by suicide. Limited population-based cohort studies have been conducted to examine the association...

 

The validity of proxy-based data on loneliness in suicide research: a case-control psychological autopsy study in rural China

01 May 2018 - Biomed Central

There is a lack of evidence for the role of loneliness on suicide using psychological autopsy method, and the validity of proxy informants’ reports on loneliness is not well established. This study aimed to in...
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Neurotrophic factors and hippocampal activity in PTSD

25 May 2018 - PLOS ONE

by Ümit Tural, Ahmet Tamer Aker, Emin Önder, Hatice Turan Sodan, Hatice Ünver, Gür Akansel Although numerous studies have investigated the neurotrophic factors and hippocampal activity in posttraumatic stress disorder (PTSD) separately each other, it is unclear whether an association between neurotrophic factors and hippocampal activity is present

 

Functional connectivity of hippocampal subregions in PTSD: relations with symptoms

15 May 2018 - Biomed Central

Posttraumatic stress disorder (PTSD) is associated with abnormal hippocampal activity; however, the functional connectivity (FC) of the hippocampus with other brain regions in PTSD and its relations with sympt...

 

Virtual reality exposure versus prolonged exposure for PTSD: Which treatment for whom?

07 May 2018 - John Wiley & Sons

Depression and Anxiety, EarlyView.

 

[Comment] 3,4-methylenedioxymethamphetamine (MDMA)-assisted psychotherapy for post-traumatic stress disorder in service personnel

01 May 2018 - The Lancet

“…In thy faint slumbers I by thee have watch'd, And heard thee murmur tales of iron wars…”William Shakespeare, Henry IV Part One, Act 2, Scene 3

 

[Articles] 3,4-methylenedioxymethamphetamine (MDMA)-assisted psychotherapy for post-traumatic stress disorder in military veterans, firefighters, and police officers: a randomised, double-blind, dose-response, phase 2 clinical trial

01 May 2018 - The Lancet

Active doses (75 mg and 125 mg) of MDMA with adjunctive psychotherapy in a controlled setting were effective and well tolerated in reducing PTSD symptoms in veterans and first responders.
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Obsessive Compulsive Disorder 

	

 

Medial Frontal Hyperactivation in the Developing Obsessive-Compulsive Disorder Brain: An Adaptive Response Rescued by Medication-Related Reduction of Limbic Interference?

31 May 2018 - Elsevier ScienceDirect

Publication date: June 2018 Source:Journal of the American Academy of Child & Adolescent Psychiatry, Volume 57, Issue 6 Author(s): Odile A. van den Heuvel, Stella J. de WitTeaser The capacity to control emotion and behavior is an important human adaptation. The development of cognitive control strategies is a critical aspect of children’s social development and protects against psychopathology

 

Cortical thickness and white matter integrity abnormalities in obsessive–compulsive disorder: A combined multimodal surface‐based morphometry and tract‐based spatial statistics study

07 May 2018 - John Wiley & Sons

Depression and Anxiety, EarlyView.
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PART A - Updates from the National Team and commissioned partners



Prevention and Promotion



Prevention Concordat for Better Mental Health



External



The PHE-led Prevention Concordat for Better Mental Health and its suite of 10 supporting resources capture a shared agreement to support local and national action to prevent mental health problems, promote good mental health and reduce inequalities. Drawing on recommendation two of the Five Year Forward View for Mental Health, the aim is to galvanise cross-sector action to increase the adoption of effective prevention planning arrangements in all areas of England.



We have successfully completed the first phase of the programme with 11 face to face learning events and 9 digital events that were held around the country from January to May. A wide range of organisations, sectors and viewpoints were represented including health, local authorities, employment agencies, people with lived experience, police, fire and education services. The events were an opportunity for peer-to-peer learning between organisations across an area, and to increase awareness of the range of tools and products available. Findings from face-to-face event discussion groups and workshops, along with discussion generated through the digital events, have resulted in a rich repository of information of local and national action to prevent mental health problems and promote good mental health. Detailed evaluation report is attached here. 









The nine digital events have provided an in-depth look at the Prevention Concordat for Better Mental Health's 5 priority areas (e.g. needs and assets assessment, partnership and alignment, translating need into deliverable commitments, defining success outcomes and leadership and accountability) for supporting local action to help achieve effective prevention planning arrangements. Watch a film recording of the earlier sessions at the dedicated webinars section on the prevention concordat website  



The final ‘Reflections and Learnings’ end of series webinar will take place on Tuesday 19 June. For further details and to register, see here: https://register.gotowebinar.com/register/1424656297676382722









Consensus Statement Signatures



External



We are encouraging both national organisations and local areas to sign up to the Prevention Concordat for Better Mental Health Consensus statement.  Being a signatory is a visible sign of a commitment to increase the focus on the prevention of mental health problems and the promotion of good mental health. If your organisation would like to be a signatory to the Prevention Concordat please contact publicmentalhealth@phe.gov.uk



Currently we have 37 key national organisations and 6 local area signatories and quite a few interested partners who are in the process of signing up. National level signatories include NICE, NHS England, Local Government Association, Faculty of Public health, Association of Directors Public health. The six Health and Wellbeing boards that have now signed up their areas cover a mixture of (unitary, district and borough) local authorities – County Durham, Derby, Hertfordshire, Middlesbrough, Redcar and Cleveland and Warwickshire.

We have been announcing them at every opportune moment we get. At the Plymouth learning event in March, Duncan Selbie, Chief Executive for PHE has announced Catholic Bishops’ Conference of England and Wales, Muslim Council of Britain, British Islamic Medical Association, CUBE network and Inspirited Minds.  Similarly, at the Kings Fund Conference on 6 June, Lily Makurah, National Lead for Public Mental Health welcomed Network Rail, Street Games and Warwickshire on board.



The approach for sign-up has been developed based on the insights provided by members of the Prevention Concordat for Better Mental Health steering group, comments from PHE centre leads and feedback gathered in interactive sessions with Local Authority leads (covering over 90% of local areas). Below is the sign-up protocol:



Local areas



1. Have a named mental health champion who is either: an elected member, a member of the Health and Wellbeing Board, the chief executive (LA or CCG or both)

2. Confirm that they have: 

· Completed and published a public mental health JSNA in the last 18 months, and have plans to refresh it or to do a focussed report on one of their priority themes OR

· Completed and published a public mental health JSNA in the last 6 months OR

· In the absence of a public mental health JSNA, arrangements are in place to initiate one within 3 months of signing 

3. A multi-agency suicide prevention plan in place

4. Indicate plans for evaluation

5. Agree to schedule the public mental health on the agenda of a scrutiny board in the next 18 months.  

6. Sign off by the Health and Wellbeing Board





National organisations



1. Commitment to do specific actions centred on the prevention of mental health problems and promotion of good mental health

2. Indicate plans for evaluation

3. Confirmation of arrangements to provide reports on progress and governance through an appropriate Board









Mental Health Champions



External 



The Mental Health Challenge is an initiative which asks every local council to appoint a member champion for mental health. In return, offering them and their council advice, information and a nationwide network. Coordinated by Centre for Mental Health in partnership with seven other national charities, it has helped to bring a new form of leadership to local communities for better mental health. 



Public Health England has supported this initiative since it began in 2013, when it started with just two local councils – Dorset and Lambeth and to Plymouth being the 100th council in March. This reflects the national expanse of more than 100 local authorities having a recognised council member whose role is to advocate for mental health and champion the cause in their community.



In order to spread the reach of local advocates to champion the cause in their community, the future plans involve expanding the scope to key leadership in the wider local health economy ensuring its sustainability. 



To find out more visit www.mentalhealthchallenge.org.uk or contact emma.bailey@centreformentalhealth.org.uk to sign up your council and become a champion for mental health in your community.





Suicide Prevention 





External 

NSPA’s Annual Members’ Meeting


The NSPA’s 2018 Member’s Meeting took place on 2nd May at NCVO, London.  NSPA members and supporters came together to hear about the work of the NSPA over the last year, to discuss pertinent issues such as the impact of Brexit on suicide prevention and consider the group’s priorities for the next few years, to learn more about each other’s work, and to network. A wide range of members attended with representatives from the private, voluntary and public sectors, as well as individual supporters.

The presentations from the day are available on the NSPA website here.



Winston Churchill Memorial Trust Fellowship research grants 


A new research category has been established this year in partnership with Samaritans: ‘Suicide: prevention, intervention and postvention’. This presents a unique opportunity for a travel grant to learn more about best practice in suicide prevention from other countries and anyone can apply for them. 



Further new award categories related to health include ‘Healthcare: innovations for the twenty-first century’ and a dedicated award for Nurses and Allied Health Professionals. For more details and to apply, visit: https://www.wcmt.org.uk/



The deadline for applications this year is 18 September 2018.







Higher education guidance: Minding our future 

 

In May Universities UK's Student Mental Health Services Task Group published Minding our future, new guidance to improve the coordination of care between the NHS and universities so that all students can access the care they need. The publication calls for a 'place-based' approach, which involves responding to the needs of a local student population with NHS, universities and colleges working in partnership with local authorities, schools, businesses and the third sector. Examples of such approaches to care for students are starting to appear in Greater Manchester, Bristol and North London.



Universities UK have also just launched a new mental health in higher education newsletter to provide a regular summary of current work to improve the mental health of students and staff. You can subscribe here. 

Higher education: Project Courage



A £300,000 project to research and pilot innovative approaches to support the mental health and wellbeing of postgraduate research students will be explored jointly by the University of East Anglia, UEA Students Union, University of Suffolk and Norwich Bioscience Institutes over the next two years. The Courage Project will look at how higher education institutions can support good mental health and wellbeing among postgraduate research students and will run from February 2018 to January 2020. The project includes activities led by both students and staff.  It will have eight key areas of focus including resilience training for students, evaluating current online support programmes, and research and advocacy.







Children Young People and Families



External

Transforming Children and Young People’s Mental Health: a green paper



The Education and Health and Social Care Committees’ joint report “The Government's Green Paper on mental health: failing a generation” was published on Wednesday 9 May, responding to the DHSC and DfEs Green Paper on CYP mental health.

DHSC/ DfE are preparing a formal response to the report, as well as a response to the consultation on the green paper.

A summary of the key criticisms and recommendations can be found in the document below:









CQC report: Are we listening?



CQC led an independent review of the system of services that support children and young people’s mental health. The report was published in March, however useful to keep in mind its key recommendations including:

· The Secretary of State for Health and Social Care should make sure there is joint action across government to make children and young people’s mental health a national priority, working with ministers in health, social care, education, housing and local government

· Local organisations must work together to deliver a clear ‘local offer’ of the care and support available to children and young people

· Government, employers and schools should make sure that everyone that works, volunteers or cares for children and young people are trained to encourage good mental health and offer basic mental health support

· Ofsted should look at what schools are doing to support children and young people’s mental health when they inspect

In 2019/2020, CQC will report on the progress the different organisations have made to act on the recommendations in the report.

National Audit Office report – background and key lines of enquiry



· The key question the study is seeking to address is “Is the government on track to meet its ambitions for more sustainable and effective mental health services for children and young people?”

· The study will consider progress in implementing the strategy for improving mental health services for children and young people, as set out in Future in Mind, The Five Year Forward View for Mental Health, and other key strategy documents. 

· It will primarily consider services provided by the NHS but will look at interventions undertaken in schools and by local authorities where relevant. 

· Publication of the report due October 2018. 









DfE review of PSHE, Relationship Education and Relationship and Sex Education



The DfE is currently leading reforms to Relationships Education, Relationships and Sex Education and PSHE. The stakeholder engagement phase is now complete and DfE is now working on the development of guidance and regulations. There is a manifesto commitment for all children to learn about mental wellbeing within the curriculum and the current review will include a specific focus on how mental health and wellbeing can support healthy relationships and how best to secure good quality teaching for all pupils.



Review of evidence of effectiveness of school based lessons on mental health



PHE has led a review of evidence of the effectiveness of school based lessons on mental health and emotional wellbeing. This is currently being peer reviewed but once cleared we will be sharing with DfE and DH to inform current policy thinking on delivering the manifesto commitment for every child to learn about mental health within the curriculum



Special interest group: prevention



PHE is convening a Special Interest Group with the aim of improving children and young people’s mental health through prevention. The SIG will consider the implications for research and practice of the complex range of risk and protective factors that influence CYP mental health and mental wellbeing; identify key sources of published prevention evidence that provide insight into what works to improve outcomes; raise awareness amongst local commissioners of the range of published prevention evidence; identify gaps in the evidence and make recommendations for these to be addressed through further research. 

Health & Wellbeing Alliance funded projects



PHE CYPF team has oversight of three projects during 2018/19 on improving the mental health and wellbeing of CYP led by the Association of Young People’s Health & consortium of VCSE partners. The focus of this work is on:

· Valuing children, young people and family insight into what keeps them mentally well

· Improving the mental health and wellbeing of young adults age 16-25

· Work, worklessness and health: closing the employment gap for young NEET people with low-level mental health issues 



Digital project scoping



PHE’s CYPF team has received internal approval for putting forward a business case for funding for a discovery phase for a digital project to explore an online, scalable, sustainable form of parent-led intervention for dealing with CYP common mental health problems. Depending on the outcome of this discovery phase we may be eligible for further funding for an alpha and beta phase which could extend over 4 years. We are now in the process of putting together the business case and digital spend control form for onward approval 







Rise Above



Rise Above aims to delay and prevent young people (11- 16’s) from engaging in exploratory risk behaviours and to build and improve the all-round resilience and well-being of young people. 

Rise Above uses social media channels to reach young people in highly relevant environments, and deliver engaging content co-created in collaboration with their peers and delivered via positive role models to ensure it resonates to change behaviour. In September 2017, Rise Above for Schools launched providing PSHE resources to support secondary school teachers when promoting positive health, wellbeing and resilience amongst young people 11 – 16. www.NHS.uk/riseabove/schools.



The team is currently co-creating video content for  stress from change/ dealing with change; bullying/ cyberbullying; growth mindset and emotional wellbeing (with a focus on how social media has an impact). This builds on content already and available on online stress, stress, exam stress, body image and sleep.





Improving the lives of people living with or recovering from a mental health problem 



External



The launch of a new initiative - Equally Well UK 



The Centre for Mental Health has launched a major new initiative to tackle one of the biggest health inequalities in England. This new collaboration brings together organisations with a part to play in reducing the 15-20 year life expectancy gap facing people with a severe mental illness today. Equally Well UK is already supported by major national bodies including Public Health England.



Any organisation that supports the physical health of people with a mental illness can become a member of Equally Well UK. That includes national and local health service providers and commissioners, charities, professional bodies, training and education providers and many more. Organisations joining Equally Well UK will be asked to make a pledge for how they will do their part to reduce the health gap. And in September, members will come together to produce a Charter for Equal Health to demonstrate their commitment to bringing about lasting change.



For more information, please visit the website at https://www.centreformentalhealth.org.uk/equally-well



Smoking cessation and smoke-free policies: Good practice for mental health services



The National Centre for Smoking Cessation and Training (NCSCT) has published advice on supporting people in smoke-free mental health services and maximising the chances of cessation, managing temporary abstinence and implementing and maintaining smoke-free policies: http://www.ncsct.co.uk/publication_mental_health_briefing.php





Workforce Development

External



New Public Mental Health Course content guides



PHE has produced two public mental health course content guides, in partnership with the Faculty of Public Health and published by Health Education England. Thanks to Martin White and Corinne Harvey, centre leads on this work, and contributions from local leads, commissioners, providers and academics that helped develop and test the guides. Both guides have been endorsed by the FPH and president John Middleton and approved by PHE’s publications standards committee.   

The first guide is for public health academic and professional training programmes and can also be used for professional development by public health staff wanting to increase their skills and knowledge in public mental health. Content is aligned to the PH Skills and Knowledge Framework.  





The second is a content guide for introductory courses in improving mental health and wellbeing for the wider workforce.  It can be used by course providers or commissioners of training or by individuals wanting to appraise their level of knowledge and development needs. Content is aligned to the 12 core principles of the Public Mental Health Leadership and Workforce Development Framework.  





All feedback is welcome! Please disseminate the guides widely and send any feedback on their usefulness to jude.stansfield@phe.gov.uk Interest has also been raised in applying the guides to different workforce or roles e.g. psychiatry, nursing, commissioners.



All the HEE material is found on their website pages on mental health promotion and mental illness prevention: https://www.hee.nhs.uk/our-work/population-health/mental-health-promotion-mental-illness-prevention 

Connect 5



Connect 5 is a mental health promotion training programme developed from a unique collaboration between Public Health England (PHE) & Health Education England (HEE). It is designed to increase the confidence and core skills of front line staff so that they can be more effective in having conversations about mental health and wellbeing, help people to manage mental health problems and increase their resilience and mental wellbeing through positive changes.

Phase 3 of the national roll-out has finished and an evaluation report will be circulated shortly.  Findings include:

· Of the 143 people trained as Connect 5 trainers, there are 76 active participants on the Connect 5 Network database.  

· 40 trainers participated in the latest evaluation and also 6 PHE centre leads/ Connect 5 co-ordinators.

· Of the 40, 33 trainers have delivered training to date and 31 are planning to deliver.

· A total of 99 sessions 1’s have been delivered, 52 sessions 2’s and 42 sessions 3’s – a total of 193 Connect 5 sessions. 

· The active trainers are very active with 82% delivering at least one full course of all three sessions. 

· The number of participants ranged from 3 to over 30, average 12.  Evaluation forms have been received from 406 participants. 

· Training has impacted positively on participants confidence and skills and where Connect 5 fulfils a strategic need and is delivered in a systems-based approach, case study evidence has illustrated breadth and depth of impact on a local system. 

· Activity between centre areas has ranged from 0 to 46% of trainers who were on the training programme having delivered training:

London 0%; North West 37%(n=7); North East 32%(n=7), West Midlands 46%(n=6), South East 32%(n=6), South West 45%(n=4), East Midlands 9%(n=2), East of England 6%(n=1), Yorkshire & Humber 0%

· There is a range of factors influencing this and all figures are recognised as being under-representative of actual activity. However, has multi-disciplinary courses and regional support made a difference?

The findings suggest that the effectiveness of the train the trainer's approach has been:

· 50% of trainers remain active and interested in delivering Connect 5

· 4.3:1 – need to train approximately 4 trainers for 1 to be active (23%).

Where training is provided to multi-disciplinary trainers who are then supported by a regional network the effectiveness increases to 37%, or 2.7:1 – or need to train approximately 5 trainers for 2 to be active. 

In summary, in many regions the train the trainer programme has been widely and enthusiastically taken up and the potential for Connect 5 to reach the wider workforce is enormous. Where it is working the approach seems to be having a huge impact.  However, there are gaps at regional and local levels and there needs to be a more strategic national approach that provides a systematic and supportive framework. 

Next steps:  HEE is convening a steering group to develop the strategic national approach.  PHE centre representatives will be invited to sit on this alongside HEE. 







National Mental Health Intelligence Network’s (NMHIN) 



External



Children living with parents in emotional distress: 2010 to 2016

 

Mental Health Intelligence Network has published an update to four indicators reporting on the ‘proportion of children living with parent(s) reporting symptoms of emotional distress’ as an official statistic. The publication includes information on: at least one parent reporting symptoms of emotional distress; a mother reporting symptoms of emotional distress; a father reporting symptoms of emotional distress; both parents reporting symptoms of emotional distress. Data is for 2010 to 2016 and is split by family type and work status. These indicators were published previously by the Department of Work and Pensions (DWP).  



Updates to Public Health Profiles



Updates were made to the following profiles on Tuesday 5th June :



Crisis Care profile

· One children in poverty indicator in the Risk Factors Developing MH Crisis domain at County, UA, District and Region level (2015) 

· One children in the youth justice system indicator in the Risk Factors Developing MH Crisis domain at County and UA level (April 2016 to March 2017)

· One under 18 pregnancy indicator in the Risk Factors Developing MH Crisis domain at County, UA, District and Region level (2016)

· One QOF indicator in the Pre-existing MH Condition domain at County and UA level (April 2016 to March 2017)

· Five monthly IAPT indicators in Pre-existing MH Condition, Quality of Treatment, and Recovery and Staying Well domains at CCG and STP level (October 2017 to January 2018)

· Two quarterly IAPT indicators in Pre-existing MH Condition, and Recovery and Staying Well domains at CCG and STP level (October 2017 to December 2017)

· Six quarterly mental health services indicators in Pre-existing MH Condition, Urgent and Emergency Care, and Recovery and Staying Well domains at CCG and STP level (October 2017 to December 2017)

The Crisis care profile is available here: https://fingertips.phe.org.uk/profile-group/mental-health/profile/crisis-care

Mental Health and Wellbeing JSNA profile

· One monthly IAPT indicator in the Services domain at CCG level (October 2017 to December 2017)

· Three quarterly IAPT indicators in the Services domain at CCG and STP level (October 2017 to December 2017)

· Three quarterly mental health services indicators in the Services domain at CCG and STP level (October 2017 to December 2017) 

· Two monthly IAPT indicators in the Quality and Outcomes domain at CCG and STP level (October 2017 to January 2018)

The full Mental Health and Wellbeing JSNA profile is available here: https://fingertips.phe.org.uk/profile-group/mental-health/profile/mh-jsna



Severe Mental Illness profile

· One children in low income families indicator in the Risk and Related Factors domain at County, UA and District level (2015)

· Seventeen quarterly mental health services indicators in Services, and Qualities and Outcomes domains at CCG and STP level (October 2017 to December 2017)   

The full Severe Mental Illness profile is available here: https://fingertips.phe.org.uk/profile-group/mental-health/profile/severe-mental-illness



Suicide Prevention profile

· Two monthly IAPT indicators in the Service Contacts domain at CCG level (October 2017 to December 2017)

· Five quarterly mental health services indicators in the Service Contacts domain at CCG and STP level (October 2017 to December 2017)  

The full Suicide Prevention profiles are available here: https://fingertips.phe.org.uk/profile-group/mental-health/profile/suicide

Dissemination: Webinars

The NMHIN are currently undertaking a number of dissemination activities:

· A series of four regionally focused webinars on “Perinatal and infant mental health webinar have recently been delivered. This includes the latest PHE knowledge and intelligence tools to improve mental health during pregnancy and the postnatal period".  These webinars were collaboration between NMHIN, Child and Maternal Health Intelligence Network (Chimat) and PHE’s Local Knowledge Intelligence Service.

· The NMHIN plan to run a series of locally focused webinars on the JSNA toolkit over the summer, further details will be provided in due course.

Contacting the PHE Public Mental Health Team



If you would like to know more about specific subjects, contact:

		Strategic partnerships and collaborations

		lily.makurah@phe.gov.uk 



		Prevention and Promotion

		chandraa.bhattacharya@phe.gov.uk



		Prevention Concordat for Better Mental Health

		lily.makurah@phe.gov.uk



		Suicide prevention

		helen.garnham@phe.gov.uk  



		Premature mortality/Improving the lives

		rita.ranmal@phe.gov.uk 



		Mental health campaign

		suzanne.farrell@phe.gov.uk



		Workforce development

		jude.stansfield@phe.gov.uk 



		Mental Health Intelligence Network (MHIN)

		mhdin@phe.gov.uk



		Children & Young People’s Green Paper

		claire.robson@phe.gov.uk



		Communities

		jude.stansfield@phe.gov.uk or  

tom.mapplethorpe@phe.gov.uk 



		Internal workplace mental health

		gregor.henderson@phe.gov.uk



		Perinatal mental health

		anna.lucas@phe.gov.uk 







PART B – External News



Please note that we do not accept responsibility for the availability, reliability or content of these news items and do not necessarily endorse the views expressed within them.

 

Walking Out of Darkness 2018



In the lead up to World Mental Health Day, CLASP will be running a series of Walking Out of Darkness events throughout the UK. They invite everyone to join them and walk with family, friends and work colleagues; supporting people suffering mental ill-health, helping end the stigma surrounding mental illness, raising mental health awareness, creating zero suicide communities and fundraising for local and regional charities, across the country. 



Each event is an enjoyable 10 mile route through each city with amazing views including Brighton Promenade, HMS Great Britain in Bristol and many more. Plus more Charities and Services offering Mental Health advice, information and support including Self-Care for everyone to improve their own Mental Wellbeing.



Building on recent events in London and Nottingham, the next events will take place in:

· Brighton – Sunday 24 June 2018

· Bristol – Sunday 9 September 2018

· Norwich – Sunday 23 September 2018

· Birmingham – Sunday 7 October 2018



To sign up and learn more about the aims of Walking out of Darkness, please see here: https://www.eventbrite.co.uk/o/walking-out-of-darkness-2018-10883871498



For further details about CLASP, please visit their website here: https://www.claspcharity.com/about/





Improving population mental health: five lessons from Liverpool



The King’s Fund has been working with PHE, Kaleidoscope Health and Care and the Centre for Mental Health to deliver the series of Prevention Concordat learning events across England. Chris Naylor, Senior Fellow (Policy) at the King’s Fund, shared his key lessons for improving population health following attendance at the Liverpool event in a recent blog.  







Head’s Together Early Intervention Symposium: Speech by the Duchess of Cambridge



The Duchess of Cambridge recently attended The Royal Foundation's Early Intervention Symposium for Children and Families, where she set out her ambition to support efforts to give every child the best possible start in life. You can watch the speech here. Following the symposium, she will call together academics, practitioners and charities to focus on early intervention to support the social, emotional and mental wellbeing of young children











Distress Brief Intervention (DBI) - how does it work in Aberdeen? on Vimeo



Distress Brief Interventions (DBIs) are an innovative way of supporting people in distress.

The need to improve the response to people presenting in distress has been strongly advocated by people who have experience of distress – and by front line service providers and is supported through a review of available literature .The DBI Programme is a 53 month (November 2016 to March 2021) initiative which emerged from the Scottish Government’s work on the Suicide Prevention and Mental Health strategies which showed that people in distress require improved co-ordination across agencies, quicker access to support and more consistency in the compassion they receive. A video summary of the work in Aberdeen, one of the pilot areas, is now available. 



Life on Debt Row - Payday loans named unhealthiest form of credit, as “poverty premium” drives many to depression 



The Royal Society’s Life on Debt Row report marks the first time that a major public health body has documented the health and wellbeing impact of different forms of credit, with payday loans ranked as having the most negative impact on mental wellbeing. The report’s findings were informed by a snapshot national survey of more than 500 credit users carried out between January and March 2018. The report shows how the UK’s burgeoning high-cost credit sector is having a destructive effect on mental wellbeing, social connections, and many other health measures, including driving tobacco and alcohol consumption among some of society’s most vulnerable people. Those with poor credit ratings are most vulnerable, as they are excluded from lower interest forms of credit and subject to a “poverty premium”, whereby customers on low incomes are forced to pay more for essential goods and services. The report outlined the specific health impacts identified and includes a series of call to actions for the government and the industry itself to protect the health and wellbeing of credit users.









Visual arts, mental health and wellbeing: evidence review 



The importance of the visual arts in contributing to the wellbeing of adults with mental health conditions has been little documented beyond some insightful and influential interventions and exploratory studies. The What Works Well Centre for Wellbeing’s evidence review looks at the subjective, or self-reported, wellbeing outcomes of visual arts projects aimed at adults who are experiencing, or have experienced, diagnosed mental health conditions. The review shows that for adults starting visual arts activities or programmes, the subjective wellbeing outcomes were found to be, for the majority of participants, positive. This applies to men and women alike across the studies.

[bookmark: _30j0zll]

NHS Choices: new mental wellbeing content



New content on mental wellbeing has been added to NHS Choices: https://www.nhs.uk/conditions/stress-anxiety-depression/improve-mental-wellbeing/



Citizens Advice Bureau: The client experience of community mental health support

Earlier in the year, the Citizens Advice Bureau published a blog on employment and Mental Health. The blog highlights key issues for clients with mental health problems, namely they are more likely to experience problems with mental health that it's harder to stay in employment, seek redress from employers and/or struggled to find new jobs. Attached below are further details on the survey of users and the resulting analysis that informed the blog. 







                  

Mental Health and Urban Green



A new study, published in the Lancet in April, highlights the benefit of urban green spaces on the prevalence of major depressive disorders. The present study investigates the association between residential green exposure and prevalence of major depressive disorders using a large and diverse cross-sectional dataset from the UK Biobank. The study is attached in full below. 







Translation and cognitive testing of personal wellbeing questions



The Office for National Statistics (ONS) and carried out by the National Centre for Social Research (NatCen) have recently published a report ‘Translation and cognitive testing of personal wellbeing questions into Urdu and Sylheti’ focussed on the translation of the ONS personal well-being questions into two minority languages spoken in the UK, Urdu and Sylheti, and subsequent cognitive testing of the translated questions. An important goal was to understand more about the linguistic and cultural relevance of the personal well-being questions to people living in the UK who may have a limited understanding of the English language. The research also sought to establish methods for appropriate translation and understanding of cultural issues that may shape responses and implications for use of the questions both in translation and in English. 



Upcoming External Events



17th European Symposium on Suicide & Suicidal Behavior 



Date: 5-8 Sept 2018 

Location: The University Forum, Ghent

Official website



1

Produced: Week beginning 7th June

14
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Public Mental Health Team
Priorities and Programmes Directorate, Public Health 
England
publicmentalhealth@phe.gov.uk



Prevention Concordat for Better 
Mental Health: Learning events
January – March 2018











Summary
• To support the Prevention Concordat Programme for Better Mental Health, Public 



Health England ran a series of learning events from January to March 2018.



• These included 10 face-to-face events across England, and a series of 9 digital 
events.



• The events were an opportunity for peer-to-peer learning between organisations 
across an area, and to increase awareness of the range of tools and products 
available through the Prevention Concordat for Better Mental Health. 



• Findings from face-to-face event discussion groups and workshops, along with 
discussion generated through the digital events, have resulted in a rich repository of 
information to support the Prevention Concordat for Better Mental Health. 



• The following slides provide insight into discussions that took place at each event and 
key themes that emerged from the event series as a whole. 











Regional events



Summary slides providing a snapshot of each event. 











East Midlands: Nottingham



Evaluation 
results



• Average score 4.0/5



• 88% of attendees agreed or strongly agreed 



with the statement “I would recommend an 



event like this to a colleague”



5 things we learned:
1. What does Prevention Concordat mean? It’s a set of 



resources to help local areas put in place effective prevention 



planning arrangements, facilitated by PHE nationally.



2. Prevention isn’t easy. But, we should try to avoid giving 



mental health the mystique of “we can’t do it”. To ensure this, 



we should make it part of system thinking.



3. Fit and (don’t) forget. Mental health prevention is about 



systemic cultural change. Unlike a one-off fire alarm fitting, this 



requires a great deal of persistence.



4. Nothing is ever new. We need to remember what’s been tried 



previously and apply this learning when focusing on the 



prevention of mental health problems



5. Opportunities to collaborate. Participants at this event 



reminded us that by bringing people together, prevention can 



become everyone’s business. Not just in mental health, but 



also public health, commissioners, providers and further afield.



Read the full blog here. 











East Midlands: Nottingham



How can national 
tools and resources 



best support the 
Prevention 
Concordat?



What is the day-to-
day of a mental 



health practitioner 
like?



“Engage the wider 
public health 



workforce: police, 
ambulance, housing, 



justice”



“Tackle stigma 
of broaching 
mental health 



in the 
workplace”



“Brokering financial gains - need to 
share examples of 



agreements/frameworks“



What are the 
challenges and 
opportunities of 



Nottingham’s Parity of 
Esteem Framework?



How can we improve 
mental health among 
children and young 



people?



“Health and social 
care 



apprenticeships -
most exciting thing 
I heard this year to 
tackle barriers to 



integrated working”



“The 
importance of 



"chipping 
away”



“Can 
preventative 
mental public 
health be a 
prescribable



activity?”



“Must make most of 
public health being 
embedded in LAs -
getting other council 



functions to 
promote mental 
health (planning, 
transport etc.)”



“Relationships, relationships, 
relationships!”



“Focus children not in 
education / home tutored -



very vulnerable group”



“Perinatal mental health is a great place 
to start addressing mental health for life!”



“Do we create the 
transition cliff?”











London Region (1)
Evaluation 



results



• Average score 4.2/5
• 87% of attendees agreed or strongly agreed 



with the statement “I would recommend an 
event like this to a colleague”



5 things we learned:
1. No one is perfect (yet). The event series was an opportunity 



to learn from others and to share your own learning.
2. If you don’t have a vision, steal someone else’s. Stuck in a 



rut of short term planning? Align yourself to an external vision 
for longer term strategy.



3. Evidence is like muscles. We’ll only build up the evidence 
base for mental health if we use what we have.



4. Better mental health is a way of life not a stroke of luck. 
Supporting good mental health is a lifelong activity and a 
lifecycle approach to how we build good mental health and 
prevent mental health problems is needed.



5. Borrow a brand, build energy. We heard from organisations 
who felt their own brand identity veered towards responsible 
rather than innovative. While both are needed, innovation is 
key when you are seeking to build momentum for change.



Read the full blog here. 











London Region (1)



How can national 
tools and resources 



best support the 
Prevention 
Concordat?



How is Enfield 
engaging with 
THRIVE LDN?



“Involve community 
connectors (social 



prescribing) in Concordat 
discussions” “Encourage 



geographical 
area 



networking 
amongst 
people”



“Engage frontline clinical staff in 
prevention agenda”



How can a combined 
approach to physical 
and mental health be 



encouraged? “Social 
engagement: 



loneliness agenda”



“Can assertive 
engagement 
approaches 
be used in 
conditions 



prominent for 
combined 



mental and 
physical 



problems –
alcoholism?”



“Integrate IAPT type 
services into physical 
health prevention, i.e. 



diabetes courses”



“Short term wins are 
useful, but a focus on 
the longer term is also 



needed”



“There are so many 
opportunities locally 
to make an impact”



“Partnership working and 
sharing learning is key”











London Region (2)



Evaluation 
results



• Average score 4.3/5
• 96% of attendees agreed or strongly agreed 



with the statement “I would recommend an 
event like this to a colleague”



5 things we learned:
1. Let’s go back to basics. "Mental health problems are 



preventable. The evidence tells us that, but it's evidence which 
is poorly understood and under-used." This truth is what the 
entire Prevention Concordat is based on



2. March for our lives. Mental health is only in small part a 
healthcare issue, and far more about the wider determinants of 
health, and indeed the determinants of a flourishing society.



3. Education, education, education. Initiatives such as student 
mental health champions and a 'whole school' approach to 
promoting good mental health are finding favour – engaging 
with students, staff and parents alike.



4. What’s next. “Helpful would be to facilitate nationally the 
solution to problems we're all having locally." Nicely put.



5. Look what can be done. The modus operandi of the 
Concordat parallels work on teenage pregnancy, now at its 
lowest since records began in 1969.



Read the full blog here. 











London Region (2)



How can national 
tools and resources 



best support the 
Prevention 
Concordat?



How are Bexley’s 
schools promoting 



good mental health?



“Case studies and 
prioritisation for 



prevention activity”
“National level 
conversations 
with Criminal 
Justice etc. to 
make case for 



ROI”



“Link the assets of organisations; 
we have so many answers we 



don’t share with those crossing the 
threshold of the vulnerable”



How can a combined 
approach to physical 
and mental health be 



encouraged?
“Why do 



commissioners 
need so much 
convincing to 



create capacity for 
services to be 
integrated?”



“Recognise 
the role of the 



arts in 
physical and 



mental health”



“We know what works 
but we don’t know how to 
implement, how to tackle 
implementation failure”



“Happy and 
health 



teachers = 
better 



educational 
outcomes for 



children”



“Getting schools to 
see attainment and 



wellbeing as 
interlinked”



“Schools keen to train teachers in MH but 
struggle to release time for them to use 



skills formally to support students”











North East: Durham



Evaluation 
results



• Average score 4.3/5



• 96% of attendees agreed or strongly agreed 



with the statement “I would recommend an 



event like this to a colleague”



5 things we learned:
1. There’s no such thing as the wider determinants of mental 



health. The diversity of attendees from parks to NHS, made us 



realise: there’s just the determinants.



2. Don’t forget the oil. Cross-organisational relationships don’t 



just magically happen. They need attention, maintenance or, in 



the words of one attendee, “oil to keep them going”.



3. If you’re an employer, you’re in the club. The list of 



organisations with a role to play in better mental health 



includes every employer in the country.



4. Language please. We need to find ways of talking about 



mental health – without mentioning the words mental health.



5. Police officers go to the loo. Part of the answer to the 



language conundrum is about finding creative ways to engage 



new groups in a discussion about mental health as evidenced 



by Cleveland Police.



Read the full blog here. 











North East: Durham



How is Durham 
involving different 



sectors?



Why is intelligence-
led decision making 



important?



“Integration of fire 
service preventative 
schemes (safe and 



warm etc.) with wider 
care system”



“Work coaches 
in GP practices 



(better 
environment; 
looks at wider 



barriers)”



“Church of England - parishes local 
knowledge and individual crisis 



support where possible"
What is working well 



in Durham?



“Mental health 
first aid training in 



companies”



“Social 
prescribing of 
co-ordinators 



with time”



“Flexible and home 
working for employees 



who are carers”



“Leadership 
support -



through HWB 
Boarding”



“It builds political 
will and partnership 



working” “Mental health 
first aid training in 



companies”



“Beautiful Minds 
Directory - local 
directory of ALL 



services 
supporting MH in 



Hartlepool”



“MIND 
Recovery 
college”











North West: Liverpool



Evaluation 
results



• Average score 4.3/5



• 84% of attendees agreed or strongly agreed 



with the statement “I would recommend an 



event like this to a colleague”



5 things we learned:
1. We need to reframe how we understand mental health. 



Despite progress with the stigma of mental health, it is still 



viewed primarily in terms of deficit, rather than a resource we 



all possess, shaped by our communities.



2. We can make better use of frontline staff. Emotion is part of 



being human, but so too is the fear of dealing with it. One of 



the challenges facing us is understanding how to support staff 



to overcome that fear. That’s where Connect5 comes in.



3. High standards of proof are counterproductive. In 



commissioning, having an impact is one thing, proving it is 



another.



4. National policy is a double-edged sword for prevention 
locally. Several people argued local priorities were in tension 



with national ones.



5. Health improvement has to build on local history and 
values. Harnessing local identity, history and values is key.



Read the full blog here. 











North West: Liverpool



How can national 



tools and resources 



best support the 



Prevention 



Concordat?



What can we learn 



from the Connect5 



Youth programme?



“Good mental health 



and wellbeing 



campaigns should be 



more about “kindness, 



listening, supporting 



people and not just 



clinical services”



“Need to ensure that local 



community / lived experience are 



part of commissioning process”



What can we learn 



from the Connect5 



programme?



How do services 



make time for 



change?



“Increase 



availability of 



positive MH 



training that comes 



from a PH / 



wellbeing 



perspective rather”



“Need to step 



out of clinic 



into 



community to 



get to people 



with lived 



experience”



“Buy-in issues from 



commissioners point of 



view as there so many 



MH training programmes 



that are happening”



“Focus on 



building 



parental 



resilience”



“Normalise asking 



for help in 



teenagers”



“Integrate the mental health conversation 



in antenatal classes”



“Do things that make you 



happy with people who you 



like”



“Lived experience and the ability to talk to 



a person/human being not a client. Step 



out of clinic into community”



“Refocus on 



community 



assets, look 



beyond obvious 



ones by avoiding 



mini-me admin 



heavy NHS”











South East: London



Evaluation 
results



• Average score 4.3/5



• 95% of attendees agreed or strongly agreed 



with the statement “I would recommend an 



event like this to a colleague”



5 things we learned:
1. Clean minds, dirty hands. Recognise the importance of a 



clear strategy for your prevention work despite the many 



teams, but underpin this with a willingness to get stuck in.



2. Everyone has the right to good mental health. This might 



sound obvious, but in a complex landscape with competing 



priorities this simple truth can help re-emphasise the 



importance of prevention work.



3. Everything we do impacts our mental health. As the Centre 



for Mental Health research shows, physical and mental health 



are intricately linked, as is housing, education and more.



4. Voices in the room matter. Mental health champions put 



mental health automatically on the agenda of any organisation, 



helping to foster a new culture.



5. It’s not about the data, it’s about having the right 
questions. Without that as your firm foundation, data 



collection for collections sake soon becomes meaningless.



Read the full blog here. 











South East: London



How can national 
tools and resources 



best support the 
Prevention 
Concordat? What approach are 



they taking in 
integrating 



Portsmouth and 
Southampton?



“How do we make it 
easy and 



unavoidable for 
commissioners to 
fund prevention?”



“Importance of 
learning, not 
duplicating 



effort – most 
make most of 



shared 
resources!”



“How can communications, 
marketing and branding be 
maximised to be effective?”



How can a combined 
approach to physical 
and mental health be 



encouraged?



“Specific 
project ideas 
w/ evidence 



base to 
promote links 



between 
physical & 



mental health”



“Kingston’s good energy 
clubs are improving 



physical activity in those 
with mental illness”



“Nurseries 
co-located 



with 
residential 



homes”



“Suicide prevention 
work with coroners”



“Emergency services workforce wellbeing 
including resilience and preventing 



PTSD”











South West: Bristol
Evaluation 



results



• Average score 4.5/5
• 100% of attendees agreed or strongly 



agreed with the statement “I would 
recommend an event like this to a colleague”



5 things we learned:
1. Have the right conversations. The Prevention Concordat can 



be used to help rebalance conversations about mental health 
in local area - having the right balance of conversations 
between prevention, promotion and treatment is essential. 



2. Learn from advertising. Messages need to be repeated to 
gain traction, and the same is true for engaging those outside 
of health circles in improving mental health. 



3. There are reasons to be cheerful. Organisations across the 
south west are finding ways to improve mental health. 



4. Connectivity is key. Participants reflected on the value of 
conversations and meeting new people at the event, and the 
importance of taking time in day jobs to  



5. This takes time. The events helped start new relationships 
and stimulate learning, but the work of the Prevention 
Concordat is long term. 



Read the full blog here. 











South West: Bristol



How can national 
tools and resources 



best support the 
Prevention 
Concordat?



How can we make 
effective use of data 



intelligence? 



“We should 
encourage everyone 
to network and bring 



people to this”



“How do we 
engage 
frontline 



clinical staff 
with the 



prevention 
agenda?”



“Involve community connectors 
(social prescribing) in concordat 



discussions”



How can a combined 
approach to physical 
and mental health be 



encouraged?



How can an approach 
for adverse childhood 



experiences be 
developed?



“We split people 
into physically ill or 



mentally ill – but 
the two go together 



and should be 
treated together”



“We should 
consider dual 



training in 
mental & 
physical 



health – or 
just in ‘health’” 



“Key issue: having the 
conversation about 



physical activity with 
service users regardless 



of the professional’s 
background or training”



“The JSNA 
toolkit could 



greatly assist 
charities 
making 



evidence 
informed 
strategic 



decisions”



“There are lots of 
data collection 
programmes in 



different sectors, 
often on the same 
topics – how can 



these best 
collaborate?”



“There could be synthesis of emerging 
indicators for wellbeing with existing data 



in the fingertips tool”



“We need to consider how to 
engage patents from 



schools in the journey”



“Additional training for our community 
wellbeing coordinators should be offered”



“How do we get 
resource or 



funding to really 
raise awareness 



and provide 
training around 



adverse childhood 
experiences?”











South West: Plymouth
Evaluation 



results



• Average score 4.6/5
• 97% of attendees agreed or strongly agreed 



with the statement “I would recommend an 
event like this to a colleague”



5 things we learned:
1. Pound for Plymouth. PHE CEO Duncan Selbie joined us and 



the issue of money came up. His response: "I don't want to talk 
about how we use the NHS pound, the LA pound, [etc.]; I want 
to talk about how we use the Plymouth pound to deliver the 
results we all want to see.“



2. Ways To think about Social Media. Andy Bell of the Centre 
for Mental Health: "Why on earth aren't we working with 
schools [etc.] to support young people use social media well, 
rather than just castigating it?“



3. Concepts. Duncan Selbie proposed three concepts to help 
understand public mental health. 



4. 4, 54. Sarah Lees, of Plymouth City Council referenced three 
numbers. 4 behaviours à 4 diseases à cause 54% of deaths.



5. 5 ways aren’t the only ways. 5 ways to wellbeing can only be 
part of the solution, not the whole solution.



Read the full blog here. 











South West: Plymouth



How can national 
tools and resources 



best support the 
Prevention 
Concordat?



What is the role for 
social prescribing?



“We should 
emphasise concrete 
examples with case 



studies”



“A database of 
best practice 



would be ideal”



“Supplement online resources with 
webinars that highlight via themes 
what makes things outstanding”



How can a combined 
approach to physical 
and mental health be 



encouraged?



How can we use 
volunteers 
effectively?



“Importance of 
sharing skills 



between mental 
and physical health 
services: act as a 



community”



“Openness 
and honesty in 
a supportive 
environment”



“Saying 
goodbye 
nicely”



“To alleviate 
loneliness”



“Need a more strategic 
approach to social 



prescribing as it seems 
ad hoc at the moment”



“Think of volunteers as 
“eyes and ears” of ward 



staff”



“Recognition for volunteer service 
(awards) and accredited training for their 



managers”



“We need to 
consider 
volunteer 



involvement as 
the norm, not the 



exception”



“Lots still to do on joined 
up / collaborative 



working”











West Midlands: Birmingham



Evaluation 
results



• Average score 4.2/5
• 94% of attendees agreed or strongly agreed 



with the statement “I would recommend an 
event like this to a colleague”



5 things we learned:
1. What is the Prevention Concordat? There were further 



discussions to clarify what the Prevention Concordat is and is 
not, and what it is setting out to achieve. 



2. In praise of competition. Local competition was a common 
theme throughout the events. It's evident that areas are 
looking at each other and working out how they can do even 
better. 



3. In praise of co-operation. Competition doesn’t stop co-
operation. We heard of exceptional work going on with 
appetites to share as widely as possible.



4. If I had £1,000. This question neatly highlighted the benefits of 
LSE’s Return on Investment tool, where the breadth of 
interventions in mental health makes choice complex.



5. Treatment remains key. Rebalancing toward prevention 
should not take away from treatment.



Read the full blog here. 











West Midlands: Birmingham



How can national 
tools and resources 



best support the 
Prevention 
Concordat?



How is the Concordat 
being applied locally?



“How can PHE help 
us to attract external 



funding through 
bids?”



“I was 
interested in 
the different 



reporting tools 
and funding 



issues”



“How can we develop ideas for 
attracting outside funding?”



How can a combined 
approach to physical 
and mental health be 



encouraged?



How can we use the 
ROI tool effectively?



Key to recognise 
the role of lived 



experience and co-
production to 



successful project 
delivery”



“Engage 
people with 



lived 
experience 
throughout”



“It’s 
important to 



recognise the 
key role 



played by 
people with 



lived 
experience”



“Have really 
appreciated 



revisiting being 
reminded of 



importance of 
elected member 



support on 
H&WBB”



“Really helpful to find out more about 
Warwickshire’s suicide prevention plan”



“Great debate and 
resources”



“Are there any evidence based 
interventions to improve mental wellbeing 



in older adults?”











Yorkshire & Humber: Sheffield
Evaluation 



results



• Average score: 4.3/5
• 94% of attendees agreed or strongly agreed 



with the statement “I would recommend an 
event like this to a colleague”



5 things we learned:
1. It's not about money, it's about coordination. What's 



needed is a better marshalling of what's already there - clearly 
aligned, branded, and speaking the right language.



2. No, it is about the money. Come off it, said people from a 
range of areas who put additional funds at the top of their list 
as to how they could be further supported.



3. Yes, it is about the money but it is already there. Success 
isn't creating a separate 'public mental health budget', but 
rather working with the determinants of mental health as to 
how their spend can promote good mental health.



4. Money can’t buy you humility. JSNAs are well known to us 
in health and care. JSIAs – the policing equivalent – no. Are 
they linked? We didn’t know; making us ask: are we curious?



5. Infinite money is irrelevant without community. The 
Director of Publlic Health in Sheffield highlighted Lillian 
Bilocca’s pioneering community action.



Read the full blog here. 











Yorkshire & Humber: Sheffield



How can national 
tools and resources 



best support the 
Prevention 
Concordat?



What are the benefits 
of integrating work 



and health support?



“Place-based 
approach / co-



location of service 
with primary care”



“Concordant 
needs success 
measures; but 



what does 
success look 



like?”



“Is there space to consider 
prevention?”



How can a combined 
approach to physical 
and mental health be 



encouraged?



What are the benefits 
of a place-based 



approach to mental 
health?



“GP's key to 
expanding system, 



but they need 
training / workforce 



development to 
move to 



biopsychosocial“



“Social 
prescribing / 



micro-
interventions 
for prevention 
with a focus 



on transitions 
in life”



“Knowledge 
sharing (best 



practice) 
across orgs -



need 
quantitative 



data!”



“Platform or system 
for sharing / 



knowledge hub”



“Let's sort this fragmented approach; 
health & social split; primary and 



secondary split; commissioning provider 
split”



“Ban zero hours 
contracts!” 



“How can we get prevention agenda into 
"blue light" / ambulance / fire services?”



“Services need to 
be modelled 



around fact that 
well-being is 



multifactorial, no 
divides between 
physical, mental, 
housing, work, 



society”











Local area perspective



At each learning event participants were grouped into 
regional areas and asked to discuss 3 questions about 
the Prevention Concordat in their local area.











Area templates
We asked: What aspects of the Prevention Concordat do you recognise as 
particular strengths in your area?



You answered:



“Partnership 
working is crucial”
- Gloucestershire



“Our ability to 
involve wider 



partners”
- Sheffield 



“Our suicide 
prevention strategy 



works with localities”
- Greater 



Manchester



“The strength of the 
voluntary sector 



and the resilience of 
the local 



community”
- Cheshire and 



Merseyside



“School links 
between physical 



and mental 
health”



- London region



“Being free and 
clear about use of 



information”
- Thames Valley











Area templates
We asked: What aspects of the Prevention Concordat do you see as priorities 
for development in your area?



You answered:



“Bringing partners 
together in a co-ordinated 



way”
- Herefordshire and 



Worcestershire



“To improve defining success 
outcomes across the whole 



system”
- Plymouth



“Cultural change and buy-in at all 
levels”



- Derbyshire



“Educational 
support around 
mental health”



- West Yorkshire



“We need to identify 
common themes 



across priority areas 
so as not to confuse 



communities”
- Birmingham



“Drawing the narrative from 
the data, including hearing 
the voice of service users”



- South Yorkshire “Earlier intervention –
primary and early 



years”
- Cornwall











Area templates
We asked: How could you be further supported, by Public Health England or 
others, to further implement the Prevention Concordat in your area?



You answered: “Better promotion of 
tools and existing 



resources - practitioners 
are time poor, this needs 
to be readily accessible”



- London



“Facilitate further workshops in 
localities to bring partners together”



- West Midlands



“Strengthen the narrative 
for various audiences”



- Staffordshire



“Sign-up GPs to the 
Prevention 
Concordat” 



- West Yorkshire



“Promote a common 
language to support 



joint working”
- Humber



“Sharing examples of how the Prevention 
Concordat is being rolled out in other areas”



- Portsmouth











Area templates
We asked: What one key message from your discussion would you like to 
share with the rest of those attending today?



You answered:



“More resources 
(trained 



professionals AND 
funding)”
- London



“This is everyone's 
business - we all need to 
come together for honest 



conversations”
- East Midlands



“We need to 
ensure a joined 
up approach”



- West Midlands
“We need to engage 



more with people 
living with mental 



health”
- Leicestershire



“We would value Public 
Health England’s support 
in helping us learn and 



share about who is doing 
what”



- Derbyshire



“One vision, one goal, shared 
objectives that filter through the 



whole system”
- Cornwall











Key themes



Across the learning events a number of key themes 
became apparent.











The right questions matter as much as the 
right data



• The importance of good data for improving the mental health of a local area was 
highlighted at each learning event. 



• Different types of data are needed to answer different purposes: economic cases and 
returns on investment; internal monitoring and evaluation or national reporting. 



• There was also agreement that good data alone is not enough to improve the mental 
health of a local area. Without asking the right questions data collection for 
collections sake can becomes meaningless. Being clear about what it is that you do 
and don’t know, and what it is that you want to know, is crucial.



• Challenges and limitations of data was also a common theme. We heard many 
examples of services or interventions that were seen to be delivering wide-ranging 
benefits for the community, but that were struggling to demonstrate this definitively 
within the timescales required by commissioners or other funders. 



• Measuring outcomes can be very challenging, particularly in relation to financial 
returns on investment. We need to have an approach to commissioning that draws on 
evidence and ensures that public money is well spent, but that also allows room for 
creativity and local flavour. 



1.











A continued focus on partnership working
is crucial



• A wide range of organisations, sectors and viewpoints were represented at the 
learning events including health, local authorities, employment agencies, people with 
lived experience, police, fire and education services. A full list of organisations 
represented across the learning events can be found in Annex A. 



• Given the breadth of determinants of mental health, the continued and increased 
need for effective partnership working was apparent across the learning events, and 
work is ongoing in every sector. 



• Key to effective collaboration is the opportunity for people to meet, whether that’s 
face-to-face or virtually. By bringing people together, prevention can become 
everyone’s business. Taking a public health approach to mental health means 
empowering frontline staff across public services, employers and community groups 
to have supportive conversations.



2.











Learning from others



• Attendees across the event series welcomed the opportunity to learn from others 
working to improve mental health. 



• This was felt to be especially important given the breadth of determinants of mental 
health, and the complexity and challenge this adds to effective planning and 
prevention measures. 



• A joined up approach was called for, with a shared set of objectives.



• The importance of engaging widely was also identified, including the need for the 
promotion of good mental health to become embedded in physical health agendas. 



3.











Everyone’s work is shaped by financial 
challenges



• There was enthusiasm and commitment to improving the mental health of local areas 
across all the learning events. 



• Financial constraints were common issues raised, and a number of approaches to 
meeting these challenges were shared and discussed. 



• Commitment to improving the mental health of local areas despite financial 
constraints was demonstrated by participants across the event series. While this is 
no easy task, examples of people seeking to be creative, lobbying for money and 
making the best use of resources available such as the Return on Investment (ROI) 
tool were shared. 



• It also became clear that when considering budgets the wider determinants of mental 
health should not be forgotten. How education, housing, local authority, justice and 
other sectors utilise their budgets also needs to be considered. 



4.











Evaluation



Feedback was collected at each learning event. 











Evaluation results
We asked: Would you recommend an event like this to a colleague? In three 
words, why?



You answered:



39%



55%



5%



1%











Evaluation results
We asked: The single most useful insight from today was...



You answered:



“Everyone wants 
to work in 



partnership 
towards a 



common goal”



“The energising 
role of the fire and 



rescue service”



“We haven’t got it 
wrong – everyone 
is struggling to get 



things done”



“Mental health is 
everyone’s 



responsibility”



“The beginning of 
creating links with 



like-minded 
organisations”



“The opportunity there 
is locally to make an 
impact, making more 



sense of national 
support and resources”











Evaluation results
We asked: The event could have been better if...



You answered:











What next



Next steps for the Prevention Concordat for Better 
Mental Health. 











Next steps
• Along with this report, we are also producing a report on an approach to a 



broad evaluation of the public health service using mixed methods 
methodologies to assessment of the service through a formative approach 
based on a logic model. This seeks not only to understand and articulate 
the impact and value of the Concordat at various levels but also feed 
learning back into the service to contribute to continuous improvement and 
development.



• Presentations from the Prevention Concordat learning events can 
be downloaded here. If you are unable to view the presentations, please 
contact the events team by email at events@phe.gov.uk and it will be sent 
to you as an attachment.



• In addition you can find blogs from the learning event and recordings of the 
webinars at preventionconcordat.com











Next steps



• In order to assist with adoption of the Prevention Concordat we have 



produced a suite of resources includes a Consensus Statement (signed by 



35 key national organisations and 5 local areas), prevention planning 



guides, Joint Strategic Needs Assessment (JSNA) tools alongside the new 



Return on Investment (ROI) materials. 



• We are encouraging both organisations and local areas to sign up to the 



Prevention Concordat for Better Mental Health Consensus 



statement. Being a signatory is a visible sign of a commitment to increase 



the focus on the prevention of mental health problems and the promotion of 



good mental health. If your organisation would like to be a signatory to the 



Prevention Concordat please contact publicmentalhealth@phe.gov.uk











Thank you
• Thank you to all the participants who joined us at a learning event, your 



time and contribution is much appreciated.



• Thanks also to all the speakers who shared examples of local best practice, 
and to the Public Health England local area leads for contributing to the 
design of the events. 
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Transforming Children and Young People’s Mental Health: a green paper


Summary of the key criticisms and recommendations


Key criticisms:


· The Committees’ considered that it lacked any ambition and failed to consider how to prevent child and adolescent mental ill health in the first place. 


· The narrow scope does not take several vulnerable groups into account, there is considerable variation of prevalence across different groups of children and young people, with significantly higher prevalence. 





· The inquiry was disappointed that despite the well-recognised connection between mental health and social disadvantage, the Green Paper does not tackle this issue head-on. The Green Paper does not commit to specific action reflecting that higher level of need, beyond the brief mention that Mental Health Support Teams “could be available more widely” beyond mainstream education. 


· It is disappointing that there are no substantive plans to deal with the transition from CAMHS to adult mental health services 


· The proposals put more pressure on the teaching workforce without sufficient resources, and the timetable for implementation ignores hundreds of thousands of children over the next twelve years. 





Recommendations:


· Scrutiny of the Green Paper was made more difficult because of a lack of access to the evidence review on which it was based. The inquiry recommends that the Government publish the evidence review alongside the response to this report.


· Mental health sits within a complex landscape, and with this policy area as with many others, there must be effective coordination with other initiatives from across Government when building a new strategy. 


· When the Government publishes its response to the consultation on the Green Paper, we want to see more evidence that the changes it proposes will join up services in a way which places children and young people at their heart. The Government’s response must also address and recognise the constant change and fragmentation of both the education and health systems.


· The Government should also place a greater emphasis on, and provide a strategy for, prevention, early intervention and dealing with some of the root causes of child mental health problems.


· the Government should gather independent evidence concerning the impact of exam pressure on young people’s mental health, and what steps might be considered to build resilience to cope with it.


· PSHE should be compulsory in all maintained and academy schools. All schools should include education on social media as part of PSHE


· the Government should include the early years in their plans for children and young people’s mental health following the consultation.


· more work is done to integrate preventative approaches with vulnerable groups into the core strategy of the Green Paper.


· the Government should commit to a full assessment of the current transition arrangements between child and adult mental health services.


· the Government should target funding for mental health support into areas of social disadvantage and inequality.


· ensure that looked-after children and young people have priority access to mental health assessments by specialist practitioners but that subsequent treatment should be based on clinical need. 


· include a distinct and separate set of proposals for looked after children accessing mental health services.


· The Government often referred to schools and colleges interchangeably, and did not adequately recognise the substantial differences between schools and colleges. We recommend the Government utilise the potential of a further education sectoral approach in implementation alongside other approaches.


· ensure that apprentices also have access to mental health provision under the Green Paper’s proposals.


· the Government should set out and publish plans to ensure that the existing workforce is not overburdened by the demands of the Green Paper, and that the risks are understood. 


· The Government should publish details of the source of the funding for the policies outlined in the Green Paper, including details about how other health and education services will be adversely affected.


· following the release of new ONS prevalence data the Government should fully recalibrate the Green Paper proposals which are contingent on the updated understanding of demand. This assessment should include matters of funding which have been costed using existing prevalence assumptions.
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1In partnership with Public Health England and the Faculty of Public Health



Public Mental Health Content Guide
For public health academic courses, professional training  
programmes and professional development
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We have made it a priority to improve the capacity and capability of the public health workforce to meet the key public health challenge of 
improving the nation’s mental health and wellbeing.  This includes creating a workforce that is confident, competent and committed to:



•	 promote good mental health and wellbeing across the population



•	 prevent mental health problems and suicide



•	 improve the quality and length of life of people living with mental health problems1



This document has been developed and informed by national priorities, evidence and learning from a range of sources, including:



•	 Health Education England’s Action Plan for mental health promotion and prevention training and the Mental Health Workforce Plan for 
England:  Stepping Forward to 2020/21



•	 Public Health England’s Public Mental Health Leadership and Workforce Development Framework and Prevention Concordat for Better 
Mental Health



•	 The Faculty of Public Health’s Better Mental Health for All programme and work plan



It has been developed with experts from Public Health England, the Faculty of Public Health and Local Authority Public Health Departments, 
informed by research evidence of what works and learning from practice. It has been tested with academic providers. A mapping of under-
graduate and post-graduate public health courses found that the majority of courses did not explicitly include public mental health. 



Background evidence to support the content can be found in the listed documents and at the Faculty’s website and publication Better Mental 
Health for All 



Introduction



1 PHE, 2015, Public Mental Health Leadership and Workforce Development Framework





https://www.hee.nhs.uk/sites/default/files/documents/Action plan for mental health promotion and prevention courses 2016-2020.pdf


https://www.hee.nhs.uk/sites/default/files/documents/Action plan for mental health promotion and prevention courses 2016-2020.pdf


https://www.gov.uk/government/publications/public-mental-health-leadership-and-workforce-development-framework


https://www.gov.uk/government/collections/prevention-concordat-for-better-mental-health


https://www.gov.uk/government/collections/prevention-concordat-for-better-mental-health


http://www.fph.org.uk/better_mental_health_for_all


http://www.fph.org.uk/better_mental_health_for_all 


http://www.fph.org.uk/better_mental_health_for_all 


https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/410356/Public_Mental_Health_Leadership_and_Workforce_Development_Framework.pdf
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Principles



Public health practitioners and specialists have a key role to provide 
expertise and leadership in public mental health and embed it within 
all public health policy and practice.   Public mental health is not a 
single topic. It is indivisible from physical health and related to all 
pillars of public health.  The parity of esteem challenge for public 
health is the need for better, more explicit reference to mental health 
within public health practice. 



Public Mental Health includes the promotion of good mental health 
and wellbeing across the whole population, the prevention of mental 
health problems and suicide and improving the lives of people 
experiencing mental health problems. 



Purpose



The aim of this document is to provide a concise but comprehensive 
overview of the public mental health knowledge and skill areas 
required of a public health professional.  Table 1. provides specific 
public mental health content (column 3) mapped against the UK 
Public Health Skills and Knowledge Framework (columns 1-2). 



The intention is to inform the development of public health academic 
courses (e.g. under-graduate and post-graduate public health degree 
courses), public health professional training programmes (e.g. 
practitioner, defined specialist and speciality training) or to be used 
by individuals for their own professional development.



How to use the guide



1.	Course leaders/ programme facilitators/ lecturers:



Use column 3 as a subject guide for public health courses. The content 
can be used in specific public mental health modules and/ or integrated 
within more generic modules and other public health topics.  



Use column 4 to assess whether your course/ different modules 
currently include this content or if it is an area for development.



2.	Individuals:



Use column 3 to appraise your current knowledge and skills in 
relation to public mental health and how this aligns to core public 
health knowledge and skills (columns 1 and 2).   



Use column 4 to self-assess your level of competence and highlight 
areas for development.





https://www.gov.uk/government/publications/public-health-skills-and-knowledge-framework-phskf
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Public Health Skills & Knowledge Framework



Public Mental Health Content



Self-assessment: 
Fully/Partially  
met; or 
Development 
area;



Technical functions



A1 Measure, monitor and 
report population health and 
wellbeing; health needs; risks; 
inequalities; and use of services



A1.1 Identify data needs and obtain, 
verify and organise that data and 
information



•	 Knowledge, use and analysis of measures and data in 
relation to:



o	 Mental health, wellbeing, resilience



o	 Social capital



o	 Mental health problems



o	 Service access, outcomes and recovery



o	 Suicide and self harm



o	 Risk and protective factors e.g. parenting, social 
connections, control, financial security, participation



o	 Wider determinants of mental health and wellbeing 
e.g. housing, employment, poverty, violence



o	 Community health assets 



A1.2 Interpret and present data and 
information



A1.3 Manage data and information in 
compliance with policy and protocol



A1.4 Assess and manage risks 
associated with using and sharing 
data and information, data security 
and intellectual property



A1.5 Collate and analyse data to 
produce intelligence that informs 
decision making, planning, 
implementation, performance 
monitoring and evaluation



A1.6 Predict future data needs and 
develop data capture methods to 
obtain it



A2 Promote population 
and community health and 
wellbeing, addressing the wider 
determinants of health and 
health inequalities



A2.1 Influence and strengthen 
community action by empowering 
communities through evidence based 
approaches



•	 Principles and approaches of community development 
and empowerment



•	 Understanding of power inequality and mental health



•	 Enable communities to develop their capacity to 
advocate for mental health and wellbeing
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A2.2 Advocate public health 
principles and action to protect and 
improve health and wellbeing



•	 The nature and dimensions of mental health, wellbeing and 
mental illness, including differing and contested concepts 
and definitions



•	 The need for clarity about the terms and definitions in 
operation when presenting to a range of audiences



•	 Mental health promotion and public mental health theories 
and models



•	 Relationship between physical and mental health



•	 Determinants of mental health and illness – individual, 
family, community, structural



•	 Relationship between trauma, adverse conditions and 
mental health



•	 Prevention across the life-course



A2.3 Initiate and/or support 
action to create environments that 
facilitate and enable health and 
wellbeing for individuals, groups 
and communities



•	 Mentally healthy environments and settings



•	 Recognition of the psychosocial environment



•	 Importance of family and early years environment including 
trauma-informed environments



•	 Whole school approaches to emotional health and wellbeing



•	 Importance of built and natural environment to mental 
health and wellbeing



•	 Using design to promote mental health and wellbeing 



•	 Organisational approaches to workplace mental health and 
wellbeing



•	 Economic environment and wider systems



A2.4 Design and/or implement 
universal programmes and 
interventions while responding 
proportionately to levels of need 
within the community



•	 Programmes that promote mental health and wellbeing by 
strengthening individuals and communities



•	 Programmes that prevent mental health problems



•	 Programmes that prevent suicide



•	 Reducing mental health inequalities



•	 Engaging communities in the planning and delivery of 
community programmes
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A2.5 Design and/or implement sustainable 
and multi-faceted programmes, 
interventions or services to address 
complex problems



•	 Holistic approaches in practice



•	 Bio-psycho-social model of health 



•	 Parity of esteem



•	 Complex causes and outcomes e.g. drug use, alcohol, 
domestic violence, long-term conditions and wider 
determinants across the life-course



•	 Complex nature  of mental health and multiple morbidities



•	 Trauma-informed approaches



A2.6 Facilitate change (behavioural and/
or cultural) in organisations, communities 
and/or individuals



•	 Psychosocial aspects of behavioural and cultural change



•	 Organisational development that promotes wellbeing



•	 Strengths and limitations of individual behaviour 
change approaches for mental wellbeing



A3 Protect the public from 
environmental hazards, 
communicable disease, and 
other health risks, while 
addressing inequalities in 
risk exposure and outcomes



A3.1 Analyse and manage immediate and 
longer-term hazards and risks to health at 
an international, national and/or local level



•	 Risks to population mental health, wellbeing,  illness 
and suicide



•	 Consideration of differential exposure to risks by 
deprivation, age, gender, ethnicity etc



•	 Preventing adverse childhood experiences



•	 Suicide prevention interventions especially environmental



•	 Psychological and community resilience



•	 Understanding and responding to mental health 
impacts of population exposures to risk, emergencies 
and trauma



A3.2 Assess and manage outbreaks, 
incidents and single cases of 
contamination and communicable disease, 
locally and across boundaries



A3.3 Target and implement nationwide 
interventions designed to offset ill health 
(e.g. screening, immunisation)



A3.4 Plan for emergencies and develop 
national or local resilience to a range of 
potential threats



A3.5 Mitigate risks to the public’s health 
using different approaches such as 
legislation, licensing, policy, education, 
fiscal measures
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A4 Work to, and for, the 
evidence base, conduct 
research, and provide 
informed advice



A4.1 Assess and appraise evidence 
gained through systematic methods 
and through engagement with the 
wider research community



•	 Effectiveness and cost effectiveness of:



o	 mental health promotion  



o	 mental illness prevention



o	 suicide prevention 



o	 improving the health, life expectancy, quality of life 
and recovery of people experiencing mental health 
problems 



o	 reducing stigma and discrimination



A4.2 Critique published and 
unpublished research, synthesise 
the evidence and draw appropriate 
conclusions



A4.3 Design and conduct public 
health research based on current best 
practice and involving practitioners 
and the public



A4.4 Report and advise on the 
implications of the evidence base for 
the most effective practice and the 
delivery of value for money



A4.5 Identify gaps in the current 
evidence base that may be addressed 
through research



A4.6 Apply research techniques and 
principles to the evaluation of local 
services and interventions to establish 
local evidence of effectiveness
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A5 Audit, evaluate and 
re-design services and 
interventions to improve 
health outcomes and reduce 
health inequalities



A5.1 Conduct economic analysis of 
services and interventions against 
health impacts, inequalities in health, 
and return on investment



•	 Consider impacts on mental health and wellbeing



•	 Consider inequalities in relation to mental illness



•	 Economic evaluation of services/programmes that 
promote mental wellbeing



A5.2 Appraise new technologies, 
therapies, procedures and 
interventions and the implications for 
developing cost-effective equitable 
services



•	 The use of new technology for public mental health



•	 Equitable access to mental health services



•	 NICE appraisals of public mental health interventions



A5.3 Engage stakeholders (including 
service users) in service design and 
development, to deliver accessible 
and equitable person-centred services



•	 Community engagement methods and principles



•	 Inclusion of people with mental health problems and 
those at risk



•	 Principles of recovery in mental health services



A5.4 Develop and implement 
standards, protocols and procedures, 
incorporating national ‘best practice’ 
guidance into local delivery systems



•	 Public Mental Health national guidance



A5.5 Quality assure and audit 
services and interventions to control 
risks and improve their quality and 
effectiveness



•	 Across all areas and outcomes of Public Mental Health



•	 Including building PMH capacity of the workforce











9



Context functions
B1 Work with, and through, 
policies and strategies to 
improve health outcomes 
and reduce health 
inequalities



B1.1 Appraise and advise on global, 
national or local strategies in relation 
to the public’s health and health 
inequalities



•	 Public mental health strategies (global, national, local) to 



o	 promote mental health and wellbeing 



o	 prevent mental illness



o	 prevent suicide 



o	 improve the lives of people with mental health 
problems 



•	 Mental health and wellbeing impact assessment 



•	 Inclusion of mental health in all policies



•	 Using community-centred approaches and principles



B1.2 Assess the impact and benefits 
of health and other policies and 
strategies on the public’s health and 
health inequalities



B1.3 Develop and/ or implement 
action plans, with, and for specific 
groups and communities, to deliver 
outcomes identified in strategies and 
policies



B1.4 Influence or lead on policy 
development and strategic planning, 
creating opportunities to address 
health needs and risks, promote 
health and build approaches to 
prevention



B1.5 Monitor and report on the 
progress and outcomes of strategy 
and policy implementation making 
recommendations for improvement
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B2 Work collaboratively 
across agencies and 
boundaries to improve 
health outcomes and reduce 
health inequalities



B2.1 Influence and co-ordinate 
other organisations and agencies 
to increase their engagement with 
health and wellbeing, ill-health 
prevention and health inequalities



•	 Involvement in local multi-agency groups to address and 
embed public mental health across agendas



•	 Advocate for actions to promote mental health and 
wellbeing in non-public health settings



•	 Systems thinking wellbeing solutions for complex 
challenges



•	 Engage and collaborate with voluntary and community 
services including working alongside those with lived 
experience of mental health problems



B2.2 Build alliances and partnerships 
to plan and implement programmes 
and services that share goals and 
priorities



B2.3 Evaluate partnerships and 
address barriers to successful 
collaboration



B2.4 Collaborate to create new 
solutions to complex problems 
by promoting innovation and the 
sharing of ideas, practices, resources, 
leadership, and learning



B2.5 Connect communities, groups 
and individuals to local resources and 
services that support their health and 
wellbeing
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B3 Work in a commissioning 
based culture to improve 
health outcomes and reduce 
health inequalities



B3.1 Set commissioning priorities 
balancing particular needs with the 
evidence base and the economic case 
for investment



•	 Outcomes and Indicators in relation to:



o	 individual mental health and wellbeing



o	 population mental health and wellbeing



o	 community empowerment and social capital



o	 population suicide reduction



o	 prevention of mental health problems across the 
population



o	 reduction in stigma



o	 improved health and wellbeing of people with 
mental health problems and their recovery from 
illness



o	 service access and outcomes



o	 mental health inequalities



•	 All service specifications to incorporate mental health 
and wellbeing outcomes/ key performance indicators



•	 De-commissioning of contracts that create barriers to 
mental health



•	 Participatory approaches, co-production, peer and lay 
roles and other community-centred approaches



•	 Use of Mental Health & Wellbeing Impact Assessment



B3.2 Specify and agree service 
requirements and measurable 
performance indicators to ensure 
quality provision and delivery of 
desired outcomes



B3.3 Commission and/or provide 
services and interventions in ways 
that involve end users and support 
community interests to achieve 
equitable person-centred delivery



B3.4 Facilitate positive contractual 
relationships managing disagreements 
and changes within legislative and 
operational frameworks



B3.5 Manage and monitor progress 
and deliverables against outcomes 
and processes agreed through a 
contract



B3.6 Identify and de-commission 
provision that is no longer effective or 
value for money
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B4 Work within political 
and democratic systems 
and with a range of 
organisational cultures to 
improve health outcomes 
and reduce health 
inequalities



B4.1 Work to understand, and help 
others to understand, political and 
democratic processes that can be 
used to support health and wellbeing 
and reduce inequalities



•	 Influence politicians to prioritise mental health and 
wellbeing in policies



•	 Advocate for mental health and wellbeing in political 
environments



•	 Use data and information to make a compelling case



•	 Principles and practice of individual and community 
empowerment



•	 Approaches to participation in decision making



•	 Legislation impacting on individual and population 
mental health and wellbeing



B4.2 Operate within the decision 
making, administrative and reporting 
processes that support political and 
democratic systems



B4.3 Respond constructively to 
political and other tensions while 
encouraging a focus on the interests 
of the public’s health



B4.4 Help individuals and 
communities to have more control 
over decisions that affect them and 
promote health equity, equality and 
justice



B4.5 Work within the legislative 
framework that underpins public 
service provision to maximise 
opportunities to protect and promote 
health and wellbeing
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Delivery functions
C1 Provide leadership to 
drive improvement in health 
outcomes and the reduction 
of health inequalities



C1.1 Act with integrity, consistency 
and purpose, and continue my own 
personal development



•	 Develop and articulate a compelling vision of improved 
mental health and wellbeing in the population



•	 Demonstrate and apply an understanding of how 
mental health and wellbeing can be managed and 
promoted in staff and yourself in a range of situations



•	 Understand the role personal mental wellbeing plays 
in competent practice and take responsibility for 
developing and nurturing your own wellbeing and 
seeking help as appropriate



•	 Integrate mental health and wellbeing within all policy 
and take action to mitigate any negative impacts of 
policy on mental health and wellbeing 



•	 Promote the value of mental health and wellbeing and 
the reduction of inequalities across settings and agencies 



•	 Advocate for mental health and addressing mental 
illness as central to reducing inequalities and creating 
thriving communities and economies



•	 Create organisations that nurture and sustain the mental 
health and wellbeing of employees



C1.2 Engage others, build 
relationships, manage conflict, 
encourage contribution and sustain 
commitment to deliver shared 
objectives



C1.3 Adapt to change, manage 
uncertainty, solve problems, and align 
clear goals with lines of accountability 
in complex and unpredictable 
environments



C1.4 Establish and coordinate a 
system of leaders and followers 
engaged in improving health 
outcomes, the wider health 
determinants and reducing 
inequalities



C1.5 Provide vision, shape thinking, 
inspire shared purpose, and 
influence the contributions of others 
throughout the system to improve 
health and address health inequalities
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C2 Communicate with 
others to improve health 
outcomes and reduce health 
inequalities



C2.1 Manage public perception and 
convey key messages using a range of 
media processes



•	 Understanding and manage perceptions and attitudes 
to mental health, wellbeing, mental illness, including 
stigma and its impact



•	 Increase the exposure of people with lived experience of 
mental health problems to the rest of the population in 
order to reduce stigma



•	 Use traditional and social media to promote mental 
health and wellbeing and reduce stigma



•	 Communicate the complexity of mental health and 
wellbeing concepts to different audiences



•	 Evidence, ethics and approaches to mental health 
literacy and social marketing



•	 Apply a range of community-centred approaches to 
engagement



C2.2 Communicate sometimes 
complex information and concepts 
(including health outcomes, 
inequalities and life expectancy) to a 
diversity of audiences using different 
methods



C2.3 Facilitate dialogue with groups 
and communities to improve health 
literacy and reduce inequalities using 
a range of tools and technologies



C2.4 Apply the principles of social 
marketing, and/or behavioural 
science, to reach specific groups 
and communities with enabling 
information and ideas



C2.5 Consult, and listen to 
individuals, groups and communities 
likely to be affected by planned 
intervention or change
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C3 Design and manage 
programmes and projects to 
improve health and reduce 
health inequalities



C3.1 Scope programmes/projects 
stating the case for investment, the 
aims, objectives and milestones



•	 Understand the range of stakeholders whose work 
contributes to public mental health within the local and 
regional system



•	 Consider and embed mental health and wellbeing in all 
programmes and projects



•	 Consider the causal pathway and complexity of public 
health challenges and make these links explicit within 
programmes and projects where appropriate



C3.2 Identify stakeholders, agree 
requirements and programme/project 
schedule(s) and identify how outputs 
and outcomes will be measured and 
communicated



C3.3 Manage programme/project 
schedule(s), resources, budget and 
scope, accommodating changes 
within a robust change control 
process



C 3.4 Track and evaluate programme/
project progress against schedule(s) 
and regularly review quality 
assurance, risks, and opportunities, to 
realise benefits and outcomes



C3.5 Seek independent assurance 
throughout programme/project 
planning and processes within 
organisational governance 
frameworks
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C4 Prioritise and manage 
resources at a population/ 
systems level to achieve 
equitable health outcomes 
and return on investment



C4.1 Identify, negotiate and secure 
sources of funding and/or other 
resources



•	 Use of mental health and wellbeing impact assessment 
to achieve equitable mental health outcomes



•	 Application of public mental health interventions that 
have a known return on investment



•	 Build public mental health workforce capacity, including 
commitment, confidence and competence of leaders 
and practitioners



C4.2 Prioritise, align and deploy 
resources towards clear strategic 
goals and objectives



C4.3 Manage finance and other 
resources within corporate and/or 
partnership governance systems, 
protocol and policy



C4.4 Develop workforce capacity, and 
mobilise the system-wide paid and 
volunteer workforce, to deliver public 
health priorities at scale



C4.5 Design, implement, deliver 
and/or quality assure education and 
training programmes, to build a 
skilled and competent workforce



C4.6 Adapt capability by maintaining 
flexible in-service learning and 
development systems for the 
workforce
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This document has been developed and informed by national priorities, evidence and learning from a range of sources, including:



•	 Health Education England’s Action Plan for mental health promotion and prevention training and the Mental Health Workforce Plan for 
England:  Stepping Forward to 2020/21  



•	 Public Health England’s Public Mental Health Leadership and Workforce Development Framework and Prevention Concordat for Better 
Mental Health



•	 The Faculty of Public Health’s Better Mental Health for All programme and work plan



Introduction



Improving the population’s mental health is a national priority.  As many as one in four of us will experience a mental 
health problem in our life.  Our mental wellbeing underpins our general functioning and quality of life - at work, 
school, home and socially. Improving the nation’s mental health touches on the work of many diverse organisations and 
communities. Many staff can make a difference to people’s mental health and wellbeing through better understanding of 
this complex area and what can be done to address it.



1 PHE, 2015, Public Mental Health Leadership and Workforce Development Framework





https://www.hee.nhs.uk/sites/default/files/documents/Action plan for mental health promotion and prevention courses 2016-2020.pdf


https://www.hee.nhs.uk/sites/default/files/documents/Action plan for mental health promotion and prevention courses 2016-2020.pdf


https://www.gov.uk/government/publications/public-mental-health-leadership-and-workforce-development-framework


https://www.gov.uk/government/collections/prevention-concordat-for-better-mental-health


https://www.gov.uk/government/collections/prevention-concordat-for-better-mental-health


http://www.fph.org.uk/better_mental_health_for_all


https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/410356/Public_Mental_Health_Leadership_and_Workforce_Development_Framework.pdf
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Principles
•	 Mental health is everybody’s business and we all have a role to 



play



•	 Mental health ranges from positive wellbeing to mental health 
problems



•	 Mental health has not had the same attention as physical health, 
both should be treated equally



•	 Mandatory training in mental health and wellbeing can make a 
difference



Purpose and use
This guide provides content to inform an introduction to public 
mental health for a wide range of workforce who have a role to play 
in improving the public’s health. For example health and social care 
staff, emergency service personnel, housing and welfare officers. It is 
intended as a guide only.



The content has been divided into core (column 2) and advanced 
(column 3) depending on the workforce.  It has been mapped 
against the 12 core principles of Public Health England’s public 
mental health leadership and workforce development framework1 
(column 1). It can be used by course providers or by individuals as a 
guide and self-assessment (column 4):



1.	Training courses: course developers, trainers, employers can use 
the guide to inform the production and delivery of staff training 
programmes. The self-assessment can be used to appraise and 
review course content.



2.	Individuals: can appraise their current knowledge, values 
and skills and identify areas for personal and professional 
development.



Accredited qualifications – there are a number of existing regulated 
qualifications that already address aspects of this content



Training courses – there are a number of mental health promotion 
and prevention training courses available



HEE also provides E-learning courses in mental health awareness





http://www.register.ofqual.gov.uk


http://www.register.ofqual.gov.uk


https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/558676/Mental_health_promotion_and_prevention_training_programmes.pdf


https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/558676/Mental_health_promotion_and_prevention_training_programmes.pdf


https://www.e-lfh.org.uk/
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Core principles  
(PMH L&WD 
Framework1)



Core content: Advanced content:
Self-assessment: 
Fully/ partially met or 
development area



1.	 Know the nature 
and dimensions of 
mental health and 
mental illness



Understand and define mental health, wellbeing and mental health 
problems



•	 Understand cultural 
differences and 
perspectives in mental 
health



2.	 Know the 
determinants 
at a structural, 
community and 
individual level



Understand what influences mental health (risk and protective 
factors):



Wider factors e.g. poverty, employment, housing



•	 Community factors e.g. social connections, community life, 
family parenting



•	 Individual factors e.g. sense of control, resilience, physical health



•	 Understand the 
importance of a whole 
population approach



•	 Understand how 
inequalities shape 
people’s risk and 
resilience



3.	 Know how mental 
health is a positive 
asset and resource 
to society



Understand how mental health affects other outcomes:



•	 Our physical health and health behaviours



•	 Our functioning in work and school



•	 Our relationships with family and others



•	 Understand different 
outcomes for children, 
young people, adults 
and older adults



4.	 Know what works 
to improve mental 
health and prevent 
mental illness 
within own area 
of work



Understand approaches that:



•	 Strengthen individuals: positive thinking and behaviour change, 
personal skills and resilience building, physical health, five ways 
to wellbeing



•	 Strengthen families: preventing adverse childhood experiences, 
supporting parenting



•	 Strengthen communities: empowerment, participation,  
co-production, social action



•	 Create mentally healthy environments and policies: green and 
public spaces, healthy schools and workplaces, welfare systems, 
accessible services



•	 Understand the 
contribution of 
primary, secondary 
and tertiary 
prevention and 
recovery approaches
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Core principles  
(PMH L&WD Framework1)



Core content: Advanced content:
Self-assessment: 
Fully/partially met or 
development area



5.	 Understand your 
own mental health, 
what influences it, its 
impact on others and 
how you can improve 
it



•	 Understand the role personal mental wellbeing plays 
in competent practice and take responsibility for 
developing and nurturing your own wellbeing and 
seeking help as appropriate 



•	 Understand that each 
individual faces different 
challenges and has different 
coping resources and 
experiences



•	 Understand what influences  
mental health in the 
workplace



6.	 Appreciate that there 
is no health without 
mental health and the 
mind and body work 
as one system



•	 Understand the links between physical and mental 
health



•	 Appreciate that mental and physical health should be 
treated equally



•	 Be aware  of wellness and 
wellbeing approaches in 
practice



7.	 Commitment to a life-
course approach and 
investment in healthy 
early environments



•	 Understand the impact of childhood experiences, 
including trauma, on adult mental health 



•	 Understand the importance of 
pre-pregnancy/peri-natal early 
years development to lifetime 
mental health



8.	 Recognise and act to 
reduce discrimination 
against people 
experiencing mental 
illness



•	 Understand stigma and discrimination and its impact



•	 Understand the difference in life expectancy of people 
experiencing mental health problems



•	 Advocate for mental health 
and addressing mental 
illness as central to reducing 
inequalities and creating 
thriving communities and 
economies



V
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Core principles  
(PMH L&WD 
Framework1)



Core content: Advanced content:
Self-assessment: 
Fully/partially met or 
development area



9.	 Communicate 
effectively with 
children, young 
people and adults 
about mental 
health



Within your role:



•	 Encourage and enable individuals and families to 
identify the things that are affecting their mental 
health, now and in the future, and the things they can 
do to improve it



•	 Enable people to get hold of up to date appropriate 
information and advice when they need it and access 
opportunities in their community and digitally



•	 Use appropriate tools and 
approaches that support people 
to build their skills and confidence 
in staying mentally healthy



•	 Help people to develop and 
implement a personal or family 
action plan to improve their 
mental health



10.	 Integrate mental 
health into your 
own area of 
work and address 
mental and 
physical health 
holistically



•	 Integrate and align mental health into your daily 
practice



•	 Deliver care holistically; through integrating physical, 
psychological and social factors 



•	 Support people experiencing 
mental illness to make and 
maintain informed choices about 
improving their health and 
wellbeing 



•	 Access information, support and 
signpost where needed



11.	Consider social 
inequalities in 
your work and act 
to reduce them 
and empower 
others to



•	 Take action to reduce inequalities where possible: 
socioeconomic disadvantage and meeting the needs of 
the most marginalised



•	 Reduce discrimination faced by people with mental 
health problems including their physical health needs, 
access to services and cultural needs of diverse groups 



•	 Support individuals and 
communities in the articulation 
of their priorities and advocating 
for health and wellbeing



12.	 Support people 
who disclose lived 
experience of 
mental illness



•	 Recognise when someone may be experiencing mental 
distress, including self-harm and suicidal thoughts and 
intentions



•	 Link people to appropriate sources of support, to 
address psychological need and social causal factors



•	 Incorporate the voice of people with lived experience 
in your work



•	 Assess risks and follow appropriate 
procedures and guidelines



•	 Apply an early intervention  model 
(for suicide or mental health) 



•	 Engage people with lived 
experience in service design and 
co-production



SK
IL
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Mental health staff increasingly dealing with 'vicious cycle' of patients’ wider problems during clinical time





Embargoed 00.01 Friday February 16th





8 out of 10 mental health staff said that dealing with a patient’s practical issues left them with less clinical time to treat their mental health issues, Citizens Advice has found. Over half (57%) reported the proportion of time they are spending on non-health issues has increased compared to last year.





Citizens Advice conducted a survey of 244 mental health practitioners who deliver NHS England’s Talking Therapies programme. These services provide treatment of anxiety disorders and depression in England. 





Nearly all (98%) respondents said they had dealt with a patient’s non-health problems during an appointment in the past month. 





The most common problems mental health staff are assisting with are debt and money problems, unemployment and work, housing and welfare.





Mental health staff reported these problems had a negative impact on their patients’ ability to manage their mental health, complete a course of treatment and ultimately recover. 





More than half of those surveyed reported increased stress as a result of dealing with these non-health problems. 





Mental health staff reported they have spent appointment time helping patients with these problems through: 





· budgeting or debt management plans


· contacting public services/agencies of the patient’s behalf 


· providing supporting letters


· assisting patients complete benefits applications


· contacting creditors on the patient’s behalf








Citizens Advice helped over 100,000 people who reported having a mental health problem in 2017. 





Citizens Advice data shows clients with mental health problems are more likely to face  multiple, complex problems compared to the average client. In 2017, clients with mental health problems had an average of 5.3 issues per client, compared to 3.8 problems per client overall. 





In the past 2 years, Citizens Advice has seen an increase in the number of clients with mental health problems, including an 11% increase in those who require advice on benefits.   





CItizens Advice is calling for advice services to be integrated in more mental health settings to alleviate the pressure on frontline mental health staff and to better support the needs of people with mental health problems. 





Roughly a third (34%) of respondents had access to an integrated advice service within the mental health setting.





Gillian Guy, Chief Executive of Citizens Advice, said: 





"If you're living with mental health problems, everyday issues like managing your money, dealing with your landlord, or applying for benefits can be much more difficult to manage. But if these issues aren’t addressed, they can often escalate and make mental health problems worse - creating a vicious cycle that is difficult to break free from.





“Providing people with practical support is essential to make sure these problems don't spiral out of control, but this should not be the job of already stretched mental health professionals. To reduce pressure on frontline NHS staff and better support people with mental health problems, advice services should be available in mental health settings as a matter of course.”





One of the mental health practitioners surveyed by Citizens Advice said: 





“There is always a certain amount of [practical problems] in therapy but it has become entirely unmanageable. Very often my entire assessment and subsequent intervention will be related to social or financial issues. That is not our role, can be stressful and is an expensive use of health care practitioners’ time.”





Dr Jed Boardman, Lead for Social Inclusion, Royal College of Psychiatrists, said: 





“In order to stay mentally healthy, we all need enough money in our pockets, a decent roof over our heads, some valued work, and a supportive environment.  People with mental health problems need all of these to aid their recovery, as well as engagement with effective therapies.


“The effects of the present lack of advice services available for people with mental health conditions, as highlighted in the report, are exacerbated as mental health professionals try to do their job in the context of increasingly stretched resources. Integrating advice services in mental health settings is one important means of improving the lives of people with mental health conditions and the mental health workforce.”





Simon Crine, Director of the Money and Mental Health Policy Institute said:





“We at Money and Mental Health welcome this important new research from Citizen's Advice. As our own research has shown, too often mental health professionals find themselves sorting out debt and money issues at the expense of doing their day job.  Integrating debt advice into mental health services would be a win-win for mental health professionals and people with mental health problems.”





 -ends-





For more information contact: Melanie Karalis


Tel: 03000 231226 


Out-of-hours contact number: 0845 099 0107





Notes to editors:





1. Citizens Advice conducted an online survey of 244 mental health practitioners from Improving Access to Psychological Therapies (IAPT) services from 10/01/2018 to 06/02/2018. Citizens Advice directly contacted IAPT providers across England to distribute the survey. The providers then shared it directly with practitioners via email and on social media. Citizens Advice also worked with Association of Mental Health Providers, Royal College of Psychiatrists, and The British Psychological Society to design and distribute the survey. 


2. 72 local Citizens Advice have partnered with NHS mental health services to deliver integrated mental health and advice services. 


3. The Citizens Advice service is a network of around 300 independent local charities across England and Wales, the Citizens Advice consumer service and national charity Citizens Advice. Together we help people resolve their money, legal and other problems by providing information and advice and by influencing policymakers. For more see the Citizens Advice website.


4. Citizens Advice provides free, confidential and independent advice to help people overcome their problems.


5. The advice provided by the Citizens Advice service is free, independent, confidential, and impartial, and available to everyone regardless of race, gender, disability, sexual orientation, religion, age or nationality.


6. To find your local Citizens Advice in England and Wales or to get advice online, visit citizensadvice.org.uk


7. Last year we helped over 2.7 million people face to face, by phone, email or web chat.


8. People sought our help with 6.2 million issues in the last year. For full service statistics see our monthly publication Advice trends.


9. Citizens Advice services are provided by 23,000 trained volunteers and 7,200 paid staff.
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			Summary


Primary care and mental health practitioners often have to deal with the impact of their patient’s practical problems and financial difficulties:


· Our earlier report on General Practice highlights that GPs spend 19% of consultation time dealing with non-clinical issues. 


· Mental health practitioners often find themselves assisting clients with their practical problems either by contacting creditors or filling in a form or an application on their client’s behalf.


· BAME clients of Citizens Advice tend to face complex practical issues alongside their mental health problems. Many face additional barriers to accessing support or mental health services due to concerns over their immigration status.


· Coordination and integration between advice organisations, local councils, and mental health services, can help identify people who are, for example, vulnerable to becoming homeless, falling behind on council tax payments, or struggling with debt problems. 


· Missed opportunities for coordination and integration can lead to a reduced recovery and an increased relapse or readmission risk.





Citizens Advice supports tackling people’s social needs early as a preventative approach in primary care and in primary mental healthcare settings. Our data shows that limited community mental health resources, and the challenges that professionals face when addressing their clients’ wider difficulties create additional pressures on people with mental health needs. Primary care services are under huge pressure. Better integration between services can both help clients and help alleviate some of that pressure.











This brief presents a review of case notes submitted by our advisors. We identified five key themes: 


1. Practical problems associated with poor mental health


2. Additional costs associated with poor mental health


3. Access to support before and after mental health interventions


4. Ethnic minority (BAME) experience of community mental health support


5. Carers’ experience of community mental health support


[bookmark: _moojxm9d9jzz]1. Practical problems associated with poor mental health


[bookmark: _q8p7lgm841nk]


[bookmark: _9f9k8a7ff3b8]People with mental health problems face practical challenges





Citizens Advice clients with mental health problems are more likely to find it difficult to manage financially (31%), compared to our average client (24%), and to the UK population (12%).[footnoteRef:1] A review of our data shows that many clients with mental health problems who access our health and community care advice also have other advice needs. These include access to benefits, managing finances, housing, and management of essential services. The most common advice issues sought alongside advice on community mental health care are set out below. [1:  Citizens Advice, see Note 12] 



Figure-1: % clients who sought advice on mental health community care, who also sought advice on other practical problems.





[image: ][image: ]


Source: Citizens Advice





These issues can create significant barriers to wellbeing and health equality:





· Money and debts: A third of our clients with mental health problems seek advice on debt and financial difficulties. Our research found that people with unmanageable debt (debt worth more than 3 months of their income) are 24% more likely to experience poor mental health.[footnoteRef:2] A recent Citizens Advice survey found that, nationally, 51% of those with mental health problems had experienced a money or debt issue at the same time.[footnoteRef:3] Comparatively, only 19% of those who hadn’t experienced a mental health problem had faced money or debt issues.  [2:  Citizens Advice, A Debt Effect, July 2016.]  [3:  Survey carried out by Comres between the 2nd and 13th February 2017 of 1,000 English adults with experience of a mental health issue in the past 3 years, and 1,000 without experience of one. The survey was sent to a nationally representative sample and allowed for natural fall out. ] 






· Access to benefits: More than a quarter of clients we advised on community mental health care also required advice on Employment support ‘ESA’ (26%) or Personal Independent Payment ‘PIP’ (26%). The most common advice needs were regarding eligibility, entitlement and calculation of the benefits. Clients were also likely to need support with making and managing a claim for ESA or PIP.





· Access to employment: Clients with mental health problems are more likely to be unemployed or experience income inequality. More than a third (36%) of clients who sought our advice on mental health community care are permanently sick or unable to work. Sixteen per cent are unemployed but seeking work. This is more pronounced for our clients in the South East, which echoes the Public Health Profile for the region, where the employment gap is worse than the England average.[footnoteRef:4] [4:  Gap in the employment rate, for those in contact with secondary mental health services. Public Health Profile, South East. Accessed on 17 October 2017. ] 



[bookmark: _y75me59mggro]


[bookmark: _k7o7is1wcicj]Improving support for practical problems





The Care Quality Commission found that less than a third (32%) of patients feel that NHS mental health services ‘definitely’ gave them help or advice with finding support for financial advice and benefits.[footnoteRef:5] Just over a quarter (27%) of patients feel that NHS mental health services ‘definitely’ gave them help or advice with finding support for finding or keeping work.[footnoteRef:6] In their recent report, the Money and Mental Health Policy Institute highlights that mental health practitioners often find themselves having to intervene on the client’s behalf, either by contacting creditors, or providing support with filling in forms or applications.[footnoteRef:7] [5:  CQC, 2017 Community Mental Health Survey: Statistical Release, November 2017.]  [6:  CQC, 2017 Community Mental Health Survey: Statistical Release, November 2017.]  [7:  Money and Mental Health Policy Institute, Whose Job Is It Report, October 2017.] 






Two changes would help people with mental health problems solve their practical problems:


· Encouraging better referral processes: Both Citizens Advice and the Money and Mental Health Policy Institute, in their recent research, emphasised the importance of ‘warm referrals’.[footnoteRef:8] These, which assist people to access services via an established referral pathway, rather than simply providing them with contact details or a leaflet. Vulnerable clients can feel daunted or discouraged to make an ‘advice hunt’, liaising with different agencies, which can stop them from finding the community support they need.[footnoteRef:9] [8:  Citizens Advice, Joining the dots, October 2017; and Money and Mental Health Policy Institute, Whose Job Is It Report, October 2017.]  [9:  Thoresen Review of generic financial advice, 2008; and Refernet, the Perfect fit for client referrals] 






· Integrating practical advice in primary care and mental health services, including money advice, can help reduce pressures on professionals’ time and improve outcomes for patients, including improving recovery rates. According to Public Health England, for every £1 invested in debt advice for adults, to prevent mental ill health, at least £2.60 is saved over 5 years.[footnoteRef:10] [10:  Public Health England https://www.gov.uk/government/news/phe-highlights-8-ways-for-local-areas-to-prevent-mental-ill-health ] 



			Service Example-1


Citizens Advice Leeds offers Advice in Community Mental Health and Primary Care Services. It is located in the city centre where a drop-in service and advice appointments are delivered Monday to Friday.





The primary care outreach services offer outreach advice in 30 locations across Leeds including mental health services, GP surgeries and health centres. We work with a national law firm to provide advice to patients in the local serious trauma ward in partnership with the Day One Charity.





We also deliver a Money Advice debt advice project, PensionWise in Leeds and Bradford and the Energy Unplugged project which is supported by Northern Powergrid to help customers at risk of fuel poverty. In 2016/17, we have helped over 35,000 clients through our telephone, email and face-to-face services.





How the service works:


There is a team of 7 advisors who work across all 3 of the projects from numerous outreach locations, including health centres, council one-stop shop centres, community venues, GP surgeries and hospitals. 





Referral pathway:


1. A service user or healthcare professional rings a dedicated, priority phone number to self-refer or refer a client


2. A gateway assessor does the initial assessment and resolves any queries they can (i.e. discrete advice or signposting)


3. The gateway assessor will refer clients for an advice appointment at one of the outreaches, depending on their eligibility (e.g. for mental health outreach or GP outreach) - clients may be eligible for more than one of the projects, so we can refer depending on preferred location and availability


4. Clients who do not meet the eligibility criteria for the health-based services can also be referred to one of Citizens Advice Leeds’ other advice services if appropriate, or if they have a debt problem they can be booked an appointment directly with the specialist debt advice team.





Service outcomes:


These 3 health projects have opened up more advice appointments with paid advice workers for all of our clients. The integrated appointment booking arrangement also means that simple enquiries can be dealt with over the phone, preserving face-to-face appointments for more complex enquiries and vulnerable clients. By linking up directly with mental health and primary care services, it has become much easier for clients with mental health problems to get support with practical issues, like housing and employment.











[bookmark: _e2xolmhaiv24]2. Additional costs associated with poor mental health





Alongside problems accessing benefits, employment and managing finances, having a mental health problem can lead to additional costs. This can make people’s finances even more precarious.





There were three common types of direct cost that stood out in our analysis:


· Cost of medical evidence to support ESA/PIP claims[footnoteRef:11]: Our clients with mental health problems often have to pay a fee to obtain a medical certificate in support of their application to ESA/PIP benefits. This ranges between £10 and £145, an unaffordable sum for those living on £73.10 per week. Our advisors often informally negotiate with GPs to waive the charges, with results varying among GPs even within the same practice. While we understand the financial and time pressures GPs are under - we found that 19% of GPs’ time is spent advising patients on non-clinical issues - charging for medical evidence can cause significant financial hardship for patients.[footnoteRef:12] In conjunction with a simplification of the form, we support the charge being scrapped. [11:  PIP is a new benefit that is replacing the Disability Living Allowance for people with a long-term condition. ESA is a support benefit if a person’s disability affects their ability to work.]  [12:  Citizens Advice, A Very General Practice, May 2015.] 






· Cost of prescription penalty: Only some benefits recipients are eligible for free prescriptions. When not entitled to free prescriptions, because they receive an income higher than the threshold, many of our clients face difficulty covering the costs. This can force them to choose between paying for daily living expenses and their prescription costs. Many of our clients with mental health problems are unclear whether they are eligible for free NHS prescriptions. Confusion about eligibility leads to some people being charged a prescription penalty of £40 to £100 per prescription. This unexpected cost can result in significant financial hardship.





			Case study-1


Barbara is a 55-year-old retired widow, from the West Midlands. She was suicidal, experiencing self-harm, and has recently been released from a mental health unit. She is currently on Employment Support Allowance, and receives a company pension. However, her tax credits have stopped due to her daughter going into care. Because of this, she is no longer eligible for free prescriptions. She is currently on medication to keep her feel stable. However, she is unable to pay for her prescription.











· Cost of travel to mental health appointments: Our advisors tell us that sometimes our clients are unable to attend their mental health appointments or therapy sessions because of the high cost of public transport. With the national average of cancelled and ‘DNA’ appointments of IAPT services standing at 22%[footnoteRef:13], reducing the cost barriers to attendance could present savings to the health service overall.  [13:  See above. The national average of DNA and cancellation is calculated by dividing the number of DNA and cancelled appointments combined (56,893 and 58,656), by the total number of appointments offered (530,306), in July 2017 ] 









[bookmark: _jwynw61j0qf3]3. Access to support before and after community mental health interventions 





As well as a lack of support for practical problems alongside mental health services, we see evidence of a lack of support both before and after mental health interventions. 





· Limited support while waiting to access community mental health services: Many clients with anxiety or depression told us that they either waited for a long time to access counselling. Similarly, recent figures of the waiting time to access IAPT services show that over 7,000 patients wait longer than 90 days for treatment.[footnoteRef:14] While waiting for treatment, individuals often face social, financial, or practical problems. These can cause their mental health to deteriorate further, making recovery more difficult. [14:  NHS, IAPT monthly activity data, June 2017.] 






			Case study-2


Adam is 34 years old, from the South West, and is struggling to manage financially. He has a post-traumatic stress disorder, social phobia and an eating disorder. He has been waiting for over a year for an anger management course, Cognitive Behavioural Therapy, and a support worker. He is worried that he has seen several family members and friends commit suicide while waiting for mental health treatment. While waiting, nearly £1,000 in utility bills, council tax and rent has accrued, while his income is less than £800 per month.











· Limited support following discharge by community mental health teams: Our data and advisors state that people are often discharged from their community mental health team without long-term support to live independently. Clients are discharged from mental health services without a community support worker, often without access to housing, finances or employment. This is often due to poor coordination between agencies, for example, GPs not being aware of the patient’s discharge. This may reflect the findings in the Community Mental Health Survey, where 43% of patients said that ‘[they did not receive information from their mental health team about finding support for financial advice or benefits], but I would have liked help or advice with finding support’[footnoteRef:15] (CQC, p.24). Our advisors often assist clients on how to navigate the health or the welfare benefit system, in order to gain access to care or to community support. [15:  Care Quality Commission, 2016 Community Mental Health Survey, November 2016.] 



[bookmark: _44l5jbfpxls4]4. Ethnic minority experience of access and support





There is an ongoing debate about the BAME experience of access to mental health services, and whether they are culturally sensitive. In primary care IAPT services, for instance, the recovery rate for BAME patients is 45.7%, compared to 49.5% among White clients, and they are also less likely to finish a course of treatment (14.8%) compared to White clients (78.6%)[footnoteRef:16].  [16:  NHS, IAPT Executive Summary, January 2017.] 






Although many IAPT and other mental health services took a proactive role in recruiting bilingual practitioners, relevant to the local population demographics, there is often a lack of awareness among BAME clients where and how to access primary mental health services[footnoteRef:17]. Also BAME clients are less likely to seek support of a mental health primary care service, compared to White clients, however, they tend to become known to acute mental health services, through the justice system.[footnoteRef:18] At Citizens Advice, some of the common challenges to accessing community mental health support BAME clients face include: [17:  NHS, Improving access to psychological therapies for BAME communities, March 2017. ]  [18:  Mental Health Foundation, BAME communities, Accessed: 7/11/2017.] 






· Combined mental health and complex issues: Our BAME clients often seek our advice with relatively fewer issues (3.3 per client), compared to our White clients (3.7)[footnoteRef:19]. However, when they ask for our help, they often also present with complex cases combined with drug abuse, gang crime, post-traumatic experience, domestic violence, or immigration issues. For example, our BAME clients who experience domestic abuse often are not aware of mental health services. If they are the spouse of a British citizen, or a migrant, they tend to be worried about their immigration status should they separate from their spouse, which stops them from seeking help. Our advisors often support this client group by enabling them to navigate the health system, to find refuge, and on how to access immigration or legal advice on their status. [19:  Figures correct as per August 2017, and calculated at the total number of advice issues divided by the total number of All BAME clients, and again by the total number of All White clients ] 



Case study-3


Priyanka is Indian, 49 years old, married, and lives in the North West. She came to the UK, with her husband who entered the UK on a work visa. She has been suffering from severe anxiety, and an abusive relationship. She needs specialist assistance and advice, for which if her husband finds out, he could make her life more difficult. She is also very worried that should she separate from her husband, this might affect her immigration status.











· Limited community mental health support due to eligibility criteria: Some clients have no access to community support or social services, because their immigration status does not permit access to public funds. They often face the challenge of being in financial hardship and deteriorating mental health.





			Case study-4


Tasya is Black African, 30 years old, unemployed, and a lone parent. She came, with her relatives, to the UK when she was a young child, attended school here, and then had two children. However, she recently found out that she was not legally resident in the UK. As a result, she accrued debt. She has been suffering from mental health problems, and has been struggling to cope financially. The Home Office granted her a Discretionary Leave to Remain in the UK, but without recourse to public funds. Social Services refused to help her keep and care for her children, and instead put them into care.











[bookmark: _prqqtbqlk8h]5. Carers’ experience of community mental health support 


Carers, who look after family members with mental health needs, often develop stress, anxiety and/or depression. Of those who sought our advice for community mental health care, 5% of this client group approached us with issues related to Carers’ Allowance. At Citizens Advice, the main issues carers come to us for which they seek our advice are:


· Poor awareness of what support is available for carers: Clients tell us that sometimes they have to give up work to look after a family member with mental health needs, which often leads to financial hardship. They are often unaware that they are entitled to a carer’s assessment and direct payment to assist when they are struggling financially (NetSCC, 2008)[footnoteRef:20]. Our advisors help carers apply for Carers’ Allowance and ensure they gain access to all other benefits they are entitled to, to support them in their caring role. [20:  NIHR Evaluation, Trials and Studies Coordinating Centre, Family Carers on the Margins: Experiences of
Assessment in Mental Health, Summer 2008.] 






· Poor community support for carers: Carers come to Citizens Advice for help when they face problems such as a social worker not being replaced. They also look for support with caring itself. For instance, we often help carers who are finding it difficult, and need support, coping with the challenging or aggressive behaviour of their loved ones. 





· Poor engagement with carers: Some clients say that when they are worried about the safety and the wellbeing of their family member, their concerns are not taken seriously. They also do not feel involved in decision-making processes. Their concerns are usually about the quality of care and adequate level of support. They also face the challenge of having to persuade professionals to administer medication to their family member who have capacity, yet refuse treatment, because carers believe that they are at risk of self-harm or pose a risk to others. This often presents a dilemma for carers between granting loved ones their wishes and protecting them from harm.


			Case study-5


Zoe is Black African, 72 years old, lives in the South East, owns her property outright, and has her own pension income. She had been caring for her 26-year-old grandson since he was eight. He had psychosis, was a cannabis user, a drinker, and was sectioned 3 times. 





He used to receive an anti-psychotic injection once a month. At one appointment, the nurse, who gave his injections, had left. He refused to get injections from the new nurse, since then. His mood and behaviour changed. Zoe had written to the local team for Early Psychosis complaining about her grandson’s behaviour, and asking about care options. They told her that they were unable to help without written consent from him. Due to change in his behaviour, he was evicted from his hostel. The police was called several times to ‘handle’ him. She applied to the court to become her grandson’s deputy, to ensure he gets his medication. Her case failed because he was considered to be able to give informed consent.





A month later, Zoe’s grandson was killed. Two men were charged with his murder. Despite her observations that her grandson was at risk, she felt that she was never taken seriously. She is still grieving.








[bookmark: _cggycpt0cwus]Recommendations 





[bookmark: _v9f2z0agjs10]Citizens Advice welcomes the opportunity to co-design proposals, and to arrange for site visits to our local services, for the community mental health services pathways. Integrating practical advice in healthcare settings can improve access to community support for mental health clients, alleviate their non-clinical demands, enable health equity, and improve the client’s well-being. 


[bookmark: _3znysh7]


Citizens Advice recommends that the community mental health care pathway sets out the following principles:


· To ensure people​ ​with​ ​mental​ ​health​ ​problems​ ​get​ ​the​ ​practical​ ​support​ ​they need, commissioners should fund integrated practical advice in mental health care settings. The community mental health care pathway should support this by including examples of existing best practice models.


· Providers should partner with BAME and other community groups to promote mental health services to hard-to-reach communities and improve these groups’ access to mental health and community support.


· To improve understanding of BAME mental health needs, providers should train all staff in Race Equality and Cultural Capability training. Commissioners should include this training as a requirement in service specifications.


· To take into consideration carers’ concerns around the safety, wellbeing and medical treatment of family members - who have capacity to make their own decisions - but may be at risk of self-harm or harm to others.





For further information:


Amani Fairak


Policy Researcher, Health


T: 03000 23 1191


E: amani.fairak@citizensadvice.org.uk 





Fact Sheet


Citizens Advice helps people access mental health services, and supports people with mental health problems manage wider practical issues: 


· While largely unreported, Citizens Advice supported over 111,000 clients who reported having a mental health problem


· We gave advice in nearly 500 health settings, including 420 GP surgeries, 46 hospitals, 24 mental health centres, and 7 psychiatric hospitals (correct as per 2016/17)


· 46,820 clients sought our advice on health and community care


· Of this, 5,233 clients sought our support, particularly on mental health community care, accounting for 11% of all clients with health-related issues


· The main problems, clients faced, were around how they could better be supported in the community before, during and after treatment. 


· Nearly a quarter (23%) of Citizens Advice clients, report having anxiety, stress or depression. 


· Our clients with mental health problems, are more likely than our average client to seek advice on practical problems, with an average of 5 different issues, compared with 3.5 among our clients overall. 


Our clients are likely to experience the following challenges:


· Clients with mental health problems tend to seek advice on more complex issues, such as homelessness and appealing benefits decisions. 


· They have low knowledge about their rights, and have low confidence to deal with their practical problems.


· A third of our mental health clients present to us with a financial difficulty or a debt problem. 


· Clients face the dual burden of poor mental health, and practical and financial problems.


· Clients face delays to access financial and community support before and after they access mental health treatment.
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Citizens Advice clients - energy issues


20% not able to keep their home warm enough in winter. Of these:


72% switch the heating off or turn it down to save money


52% heat and use fewer rooms than they would like to save money


37% cut back on other necessities, like cooking, to afford energy use


22% find it difficult to use heating controls to set times & temperature of their home


22% said their heating system or insulation was not good enough, including any equipment that is broken or not working properly





Survey also found:


34% of all clients had switched energy supplier (electricity or gas) in last 2 years


27% had switched to a better deal with their existing energy supplier in last 2 years



Results from 2017 survey of representative sample of our 2.3m clients



 

















Energy advice at Citizens Advice


Energy projects:


150 Local Citizens Advice offer Energy Best Deal and Energy Best Deal extra


17 energy champions: support local Citizens Advice with training & expert advice


Extra Help Unit: specialist advice on complex energy supply issues


Consumer service advice line: telephone advice on many energy issues


Tools and resources:


Energy price comparison


Supplier ratings based on consumer service offered


Home Energy Advice Tool - assess home energy standards
& recommend improvements


Energy advice strategy to improve energy advice


Energy advice becomes part of core advice framework


New opportunities for providing advice, e.g. health


Integrate advice experience with policy & advocacy work























Winter resilience project


Small scale pilot to trial and test referral service, as recommended by NICE


Design and deliver a single‑point‑of‑contact health and housing referral service to help vulnerable people who live in cold homes








Co-design with local Citizens Advice 


User focused 





Simple and clear client journeys


Health sector involvement 


Evaluation of services


Senior Advisory group


Cross - agency referrals 


Develop toolkit for other local Citizens Advice


User focused 





Cross - agency referrals 


User focused 





Cross - agency referrals 














In-depth service design before project started


Co-design: Citizens Advice central team and local offices


Understand and define issues


Develop solutions and prototype 


Advisory Group


BEIS, PHE, CIEH, RCGP, ALEO, NEA, NICE co-chair, Manchester University


Valuable advice on health service structures, evaluation etc


Process evaluation (internal)


Partnerships


referral systems etc


Client outcome evaluation (external)


health (EQ-5D-5L)


well-being (ONS well-being),


financial benefits


energy efficiency improvements


								








Key features



































Health sector engagement


Developing relationships with health partners took a long time


Enthusiastic partners don’t always equal partners: little success with pharmacists


Respiratory teams particularly willing to engage and good source of referrals


Attending health workers’ meetings & patient sessions: good way of promoting service


Some health partners still use fax machines


Providing support


Requires skilled advisers: intensive, face to face case-work


Some clients’ health issues were so severe they needed home visits


Wide range of energy support, e.g. heating controls, Priority Service Register, Warm Home Discount, energy arrears dispensation, changing suppliers/tariffs


Also support on benefits, debt, housing, care etc 


Energy efficiency support difficult


Suppliers running down ECO programmes at time of pilot


Mainly achieved through Trust funds


								








Process evaluation























Before and after surveys


Results from only 2 offices


Staff in other offices struggled with surveys


6 month gap between surveys - sufficient to assess impact of intervention? 


Client characteristics


80% said they had difficulty affording their heating costs


All were disabled or had long term health conditions, mainly respiratory


Impact on clients’ energy use


60%: new energy efficiency measure, new benefit or new Warm Home Discount


c 40%: switched supplier or payment method


35% increase in Priority Service Register take-up


Big improvement in ability to manage energy, feeling in control, ability to keep warm


Impact on health & well-being


Modest improvement on 3 of the 4 ONS well-being indicators


Physical health - slight improvement in mean; majority - no change, declined for some


Context of very poor health at beginning


Intervention slowed rate of decline?


								








Outcomes evaluation


























More development work


New health pathways and health structures


Dementia and asthma, care coordinators, multi-agency care teams


New health and local government arrangements in devolved areas


Disseminate pilot experience to other local Citizens Advice offices


Cold homes toolkit


Training


Encourage our energy champions to promote 


Integrate with our Energy Best Deal and Energy Best Deal extra programmes


Promote project … and local health & housing referral services


Publish process and health outcome evaluation findings


Citizens Advice health and social care strategy


Events, such as today’s seminar


Joint toolkit with Cornwall County Council, hosted on Citizens Advice website


								








Winter resilience: Phase 2























Case study 1: Sue 


78 year old widow, owner occupier


Poor health


Coronary heart disease, arthritis, osteoarthritis, high blood pressure, deep vein thrombosis, anxiety and depression


About to go to hospital for hip operation


Broken boiler - no heating or hot water


Citizens Advice help


Warm Home Discount: £140


New boiler


Trust fund, worth £3,000


£350pa saving on old boiler (when worked)


Heating & hot water: helped recovery & well-being on return from hospital


Now on supplier’s Priority Services Register 


























Case study 2: Steve 


63 year old single man, private rented flat


Home circumstances


Central heating not working; heated whole flat with 1 fan heater


Electric & gas prepayment meters


Stopped topping up gas prepayment meter 3 years ago


Poor health


Chronic Obstructive Pulmonary Disease (COPD), relies on electric nebuliser


Self disconnected during night: tried to go to shop to top up prepayment meter but unable to breathe properly so ambulance called


Citizens Advice help


Warm Home Discount: £140


Both prepayment meters changed to credit meter to avoid self-disconnection in future


Standing charge and debt on gas prepayment meter written off


New efficient cooker (Trust fund) & new boiler (ECO): £400 per year fuel bill savings 


Now on both supplier’s Priority Services Registers 


Now in receipt of PIP & ESA severe disability premium: extra £115 per week


Big reduction in hospital visits








Client quote:


“CAB help has saved my life”


 



































For more information, contact: 





WRproject@citizensadvice.org.uk
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Residential greenness and prevalence of major depressive 
disorders: a cross-sectional, observational, associational 
study of 94 879 adult UK Biobank participants
Chinmoy Sarkar, Chris Webster, John Gallacher



Summary
Background Increased urbanisation and the associated reduced contact of individuals with natural environments have 
led to a rise in mental disorders, including depression. Residential greenness, a fundamental component of urban 
design, has been shown to reduce the public health burden of mental disorders. The present study investigates the 
association between residential green exposure and prevalence of major depressive disorders using a large and 
diverse cross-sectional dataset from the UK Biobank.



Methods In this cross-sectional, observational, associational study, we used baseline data from the UK Biobank 
cohort of participants aged 37–73 years from across the UK. Environmental exposure data were derived from a 
modelled and linked built environment database. Residential greenness was assessed with a 0·5 m resolution 
Normalised Difference Vegetation Index, which is derived from spectral reflectance measurements in remotely 
sensed colour infrared data and measured within geocoded dwelling catchments. Other environment metrics 
included street-level movement density, terrain, and fine particulate exposures. A series of logistic models examined 
associations between residential greenness and odds of major depressive disorder after adjusting for 
activity-influencing environments and individual covariates.



Findings Of 122 993 participants with data on major depressive disorder, the study analytical sample comprised 
94 879 (77·1%) participants recruited across ten UK Biobank assessment centres between April 29, 2009, and 
Oct 1, 2010. A protective effect of greenness on depression was consistently observed, with 4·0% lower odds of 
major depressive disorder per interquartile increment in Normalised Difference Vegetation Index greenness 
(odds ratio 0·960, 95% CI 0·93–0·99; p=0·0044). Interaction analyses indicated that the beneficial effects of 
greenness were more pronounced among women, participants younger than 60 years, and participants residing in 
areas with low neighbourhood socioeconomic status or high urbanicity.



Interpretation The results point to the benefits of well designed green environments on mental health. Further 
longitudinal studies are needed to decipher causal pathways. In the UK, policies aimed at optimising allocation and 
design of green spaces might help preserve psychological ecosystem services, thereby, improving the mental wellbeing 
of populations and enhancing the mental capital of cities.



Funding University of Hong Kong, UK Biobank, and the UK Economic & Social Research Council.



Copyright © 2018 The Author(s). Published by Elsevier Ltd. This is an Open Access article under the CC BY-NC-ND 4.0 
license.



Introduction
Given the present unprecedented rate of urbanisation, 
about 60% of the global population are predicted to 
reside in cities by 2030, with one in every three people 
living in cities with at least half a million inhabitants.1 
Typically, cities are characterised by highly dense, 
impervious, built-up spaces and a scarcity of natural 
environments, with the associated potential effects on 
mental health. Dynamic stress vulnerability models 
have reported links between reduced exposure to 
green environments and enhanced vulnerability to the 
negative health effects of stressful life events, which can 
result in increments in the proportion of the population 
with mental disorders and an overall reduction in 
the mental capital of cities.2–4 In recent years, mental 



disorders, including mood disorders, have emerged as a 
leading cause of global disease burden. They also act as 
risk factors for the development of communicable 
and non-communicable diseases, and contribute to 
accidental and non-accidental injuries.5–7 The UK’s total 
annual expenditure on brain disorders was estimated 
to be approximately €134 billion in 2010, of which 
€19·24 billion was incurred on mood disorders, 
accounting for approximately 3·9 million annual cases 
or 8·73% of all brain disorders.8



The causes of mental health disorders are complex, with 
a long latency between exposures and subsequent 
incidence and progression. A systems-based life course 
approach towards enhancing the mental capital of cities 
and wellbeing of their populations has been proposed.9 





http://crossmark.crossref.org/dialog/?doi=10.1016/S2542-5196(18)30051-2&domain=pdf
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The importance of such a holistic approach has been 
emphasised by the inclusion of mental health within the 
Sustainable Development Goals.10,11 Relatedly, exposure to 
residential green environment has also been regarded as 
an effective upstream-level urban intervention with an aim 
to reduce the public health burden of mental disorders.12



Some studies report a beneficial effect of contact with 
green environments on health, in general,13–15 and more 
specifically, with regard to stress, mood, and mental 
health.16,17 Several studies have established a protective 
independent association between various indicators of 
mental health and the percentage of green space within a 
residential neighbourhood,18–21 the amount of tree cover 
in an urban area,22 and the overall exposure of individuals 
to salutogenic green environments.23–25 These protective 
effects of residential green spaces have been explained in 
terms of four mechanisms related to their specific 



functional roles: restorative, stress-relieving spaces;4,26–28 
supportive, social interaction spaces that promote a 
sense of community;29 active living spaces that facilitate 
physical activity;30–32 and natural filters that ameliorate the 
adverse effects of air, noise, and thermal pollution.33–35



Despite the substantial body of evidence, the links 
between residential green exposure and mental health still 
remain far from conclusive in adults.17 Many of the studies 
have used coarse measures of green exposure, expressed 
as a proportion of greenness based on land cover maps 
within a specific catchment or census geography, thereby 
neglecting to include private gardens, street trees, and 
green spaces that do not meet a specific criterion, such as 
a size threshold, and hindering the study’s replicability 
and comparability. A few studies have used the Normalised 
Difference Vegetation Index (NDVI), an index of greenery 
derived from Landsat satellite data, as an overall measure 



Research in context



Evidence before this study
We searched online databases, including PubMed, MEDLINE, 
EBSCO, Scopus, and Google/Google Scholar databases, for 
studies and reports published in English between Jan 1, 1984, 
and Feb 10, 2018, using a combination of search terms, 
including “residential greenness”, “green space”, “NDVI”, or 
“built environment”, and “mental health”, “depression”, or 
“major depressive disorder”.



Mental health disorders have emerged as a leading cause of the 
global burden of disease. At the same time, the present 
unprecedented pace of urbanisation and an increasing proportion 
of impervious built-up spaces in our cities have resulted in 
reduced exposures to salutogenic green environments. Several 
studies have examined the links between exposure to green 
environments and mental health, with most studies suggesting 
beneficial effects. Green exposure has been measured in terms of 
access to green spaces (proportion of green spaces within a 
residential neighbourhood) as well as the general salutogenic 
potential of green environments. The protective effects of 
residential green have been hypothesised to originate from one 
or more of its functional roles: as restorative stress-relieving 
spaces; supportive social interaction spaces promoting a sense of 
community; active living spaces facilitating physical activity; and 
natural filters ameliorating the adverse effects of negative 
exposures such as air, noise, and thermal pollution.



Notwithstanding the evidence generated so far, the links 
between residential green exposure and mental health still 
remain equivocal in adults. Many of the studies linking 
residential green exposure with mental health have used coarse 
measures of green exposure, whereas a few studies have used 
the Normalised Difference Vegetation Index as an index of 
salutogenic green, although of low-to-moderate spatial 
resolution. Most studies so far have been small scale and done 
in homogeneous environmental settings, resulting in limited 
statistical power and generalisability.



Added value of this study
The present study is the first of its kind to use the UK Biobank 
data to investigate links between green exposure and mental 
health. The study used a large and diverse analytical sample 
across ten UK cities of 94 879 middle-aged and older adults, a 
crucial life stage for the onset and progression of incipient 
mental disorders. A large spatially diverse sample also enabled 
sufficient statistical power for the examination of 
interactions. The study used structured and validated 
diagnostic criteria to assess lifetime probable major 
depressive disorders and was able to comprehensively adjust 
for sources of confounding. To our knowledge, this is the 
first mental health-related study to use a very high-resolution 
metric of residential greenness (0·5 m resolution index of 
salutogenic green derived from colour infrared imageries) 
that is adjusted for other objectively measured physical 
environment exposures, which are all measured within 
functional catchments of participants’ dwellings.



The study consistently found a protective association between 
greenness and lifetime depression status, reporting a 4% lower 
odds of major depressive disorder with every interquartile 
increment in residential greenness after adjusting for all other 
factors. The beneficial effects of greenness were more 
pronounced among women, participants younger than 
60 years, and participants residing in areas with low 
neighbourhood socioeconomic status or high urbanicity.



Implications of all the available evidence
The results of our study point to the protective effects of well 
designed green environments on mental health. These 
findings have notable policy implications with respect to 
optimising allocation and design of green spaces to preserve 
psychological ecosystem services and thereby improve the 
mental wellbeing of a population and enhance the mental 
capital of cities.
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of green exposure (although at a low-to-moderate 
resolution). Most studies so far have been small scale and 
done in homogeneous environmental settings, resulting 
in limited statistical power and generalisability. 
Furthermore, most studies do not adjust for other aspects 
of activity-influencing built environment and individual-
level confounding effects, or consider interaction effects.



The present study analyses a UK-wide population health 
dataset of unprecedented size and diversity for greenspace 
mental health research. It uses highly characterised 
metrics of green exposure to investigate cross-sectional 
associations between residential greenness and major 
depressive disorders, after adjusting for pertinent built 
environment (ie, walkability, terrain, and air pollution) 
and individual confounders. Because exposure to 
greenness and its relation to health is often stratified by 
underlying factors such as socioeconomic status and 
urbanicity,18,36,37 this study also did analyses stratified 
by age, sex, neighbourhood socioeconomic status, and 
urbanicity, and analysed their interactions.



Methods
Analytical sample
This cross-sectional, observational, associational study 
analysed the UK Biobank baseline data on health and 
environment exposures. The National Health Service 
Register randomly sent out around 9·2 million invitation 
letters to potential participants who resided within a 
25 mile radius of a UK Biobank collection centre, each of 
which are located in 22 cities across the UK. 502 649 adult 
participants aged 37–73 years were eventually recruited in 
the UK Biobank study, achieving a response rate of 
5·5%.38,39 The participants provided electronically signed 
consent. The range and scale of the UK Biobank study 
enables accumulation of an adequate number of cases of 
particular diseases within a reasonable follow-up period for 
clinically reliable effect detection. The baseline examination 
collected a wide range of information, including infor
mation on sociodemographics, lifestyle, and medical 
history through a series of touch-screen questionnaires; 
anthropometric measurements; biological sampling 
(blood, urine, and saliva); and imaging, and involved 
linkage with hospital-related outcomes. Individual-level, 
health-influencing, environment exposures were modelled 
within functional neighbourhoods for each participant.



The mental health component of the UK Biobank was an 
enhancement to the baseline data collection, and questions 
on depressive symptoms were added to the assessment 
protocol during the last 2 years of recruitment. These 
psychological inventories were available to participants 
who visited the remaining ten collection centres in the 
last 2 years of the baseline phase and fulfilled the diagnostic 
criteria of mood disorder.38 The analytical sample excluded 
participants who subsequently dropped out or who did not 
meet the diagnostic criteria for a mood disorder. We also 
excluded from the analyses participants with missing data 
on residential green exposure and other individual 



confounders. The participants of our analytical sample 
attended the assessment centres between April 29, 2009, 
and Oct 1, 2010.



UK Biobank received ethical approvals from the 
North West Multi-centre Research Ethics Committee, the 
Community Health Index Advisory Group, the Patient 
Information Advisory Group, and the National Health 
Service National Research Ethics Service. The detailed 
cohort protocol, scientific rationale, and study design are 
described elsewhere.



Measurement of major depressive disorder
Depression was defined as per UK Biobank’s assessment 
protocol for lifetime experience of probable major 
depressive disorder. The classification and definition of 
lifetime history of mood disorders in UK Biobank was 
based on structured and validated diagnostic criteria 
reported previously.40,41 Briefly, the assessment of major 
depressive disorder comprised items relating to lifetime 
experience of minor or major depression, items from 
the Patient Health Questionnaire, and items related to 
social support for mental health.40,42 As such, the binary 
outcome variable comprised participants with no lifetime 
experience of major depressive disorder (0 or “no case”) 
and participants who had experienced a major depressive 
disorder (1 or “case”). The criteria for participants who 
had experienced a major depressive disorder included 
those who had experienced a single probable lifetime 
episode of major depression, probable recurrent major 
depression (moderate), or probable recurrent major 
depression (severe), or any combination thereof (panel).



Measurement of residential environment exposures
Residential environment exposure data were derived 
from the UK Biobank Urban Morphometric Platform 
(UKBUMP). UKBUMP is a high-resolution spatial 
database of health-influencing environment exposures 
modelled within multiscale residential neighbourhoods 
of each UK Biobank participant’s geocoded dwelling. 
Environmental exposure metrics were developed through 
spatial and network analyses of data from multiple 
UK-wide spatial databases, resulting in multiple exposure 
variables related to greenness, urban density, destination 
accessibility, street-level accessibility, terrain, and depriv
ation.43,44 Briefly, UKBUMP was developed by geocoding 
participants’ dwelling addresses to the level of building 
footprints, delineating multiscale dwelling neighbour
hoods by defining street network buffers centred on the 
geocoded dwelling locations in ArcGIS12 Network Analyst, 
and measuring environmental exposures within these 
functional neighbourhoods. After linking the exposure 
metrics to the participants’ dwelling locations, the data 
were reanonymised. Accurate data on building-level land 
uses and street networks were sourced from UK Ordnance 
Survey AddressBase Premium and MasterMap Integrated 
Transport Network databases, whereas residential green
ness was modelled from high-resolution (50 × 50 cm²) 



For the cohort protocol, 
scientific rationale, and study 
design see http://www.
ukbiobank.ac.uk/wp-content/
uploads/2011/11/UK-Biobank-
Protocol.pdf





http://www.ukbiobank.ac.uk/wp-content/uploads/2011/11/UK-Biobank-Protocol.pdf
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colour infrared data captured during aerial photography 
with the Vexcel UltraCamD and the Leica ADS4.43



Residential greenness
Residential exposure to salutogenic green environment 
was measured in terms of mean NDVI within a 
500 m catchment radius of geocoded UK Biobank 
participants’ dwellings. NDVI is a unit-less index of 
relative overall vegetation density and quality, and is 
derived from differential surface reflectance in the red and 
near infrared regions,45 which is measured with a remote 
sensing device. Chlorophyll in healthy vegetation absorbs 
radiation in the visible red region (630–690 nm) of the 
electromagnetic spectrum and reflects radiation in the 
near-infrared region (760–900 nm). This differential in the 
absorbance and reflectance of wavelengths by chlorophyll 
is used as a proxy for green quality and intensity. 
The differential is measured using the following formula:



The formula includes the spectral reflectance measure
ments acquired in the visible (RED) and near-infrared 
regions (NIR) of the electromagnetic spectrum. Index 
scores range between –1 and 1, with higher values 
indicating higher densities of green vegetation.



In the present study, NDVI greenness was derived 
from a series of 0·5 m resolution, colour-infrared 
imagery collected by Bluesky (Ashby-De-La-Zouch, UK) 
with the help of specially developed sensors mounted 
underneath a survey aircraft. Summer-time images of 
the study areas collected over similar temporal scales 
(across the baseline phase of the UK Biobank study) were 
stitched together to avoid temporal mismatch. After 
excluding large water bodies, we modelled mean NDVI 
within a 500 m residential buffer of each UK Biobank 
participant. Selection of a 500 m catchment area for 
measuring residential green exposures was based on our 
previous studies46,47 and on other previous reports48,49 that 
used a quarter mile (400–500 m) neighbourhood for 
measuring NDVI greenness.



Physical environment
Among the physical environment exposures, terrain was 
modelled in ArcGIS12 Spatial Analyst from a 5 m resolution 
Bluesky digital terrain model and expressed as variability 
(SD) of slope, in degrees, within a 0·5 km residential 
catchment of UK Biobank participants’ dwellings. As such, 
the metric is able to differentiate between flat and hilly 
surface within the residential catchment.



Exposure to PM2·5 obtained from UK Biobank’s linked 
air pollution exposure data was used as a proxy for 
traffic-related air pollution. The measurement was based 
on monitoring on three occasions over a 14 day period 
during the cold, warm, and intermediate seasons of the 
year. Individual annual exposure to particulate matter 
concentrations around geocoded residential addresses 
was derived from land-use regression models.50



Built environment
Built-environment metrics from UKBUMP were 
assessed within a 1 km street catchment of participants’ 
dwellings. Street-level movement density was modelled 
in terms of through-movement potential of the street 
segments, also termed as betweenness centrality in 
graph theoretic terminology. The method has been used 
in active living research and described elsewhere.51,52 The 
UK-wide street network data for the study area comprised 
approximately 4 million street segments, which were 
extracted from the OS MasterMap Integrated Transport 
Network database, transcribed into an access graph 
model, and subjected to network analysis in sDNA53 to 
model street-level movement density. Movement density 
is expressed as the simulated counts of movement 
through each link in the network, given its relative 
position and topological connectivity with other 
segments within the network. The measure also acts as a 
proxy for relative accessibility and centrality of a place. 
Betweenness centrality of x in a graph of N links might 
be defined as: 



Panel: UK Biobank study’s diagnostic criteria for 
classification of lifetime experience of probable major 
depressive disorders40,41



Single probable episode of major depressive disorder
Ever depressed or down for a whole week; plus at least 
2 weeks’ duration; plus only one episode; plus ever seen a 
general practitioner or a psychiatrist for “nerves, anxiety, 
depression” OR ever anhedonic (unenthusiasm or uninterest) 
for a whole week; plus at least 2 weeks’ duration; plus only 
one episode; plus ever seen a general practitioner or a 
psychiatrist for “nerves, anxiety, depression”



Probable recurrent major depressive disorder (moderate)
Ever depressed or down for a whole week; plus at least 2 weeks’ 
duration; plus at least two episodes; plus ever seen a general 
practitioner (but not a psychiatrist) for “nerves, anxiety, 
depression” OR ever anhedonic (unenthusiasm or uninterest) 
for a whole week; plus at least 2 weeks’ duration; plus at least 
two episodes; plus ever seen a general practitioner (but not a 
psychiatrist) for “nerves, anxiety, depression”



Probable recurrent major depressive disorder (severe)
Ever depressed or down for a whole week; plus at least 2 weeks’ 
duration; plus at least two episodes; plus ever seen a 
psychiatrist for “nerves, anxiety, depression” OR ever anhedonic 
(unenthusiasm or uninterest) for a whole week; plus at least 
2 weeks’ duration; plus at least two episodes; plus ever seen a 
psychiatrist for “nerves, anxiety, depression”



NDVI =
(NIR – RED)
(NIR + RED)



BtWl(x) = L(y)L(z)P(z)OD(y,z,x)∑ 
yεN



∑ 
zεRy
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In the formula, y and z are the geodesic endpoints; Ry is 
the set of links within a defined neighbourhood 
catchment from y; L(y) is the length of link y and L(z) is 
the length of link z; and P(z) is the proportion of link 
z within the defined radius.



The origin-destination function (OD) is defined as: 



An objective index of urbanicity within a 1 km residential 
catchment was developed from the UKBUMP built-
environment variables to investigate associations between 
residential greenness and major depressive disorder, 
stratified by urbanicity quartiles. Urbanicity was defined 
as: 



The formula includes the density of residential housing 
(resid), retail (retail), and public transport (PT) in units 
per km² street catchment, in addition to street-level 
movement density (street movement).



Individual-level covariates
On the basis of previous scientific literature, the study 
adjusted for demographic covariates (age, sex, highest 
educational qualification, and employment status), 
smoking status, and prevalent comorbidities (body-mass 
index [BMI] status, doctor-diagnosed cardiometabolic 
disease, and diabetes).



Socioeconomic status was assessed at household and 
neighbourhood levels in terms of mean annual 
household income before tax and Townsend deprivation 
index scores,54 which is a composite index of four 
postcode-level socioeconomic status variables (household 
overcrowding, unemployment, non-home ownership, 
and non-car ownership), with a higher score indicative of 
lower neighbourhood socioeconomic status.



We used participation in leisure and social activities 
as a proxy for social interaction and support. Level of 
participation was based on response to the questionnaire: 
“Which of the following do you attend once a week or 
more often? (You can select more than one)”; with 
available responses being none; pub or social club; 
religious group; sports club or gym; and adult education 
class or other group activity. Responses were converted 
into a six-factor variable: none, pub or social club, 
religious group, sports club or gym, adult education class 
and other, and combination of two or more activities.



Statistical analyses
The prevalence of lifetime experience of probable major 
depressive disorder was modelled as a two factor variable 
(case or non-case) as per UK Biobank’s assessment 
protocol. Age was coded as a three-factor variable 
(38–50 years, 51–60 years, or 61–73 years) and sex as a 
two-factor variable (female or male). Highest educational 
attainment was defined as a five-factor variable (none; 
O levels, GCSEs, or CSEs; A levels or AS levels; NVQ, 
HND, HNC, or other professional qualification; or 
college or university degree) and employment as a 
three-factor variable (employed; retired; or unemployed, 
home maker, or other). Mean annual household 
income before tax was expressed as a four-factor 
variable (<£18 000, £18 000–£30 999, £31 000–£51 999, or 
≥£52 000). The household income data were available for 
82 839 participants in the analytical sample. Townsend 
scores were categorised into quintiles and used as a 
five-factor variable. Smoking status was coded as non-
smoker, previous smoker, and current smoker. Doctor-
diagnosed cardiometabolic disease was transformed into 
a four-factor variable (none; high blood pressure; heart 
attack, angina, or stroke; or both high blood pressure and 
heart attack, angina, or stroke) and diabetes was coded as 
a two-factor variables (yes or no). Measured BMI status 
was expressed as a three-factor variable (<25 kg/m²; 
≥25 kg/m² and <30 kg/m²; or ≥30 kg/m²). Terrain 
variability and walkability (expressed as movement 
density) were transformed into quartiles.



The study followed a multi-layered analyses strategy. 
Logistic regression models investigated the association 
between residential greenness and odds of major 
depressive disorder. Odds ratios (OR) and two-tailed 
95% CIs estimated by bootstrapping have been presented 
for each IQR increment in NDVI. In model 1, we 
modelled initial crude estimates adjusted for age. 
Model 2 further adjusted for sex, educational qualifi
cation, employment status, smoking status, prevalent 
obesity, cardiometabolic disease, and diabetes status; 
model 3 additionally adjusted for physical and built 
environment variables of terrain, exposure to fine 
particulates, and activity-influencing movement density; 
and model 4 additionally adjusted for household and 
neighbourhood socioeconomic status and leisure and 
social activity. Multicollinearity among predictor variables 
was assessed through Pearson’s correlation coefficients 
and variance inflation factors to ensure parsimonious fit.



Stratified analyses were done by age, sex, urbanicity, 
and neighbourhood socioeconomic status to investigate 
potential changes in point estimates and level of 
significance across each stratum. As a further step, the 
study analysed the interaction effects of age and 
urbanicity, sex and urbanicity, age and neighbourhood 
socioeconomic status, and sex and neighbourhood 
socioeconomic status on the relation between residential 
greenness and prevalence of major depressive disorder.



All analyses were done in statistical software Stata 14.



Urbanicity = zscoreresid + zscoreretail + 



zscorePT + zscorestreet movement



OD =



1, if x is on the geodesics from y to z
1
2
1
2
1
2
0, otherwise



, if x ≡ y ≡ z



, if x ≡ z ≡ y



, if x ≡ z ≡ y



/



/
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Role of the funding source
The funders and UK Biobank participants did not 
participate in developing the research questions, 
outcome measures, and environmental measures of the 
present study. They had no role in study design, 
modelling, data collection, data analysis, data inter
pretation, or writing of the report. CS, CW, and JG had 
full access to all the data in the study and had final 
responsibility for the decision to submit for publication.



Results
172 751 participants visited the remaining ten UK Biobank 
collection centres in the last 2 years of the baseline phase 
and completed the mental health component of the UK 
Biobank assessment protocol. After excluding participants 
who subsequently dropped out and participants who 
did not meet the diagnostic criteria for a mood disorder, 
valid data were available for 122 993 participants. After 
excluding missing data on residential green exposure 
for 23 945 (19·5%) participants and other individual con
founders for 4169 (3·4%) participants, an analytical sample 
of 94 879 (77·1%) participants was available for analyses.



The analytical sample remained representative of the 
full UK Biobank cohort (table 1; appendix). Overall, 
24 348 (25·7%) patients in the sample had major 
depressive disorders. In all our models, the Pearson’s 
correlation coefficients remained less than 0·23 and the 
variance inflation factors remained less than 1·08, 
indicating low levels of collinearity.



Exposure to residential greenness remained signifi
cantly associated with major depressive disorder, with 
4·0–4·9% lower odds of major depressive disorder 
reported across models 1–4 (table 2). Adjusting for 
individual-level covariates, physical and built environment 
variables (model 3), an interquartile increment in NDVI 
greenness within a 500 m catchment was associated with 
4·3% lower odds of major depressive disorder (OR 0·957, 
95% CI 0·93–0·98; p=0·0008; table 2; see appendix for 
full table). After further adjustments for socioeconomic 
status and social activities (in the fully adjusted model 4), 
an interquartile increment in NDVI was associated with 
4·0% lower odds of major depressive disorder (OR 0·960, 
0·93–0·99; p=0·0044; table 2).



Among the other significant environment exposure 
variables in our fully adjusted model 4, terrain variability 
(ie, more hilly terrain) was associated with higher odds of 
major depressive disorder, with the third (p=0·026) and 
fourth (p<0·0001) quartiles of terrain variability having 
higher odds of major depressive disorder than the first 
quartile. Street-level movement density, measured as 
betweenness centrality, was associated with lower odds of 
major depressive disorder, with the second (p=0·013) and 
third (p=0·0030) quartiles (ie, areas of greater street-level 
movement density) having lower odds of major depressive 
disorder than the first quartile. Higher mean annual 
household income was consistently associated with lower 
odds of major depressive disorder (p<0·0001 for those 



Depression status Analytical sample 
(n=94 879)



No major depressive 
disorders (n=70 531)



Major depressive 
disorders (n=24 348)



Age (years) 57·38 (8·1) 55·73 (8·0) 56·96 (8·1)



Residential greenness 0·213 (0·1) 0·209 (0·1) 0·211 (0·1)



Socioeconomic status (Townsend 
index)



–1·44 (2·8) –1·16 (2·9) –1·37 (2·8)



Sex



Female 35 409 (50·2%) 15 854 (65·1%) 51 263 (54·0%)



Male 35 122 (49·8%) 8494 (34·9%) 43 616 (46·0%)



Highest educational qualification



None 10 918 (15·5%) 2975 (12·2%) 13 893 (14·6%)



College or university degree 23 912 (33·9%) 8833 (36·3%) 32 745 (34·5%)



O levels, GCSEs, or CSEs 19 126 (27·1%) 6739 (27·7%) 25 865 (27·3%)



A levels or AS levels 7991 (11·3%) 3015 (12·4%) 11 006 (11·6%)



NVQ, HND, HNC, or other 
professional



8584 (12·2%) 2786 (11·4%) 11 370 (12·0%)



Employment status



Employed 39 519 (56·0%) 13 927 (57·2%) 53 446 (56·3%)



Retired 26 079 (37·0%) 7710 (31·7%) 33 789 (35·6%)



Unemployed, home maker, or other 4933 (7·0%) 2711 (11·1%) 7644 (8·1%)



Household income*



<£18 000 11 693 (19·2%) 5269 (23·9%) 16 962 (20·5%)



£18 000–£30 999 15 375 (25·3%) 5522 (25·1%) 20 897 (25·2%)



£31 000–£51 999 15 984 (26·3%) 5759 (26·1%) 21 743 (26·2%)



≥£52 000 17 764 (29·2%) 5473 (24·9%) 23 237 (28·1%)



Smoking status



Non-smoker 40 709 (57·7%) 12 292 (50·5%) 53 001 (55·9%)



Previous smoker 24 035 (34·1%) 9034 (37·1%) 33 069 (34·9%)



Current smoker 5787 (8·2%) 3022 (12·4%) 8809 (9·3%)



Leisure or social activities



None 21 133 (30·0%) 7674 (31·5%) 28 807 (30·4%)



Pub or social club 9010 (12·8%) 2645 (10·9%) 11 655 (12·3%)



Religious group 4581 (6·5%) 1415 (5·8%) 5996 (6·3%)



Sports club or gym 10 108 (14·3%) 3088 (12·7%) 13 196 (13·9%)



Adult education or others 7682 (10·9%) 3019 (12·4%) 10 701 (11·3%)



Two or more of above activities 18 017 (25·5%) 6507 (26·7%) 24 524 (25·8%)



Body-mass index status



Normal weight 24 046 (34·1%) 7906 (32·5%) 31 952 (33·7%)



Overweight 30 334 (43%) 9834 (40·4%) 40 168 (42·3%)



Obese 16 151 (22·9%) 6608 (27·1%) 22 759 (24·0%)



Vascular problems



None 49 902 (70·8%) 16 946 (69·6%) 66 848 (70·5%)



High blood pressure 16 931 (24%) 5973 (24·5%) 22 904 (24·1%)



Heart attack, angina, or stroke 1826 (2·6%) 615 (2·5%) 2441 (2·6%)



High blood pressure and heart attack, 
angina, or stroke



1872 (2·7%) 814 (3·3%) 2686 (2·8%)



Diabetes



None 66 779 (94·7%) 22 981 (94·4%) 89 760 (94·6%)



Yes 3752 (5·3%) 1367 (5·6%) 5119 (5·4%)



Data are mean (SD) or n (%). *Data on household income were available for 82 839 participants of the analytical 
sample (60 816 in the no major depressive disorder category and 22 023 in the major depressive disorders category).



Table 1: Characteristics of UK Biobank analytical sample
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earning £18 000–£30 999, p<0·0001 for those earning 
£31 000–£51 999, and p<0·0001 for those earning 
≥£52 000, in reference to the lower income group earning 
<£18 000). Lower neighbourhood socioeconomic status 
(expressed in terms of Townsend’s deprivation score) was 
associated with higher odds of major depressive disorder, 
with the results being significant for the fifth quintile 
only (p=0·048 in reference to the first quintile). In 
reference to participants not engaged in any social 
activities, participants attending pubs or participating in 
social club-based activities (p<0·0001), engaging in 
religious group activities (p<0·0001), and attending a 
sports club or gym (p<0·0001) reported significantly 
lower odds of major depressive disorder.



Rerunning the analysis with the residential greenness 
as a factor variable categorised into quartiles indicated 
a beneficial effect for the third (OR 0·933, 95% CI 
0·89–0·98; p=0·0029) and fourth (OR 0·947, 0·90–0·99; 
p=0·023) quartiles but not the second quartile (OR 1·039, 
0·99–1·09; p=0·090) in reference to the first quartile and 
subsequent to all adjustments.



In the stratified models (figure 1), the association 
between residential greenness and odds of major 
depressive disorder remained significant only in female 
participants (OR 0·96, 95% CI 0·92–0·99; p=0·022); 
participants younger than 60 years (OR 0·96, 0·92–0·99; 
p=0·017); participants in the third (OR 0·92, 0·87–0·98; 
p=0·0085) and fourth (OR 0·91, 0·85–0·97; p=0·0070) 
urbanicity quartiles; and participants in the lower 
neighbourhood socioeconomic status quintiles, namely 
the fourth (OR 0·89, 0·83–0·96; p=0·0037) and fifth 
(0·85, 0·78–0·93; p=0·0003) quintiles of the Townsend 
index.



Consistent with the results of the stratified analyses, 
interactions between age and urbanicity and between sex 
and urbanicity found a slightly stronger protective 
association of residential greenness on major depressive 
disorder for women and participants younger than 
60 years, with the effects being significant only in urban 
areas (ie, the third and fourth urbanicity quartiles; 
figure 2). Similarly, interaction models of age and 
neighbourhood socioeconomic status and of sex and 
neighbourhood socioeconomic status reported slightly 
stronger protective effects in women and participants 
younger than 60 years, with the effects being significant 
among lower neighbourhood socioeconomic status 
groups (ie, the fourth and fifth quintiles of the Townsend 
index; figure 2).



Discussion
In this large, UK-wide, cross-sectional study, residential 
greenness was consistently associated with lower odds 
of depression, with the results remaining robust to 
adjustments for other physical, built, and social 
environment variables. This is one of the largest studies 
to use very high-resolution metrics of residential 
greenness (0·5 m on the ground measured from an 



aircraft) and to have adjusted for other objectively 
measured physical environment exposures.



This study reported a protective association of 
greenness on lifetime depression status, with effect sizes 
being moderate at 4% lower odds of major depressive 
disorder with every interquartile increment in residential 
greenness after adjusting for all other factors. This 
finding lends support to previous studies reporting 
protective effects of residential green exposure on 
depression.18–21,23,24 One large-scale study19 has reported 
that having 10% more greenness than average within 1 km 



Model 3, OR (95% CI) Model 4, OR (95% CI)



Residential greenness (500 m:NDVI)* 0·957 (0·93–0·98) 0·960 (0·93–0·99)



Physical environment



Terrain variabiliy†



Low (Q1) 1 (ref) 1 (ref)



Low–medium (Q2) 1·035 (0·99–1·08) 1·017 (0·97–1·06)



High–medium (Q3) 1·050 (1·01–1·09) 1·052 (1·01–1·10)



High (Q4) 1·133 (1·09–1·18) 1·104 (1·06–1·16)



PM2·5 (per 1 µg/m³) 1·024 (1·01–1·04) 0·996 (0·98–1·02)



Built environment (street-level movement density)†



Low (Q1) 1 (ref) 1 (ref)



Low–medium (Q2) 0·930 (0·89–0·97) 0·942 (0·90–0·99)



High–medium (Q3) 0·908 (0·87–0·95) 0·934 (0·89–0·98)



High (Q4) 0·938 (0·90–0·98) 0·955 (0·91–1·00)



Socioeconomic status and social environment



Individual socioeconomic status (household income)‡



<£18 000 NA 1 (ref)



£18 000–£30 999 NA 0·800 (0·76–0·84)



£31 000–£51 999 NA 0·743 (0·71–0·78)



≥£52 000 NA 0·595 (0·56–0·63)



Neighbourhood socioeconomic status (Townsend index)§



Low (Qn1) NA 1 (ref)



Qn2 NA 1·025 (0·98–1·08)



Medium (Qn3) NA 1·042 (0·99–1·10)



Qn4 NA 1·019 (0·97–1·07)



High (Qn5) NA 1·057 (1·00–1·12)



Activities



None NA 1 (ref)



Pub or social club NA 0·889 (0·84–0·94)



Religious group NA 0·847 (0·79–0·91)



Sports club or gym NA 0·894 (0·85–0·94)



Adult education class or other NA 1·076 (1·02–1·14)



Two or more activities NA 1·025 (0·98–1·07)



Analysis includes data for 94 879 UK Biobank participants. Model 3 is adjusted for age, individual-level covariates, and 
physical environment (terrain, street-level movement density, and exposure to PM2·5). Model 4 is a fully adjusted 
model, additionally adjusting for household income, neighbourhood-level socioeconomic status, and social activities 
for 82 839 participants. OR=odds ratio. NDVI=Normalised Difference Vegetation Index. NA=not applicable. *The OR 
for residential greenness was 0·954 (95% CI 0·93–0·98) for model 1, which is adjusted for age, and 0·951 (0·93–0·98) 
for model 2, which is adjusted for age and individual-level covariates (sex, highest educational qualification, 
employment, smoking status, body-mass index status, doctor-diagnosed cerebrovascular disease, and diabetes 
status). †Q1, Q2, Q3, and Q4 represent the first, second, third, and fourth quartiles, respectively. ‡Data on household 
income were available for 82 839 participants of the analytical sample. §Qn1, Qn2, Qn3, Qn4, and Qn5 represent first, 
second, third, fourth, and fifth quintiles, respectively.



Table 2: Association between residential greenness and odds of major depressive disorders



See Online for appendix
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was associated with 4% lower odds of depression, and 
within 3 km was associated with 2% lower odds of 
depression. A US study23 involving 2479 residents of 
Wisconsin reported that a 25% increment in NDVI 
greenness was associated with a 1·4 unit reduction in a 
depression anxiety and stress scale. Another study24 of 
8793 participants in Catalonia, Spain, reported that 
each interquartile increment in NDVI greenness was 
associated with a 21% lower perceived risk of poor 
mental health and a 19% lower risk of perceived 
depression or anxiety. In both the later studies,23,24 NDVI 
greenness was derived from 30 m resolution Landsat 
satellite data and our study improves on these findings 
in terms of both spatial accuracy and confounders.



Green spaces and wellbeing are intrinsically linked.55 
The observed overall protective effects of residential 
green on depression status might be interpreted in terms 
of mechanisms oriented around biology, physiology, 
and lifestyle. The biophilia hypothesis suggests that 
biologically, human beings have an innate affinity 
towards natural environments, life forms, and life-like 
processes as a consequence of evolution and natural 
selection, and such environments are inherently 
associated with lower stress levels than more urban 



environments.15,56 According to the stress reduction 
hypothesis, residential green can provide restorative 
stress-relieving environments that are capable of 
instilling a positive psychological state.26–28,57 Green 
environments might also provide stimuli for attention 
restoration and associated cognitive benefits.58,59 At a 
physiological level, evidence has been established for 
beneficial, stress-relieving effects of green exposure in 
urban settings, assessed through biological markers, 
including salivary cortisol,60 amylase,61 telomere length,62 
and improved cardiometabolic health.63 At a neuro
biological level, rumination and associated neural activity 
in the subgenual prefrontal cortex have been linked to 
elevated levels of depression and psychological dis
orders.64 The place-cells within the hippocampus also 
help encode attributes of real-world places, enabling the 
formation of cognitive maps of places, which again 
affects an individual’s sense of attachment and route 
choice.65 A 2015 study66 reported that a 90 min walk in 
a green environment decreases both self-reported 
rumination and subgenual prefrontal cortex activity, 
whereas the same duration of walk in an urban setting 
had no effect. Rumination is a maladaptive attentional 
focus and has been linked to onset of depressive episodes 
and mental disorders. Neurological evidence has shown 
that the subgenual prefrontal cortex in the brain is 
particularly active during rumination. At a lifestyle level, 
residential greenness provides spaces for people to 
interact and support one another and facilitates a positive 
perception of neighbourhood and sense of community.29,67 
Furthermore, green spaces act as activity spaces, 
facilitating participation in physical and social activi
ties.31,68 The protective effects69 of physical activity on 
depression can plausibly be attributed to elevated levels 
of brain neurotransmitters, such as monoamines and 
endorphins, and to enhanced self-esteem.70



Unlike previous reports, our study also adjusted for 
activity-influencing environment metrics. As per pre
vious findings,71 terrain variability was associated with 
higher odds of major depressive disorder. Terrain 
variability acts as a proxy for the degree of impediments 
to physical mobility, with its negative association with 
major depressive disorder possibly attributable to the 
effects of reduced functional capacity among participants 
residing in variable terrain. Furthermore, in a varied 
terrain, people might not be able to make as much use of 
available green spaces. Built environment metrics of 
density and form capture variations in the configuration 
of urban spaces in a city and these might directly affect 
mental health independently of green effects. In addition 
to green exposure, an optimised neighbourhood design 
might act as buffers against stressful environments. 
A 2018 study72 reported more pronounced beneficial 
effects of walkability on hypertension in the high-green 
quartiles than in the low-green quartiles. Built-
environment design and configuration determines 
accessibility to green spaces and, as such, actual usage 
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Figure 1: Association between residential greenness and odds of major depressive disorders stratified by age, 
gender, urbanicity, and neighbourhood socioeconomic status
Each model is adjusted for age, sex, highest educational qualification, employment status, social activities, 
household income, neighbourhood socioeconomic status, body-mass index status, cardiometabolic disease, 
diabetes, terrain, street-movement density, and PM2·5. Urbanicity was measured as an aggregated index of 
residential, retail, public transport, and street-movement density, and expressed in quartiles. Neighbourhood 
socioeconomic status was defined in terms of Townsend’s index of deprivation and expressed as quintiles, with 
higher quintiles indicating higher levels of deprivation. MDD=major depressive disorder. NDVI=Normalised 
Difference Vegetation Index. SES=socioeconomic status. *p<0·05.











Articles



www.thelancet.com/planetary-health   Vol 2   April 2018	 e170



and levels of physical activity. In the present study, street-
level movement density, captured by the index of 
betweenness centrality, was consistently associated with 
reduced odds of major depressive disorder. This finding 
points to the protective effects of well designed and 
connected neighbourhoods and greater activity and 
walking,46 and hence, improved mental health.71 
Furthermore, a walkable, well designed community is 
associated with increased neighbourhood cohesion and 
social support. The beneficial effects of participation in 
leisure and social activities on major depressive disorder 
might point to the community social capital-based 
mechanism.73 Corroborating previous studies,18,37 this 
study reported that higher socioeconomic deprivation, 
measured by Townsend’s score, was associated with 
higher odds of major depressive disorder.



In the subgroup analyses, the significant beneficial 
effects of residential green on major depressive disorders 
in women is attributable to increased daily exposure to 



functional neighbourhood environment and corresponds 
with previous findings.18,24,74 The reduced effects in 
participants aged older than 60 years might be related to 
the reduced functional capacity in these population 
clusters.75 The significantly higher protective effects of 
residential greenness reported in low neighbourhood 
socioeconomic status and high urbanicity groups than 
reported in their opposite counterparts has been 
reported previously.18,37,76 The pronounced protective 
effects reported in the deprived and high urbanicity areas 
might originate from the restorative potential of green 
environments in exposure subgroups, which are 
generally associated with increased levels of stress.77 
Furthermore, in this study, urbanicity is a composite 
index of density, which is synonymous with compactness. 
The protective effects of green allocated in these areas 
stem from an increased density of exposed population, 
an increased degree of accessibility, and potentially 
increased usage.
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Figure 2: Models of interaction effects in the association between residential greenness and odds of major depressive disorder
Each model is adjusted for age, sex, highest educational qualification, employment status, social activities, household income, neighbourhood socioeconomic status, body-mass index status, 
cardiometabolic disease, diabetes, terrain, street-movement density, and PM2·5. Urbanicity was measured as an aggregated index of residential, retail, public transport, and street-movement density, 
and expressed in quartiles. Neighbourhood socioeconomic status was defined in terms of Townsend’s index of deprivation and expressed as quintiles, with higher quintiles indicating higher levels of 
deprivation. OR=odds ratio. *p<0·01.
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The results of this study have important implications 
for public health and urban policies. Of specific interest 
is the use of green exposures as an upstream-level 
intervention to manage and minimise the burden of 
mental health disorders. Our findings will support public 
health and urban planning professionals in arguing for 
optimisation of residential green space exposure and 
related built environment attributes, in terms of allocation 
(size and shape), quality, density, and accessibility, with 
an aim to improve psychological ecosystem services78 to 
yield benefits for individuals’ mental health. Our findings 
also give guidance for more targeted interventions; 
in addition to urban environmental stressors, the 
characteristics of the resident population, especially their 
intrinsic sociodemographic and vulnerability profiles, 
need to be considered.



The study has several strengths. It used a high-quality, 
UK Biobank cohort dataset of unprecedented size and 
with substantial population-level and spatial diversity. 
Such a large analytical sample also meant the study had 
sufficient statistical power to investigate interactions. 
The study used clinically meaningful and validated 
instruments to define lifetime prevalence of major 
depressive disorders.40 It also used highly characterised 
metrics of residential greenness and physical and built 
environment that were measured within neighbourhoods 
of an individual’s dwelling. The NDVI has been 
previously validated as a measure of greenness in 
epidemiological research.79 In the present study, it acted 
as an objective measure of green exposure (both density 
and quality) and as a proxy for capturing the intangible 
salutogenic potential within a residential environment. 
The use of very high resolution (50 × 50 cm²) colour 
infrared data captured during aerial photography with 
the Vexcel UltraCamD and the Leica ADS4 enabled 
extreme precision in green measurements. Previous 
studies have used conventional satellite remote-sensing 
data, for which the quality is often limited by low 
resolution, cloud cover, and atmospheric distortions.46 
In view of the established links between active living and 
depression,69 the study also adjusted for other influencing 
environment features, which it operationalised through 
objective measures of terrain variability, street-level 
walkability, and exposure to fine particulate matter, 
in addition to adjusting for socioeconomic status, social 
activities, and other individual-level confounders.



This study also has some limitations. A cross-sectional 
study design limits confidence in the establishment of 
causal associations. Depressed participants might have 
migrated to greener areas and the resulting self-selection 
could potentially lead to underestimation of the effects of 
greenness on major depressive disorder. The study did 
not have data on the spatial mobility of participants over 
the baseline phase (2006–10) or on changes in exposures 
owing to migration from one address to another. 
Nonetheless, the mean duration of residence across the 
non-major depressive disorder and major depressive 



disorder groups was similar at 18 years and 16 years, 
respectively, and the introduction of duration of residence 
in the fully adjusted model did not produce any material 
effects on the point estimates and level of significance. 
As repeat-assessment data from the UK Biobank 
subsample become available, future studies should 
investigate the longitudinal associations of green 
exposure with major depressive disorder. The major 
depressive disorder outcome, being derived from a 
self-reported instrument, is prone to recall bias, leading 
to potential under-reporting of mood symptoms, 
especially severe depressive disorders.80 Represen
tativeness is another factor; individuals with a lifetime 
history of psychiatric disorders might have been less 
likely to participate in the UK Biobank study, potentially 
limiting the generalisability of the findings. Nevertheless, 
in view of the large sample size, diverse population 
characteristics, and heterogeneity in the environmental 
exposures, the effects on generalisability of the reported 
findings would have been minimal. The reported ORs of 
major depressive disorder might be further affected by 
finer design parameters of public green spaces, including 
size, shape, degree of landscaping, park facilities, and 
recreational programmes, which our study could not 
adjust for. Although the study included objectively 
measured metrics of residential green and physical 
environment, it could not individually adjust for 
perceptions of neighbourhood environment, including 
proxies of aesthetics and safety, which might influence 
usage of public green space.81



With rapid urbanisation and progressive urban 
densification, optimisation of individual-level exposures 
to green can be one of the most enduring public health 
interventions achieved by urban design and planning. 
Adding to previous evidence, our large-scale study con
cludes that exposure to green environments in an urban 
setting is associated with accrued psychological benefits 
in the form of reduced odds of major depressive 
disorders. This has substantial public health 
implications. As an upstream-level intervention, green 
environments, when optimally allocated, designed, and 
configured in relation to the existing matrix of land uses 
and the characteristics of the resident population, have 
the potential to enhance psychological ecosystem 
services and, subsequently, enhance the mental capital 
of cities.
Contributors
CS, CW, and JG conceived and designed the study. CS developed the 
built environment metrics, did the statistical analysis, and drafted the 
report. CS, CW, and JG contributed to redrafting and interpretations. 
All the authors read and approved the final manuscript.



Declaration of interests
We declare no competing interests.



Acknowledgments
The research has been done using the UK Biobank resource as a part of 
the approved Research Application 11730. The authors thank the UK 
Ordnance Survey, UK’s National Mapping Agency, and Manchester 
Information & Associated Services (University of Manchester) for 











Articles



www.thelancet.com/planetary-health   Vol 2   April 2018	 e172



providing access to its UK-wide spatial data for use in this study. 
The study was funded by the University of Hong Kong’s University 
Research Committee, Research Assistant Professorship Grant; UK 
Biobank seed grant; and UK Economic & Social Research Council’s 
Transformative Research grant (ES/L003201/1).



References
1	 UN. The world’s cities in 2016—data booklet (ST/ESA/ SER.A/392). 



New York: NY United Nations, Department of Economic and Social 
Affairs, Population Division, 2016.



2	 Headey B, Wearing A. Personality, life events, and subjective 
well-being: toward a dynamic equilibrium model. 
J Pers Soc Psychol 1989; 57: 731–39.



3	 Van den Berg AE, Maas J, Verheij RA, Groenewegen PP. 
Green space as a buffer between stressful life events and health. 
Soc Sci Med 2010; 70: 1203–10.



4	 Jiang B, Li D, Larsen L, Sullivan WC. A dose-response curve 
describing the relationship between urban tree cover density and 
self-reported stress recovery. Environ Behav 2016; 48: 607–29.



5	 Prince M, Patel V, Saxena S, et al. No health without mental health. 
Lancet 2007; 370: 859–77.



6	 Ferrari AJ, Charlson FJ, Norman RE, et al. Burden of depressive 
disorders by country, sex, age, and year: findings from the global 
burden of disease study 2010. PLoS Med 2013; 10: e1001547.



7	 WHO. Mental Health Action Plan 2013–2020. Geneva, Switzerland: 
World Health Organization, 2013.



8	 Fineberg NA, Haddad PM, Carpenter L, et al. The size, burden and 
cost of disorders of the brain in the UK. J Psychopharmacol 2013; 
27: 761–70.



9	 Beddington J, Cooper CL, Field J, et al. The mental wealth of 
nations. Nature 2008; 455: 1057–60.



10	 Mills C. From ‘invisible problem’ to global priority: the inclusion of 
mental health in the Sustainable Development Goals. 
Dev Change 2018; published online March 6. DOI:10.1111/dech.12397.



11	 WHO. Mental health included in the UN Sustainable Development 
Goals. 2017. http://www.whi.int/mental_health/SDGs/en/ 
(accessed Nov 15, 2017).



12	 Maller C, Townsend M, Pryor A, Brown P, St Leger L. 
Healthy nature healthy people: ‘contact with nature’ as an upstream 
health promotion intervention for populations. 
Health Promot Int 2006; 21: 45–54.



13	 Depledge MH, Stone RJ, Bird WJ. Can natural and virtual 
environments be used to promote improved human health and 
wellbeing? Environ Sci Technol 2011; 45: 4660–65.



14	 Hartig T, Mitchell R, De Vries S, Frumkin H. Nature and health. 
Annu Rev Public Health 2014; 35: 207–28.



15	 Wilson EO. Biophilia. Cambridge, MA: Harvard University Press, 
1984.



16	 James P, Banay RF, Hart JE, Laden F. A review of the health 
benefits of greenness. Curr Epidemiol Rep 2015; 2: 131–42.



17	 Gascon M, Triguero-Mas M, Martínez D, et al. Mental health 
benefits of long-term exposure to residential green and blue spaces: 
a systematic review. Int J Environ Res Public Health 2015; 
12: 4354–79.



18	 de Vries S, Verheij RA, Groenewegen PP, Spreeuwenberg P. 
Natural environments—healthy environments? An exploratory 
analysis of the relationship between greenspace and health. 
Environ Plann A 2003; 35: 1717–31.



19	 Maas J, Verheij RA, de Vries S, Spreeuwenberg P, Schellevis FG, 
Groenewegen PP. Morbidity is related to a green living 
environment. J Epidemiol Community Health 2009; 63: 967–73.



20	 Alcock I, White MP, Wheeler BW, Fleming LE, Depledge MH. 
Longitudinal effects on mental health of moving to greener and less 
green urban areas. Environ Sci Technol 2014; 48: 1247–55.



21	 White MP, Alcock I, Wheeler BW, Depledge MH. Would you be 
happier living in a greener urban area? A fixed-effects analysis of 
panel data. Psychol Sci 2013; 24: 920–28.



22	 Jiang B, Chang C-Y, Sullivan WC. A dose of nature: tree cover, stress 
reduction, and gender differences. Landsc Urban Plan 2014; 
132: 26–36.



23	 Beyer KM, Kaltenbach A, Szabo A, Bogar S, Nieto FJ, Malecki KM. 
Exposure to neighborhood green space and mental health: 
evidence from the survey of the health of Wisconsin. 
Int J Environ Res Public Health 2014; 11: 3453–72.



24	 Triguero-Mas M, Dadvand P, Cirach M, et al. Natural outdoor 
environments and mental and physical health: relationships and 
mechanisms. Environ Int 2015; 77: 35–41.



25	 Tomita A, Vandormael AM, Cuadros D, et al. Green environment 
and incident depression in South Africa: a geospatial analysis and 
mental health implications in a resource-limited setting. 
Lancet Planet Health 2017; 1: e152–62.



26	 Ulrich RS, Simons RF, Losito BD, Fiorito E, Miles MA, Zelson M. 
Stress recovery during exposure to natural and urban 
environments. J Environ Psychol 1991; 11: 201–30.



27	 Grahn P, Stigsdotter UA. Landscape planning and stress. 
Urban For Urban Gree 2003; 2: 1–18.



28	 Hartig T, Evans GW, Jamner LD, Davis DS, Gärling T. 
Tracking restoration in natural and ur an field settings. 
J Environ Psychol 2003; 23: 109–23.



29	 Kweon B-S, Sullivan WC, Wiley AR. Green common spaces and the 
social integration of inner-city older adults. Environ Behav 1998; 
30: 832–58.



30	 Bedimo-Rung AL, Mowen AJ, Cohen DA. The significance of parks 
to physical activity and public health: a conceptual model. 
Am J Prev Med 2005; 28: 159–68.



31	 Björk J, Albin M, Grahn P, et al. Recreational values of the natural 
environment in relation to neighbourhood satisfaction, physical 
activity, obesity and wellbeing. J Epidemiol Community Health 2008; 
62: e2.



32	 White M, Elliott L, Taylor T, et al. Recreational physical activity in 
natural environments and implications for health: a population 
based cross-sectional study in England. Prev Med 2016; 91: 383–88.



33	 Nowak DJ, Crane DE, Stevens JC. Air pollution removal by urban 
trees and shrubs in the United States. Urban For Urban Gree 2006; 
4: 115–23.



34	 Loughner CP, Allen DJ, Zhang D-L, Pickering KE, Dickerson RR, 
Landry L. Roles of urban tree canopy and buildings in urban heat 
island effects: parameterization and preliminary results. 
J Appl Meteorol Clim 2012; 51: 1775–93.



35	 Orban E, McDonald K, Sutcliffe R, et al. Residential road traffic noise 
and high depressive symptoms after five years of follow-up: 
results from the Heinz Nixdorf recall study. 
Environ Health Perspect 2016; 124: 578–85.



36	 Dai D. Racial/ethnic and socioeconomic disparities in urban green 
space accessibility: where to intervene? Landsc Urban Plan 2011; 
102: 234–44.



37	 Mitchell R, Popham F. Effect of exposure to natural environment on 
health inequalities: an observational population study. Lancet 2008; 
372: 1655–60.



38	 Allen NE, Sudlow C, Peakman T, Collins R. UK biobank data: 
come and get it. Sci Transl Med 2014; 6: 224ed4.



39	 Sudlow C, Gallacher J, Allen N, et al. UK biobank: an open access 
resource for identifying the causes of a wide range of complex 
diseases of middle and old age. PLoS Med 2015; 12: e1001779.



40	 Smith DJ, Nicholl BI, Cullen B, et al. Prevalence and characteristics 
of probable major depression and bipolar disorder within UK 
biobank: cross-sectional study of 172 751 participants. PLoS One 2013; 
8: e75362.



41	 Nicholl BI, Mackay D, Cullen B, et al. Chronic multisite pain in 
major depression and bipolar disorder: cross-sectional study of 
149 611 participants in UK Biobank. BMC Psychiatry 2014; 14: 350.



42	 Spitzer RL, Kroenke K, Williams JB, Group PHQPCS. Validation and 
utility of a self-report version of PRIME-MD: the PHQ primary care 
study. JAMA 1999; 282: 1737–44.



43	 Sarkar C, Webster C, Gallacher J. UK Biobank Urban Morphometric 
Platform (UKBUMP)–a nationwide resource for evidence-based 
healthy city planning and public health interventions. 
Ann GIS 2015; 21: 135–48.



44	 Sarkar C, Webster C. Healthy cities of tomorrow: the case for large 
scale built environment–health studies. J Urban Health 2017; 94: 4–19.



45	 Weier J, Herring D. Measuring vegetation (NDVI & EVI). 
Greenbelt, MD: NASA, 2000.



46	 Sarkar C, Webster C, Pryor M, et al. Exploring associations between 
urban green, street design and walking: results from the 
Greater London boroughs. Landsc Urban Plan 2015; 143: 112–25.



47	 Sarkar C. Residential greenness and adiposity: findings from the 
UK Biobank. Environ Int 2017; 106: 1–10.











Articles



e173	 www.thelancet.com/planetary-health   Vol 2   April 2018



48	 Villeneuve PJ, Jerrett M, Su JG, et al. A cohort study relating urban 
green space with mortality in Ontario, Canada. Environ Res 2012; 
115: 51–58.



49	 Wolch J, Jerrett M, Reynolds K, et al. Childhood obesity and 
proximity to urban parks and recreational resources: a longitudinal 
cohort study. Health Place 2011; 17: 207–14.



50	 Eeftens M, Beelen R, de Hoogh K, et al. Development of land use 
regression models for PM2.5, PM2.5 absorbance, PM10 and 
PMcoarse in 20 European study areas; results of the ESCAPE 
project. Environ Sci Technol 2012; 46: 11195–205.



51	 Sarkar C, Webster C, Gallacher J. Healthy cities: public health 
through urban planning. Cheltenham, UK: Edward Elgar 
Publishing, 2014.



52	 Sarkar C, Webster C, Gallacher J. Association between adiposity 
outcomes and residential density: a full-data, cross-sectional 
analysis of 419 562 UK Biobank adult participants. 
Lancet Planet Health 2017; 1: e277–88.



53	 Cooper C, Chiaradia AJ, Webster C. sDNA: A software for spatial 
design network analysis. Specifications. 2012. http://www.cardiff.
ac.uk/sdna/ (accessed Nov 1, 2017).



54	 Norman P. Identifying change over time in small area socio-economic 
deprivation. Appl Spat Anal Policy 2010; 3: 107–38.



55	 Sullivan W. Wellbeing and green spaces in cities. In: Cooper E, 
Burton E, Cooper CL, eds. Wellbeing: a complete reference guide, 
volume ii, wellbeing and the environment. London: 
John Wiley & Sons, 2014.



56	 Ulrich RS, editor. Biophilia, biophobia, and natural landscapes. 
Washington DC: Island Press, 1993.



57	 Kaplan S. Meditation, restoration, and the management of mental 
fatigue. Environ Behav 2001; 33: 480–506.



58	 Kaplan S. The restorative benefits of nature: toward an integrative 
framework. J Environ Psychol 1995; 15: 169–82.



59	 Berman MG, Jonides J, Kaplan S. The cognitive benefits of 
interacting with nature. Psychol Sci 2008; 19: 1207–12.



60	 Ward Thompson C, Roe J, Aspinall P, Mitchell R, Clow A, Miller D. 
More green space is linked to less stress in deprived communities: 
evidence from salivary cortisol patterns. Landsc Urban Plan 2012; 
105: 221–29.



61	 Beil K, Hanes D. The influence of urban natural and built 
environments on physiological and psychological measures of 
stress—a pilot study. Int J Environ Res Public Health 2013; 10: 1250–67.



62	 Woo J, Tang N, Suen E, Leung J, Wong M. Green space, psychological 
restoration, and telomere length. Lancet 2009; 373: 299–300.



63	 Kardan O, Gozdyra P, Misic B, et al. Neighborhood greenspace and 
health in a large urban center. Sci Rep 2015; 5: 11610.



64	 Hamilton JP, Farmer M, Fogelman P, Gotlib IH. 
Depressive rumination, the default-mode network, and the dark 
matter of clinical neuroscience. Biol Psychiatry 2015; 78: 224–30.



65	 McNaughton BL, Battaglia FP, Jensen O, Moser EI, Moser M-B. 
Path integration and the neural basis of the ‘cognitive map’. 
Nat Rev Neurosci 2006; 7: 663–78.



66	 Bratman GN, Hamilton JP, Hahn KS, Daily GC, Gross JJ. 
Nature experience reduces rumination and subgenual prefrontal 
cortex activation. Proc Natl Acad Sci USA 2015; 112: 8567–72.



67	 Maas J, Van Dillen SM, Verheij RA, Groenewegen PP. 
Social contacts as a possible mechanism behind the relation 
between green space and health. Health Place 2009; 15: 586–95.



68	 Kaczynski AT, Henderson KA. Environmental correlates of physical 
activity: a review of evidence about parks and recreation. 
Leis Sci 2007; 29: 315–54.



69	 Mammen G, Faulkner G. Physical activity and the prevention of 
depression: a systematic review of prospective studies. 
Am J Prev Med 2013; 45: 649–57.



70	 Phillips W, Kiernan M, King A. The effects of physical activity on 
physical and psychological health. In: Baum A, Revenson T, 
Singer J, eds. Handbook of Health Psychology. London: 
Lawrence Erlbaum Associates, 2001: 627–57.



71	 Sarkar C, Gallacher J, Webster C. Urban built environment 
configuration and psychological distress in older men: results from 
the Caerphilly study. BMC Public Health 2013; 13: 695.



72	 Sarkar C, Webster C, Gallacher J. Neighbourhood walkability and 
incidence of hypertension: findings from the study of 429 334 UK 
Biobank participants. Int J Hyg Environ Health 2018; published 
online Feb 2. DOI:10.1016/j.ijheh.2018.01.009.



73	 Almedom AM. Social capital and mental health: an interdisciplinary 
review of primary evidence. Soc Sci Med 2005; 61: 943–64.



74	 Reklaitiene R, Grazuleviciene R, Dedele A, et al. The relationship 
of green space, depressive symptoms and perceived general 
health in urban population. Scand J Public Health Suppl 2014; 
42: 669–76.



75	 Shigematsu R, Sallis J, Conway T, et al. Age differences in the 
relation of perceived neighborhood environment to walking. 
Med Sci Sport Exer 2009; 41: 314.



76	 Mitchell R, Popham F. Greenspace, urbanity and health: 
relationships in England. J Epidemiol Community Health 2007; 
61: 681–83.



77	 Barrington WE, Stafford M, Hamer M, Beresford SA, Koepsell T, 
Steptoe A. Neighborhood socioeconomic deprivation, perceived 
neighborhood factors, and cortisol responses to induced stress 
among healthy adults. Health Place 2014; 27: 120–26.



78	 Bratman GN, Hamilton JP, Daily GC. The impacts of nature 
experience on human cognitive function and mental health. 
Ann N Y Acad Sci 2012; 1249: 118–36.



79	 Rhew IC, Vander Stoep A, Kearney A, Smith NL, Dunbar MD. 
Validation of the normalized difference vegetation index as a 
measure of neighborhood greenness. Ann Epidemiol 2011; 21: 946–52.



80	 Rush AJ, Hiser W, Giles DE. A comparison of self-reported versus 
clinician-rated symptoms in depression. J Clin Psychiatry 1987; 
48: 246–48.



81	 McCormack GR, Rock M, Toohey AM, Hignell D. Characteristics of 
urban parks associated with park use and physical activity: a review 
of qualitative research. Health Place 2010; 16: 712–26.








			Residential greenness and prevalence of major depressive disorders: a cross-sectional, observational, associational study of 94 879 adult UK Biobank participants


			Introduction


			Methods


			Analytical sample


			Measurement of major depressive disorder


			Measurement of residential environment exposures


			Residential greenness


			Physical environment


			Built environment


			Individual-level covariates


			Statistical analyses


			Role of the funding source





			Results


			Discussion


			Acknowledgments


			References











image1.png
&

Public Health
England





