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Figure 1 demonstrates the opportunities 
for promoting and strengthening mental
wellbeing in a population at four levels 
and across the four main population 
sub-groups: the healthy population, the
population at risk of mental ill health,
people with symptoms, and those with a
diagnosed mental illness.

1.1  About this toolkit

The aim of this toolkit is to provide a
practical resource for commissioners, GPs
(and GP commissioning consortia (GPCC)
once established), PCTs, local authorities
and partner agencies to enable them to
commission for their population’s mental
health and wellbeing. It describes:

• what is meant by mental wellbeing
• why stakeholders should commit to 

improving mental wellbeing
• which evidence-based interventions to 

adopt in a local strategy

• how to translate the strategy into 
mental health improvements for 
individuals and communities and the 
population as a whole.

The toolkit reflects current government
policy to improve health and wellbeing in
the population and supports the White
Paper, Health Lives, Healthy People.7

During the last two years a number of
reports have highlighted the importance 
of public mental health:
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Figure 1: Opportunities for mental health
promotion: a population perspective 
(adapted from Barry & Jenkins, 20076)



� Foresight Report: Mental Capital and 
Wellbeing: Making the most of 
ourselves in the 21st century, 2008
� 'Working for a healthier tomorrow' 

- Dame Carol Black's review of the 
health of Britain's working age 
population 2008
� A future vision for mental health, The

Future Vision Coalition (11 national 
bodies), 2009
� New Horizons: A Shared Vision for 

Mental Health, Department of 
Health, 2009
� Confident Communities, Brighter 

Futures: A framework for developing 
wellbeing, Department of Health, 
2010
� Marmot Review Team, 'Fair Society, 

Healthy Lives' 2010
� No health without public mental 

health: the case for action. Royal 
College of Psychiatrists, 2010

This toolkit also builds on developments in
public mental health promotion, practice
and research within the UK, and
internationally through the World Health
Organisation and European Commission. 

1.1.1  Who is it for?

This toolkit is intended for health and local
authority commissioners, and for local
government more broadly. It will also be
relevant to schools, employers, the business
community and the voluntary sector, who
also have a key role as partners in planning
and taking forward action to improve
mental wellbeing. 

1.1.2 How has it been developed?

Karen Newbigging and Chris Heginbotham
from the International School for
Communities. Rights and Inclusion at the
University of Central Lancashire (UCLan)

were commissioned to develop this guide by
the National Mental Health Development
Unit (NMHDU), sponsored by the Department
of Health and its partners. It has been
developed in consultation with health and
local authority commissioners, specialists
and experts in mental health improvement
and public health, who have shaped the
format for the guide and its contents
through a process of development and
discussion at meetings and regional events. 

1.1.3  How will it assist
commissioners?

Commissioning for mental wellbeing
requires long-term commitment from
health and local authority commissioners,
in partnership with a wide spectrum of
other stakeholders and agencies:
education, employers and the business
community, the voluntary sector, local
community groups, regeneration initiatives,
criminal justice agencies, and local, 
regional and national government. 

The toolkit is designed to support health
and local authority commissioners and
partner organisations to devise mental
health improvement strategies to meet
local circumstances and local population
needs. It aims to raise awareness of 
mental wellbeing as a central purpose of
commissioning, rather than an unintended
by-product. 

Experience from mental health
improvement strategies in the UK and
elsewhere shows that sign-up from senior
leadership in all partner organisations and
agencies is key to securing investment in
capacity to drive the mental health
improvement agenda forward. 

A leadership brief has therefore been
produced for chairs and chief executives 
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of PCTs, local authorities and their board
members and directors of public health, to
complement the toolkit. The briefing sets
out the case for investing in public mental
health, highlights the key strategic messages,
and indicates areas for investment. 

Local Government Improvement and
Development has also published a report8

highlighting the role of local government 
in promoting wellbeing. Together, these
three publications provide a comprehensive
framework for commissioning for mental
wellbeing.

The toolkit and leadership brief will
contribute to:

• greater local delivery for overall health 
and wellbeing across the lifespan

• additional benefits for physical as well 
as mental health

• building social capital
• helping address inequalities
• better outcomes for public health
• enabling communities to understand 

better health
• enabling people to take greater 

responsibility for improving health.

The toolkit and leadership brief also
recognise that a population approach
necessarily involves suicide prevention
initiatives, early intervention, prompt
diagnosis, swift access to appropriate
treatment and ongoing recovery support
for those with a diagnosed mental health
problem. 

Complementary guidance is also available
on commissioning and delivery of diagnosis
and intervention services that provide early
recognition and intervention for mental
health problems, promote recovery and
tackle stigma and promote inclusion and
suicide prevention.9

1.1.4  How to use this toolkit

This toolkit is structured so that
commissioners can pick out the
information that is most useful to them 
as they work through the process of
commissioning for mental wellbeing. 
It follows the ten steps for commissioning
for mental wellbeing based on a Canadian
commissioning cycle for population
health10 and consistent with good 
practice in commissioning.

The ten steps are:

1 focus on the mental wellbeing of the 
population 

2 collaborate across sectors and levels
3 develop and use methods to engage 

communities
4 understand local factors and 

determinants of health and community 
assets and resources

5 base decisions on evidence
6 develop strategies and interventions 

across the life course
7 put measures in place to ensure 

effective implementation
8 identify opportunities to mainstream 

mental wellbeing into existing activities
9 increase investments upstream
10 demonstrate accountability for 

outcomes.

Each section includes information about
the necessary steps, and a list of useful
resources.



2  What is mental
wellbeing?

Mental wellbeing is the foundation for
positive health and effective functioning
for individuals and for communities. 

It is multi-dimensional and includes:

• emotional wellbeing – feelings of 
contentment and wellbeing

• psychological wellbeing – a sense of 
mastery and control, purpose and 
meaning, including spirituality, and 
positive functioning

• social and family wellbeing – positive 
relationships with others, 
interdependence and social 
connectedness with others and 
society.

Mental wellbeing is a social asset. 
This means it is a resource both at an
individual level, enabling people to cope
with the demands of everyday living and
the unexpected, and at a social level,
fostering stronger and sustainable social
relationships and communities. It is thus
an essential resource for the long-term
social and economic prosperity of society.
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Box 2: Common definitions of mental wellbeing

‘For citizens, mental health is a resource which enables them to realise their intellectual and emotional potential
and to find and fulfil their roles in social, school and working life. For societies, good mental health of citizens
contributes to prosperity, solidarity and social justice.’

European Commission (2005). Improving the mental health of the population: towards a strategy on mental health for the
European Union. Luxembourg: Office for Official Publications of the European Communities.

‘... being at ease with oneself, experiencing meaning and fulfilment, positive emotions and resilience, and
belonging to a respectful community.’ 

Nurse J, Campion J (2006). Mental health and wellbeing in the South East. London: CSIP & Department of Health. 

‘Wellbeing is more than just happiness. As well as feeling satisfied and happy, wellbeing means developing as a
person, being fulfilled, and making a contribution to the community.’

Marks N, Shah H (2004). A wellbeing manifesto for a flourishing society: the power of wellbeing. London: New Economics Foundation

‘... a dynamic state, in which the individual is able to develop [his or her] potential, work productively and
creatively, build strong and positive relationships with others, and contribute to their community. It is enhanced
when an individual is able to fulfil their personal and social goals and achieve a sense of purpose in society.’ 

Foresight Mental Capital and Wellbeing Project (2008). Final project report. London: The Government Office for Science.



COMMISSIONING MENTAL WELLBEING 13

3  The case for improving
mental wellbeing

Mental health is an essential component of
general health. There is no health without
mental health.11 This means public mental
health is integral to public health.

Economic savings can result from
investment in preventive interventions and
in promoting mental health and wellbeing,
in the short, medium and longer term.
These savings accrue not only to health and
social care services but also to other sectors
and public services, such as employment,
welfare and criminal justice. 

The case for investing in population mental
wellbeing has four dimensions: economics,
ethics, equalities and evidence.

Economics

There are two main economic reasons for
investment in promotion and prevention
alongside early diagnosis and intervention.

1 Improved mental health leads to 
savings in NHS costs

• Direct savings due to reduced use of 
mental health services as improved 
population mental health reduces risk 
and incidence of mental illness. 

• Indirect savings, as good mental health 
also improves physical health, thereby 
reducing the use of NHS services 
generally. For example, the NHS costs 
per person between ages 10 and 28 are
nearly nine times higher among those 
who had conduct disorder at age 10 
than among those with no conduct 
problems at this age.12

• Better mental health also reduces risk 
behaviours such as alcohol consumption
and smoking.

• Effective evidence-based interventions 
exist that can reduce ill health and NHS 
costs in the short term and over the life 
course. For instance, 25-50% of adult 
mental disorders are potentially 
preventable with treatment during 
childhood or adolescence.13

• Early intervention (secondary prevention)
for mental illness also reduces health 
care costs; there is evidence to support 
the effectiveness of early identification 
and treatment for severe mental 
disorders. 

2 Improved mental health leads to 
savings in areas other than health 

• Effective evidence based interventions 
exist that can result in improved 
educational and psychosocial outcomes,
reduced antisocial behaviour and 
reduced crime and violence, as well as 
reduced ill health in both the short 
term and over the life course. 

• Improved mental health leads to 
improved outcomes and economic 
savings in a range of domains in 
addition to health. For example, it has 
been estimated that the costs of 
conduct disorder (5% of childhood 
population) was £5.2 billion with 71% 
of costs relating to crime, 13% relating 
to mental illness and 7% from life-time 
earnings.14 Costs of £210 million 
spent on UK training programmes for 
parents of children with conduct 
disorder could save a significant 
proportion of these costs.

• The benefits of improved mental health 
are multi-dimensional, accruing to the 
family and community and over many 
years, even a lifetime in the case of 
childhood interventions. 



The NHS spends 10.8% (£10.4 billion) of
its annual budget on mental health service
provision.15 This is expected to rise steadily
as the population increases, and especially
as the numbers of elderly people grow.
Poor mental health has a major impact on
the lives of individuals, their families, wider
society and the economy (see box 3 below).
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Box 3: Why mental wellbeing matters

IMPACT OF MENTAL ILLNESS

It’s common. One in four of the adult population experiences mental ill health at any one time, and 10% of children have a mental
health problem, many of whom continue to have mental health problems into adulthood. 
Mental illness is the largest single cause of disability. 22.8% of the total burden of disease in the UK in 2004 was attributable
to mental illness, compared with 16.2% for cardiovascular disease and 15.9% for cancer. This is forecast to increase by 7.8% by 2030,
while the other main causes of death and disability are due to decrease.16

COST 

Multiple impact on society. Poor educational attainment, increased substance misuse, increased anti-social behaviour and crime.
Economy. Annual economic costs of mental health problems in England were estimated at £77.4 billion in 2003,17 rising to £105.2
billion in 2009/2010.18 Mental illness costs the NHS and local authorities £22.5 billion a year; lost earnings cost the economy a
further £26.1 billion. Friedli & Parsonage (2007)19 estimated the overall cost of mental health problems in the UK to be over £110
billion in 2006/07, representing 7.7% of GDP.  
Health service use. Care and treatment of mental disorders accounts for 13.8% of total NHS expenditure.20

INEQUALITIES IN HEALTH 

Contribution to wider health inequalities. People with mental health problems are also more likely to have a poor diet, take
less exercise, smoke more and misuse drugs and alcohol.
Inequalities for those with serious mental illness. People with a diagnosis of serious mental illness die on average 25 years
earlier than the general population, largely due to physical health problems21 Depression at age 65 is linked with a 70% increased
risk of dying early. 

DEMOGRAPHICS 

Aging population. The proportion of older people with Alzheimer’s disease is predicted to increase by 50% by 2030. 
Economic downturn. Increased debt, unemployment, homelessness and fuel poverty all have a negative impact on mental health,
and the potential to make the economic situation worse
Impact of climate change. Flooding increases risk of depression four-fold – we need to link the promotion of wellbeing to our
resilience in the face of the effects of climate change.
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Ethics

The ethical argument emphasises rights
and responsibilities, individual and
community capacities, and the need for
socially aware commissioning that
understands the value of relationships,
interpersonal awareness, interdependence
within connected communities and the
need to address environmental factors that
affect wellbeing. Moreover, a growing
body of evidence on the social
determinants of health22,23 demonstrates
that preventive strategies will achieve
greater social cohesion, while also
encouraging individual responsibility for
personal health and welfare and
community and neighbourhood wellbeing. 

Equalities 

Poor mental wellbeing is both a cause 
and a consequence of health and social
inequalities. A recent report from the
World Health Organisation24 draws
attention to the relationship between social
and economic inequalities and mental
wellbeing: namely, that higher levels of
deprivation and less access to resources
lead to poorer physical and mental health. 

Action to improve population mental
wellbeing will contribute to reducing
inequalities and redress the effects of ‘prior
discrimination' among minority groups,
including people from black and minority
ethnic communities, people with learning
disabilities, people with a diagnosed mental
illness and older people.

Evidence

There is now good evidence25,26,27 that:

• mental health impacts on a broad 
range of health and social outcomes 

• interventions exist that can promote 
mental wellbeing and prevent poor 
mental health.

Good mental wellbeing can:

• increase life expectancy, provide 
protection from coronary heart disease 
and improve health outcomes from a 
range of long term conditions (e.g. 
diabetes)

• reduce risks to health by influencing 
positive health behaviours, such as 
reduced alcohol and substance use

• reduce health inequalities – both 
physical and mental – and influence the 
social determinants of health

• reduce the consequences of mental 
illness and distress.

Good mental wellbeing is associated with:

• improved educational attainment and 
subsequent occupation and wellbeing 
outcomes

• safer communities with less crime
• improved productivity and employment 

retention
• reduced sickness absence from work.
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Resources

Friedli L, Parsonage M (2007). Mental health promotion: building an economic case. 
Belfast: NIAMH.

Friedli L, Parsonage M (2009). Promoting mental health and preventing mental illness: the
economic case for investment in Wales. Cardiff: All Wales Mental Health Promotion Network.
http://www.centreformentalhealth.org.uk/pdfs/Promoting_mental_health_Wales.pdf
(accessed November 2010)

Friedli L (2009). Mental health, resilience and inequalities. Copenhagen: World Health
Organisation Europe.

McDaid D, Zechmeister I, Reinhold K (2008). Making the economic case for the promotion of
mental wellbeing and the prevention of mental health problems. MHEEN II policy briefing 3.
London: London School of Economics and Political Science.
http://eprints.lse.ac.uk/4274/1/MHEEN_policy_briefs_3_promotion(LSERO).pdf 
(accessed November 2010)

National Mental Health Development Unit (2010). Factfile 3: The costs of mental ill-health.
http://www.nmhdu.org.uk/silo/files/nmhdu-factfile-3.pdf (accessed November 2010)

Royal College of Psychiatrists (2010). No health without public mental health: the case for
action. Position statement PS4/2010. London: Royal College of Psychiatrists.
http://www.rcpsych.ac.uk/pdf/Position%20Statement%204%20website.pdf
(accessed November 2010)

Zechmeister I, Kilian R, McDaid D, the MHEEN group (2008). Is it worth investing in mental 
health promotion and prevention of mental illness? A systematic review of the evidence from
economic evaluations. BMC Public Health 8 (1): 20.



4  Commissioning for
mental wellbeing

Improving mental wellbeing at population
level requires action to promote wellbeing
for all communities and individuals and also
targeted interventions focused on those at
risk of poor mental health.

Communities, social networks and the
environment play a central role, alongside
education, transport, health and social
services, employment, financial security 
and leisure opportunities, in strengthening
resilience both at an individual and a
community level.

Responsibility for promoting mental
wellbeing extends across all disciplines and
government departments and encompasses
a concern with social values, culture,
economic and social, as well as health
policies.

Approaches that involve and strengthen
the active participation of local
communities and local people, and
particularly that of vulnerable groups, are
central to improving mental wellbeing.

Commissioning for mental wellbeing should
focus on delivering the best possible health
and wellbeing outcomes through the best
use of available information and resources.

Commissioning for the mental
health and wellbeing of a local
population means:

• understanding the factors that build and
strengthen individual and community 
resilience and that enable local 
communities and individuals to stay 
healthy, independent and interdependent

• anticipating the risks that might 
jeopardise this

• understanding local health inequalities, 
their social, physical and socioeconomic 
determinants and their implications for 
mental wellbeing

• promoting health and social inclusion 
and supporting autonomy through 
mainstream policies and actions across 
health and social care, education, 
housing, leisure, employment and the 
voluntary sector

• ensuring the public and communities 
with special interests/needs have a voice 
to influence and access interventions 
that promote physical and mental 
wellbeing

• ensuring universal access to information 
and low level support to enable people 
to manage the challenges of everyday 
living 

• identifying opportunities across all public
services to promote physical and mental 
wellbeing including creating supportive 
environments in homes, schools, 
workplaces and local neighbourhoods 
that promote positive mental health and
wellbeing 

• developing strong integrated 
commissioning between health and 
local authorities to drive integrated 
service delivery

• aligning outcomes measures and 
information systems with strategies and 
goals of programmes and interventions 

These in turn require:

• a focus on population wellbeing
• a shared vision and commitment to 

improving population mental wellbeing 
with partner agencies and organisations 
and with local communities

• evaluation of the impact on mental 
wellbeing of new developments and 
existing policies

• improved strategic co-ordination of 
existing activities and aspirations to 
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improve mental wellbeing, including a 
more explicit focus on the mental 
wellbeing component of existing 
provision

• support for additional community 
activities and increased upstream 
investments

• using the evidence base on the 
protective, risk and environmental 
factors associated with mental wellbeing
and the relative effectiveness of 
interventions that can promote mental 
wellbeing at individual and social level

• understanding and recognising diversity 
within communities and developing 
appropriate ways engage with particular

groups to develop interventions to 
strengthen mental wellbeing.

‘Creating a mentally healthy society 
entails building up all three facets of 

the art (creative and effective practice),
science (strong research and theory 

base) and politics (supportive 
government policies and political 

processes) of mental health promotion 
and working across diverse sectors in 

order to address the upstream
determinants of mental health.’ 

(Barry, 2007:3)28
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Resources

These websites provide additional resources and practical examples.

Commissioning for children and young people
http://www.commissioningsupport.org.uk/ (accessed November 2010)
Local Government Improvement and Development
http://www.idea.gov.uk/idk/core/page.do?pageId=1 (accessed November 2010)

National Mental Health Development Unit resources

Fact file 4: Public mental health and wellbeing 
http://www.nmhdu.org.uk/silo/files/nmhdu-factfile-4.pdf (accessed November 2010)

Cooke A, Stansfield J (2009). Improving mental wellbeing through impact assessment: 
a summary of the development and application of a mental wellbeing impact assessment tool.
London: NMHDU.
http://www.nmhdu.org.uk/silo/files/improving-mental-wellbeing-through-
impact-assessment.pdf (accessed November 2010)

Mental wellbeing checklist 
Provides a framework to support a focus on mental wellbeing in strategy and service
development and delivery.
http://www.nmhdu.org.uk/silo/files/mental-wellbeing-checklist-a4.pdf (accessed
November 2010)

Royal College of Psychiatrists (2010) No health without public mental health: the case for action.
Position statement PS4/2010 
http://www.rcpsych.ac.uk/policy/policyandparliamentary/parliamentandpublicaffairs/
neilspages/publicmentalhealth.aspx (accessed November 2010).



5  The framework for
commissioning for mental
wellbeing

Based on the current good practice in
commissioning and the Canadian
commissioning cycle for population mental
health there are ten steps in commissioning
population mental wellbeing for all.

5.1  Focus on the mental wellbeing
of the population 

The starting point for commissioning for
population mental wellbeing is to
understand the factors that promote or
undermine mental wellbeing. This involves
determining population outcomes for
mental wellbeing, analysing the population
health profile and assessing the contribution
to mental wellbeing and mental ill health
of factors within the local environment.

The challenge is to ensure that the
structural inequalities between different
groups within the population – age,
disability, ethnicity, gender, sexual
orientation, religious belief and faith – are
explicitly acknowledged and taken into
account. There is now an acceptance that
public policy and services can inadvertently
perpetuate inequalities. This understanding
needs to guide local commissioning
strategies for population mental wellbeing.
Commissioners need to remain alert to
indicators of mental wellbeing for different
sections of the local community. This will
be enormously helped by engagement
with the public and with communities. 

Appendix 1 lists resources that will help
commissioners source demographic data
and mental wellbeing outcomes to build
their population profile. Initial work has
been undertaken by the North East Public

Health Observatory to develop an index of
factors that influence wellbeing.
(See http://www.nepho.org.uk
/securefiles/101129_2021//Doc1.pdf)
(accessed November 2010)

5.1.1  Proportionate universalism

While there is good evidence for universal
interventions, they have been criticised for
failing to benefit the most vulnerable
segments of the population that are at
most risk, thus perpetuating the inequalities
they are intended to address.29 They also 
do not take adequate account of diversity
within the population: different segments
of the population may respond in different
ways to similar interventions or require
interventions to be adapted to take
account of their specific needs. 

Targeted interventions can also be 
criticised on two broad grounds: that
some, perhaps many, people may miss out
on an intervention that might have been of
benefit to them, and that prior judgments
will have been made about who is most at
risk. A balanced approach –‘proportionate
universalism’30 – that gives greater
attention to particular groups according to
their degree of disadvantage can achieve
the best of both worlds.

‘To reduce the steepness of the social
gradient in health, actions must be

universal, but with a scale and intensity
that is proportionate to the level of

disadvantage. We call this 
proportionate universalism.’ 

(Marmot, 2010:16)31
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Proportionate universalism requires the
following steps:

i Segment the population by geography 
(neighbourhood) and by relevant 
population sub-groups 

ii Analyse the population profile for 
potential protective and risk factors in 
relation to mental wellbeing and identify

assets, inequities and differential levels 
of disadvantage (see also section 5.4).

iii Identify evidence-based interventions that
are effective across the social gradient

iv Consider the balance between universal 
and targeted strategies and stratify 
interventions according to the 
segmented need identified in step 1.

5.2  Collaborate across sectors and
levels for change

The multiple socio-environmental factors
that shape mental wellbeing require
collaboration across a range of agencies,
organisations and community groups
within and beyond the health sector as the
necessary foundation for improving health
and wellbeing outcomes. Improving the
mental health and wellbeing of the 
population is not solely the responsibility 
of the NHS or mental health services. It is 
a shared responsibility for all the different
sectors and organisations and they must 
all work together if they are to have any
meaningful impact on outcomes. 

Active engagement is needed to promote
greater understanding of the concept of
positive mental health and its importance
for overall health and quality of life. A
public awareness strategy is needed to
promote greater public and professional
understanding of the importance of good
mental health and wellbeing as the
foundation for individual, family,
community and societal wellbeing. 

This means creating public demand for
mental health and the participation of
communities in securing the conditions
needed for a mentally healthy society. It
also means ensuring that mental wellbeing
and mental health improvement is
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Resources

Marmot M (2010). Fair society, healthy lives: a strategic review of health inequalities in England
post 2010. London: Marmot Review.
http://www.marmotreview.org/ (accessed November 2010)

Equalities and Human Rights Commission
Provides an overview of public sector duties to promote equality
http://www.equalityhumanrights.com/advice-and-guidance/public-sector-duties/
(accessed November 2010)

Public Health Agency of Canada
Population health templates
http://www.phac-aspc.gc.ca/ph-sp/index-eng.php (accessed November 2010)
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embedded firmly in policies across all
relevant sectors – particularly education,
employment, housing and environmental
services, as well as health and social care. 

Local government has a major role to play
in creating the environmental and material
conditions for wellbeing and through the
provision of core services, housing, leisure
and education. This is described in a recent
publication by Local Government
Improvement and Development32 making
the argument that the Big Society agenda

provides a significant opportunity to
strengthen the role of local government in
relation to public mental health.

Commissioning for population mental
wellbeing thus requires a committed 
multi-agency approach, rooted in
integrated commissioning, with support
from public health, overseen and driven
forward by senior managers. It should be
seen not as an adjunct to existing
commissioning, but as a fundamental
component of a whole system approach. 

Local
Authorities

GPs, PCTs
and Health

Services

Voluntary
Sector

Communities

Creating the conditions for material 
well-being

Improving the quality of the 
physical environment

Reduction of unemployment

Strengthening community 
cohesions

Learning and 
educational 
provision

Investment in 
up stream 
interventions

•

•

•

•

•

•

•  Strategic leadership for the
health service

•  Intergrating mental wellbeing
and physical health

•  Investment in upstream
interventions

•  Identification of at
risk groups

Promoting the 
understanding
that health 
and wellbeing is 
the responsibility 
of everyone

Empowering and 
engaging local communities

Understanding the needs 
of local people

Providing mental health promoting 
interventions

•

•

•

•

 

•  Local groups,
employers 

and businesses,
 social enterprises,

 social relationships

•  Understanding the needs
 of local people

•  Innovative and informal responses
 to strengthening mental wellbeing

Fig 2: Working together for population mental wellbeing



At regional and local level, strategic
partnerships have a major role in driving
forward action to strengthen mental
wellbeing. The arrangements for these will
vary according to local need and
circumstances, but the following elements
are evident in those areas that are making
particular progress:

• committed local leadership
• establishing a task group to co-ordinate 

action with population mental wellbeing
as its specific remit

• ensuring that members of this task 
group have delegated authority from 
their organisations to commit resources

• setting up mechanisms to work with 
other key groups that have identifiable 
responsibilities in this area – e.g. children’s
trusts, sustainable communities groups

• identifying opportunities to integrate 
mental wellbeing with existing strategies

• identifying actual and potential 
resources across the partner agencies to 
progress this agenda.

5.2.1  Health and Wellbeing Boards

Alongside the transfer of public health
responsibility to local authorities, the
proposed Health and Wellbeing Boards
should be in a position to build on existing
arrangements to catalyse a new, shared
approach to promoting wellbeing. Locality
commissioning may develop to take
advantage of the joint opportunities
offered. One model is shown below 
(figure 3), but there are many ways in
which GP commissioning consortia and
local authorities may be able to work
together to mutual advantage.

Health and Wellbeing Boards provide the
vehicle to identify what needs to be done
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Patients/service users and the public

Service providers

Locality clinical and 
social commissioning

Health and wellbeing Board
Health Watch

NHS Commissioning
Board

Care Quality
Commission

GP 
Commissioning

Consortia
Joint funding

pooled budgets

DPH

Outcomes
focussed

commissioning

Local
Authority

Figure 3: The future role of Health and Wellbeing Boards



locally to assess wellbeing and to agree 
the necessary balance of NHS and local
authority activity to address identified gaps.
In the words of the government white
paper Equity and Excellence: Liberating 
the NHS,33 these boards will ‘join up the
commissioning of local NHS services, 
social care and health improvement’ and
strengthen the local democratic legitimacy
of the NHS.

They will enable the local authority to
catalyse a joint strategic approach to
commissioning services. Similarly, GP
commissioning consortia (GPCCs) can 
help GP practices in their area to reduce
demands on staff through health
promotion and preventive strategies and 
by encouraging use of appropriate and
accessible social and community resources
rather than costly inpatient or professional
help when these are not needed.

5.2.2  Securing support

Strong and committed local leadership within
each of the partner organisations is critical
in ensuring integrated commissioning so
that the contribution of each of the
partners to improving mental wellbeing
outcomes can be realised. Positive
leadership enables this through:34

• focusing on outcomes and using 
commissioning as a means of delivery

• providing strategic oversight
• building effective working relationships 

with partners, communities and political
colleagues 

• ensuring effective scrutiny and 
governance arrangements 

• shaping opinion though informal and 
formal partnerships

• motivating and leading colleagues and 
partners.

5.2.3  Achieving impact through
partnership 

Achieving an impact through the
coordinated contribution of the respective
partners will be facilitated by the development
of a strategic direction and implementation
plan. Agreeing a shared vision for population
mental wellbeing, including aims and
impact, a common language and core
principles, is an important first step in
developing a joint strategy. An early task
will be to understand what strategies and
activities are already in place across the whole
system and where priorities and action
should be aligned to strengthen their benefits
for mental wellbeing. A mapping tool to
identify current activity and areas for potential
development is provided in Appendix 1. 

Mental wellbeing impact assessments
(MWIAs) have also been road tested and
used for this purpose. Similar to the health
impact assessment (HIA), the MWIA has a
specific focus on mental health and
wellbeing and provides a framework for
identifying and assessing protective factors
for mental wellbeing. A MWIA can be used
to assess the likely benefits (or disbenefits)
of a policy, service, programme or project
for mental wellbeing of a population.
Completing a MWIA will assist in the
development of indicators to measure
impacts. 

A strategy for population mental wellbeing
will need to be underpinned by governance
structures to ensure delivery against agreed
outcomes. A workforce development plan
will also be needed to ensure that staff
understand the importance of mental
wellbeing and are equipped and resourced
to deliver mental health interventions at
population level. 
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Good Practice

Mental wellbeing impact assessment of the Liverpool 2008 European capital of 
culture programme

This project was undertaken to assess the implications for mental wellbeing locally of the
Liverpool 2008 European Capital of Culture programme, so that potential benefits could be
maximized and negative effects reduced.  The aim was to promote health and wellbeing and
reduce inequalities. An MWIA enabled the identification of negative and positive impacts of 
the programme, which in turn led to recommendations to the Liverpool Culture Company on
how to optimise the benefits of the programme for the local population.

West HM, Scott-Samuel A (2010). Creative potential: mental wellbeing impact assessment of
the Liverpool 2008 European capital of culture programme. Public Health 124 (4): 198-205.

Resources

Aked J, Michaelson J, Steuer N (2010). The role of local government in promoting wellbeing.
London: Local Government Improvement and Development.

Local Government Improvement and Development (formerly IDeA)
Supports improvement and innovation in local government. It works with local authorities and
their partners to develop and share good practice through networks, online resources, and
support from councillor and officer peers. This includes a focus on health and wellbeing.
http://www.idea.gov.uk/idk/core/page.do?pageId=1 (accessed November 2010)

Association of Public Health Observatories (APHO). 
Information on how to undertake a mental wellbeing impact assessment and supporting
materials can be downloaded from:
http://www.apho.org.uk/default.aspx?RID=70494 (accessed November 2010)

National Mental Health Development Unit
A mental wellbeing checklist is available and provides a quick reference source on the major
influences on mental wellbeing to help with local improvements and actions as part of local
commissioning, development, review, delivery or evaluation.
http://www.nmhdu.org.uk/silo/files/mental-wellbeing-checklist-a3.pdf
(accessed November 2010)
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5.3  Develop and use methods to
engage local communities

Current health and social policy recognises
the importance of actively involving
communities in decisions that will impact on
their lives. The duty on councils to inform,
consult and involve stakeholders came into
force in April 2009.35 The emphasis on
working together to involve citizens in
decisions about their local area is
strengthened in the current focus on
localism and local democracy. It is important
to mainstream methods for community
engagement into these processes. In relation
to mental wellbeing, it is also important to
recognise that different communities have
different conceptions of mental wellbeing
and this will influence priorities and have
implications for the action taken to
promote mental wellbeing. For example,
older people may have different views on
what is important to their mental wellbeing
than younger people. Research on
conceptualisations of mental wellbeing by
black and minority ethnic communities
highlights how western cultures tend to
emphasise autonomy, mastery and control
as central to mental wellbeing; eastern
cultures place more emphasis on
interdependence, harmony and social
roles.36 This implies a thoughtful approach
to the application of the evidence; the
introduction of universal approaches; the
development of outcomes and associated
metrics and social marketing approaches.

Participatory methods that engage and
build capacity within communities and
groups are therefore central to promoting
mental wellbeing. However this must be
more than token involvement through
simply providing information; there needs to
be active involvement in decision-making,37

resulting in co-production. Indeed
involvement itself contributes to improving

individual and community wellbeing and
there is also evidence beginning to emerge
for the social return on investment. There 
is no single definition of community
engagement and the term has evolved to
describe a range of different activities with
different values, aims and methods, from
consultation to peer support, research and
co-production. Whatever the method, two
elements are fundamental:

• a focus on populations and groups with 
a shared identity (place, age, ethnicity, 
gender, sexuality etc)

• a clear aim to actively involve and 
engage with specific communities in 
decision-making on policy, service 
provision and organisation. 

Community capacity building is a necessary
foundation for effective community
engagement. It is a process of ‘working
directly with people in their communities so
that they can become more confident and
effective in addressing community issues
and build on their strengths’.38 Community
members and groups, voluntary
organisations, charities and social
enterprises are well placed to identify
community assets and factors that may
enhance or be detrimental to mental
wellbeing. They make an invaluable
contribution to the joint strategic needs
assessment (JSNA) process and to
multiagency partnerships. Local voluntary
sector and community organisations are
often best placed to deliver activities that
support positive choices and can offer
tailored, appropriate, accessible and
culturally acceptable solutions to local
problems. Place based commissioning, and
the proposed GP commissioning consortia,
will also allow more focused investment in
appropriate population mental wellbeing
interventions and person-centred provision
for individuals and communities. 
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Good Practice

Mosaics of meaning – NHS Greater Glasgow39

NHS Greater Glasgow developed a process to address the stigma associated with mental illness
in black and minority ethnic communities. Although designed for mental illness, the process
could be adapted to focus on mental wellbeing.

Stage 1
Community research - Community development workers run focus groups exploring mental
wellbeing and strategies to maintain and strengthen individual and community resilience.

Stage 2
• Community conversations - Short awareness raising sessions to discuss mental wellbeing 

and what can be done to strengthen it
• Storytelling - Sharing experiences of initiatives and steps to promote mental wellbeing
• Faith leaders - Consultation with religious leaders and a conference for community, health 

and faith organisations
• Social marketing - Adapting messages and methods for BME communities.

Resources

Local Government Improvement and Development
Resources on community engagement can be found at:
http://www.idea.gov.uk/idk/core/page.do?pageId=7816307 (accessed November 2010)

Community Development Foundation 
Involved in strategy development for community engagement and development and 
undertakes research on what works: provides case studies and resources.
http://www.cdf.org.uk/web/guest;jsessionid=52F461C906514935627BD7B4FD2ABAB0
(accessed November 2010)

Newcastle City Council 
Has developed a guide to engaging diverse communities:
http://www.newcastle.gov.uk/wwwfileroot/cxo/consultation/Engagementtoolkit.pdf
(accessed November 2010)

Box 4: Good practice principles for community engagement

• Clarity about the purpose
• Involvement is clearly valued and demonstrated by actions
• Transparency and honesty
• Processes and mechanisms in place to support people to participate including investment in community capacity building
• A range of methods is used, with specific efforts to reach out to those whose voice is least heard, avoiding  over-reliance 

on representative structures 
• Mainstreaming and aligning with decision-making processes
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5.4  Understand local factors and
social determinants of health and
community assets and resources

Developing the strategy for population
mental wellbeing requires information on
local conditions, characteristics and trends,
with a positive focus on factors that
promote mental wellbeing as well as risks
and inequalities (see Box 5). The joint
strategic needs assessment (JSNA) is
obviously central to this process. To focus
on population mental wellbeing, the JSNA
should include information on:

• community assets and resources that 
build good mental health and wellbeing 
and opportunities for strengthening 
mental wellbeing 

• communities and groups whose mental 
health and wellbeing are at risk

• current activity in communities and gaps
and opportunities for investment

• a population profile and the views of 
local people and groups on what they 
think is important for their mental 
health and wellbeing

• gaps in the evidence and priorities for 
investment in introducing and 
evaluating new interventions

• desirable outcomes and their measures.

By identifying these in a single resource, a
JSNA enables partners to work together
locally and co-ordinate their planning and
investment to population mental wellbeing
for current and future generations. It should
enable proposed Health and Wellbeing
Boards, Local authorities, GP commissioning
consortia and their partners to identify
opportunities for strengthening mental
wellbeing and avoidable risks in order to
agree the priorities for action, informed by
local assets, needs as well as gaps.
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Box 5:  Information Sources

Information source

Joint strategic 
needs assessment

Mental wellbeing
impact assessment

Equality impact
assessment

Community asset
mapping40

Audit of the likely
risks to the
wellbeing of local
communities

Description

Local authorities and PCTs/GPCCs are
required to produce a comprehensive
joint strategic needs assessment (JSNA).
The JSNA covers all aspects of the local
community: health, mental health,
housing, education, deprivation,
economy etc. The JSNA provides the
basis for local strategies and should
inform all commissioning strategies,
service plans, and priority setting
processes.

The MWIA is a method for assessing
protective factors and identifying risks
to the wellbeing of the local population.
It can be used to inform the local vision
for mental wellbeing and facilitate
stakeholder engagement. 

Public sector organisations now have a
statutory duty to prevent discrimination.
They are required to undertake an
equality impact assessment on all
policies in order to reduce inequalities
(including mental health inequalities)
between people from different ethnic
backgrounds, people with disabilities,
men and women (including
transgendered people), gay, lesbian and
bisexual people, people in different age
groups, and people with different
religions or beliefs. 

This approach is designed to build on
the existing assets in a community. 
It stresses local self-determination,
creativity and innovation, with a focus
on solutions. Engagement and
development are critical parts of the
process.

The JSNA could be complemented by a
further analysis or audit. This may draw
on an epidemiological analysis of
population changes (eg. age profile),
public health inequalities and health
determinants. These data should be
disaggregated as far as is possible – at
minimum to allow analysis by gender,
age and ethnicity.

Information relevant to mental wellbeing

Identification of communities that are mentally
healthy and/or have high social capital.

Identification of where people with the most and
least mental health conditions live.

Identification of the groups most at risk of poor
mental health.

Views of local people on priorities for improving
mental wellbeing.

What is currently happening and what further
opportunities there are there to promote mental
wellbeing.

Possible mental wellbeing impacts of service
developments, regeneration plans or major policy
developments.

Identification of specific issues in relation to
particular groups and the potential for
disadvantage and discrimination in relation to
employment practices, service developments,
regeneration plans and major policy developments.

Identification of the assets – human, social,
material, financial, entrepreneurial and other
resources – in a community that can contribute to
building mental wellbeing.

Identification of specific risk factors. These could
include assessments by the local authority and
other agencies of specific problems – e.g. truanting
and bullying, increasing unemployment, increasing
isolation of older people, levels of violence
(particularly domestic violence), levels of crime,
environmental challenges, lack of useable public
transport, problems of poor housing and other
similar factors.
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5.5  Base decisions on evidence

Action to address identified priorities
needs to be guided by strategic planning,
based on sound evidence and completed
in consultation with key stakeholders
(including members of the groups to be
targeted for interventions). This entails:

• a review of current initiatives and a 
plan for sustaining and scaling up 
local interventions that have been 
found to work (i.e. based on 
evaluation findings)

• the application of existing evidence 
(national and international) to local 
priority selection and culturally 
appropriate, feasible and sustainable 
strategies 

• balancing innovative local practice 
with recommended best practice 
programmes.

5.5.1  A robust evidence base

There is a growing evidence base of
evaluated interventions that have been
shown to strengthen population mental
wellbeing and of promising practice
developed, in many cases, by the
voluntary sector in co-production with
local communities. Section 5.6
summarises best, evidence-based 
practice in 10 commissioning areas
identified in research as key to local
mental health improvement and
wellbeing. 

Resources

NMHDU (2009). Joint strategic needs assessment and mental health commissioning toolkit: 
a practical guide. London: NMHDU.
http://www.nmhdu.org.uk/our-work/mental-health-commissioning-
programme/programme-governance/project-1-information-and-data/
(accessed November 2010)

Local Government Improvement and Development (formerly I&DeA). (2010). 
A glass half full: how an asset approach can improve health and wellbeing.
http://www.idea.gov.uk/idk/aio/23729269 (accessed November 2010)

North East Public Health Observatory/National Mental Health Observatory (2007). 
Indications of public health in the English Regions 7: mental health. Stockton on Tees: NEPHO.
http://www.nepho.org.uk/publications.php5?rid=606 (accessed November 2010)

Department of Health (2008). Equality impact assessment: summary tool and guidance for
policy makers. London: Department of Health.
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/Publications
PolicyAndGuidance/DH_090396 (accessed November 2010)

Local Government Improvement and Development 
Equality impact assessments learning resource developed by practitioners from across the 
local government sector. 
http://idkprod.conseq.org.uk/idk/core/page.do?pageId=8017247
(accessed November 2010)
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Local commissioners will need to draw
on this evidence base to identify the best
interventions to include in their wellbeing
strategies. 

The focus of much of the existing
evidence is on the outcomes delivered 
by specific interventions. Further work is
needed to explore which programmes
work and for whom. There are also 
many emerging issues and promising
interventions for which the evidence 
base has not as yet been established.
Commissioners have an important role 
in undertaking or commissioning the
evaluation of local mental health
improvement initiatives to contribute to
the evidence base. 

A gap analysis is helpful to identifying
potential priorities. This involves three
key steps:

• reviewing current activities against the
evidence base for interventions, both 
universal and targeted and across the 
lifecourse.

• critically reviewing which initiatives are
working well locally and identifying 
the structural, technical and 
contextual factors that have facilitated
their positive effects. 

• reviewing the information about the 
local population to identify whether 
particular groups or communities are 
disprortionately disadvantaged by this 
analysis.

Decisions will have to be made about
where to focus efforts to reap most
benefit. Clear direction will be needed 
on where to invest resources and which
initiatives are known to be effective, 
have been tried and tested and should 
be used. 

5.5.2  Establishing priorities

Suggested principles to provide a
framework for deciding priorities for
interventions are provided below.

1 Decide the programme objective

Is the intention to: 
• maximise wellbeing ‘gain’ overall? 
• target those with the lowest wellbeing?
• target those requiring additional assistance to benefit from whatever programme is offered?

2 Determine the population target 

• target minority populations with specific deprivations?
• offer interventions to all members of a community or neighbourhood?
• target specific population groups, children, women, older people etc?
• use this and information from the previous defining of programme objective to define outcomes and measures?

3 Achieve maximum health and social gain from the intervention

What are the wider educational, social, economic, and community oriented gains to be obtained?

4 Mainstream interventions

– and add value to existing health and social care provision wherever possible.

5 Develop the most cost-effective solutions 

– while tackling the agreed target group.

6 Ensure that interventions are culturally relevant and appropriate.
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To establish a strategic direction it will be
necessary to weigh local priorities against
the available evidence. This can be done
by bringing together the information
from the JSNA with the results of the 
gap analysis to agree which interventions
will potentially contribute most to the
mental wellbeing of the local population
and provide the best investment. The
evidence should be triaged as follows,
based on national quality assessments:

• Level 3: sufficient, well structured or 
researched evidence that supports a 
cost-effective intervention 

• Level 2: Some reasonable research 
information and prima facie evidence 
of effectiveness in practice, although 
not recorded rigorously; insufficient 
information about cost effectiveness

• Level 1: Insufficient or no research 
evidence. 

Figure 4 illustrates a matrix to support
decision-making by bringing together 
the research evidence with local priorities
to identify the areas for action by the
PCT/GPCC, local authority and local
partners. The matrix ensures that effective
interventions are married to local priorities
and values to promote mental health 
and wellbeing in ways that are evidence
based yet are also culturally relevant and
appropriate to local communities. 

Priority levels for interventions are rated
on a five point scale from 1 to 5 (where 1
is low and 5 high). An intervention is
rated by multiplying the ranking of the
evidence of cost-effective outcomes (1 to
3) by local priority value (1 to 5). The
matrix can thus be used to develop the
commissioning investment strategy. 

Light Blue: Why is this a low priority when the evidence is so strong?

Lavender: Not a cost-effective investment by definition!

Pink: Is this a wise investment given the strength of the evidence? 
Or is there a moral or communitarian argument?

Burgundy: High priority but low evidence – is there good anecdotal or ‘common sense’ 
reason for this investment?

Bright Blue: Investment should be targeted here as a minimum.

Evidence
for the
intervention

3

2

1

1 2 3 4 5

Outcomes identified as a local priority

Figure 4: Decision-making matrix
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5.5.3  Balancing investment in
universal and targeted
interventions

Section 5.1 indicated the need to achieve
a proportionate balance between
universal and targeted approaches. 
Using the example of parenting support,
Figure 5 illustrates how this balance
might be achieved in practice through
introducing programmes that are
evidence-based with increasing intensity
proportionate to need.

100%      90%      80%      70%      60%     50%      40%      30%      20%      10%      0%

Social disadvantage,
Inequality and
other factors
increasing,

compromising
maternal sensitivity

and/or security 
ofthe child’s 
attachment

Sure Start/Children’s 
Centres 

- centre-based support

Intensity of
intervention

Total population of parents

Intensive 
home visiting 
programmes

Targeted group-based 
interventions
Early identification 
and intervention  

Health Visitor led targeted interventions  

Peer-led interventions/befriending  

Universal parenting support, provided through routine prenatal and antenatal services 
and targeted support of infancy interventions and home visitationtime parents 
  

Figure 5: An illustration of proportionate universalism for parenting support
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5.6  Develop strategies and
interventions across the life course

This section provides an overview of the
ten commissioning areas for which there
is good evidence of effectiveness. It
includes interventions across the life
course and those aimed at building
sustainable communities. Figure 6
provides an overview of how the
different commissioning areas relate to
the key population groups. Although the
focus might be on a specific age group,
other groups will benefit. This is
particularly the case for interventions
targeted at adults who are parents or
carers of older people, where improving
their mental wellbeing will also benefit
their children and dependents. 

Children and adolescents
/young people

(Commissioning areas 1,2,3)

Adults up to 65
(Commissioning areas 4,6,7,8)

Safe, sustainable, connected
communities

(Commissioning areas 6,9)

Sustainable communities

Sustainable communities

Older adults 55+
(Commissioning areas 6,7,8)

Groups with specific
vulnerabilities

(Commissioning areas 4,6,7,8,10)

Figure 6: Commissioning areas in relation to key population groups
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5.6.1  Commissioning areas 

Box 6:  Commissioning areas

Commissioning area

Promote good parental mental and physical health
to improve early child development and wellbeing
and maternal wellbeing and reduce adverse
outcomes of pregnancy and infancy. Continue in
later years with universal and targeted
approaches.

Promote good parenting skills – universal as well
as targeted early intervention programmes for
common parenting problems and more intensive
interventions for high risk families to prevent
conduct disorders.

Build social and emotional resilience of children
and young people through whole-school
approaches including prevention of violence 
and bullying. 

1 

2

3

Specific interventions

Universal routine enquiry and targeted treatment for
women at risk of depression with home visiting 
programme and health visitor training for post-natal
depression, as part of a package of measures to improve
perinatal mental health.

Universal access to training programmes:
a) community based group programmes; home based 

individual programmes, 
b) pre-school/ early child education programmes, 

supporting development of home learning 
environment.

c) prioritising support for parents from higher risk 
groups and with children with emotional and 
behavioural problems.

a) School based Social and Emotional Learning (SEL) 
programmes achieving pupils' core competencies.

b) Self management and social skills training.  
c) Mentoring programmes
d) Family Intervention Projects
e) School based violence prevention programmes 

including sexual abuse and bullying prevention. 

Examples of the impact or
outcomes 

• Improved maternal mental health 
and quality of life

• Improved infant and child mental 
wellbeing

• Improved mother's productivity in 
employment after maternity leave. 

� Interventions are cost effective
- even the most expensive 
programmes show a return 
after one to two years.

• Improved parental efficacy and  
parenting practice 

• Improved maternal mental health
• Reduced use of NHS, social care 

and criminal justice and better use 
of educational opportunities

• Builds social and emotional 
resilience from an early age. 

� Highly cost effective with 
significant savings to the 
public sector. Relatively quick 
return on investment: costs 
for children with conduct 
disorders reducing to a fifth 
after only 18 months. 

• Improved social and emotional 
skills, self-esteem, connection to 
school and positive social behaviour

• Reduced conduct disorders and 
emotional distress including 
substance misuse antisocial 
behaviour, domestic violence. 

� Integrated approach, using 
universal and targeted 
interventions in primary 
school are cost-effective. 

Implementation mechanisms 
and feasibility

Routine enquiry at ante-natal clinics.
Prenatal programmes followed by
comprehensive postnatal services over
the first year are most effective. 
Interventions with first-time mothers
show most clear cut effects. 

Ensure that parenting programmes are
matched to participants’ needs based on
an assessment of the social context and
family circumstances. Currently only 
10% of parents with children with
conduct disorder receive evidence-based
parenting interventions. These parents
are often harder to reach and so need
targeting. Pre-school programmes that
combine high quality education
programmes with parent support are
most effective.

A curriculum is recommended that
integrates development of social and
emotional skills within all subjects,
delivered by trained teachers and with
support of parents. Targeted approaches
for children showing early signs of
emotional and social difficulties are
recommended as these are more
responsive to the needs of children from
different socioeconomic, cultural and
ethnic backgrounds and children with
disabilities.

References

Independent risk factors for conduct and
emotional disorders41 Maternal
depression, especially in teenage
mothers, leads to behavioural
difficulties.42,43,44,45

Group-based parenting programmes
have an overall positive effect on mental
health and lead to improved self-
esteem.46

Good parenting skills the best way to
promote emotional wellbeing and reduce
conduct disorders47,48,49: Early
interventions show long term benefits
and impacts.50

Social and emotional learning
programmes highlight improvement in
social and emotional skills and self
esteem.51

Peer led ‘emotional intelligence’ effective
in combating low self esteem. Universal
school wide mental health promotion
better than classroom based brief
interventions.52,53,54,55
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Commissioning area

Improving working lives: 

a) support for unemployed 
b) creating healthy working environments 
c) early recognition and intervention for 

those with mental health problems 
d) supported work for those recovering 

from mental illness.

Improve the quality of older people’s lives 
through psychosocial interventions and 
enhanced physical activity.  

Improving quality of life through increasing
opportunities for participation, personal
development and problem-solving that 
enhance control and prevent isolation.

4

5

6

Specific interventions

a) Workplace screening for depression followed by CBT 
where indicated.

b) Early intervention to reduce risks of unemployment 
through primary care and Job Centres and early 
intervention to promote engagement and participation
of those who become unemployed.

c) Stress management: tailor interventions to the needs 
of the particular worksite, types of stressors etc.

d) Supported work for those recovering from mental 
illness.

a) Physical exercise (dance, gym, walking) on 
prescription.

b) Falls prevention through social support and education
c) Volunteering 
d) Opportunities for life long learning.

Access to social interventions in primary and community
care pathways: through social prescribing – specifically
volunteering, including timebanks, exercise, arts and
creativity, learning and educational opportunities, green
activity.

Signposting to welfare advice, particularly employment, 
benefit uptake, debt management, financial literacy and
information and self-help. 

Debt counselling and advice.

Implement interventions to address fuel poverty.

Examples of the impact or
outcomes 

• Increased employment, and 
reduction in lost employment years 
due to reduced health service and 
welfare costs

• Reduction in costs to health service 
of depression and anxiety disorders

• Improved wellbeing due to reduced 
financial distress, reduced housing 
stress etc

• Reduction in sickness absence
• Significantly improved employment 

rate for those on work support 
scheme

• Reduction in hospital readmission 
rates

• Reduced time spent in hospital. 

� Costs of programme quickly 
translate into financial 
benefits, mainly in form of 
cost savings.

• Reduced use of health and social 
care services

• Improved social inclusion 
• Improved mental and physical 

health.
• Improved quality of life
• Reduced A&E attendances and 

admissions to hospital. 

• Self help groups effective in reducing
social isolation/ loneliness and 
provide meaningful occupation 
Increased quality of life through 
social interaction and having 
practical needs met

• Increased levels of social support 
and caregiver skills

• Reduced demands on primary care 
and reduced levels of 
antidepressant prescribing

• Effective befriending services 
generate significant cost savings.

� Good cost effectiveness of 
walking and physical activity 
programmes cost per QALY 
between £5000 and £12,000.

Implementation mechanisms 
and feasibility

a) Adopt integrated interventions that 
combine organizational and 
individual level approaches based on
the participation of key stakeholders.

b) Job retention and re-employment 
programmes such as the JOBs 
programme which support 
reemployment and promote the 
mental health of unemployed people.

c) Supported employment 
programmes and specialist work 
schemes are most effective.

d) Reduce mental health stigma and 
discrimination in the workplace. 

e) Support NHS, local authority and 
third sector organisations to 
develop local interventions to 
improve healthy working lives, 
reduce stressors that are beyond 
the individual’s control and support 
occupational health schemes.

Meaningful group activities with
educational and/or support input based
on participation of older people.

Increasing physical activity in residential
care settings and through social prescribing.

Ensure staff in leisure centres are
appropriately qualified to provide
exercise programmes for older people. 
Volunteering, peer support and
opportunities for activities that foster
contact between older people and other
generations.

Build collaborative community
partnerships based on existing strengths
and resources.

Use innovative approaches such as social
prescribing and mutual volunteering
schemes to engage the participation of
socially excluded groups.

Ensure access to education, learning,
arts, leisure, personal development and
local support services based on
consultation with key stakeholder
groups.

Place shaping by LAs to create
opportunities for people to come
together.

References

Early diagnosis and intervention with
employees with depressive symptoms
offers good financial return.56

Adults who are economically inactive are
at increased risk of mental illness.57

Lack of income may lead to housing
difficulties and an increased risk of
mental disorder.58

Moderate physical activity improves
mental wellbeing as measured by GHQ.59

Exercise of moderate intensity has positive
effect on physical and mental wellbeing60,61

and reduces anxiety, enhances mood 
and improves self esteem.62,63

Volunteering is associated with greater
life satisfaction with evidence that the
positive mental health gains for older
people in are greater than for younger
people.64

Reduced loneliness and anxiety by
providing the means to stay active65,66

Cost effectiveness of life review courses. 

Meaningful occupation and physical
activity increases overall wellbeing67,68

Timebanks generate new social networks
and relationships.

Adults who are economically inactive are
at increased risk of developing a mental
disorder.69
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Commissioning area

Implementation of initiatives to prevent, identify
and respond to emotional, physical and/or sexual
abuse.

Integrating physical and mental wellbeing through
universal lifestyle programmes to reduce smoking
and obesity, and to encourage exercise.

Tackling alcohol and  substance abuse, including
direct measures with those abusing alcohol and
screening programmes.

Community empowerment and interventions that
encourage improvements in physical and social
environments, and strengthen social networks.

7

8

9

10

Specific interventions

Multi-agency information sharing on alcohol-related
assaults 
School based violence prevention programmes including
sexual abuse and bullying prevention. 

a) Universal access to lifestyle programmes.
b) Supporting higher risk groups- for example people 

with a mental illness or learning disability, older 
people. and pregnant women.

c) Target people with long term conditions who are 
known to be at risk of depression.

d) Encourage good nutrition and diet.

a) Target problem drinking and alcohol abuse through 
multi-sectoral action (health, local authority, police, 
education etc.

b) Screening and brief intervention in primary care.

Include encouraging active travel, reducing effects of traffic,
functionality of neighbourhood, safe green environments,
community arts and culture, volunteering.

Examples of the impact or
outcomes 

• 40% reduction in assaults 
preventing to Emergency 
Department over 5 year period  

• Reduced crime, aggression and 
sexual violence 

• 80% reduction in crime and 
improved perception of safety

• Improved mental and physical 
health.

• Establish social prescribing 
programmes to encourage exercise 
(e.g. prescribing gym sessions).

• Reduced depression and better self 
management of diabetes; reduced 
dependency on primary care.

• Weight management and reduced 
diabetic complications. 

• Alcohol use reduction has early 
payback and impacts favourably on 
NHS (e.g. A&E attendances), street 
crime, and domestic violence. 

• Reduce isolation and 'hidden' 
drinking especially older people.

• 80% reduction in crime and 
improved perception of safety.

� Screening and brief 
intervention in primary care 
for alcohol abuse is highly 
cost effective (saving to cost 
ratio of 12:1).

• Improve wellbeing and quality of 
life and neighbourhood outcomes:  
sense of belonging, participation in 
decision making, wellbeing/quality 
of life, satisfaction with place to live

• Reduce isolation and loneliness, 
encourage exercise.

Implementation mechanisms 
and feasibility

Multi-component interventions that
integrate skills development and training
of teachers and parents, supported by
specialists.

Key role of primary care and wider health
services to offer a holistic approach and
understanding of the contribution of
violence and abuse to health problems. 

Integrated physical and mental health
behaviour change through brief
interventions.

Opportunistic health promotion
interventions in primary care for high 
risk groups.

Skilled staff oriented to respond to the
mental health needs of primary care
patients.

Multi-sectoral action through
multiagency plans between NHS, local
authority (social services authorities,
planning, education, transport) with
Police, Probation, third sector, etc.

Delivery mechanisms:  community
development.

Use of community empowerment
strategies based on the active
engagement and participation of local
community members.

Create awareness of the impact of the
social and physical environment on the
community and people’s mental health.

References

Physical and sexual violence have direct
health consequences and are risk factors
for a wide range of long-term health
problems including mental health
problems, alcohol abuse, unwanted
pregnancy, sexually transmitted diseases
and risky sexual behaviour.70

Child physical, emotional, sexual abuse
are causal factors in childhood,
adolescent and mental health
problems.71 Bullying has negative
consequences on mental health and
school; performance.72

Moderate physical activity improves
mental wellbeing as measured by
GHQ73: Exercise reduces anxiety,
enhances mood and improves self
esteem.74

Individuals with psychological distress at
risk of stroke, CHD, Acute MI, colon
cancer.75,76,77

Screening and treatment of depression
for those with Type II diabetes in primary
care has economic benefits.78

Effective strategies to reduce alcohol
related harm require a combination of
measures.79

Savings exceed investment costs by a
factor of 12:1.80

Majority of changes that older people
identify as important to their mental
wellbeing can be addressed by activities
at a local, community level.81

Good cost per QALY with estimates
ranging from £5,000 to £12,000.82
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Resources

The following sources provide useful information on the evidence base for effective 
interventions to promote mental health and wellbeing.

The National Institute for Health and Clinical Evidence (NICE) has now completed several 
reviews of interventions to promote mental wellbeing at population and sub-population levels
and reviews of specific interventions. These are supported by implementation guidance. 
A list of relevant NICE reviews is available in Appendix 3 and at
http://www.nice.org.uk/guidance/index.jsp?action=byTopic&o=7376&set=true
(accessed November 2010)

Foresight Mental Capital and Wellbeing Project (2008). Final project report. London: The
Government Office for Science.
http://dius.ecgroup.net/files/116-08-FO_b.pdf (accessed November 2010)

Department of Health (2010). Confident communities, brighter futures. London: 
Department of Health.
http://www.nmhdu.org.uk/silo/files/confident-communities-brighter-futures.pdf
(accessed November 2010)

Royal College of Psychiatrists (2010). No health without public mental health: the case for
action. Position statement PS4/2010. London: Royal College of Psychiatrists.
http://www.rcpsych.ac.uk/pdf/Position%20Statement%204%20website.pdf 
(accessed November 2010)

See also:

CSIP/NIMHE (2005). Making it possible: improving mental health and wellbeing in England.
London: CSIP/NIMHE.
http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/Publichealth/
Choosinghealth/Browsable/DH_5891786

Friedli L (2003). Making it effective: a guide to evidence based mental health promotion. 
Radical mentalities briefing paper 1. London: Mentality.

Friedli L, Jackson C, Abernethy H, Stansfield J (2006). Social prescribing for mental health 
– a guide to commissioning and delivery. London: CSIP/NWDC.

Lehtinen V (2008). Building up good mental health. Monitoring Mental Health Environments.
http://www.mmhe.eu

Tidyman M (2004). Making it diverse: mental health promotion and black and ethnic minority
ethnic groups. Radical mentalities briefing paper 3. London: Mentality
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5.7  Put measures in place to
ensure effective implementation

5.7.1  Applying the evidence to the
local context 

How evidence is translated into action at a
local level is important. A key element of
the process is ensuring that the evidence
fits the characteristics of the local population
and that consideration has been given to
how it might be implemented and any
necessary adjustments for different
segments of the population. (see section
5.4).

Evidence-informed practice plays an
important role in demonstrating the
success and added value of local public
mental health activities and is very
important when justifying continued
funding for initiatives. Efforts and resources
should be focused on interventions and
initiatives that are cost-effective, feasible
and sustainable in local settings.

Identification of priorities for action should
be guided by strategic planning, take an
evidence-informed approach and carried
out in consultation with key stakeholders
(including members of key target groups
for interventions). Strategic planning
should be based on findings from
interventions conducted to date, systematic
application of the evidence base,
consultation with key stakeholders, local
needs assesment, and the knowledge of
practitioners and local implementers.
Central co-ordination may assist in guiding
the development of best practice by: 

• publishing guidelines for effective 
implementation of sustainable programmes 

• setting indicators by which to monitor 
progress 

• designing dissemination strategies for 
sharing best practice

• providing training in evidence-informed 
programme planning, delivery and 
evaluation

• adopting a structured planning 
approach to scaling up evidence-based 
interventions, including the supports 
needed for effective local implementation

• building capacity for local 
implementation based on what has 
been achieved to date – identifying 
gaps in technical and practical skills, 
workforce development, organisational 
support and local delivery structures

• embedding and mainstreaming public 
mental health promotion interventions 
in local community services and 
intiatives

• providing practitioner skills development
opportunities through creating and 
maintaining networks for knowledge 
transfer

• establishing mechanisms for eliciting 
public engagement in the local planning,
delivery and evaluation processes.

• setting clear timetables, including 
monitoring and fundamental reviews 
of impact and outcomes.

5.7.2  Advancing the
implementation of best practice in
local settings

Explicit direction about where resources
should be invested does not mean stifling
local innovation; rather, creative local
practice should be balanced with a
commitment to implementing and scaling
up evidence-based programmes that have
been shown to work across different
settings. 

The adoption and implementation 
of national and international best practice
programmes within mainstream services 
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locally, particularly the rolling out of 
universal progammes, will need to be
considered carefully. Adopting a best
practice programme does not in itself
guarantee success. It requires attention to
good quality implementation, including
adequate resources such as funding, staff
skills, training, supervision, and the
organisational support and capacity
needed to implement interventions to a
high quality in the local setting. 

Current research indicates that
implementation is often variable and
imperfect in field settings and that the level
of implementation influences outcomes.
Implementation should be carefully planned
and documented in order to ensure the
quality and sustainability of programme
delivery. The following characteristics of
effective practice have been identified:83

• programme development should be 
based on underpinning theory, research 
principles of efficacy and needs assessment
of the target population and setting

• use a focused and targeted to 
programme planning, implementation 
and evaluation

• adopt a competence enhancement 
approach and an implementation process
that is empowering, collaborative and 
participatory, carried out in partnerships 
with key stakeholders

• address a range of protective and risk 
factors

• employ a combination of intervention 
methods operating at different levels 

• include the provision of training and 
support mechanisms that will ensure high
quality implementation and sustainability.

Appendix 5 provides an implementation
checklist, derived from recommendations
for implementation by Barry and 
colleagues (2005).84

5.7.3  Building the capacity of the
workforce

A skilled and trained workforce with the
necessary competencies to work at
population level and with groups,
communities and individuals, is recognised
as central to effective implementation.
Partnership working and the
implementation of cross-sectoral strategies
call for high-level expertise in order to
engage and facilitate participation of all
stakeholders. At least two different levels
of workforce may be necessary: 

1) dedicated public health and mental health
promotion specialists who facilitate and 
support the development of policy and 
practice across a range of settings

2) a wider workforce drawn from across 
different sectors such as health, 
education, employment, community 
and non-governmental organisations.

It is becoming increasingly clear that the
resources and skills required for effective
implementation tend to be underestimated,
or at least not thought through sufficiently.
It is also recognised that leadership is
necessary at all levels, from macro 
policy-making through to implementation
on the ground, if plans are to be translated
into action. While public mental health is
indeed everybody’s business, dedicated
time and resources and specific
competencies are needed for effective,
accountable implementation.

Building the capacity of the workforce to
develop and implement mental health
promotion programmes is fundamental to
mainstreaming and sustaining action in this
area. The wider workforce will need
training in awareness raising and mental
health promotion; some staff will need
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skills development to support and
implement specific initiatives; mental health
promotion specialists will be needed to
facilitate and support the development 
and implementation of policy and practice

across a range of settings. Continuing
professional development and training is
required to maintain the quality of practice
and update the skill sets required to work
within a changing context. 

Practice Examples

Wellbeing and happiness in Lambeth
Lambeth have developed a programme for 2009-2012 to improve mental wellbeing and
resilience in Lambeth. 
See http://www.lambethfirst.org.uk/mentalwellbeing (accessed November 2010).

Mental health and wellbeing in Bristol
Bristol has a number of strategies to promote mental health and wellbeing. See
http://www.bristol.gov.uk/ccm/cms-service/stream/asset/?asset_id=34164084
(accessed November 2010).

Wellbeing on the Web
Changing Minds, a mental health training and education centre based in Northamptonshire,
Primhe, a charity providing mental health education for people working in primary care and
Northamptonshire libraries have developed a web-based resource to provide information for
people locally on what they can do to promote their wellbeing. See
http://www.wellbeingontheweb.org.uk/ (accessed November 2010).

Resources

NICE has developed guidance and tools to support the implementation of NICE guidance.
Particularly relevant are:

How to put NICE guidance into practice and improve the health and wellbeing of communities:
practical steps for local authorities.
http://www.nice.org.uk/usingguidance/implementationtools/howtoguide/
HowNICEguidanceintopracticeandimprovethehealthandwellbeingofcommunities
practicalstepsforlocalauthorities.jsp (accessed November 2010)

How to use NICE guidance to commission high-quality services.
http://www.nice.org.uk/usingguidance/implementationtools/howtoguide/
UseNICEGuidanceCommissionHighQualityServices.jsp (accessed November 2010)

Barry M, Jenkins R (2006). Implementing mental health promotion. Edinburgh: Elsevier.

Fixsen DL, Naoom SF, Blase KA, Friedman RM, Wallace F (2005). Implementation research: 
a synthesis of the literature. Tampa, FL: University of South Florida, Louis de la Parte Florida 
Mental Health Institute, The National Implementation Research Network.
http://cfs.fmhi.usf.edu/_docs/publications/NIRN_Monograph_Full.pdf
(accessed November 2010)
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5.8  Identify opportunities to
mainstream interventions

Many of the interventions proposed are
well evidenced, but implementation is often
patchy and is generally poorly co-ordinated
between agencies. It may be a truism that
effective implementation is the key to
successful programmes, but many good
ideas are let down by poor project
management and inadequate processes.
Critical to this is engaging the right
partners at the most appropriate
organisational level early in the process. 

To obtain the full benefits of most
interventions it is essential to recognise the
holistic nature and multi-sectoral elements
of the intervention. For example, successful
implementation of universal and targeted
support for postnatal depression needs
effective co-ordination and team work
between GPs, the primary health care
team, health visitors, social workers and
secondary mental health care; interventions
to promote the wellbeing of elderly people
may involve the voluntary sector, primary
care, transport and adult education.

One of the barriers to effective
implementation of many, if not all, health
promotion programmes is their multi-factorial
and multi-agency nature. Central to these
programmes is the role of GPs in supporting
individual behaviour change, promoting 
self management, and providing information,
working alongside social care, voluntary
sector agencies and community
organisations and other local agencies. 
As GP commissioning develops,
collaboration between social care and GPs
to apply 'proportionate universalism' will 
be invaluable. It will ensure that health
messages are delivered universally, 
without exception; it will also ensure that
individuals with specific needs are identified

and followed up for targeted intervention.

One agency cannot on its own sustain 
a programme that relies on several
agencies for its effectiveness. However,
with multi-agency sign-up, a programme
can generate added value through
achieving a critical mass of resources
focused on the at-risk population and
groups. 

Some interventions very readily lend
themselves to becoming part of
mainstream services: health visitor support
for mothers; debt counselling; social
prescribing of fitness regimes for older
people, for example. Partnership
arrangements should be developed where
there are well evidenced, whole-system
savings to be achieved as well as longer
term improvements in wellbeing. In many
cases the interventions described in the ten
commissioning areas include elements that
may already exist or can be incorporated
into existing services. The challenge is to
ensure cost effective, sustainable inclusion
of these new elements. 

Demonstrating that interventions can be
implemented successfully as part of routine
service delivery is an important challenge.
Few interventions are sustained over time,
regardless of their impact. A number of
writers in this field have pointed to the
importance of systems transformation to
support the adoption and sustainability of
evidence-based interventions. Implementing
programmes in complex, multi-level
systems such as schools, workplaces and
communities involves the complex
interaction of the characteristics of the
intervention, the implementer, the
participants, the organisational capacity
and support of the delivery system (both 
general and intervention-specific capacity),
and the specific contexts in which the
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intervention is being implemented. 

Training and professional development,
organisational capacity, inter-sectoral
partnerships and knowledge exchange
networks can all assist in addressing the
complexity of implementation and
achieving the outcome goals. 

The following elements are essential to
effective implementation:

• generate readiness and commitment 
through active stakeholder engagement,
including the participation and 
involvement of target intervention 
groups

• ensure systematic planning, building on 
existing practices, core principles and 
available evidence

• identify the practical steps and practices 
needed for the full implementation of 
interventions from planning through to 
sustainability

• plan for sustainability by aligning 
intervention goals with local policy 
and service objectives

• identify existing supportive structures 
and practices across diverse sectors and 
services locally

• develop and facilitate local leadership 
and management for quality 
implementation

• provide training and professional 
development for staff

• build local organisational capacity and 
support including structures and 
resources

• build inter-sectoral partnerships and 
collaborative models with other 
organisations and agencies

• establish networks for practice 
knowledge exchange and transfer.

Resources

NICE guidance

How to change practice: understand, identify and overcome barriers to change.
http://www.nice.org.uk/usingguidance/implementationtools/howtoguide/
barrierstochange.jsp (accessed November 2010) 
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5.9  Increase investments
upstream

Whilst mainstreaming the interventions
identified will be a major thrust of a
strategic approach, the strategy developed
by the proposed Health and Wellbeing
Boards should aim to increase investments
in population mental health by identifying
the percentage resources to be invested
over a defined period of time. The need for
pump priming or double funding as new
services or programmes are introduced 
and take time to bed down needs to be
recognised and is obviously a major
challenge in the current economic climate.
The decision tool (see section 5.5.2),
informed by the JSNA process and gap
analysis, will help in identifying priorities 
for investment upstream. From this
commissioners may need to consider how
to rebalance investments towards
promoting population mental wellbeing. 
It will be mistake to assume that the 
major focus for this should be mental
health services, which have historically
experienced serious resource shortfalls.85

Rather this requires a strategic whole
system approach and the proposed Health
and Wellbeing Boards may find the ten
commissioning areas proposed within 
this toolkit as a useful framework to 
undertake this. 

5.10  Demonstrate accountability
for outcomes

Accountability for cost-effectiveness of
programmes will require a review of their
impact and outcomes. A robust evaluation
framework for local initaitives will need to
be put in place to monitor progress in
meeting desirable and measurable

outcomes, and also to build up the local
evidence base and collect learning from
practice. 

Agreeing an outcomes framework for
commissioning for mental wellbeing has 
to take account of national developments,
but is for local determination. When
outcomes are being sought in relation to
improving population mental wellbeing, it
is important to aim for outcomes and
indicators that enable comparisons across
localities. Outcomes of wellbeing are more
than the absence of clinical indicators of
illness; measures of positive mental health
are being actively explored, particularly 
the Warwick Edinburgh Mental Wellbeing
Scale. Possible outcomes to consider are
contained in the table of suggested
interventions to commission. 

When agreeing the outcomes, it may be
helpful to consider them in terms of time 
– i.e. immediate, intermediate and
longitudinal. This helps clarify what is 
being aimed at and why (and manage
expectations) and assists planning for
monitoring and evaluating the impact of
the work. It may also be helpful to identify
how the different outcomes are linked
through the programme logic – for
example, showing how achievement of
immediate outcomes will contribute to
longer term ones. Demonstrable success 
on immediate outcomes could then be
used to win longer term support for
programmes.

Performance indicators should provide
information about how the intervention
strengthens protective factors and reduces
risk factors in the social and physical
environment. 
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Work is under way to develop appropriate
metrics for detecting improvements in
mental wellbeing. Fine-grained data,
including qualitative data, are also needed
to understand the meaning of mental
wellbeing, the factors that influence it and
potential interventions for mental health
improvement across diverse communities.
Finally, specific measures and data
collection stages will need to be designed
to enable evaluation of specific mental
health improvement activities.

Resources

Health Scotland (2008). Mental health improvement: evidence and practice evaluation guides. 
http://www.healthscotland.com/documents/457.aspx (accessed November 2010)

Health Scotland (2008). Selecting scales to assess mental wellbeing in adults. Edinburgh: 
Health Scotland.
A review of and guide to selecting mental wellbeing scales validated for use in the UK:
http://www.healthscotland.com/documents/2403.aspx (accessed November 2010)

The Warwick/Edinburgh Mental Wellbeing Scale (WEMWEBS) is still under development but 
is being used in Scotland and in the North West of England. A user guide to WEMWEBS is
available at:
http://www.healthscotland.com/uploads/documents/7551-WEMWBS%20User
%20Guide%20Version%201%20June%202008.pdf 
(accessed November 2010)
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Appendix 1: 
Data sources

Local profiles

Population data

The national census collects information about people, households and their housing.
Includes trends and can be used for long-term planning. 
http://www.ons.gov.uk/census/index.html (accessed November 2010).

Neighbourhood profiles

Profiles covering population, health, education, housing, crime and national indicators. 
Can be used to analyse inequalities.
http://neighbourhood.statistics.gov.uk/dissemination (accessed November 2010).

Area profiles

The Audit Commission has developed area profiles to enable public service providers to
identify which areas need most support so that services may be targeted to address
inequalities. The profiles include information on quality of life.
http://www.areaprofiles.audit-commission.gov.uk (accessed November 2010).

Social and economic issues 

The Department for Work and Pensions collects statistical information about a range of
social and economic issues, including employment and benefits, with analysis by geography
available.
http://www.dwp.gov.uk/asd/ (accessed November 2010).

Health profiles

The NHS Information Centre provides comparative information on health and social care
issues by population and geography. This includes public health information and information
on lifestyles as well health and social care provision. 
http://www.ic.nhs.uk/statistics-and-data-collections/population-and-geography
(accessed November 2010).

Children and young people

Commissioning Support Programme (2006). Data sources for commissioners of children,
young people and maternity services has been developed to support commissioners to
improve outcomes for children in relation to Every Child Matters, this brings together many
data sources for children and young people.
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1. Does the locality have a commissioning Yes/No/Provide a summary

plan that includes priorities for mental 
wellbeing?

2. What is the local structure/ system for 
agreeing and delivering commissioning 
priorities for mental wellbeing?

3. Where does the leadership for this 
come from?

4. Who is involved and who is missing?

5. How robust are the methods for 
engaging diverse communities

6. What are the population mental 
wellbeing outcomes?

7. What specific mental wellbeing 
outcome measures are being used?

8. What specific services have been 
commissioned to improve population 
mental wellbeing?

9. What are the gaps against the ten 
commissioning areas in this toolkit?

10. What can be done to improve 
commissioning for population mental 
wellbeing in your area?
• Leadership
• Partnership working
• Community engagement
• Profiling community assets
• Strategy development 
• Workforce development
• Implementation.

Appendix 2: 
Commissioning mental wellbeing locality scoping checklist
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Appendix 3: 
NICE guidance summarising the evidence 
for promoting mental wellbeing

This table provides a summary of the relevant publications from NICE that provide a
synthesis of the evidence for promoting mental wellbeing. They are supported by
implementation tools and costing templates as well as being available in summary form.

Publication

Promoting mental
wellbeing at work 
2010

Promoting young
people's social and
emotional wellbeing in
secondary education,
2009 

An assessment of
community 
engagement and
community
development
approaches including 
the collaborative
methodology and
community 
champions, 2008

Summary

Guidance is for those who have a role in promoting mental
wellbeing at work. This includes all employers and their
representatives, irrespective of the size of the business or
organisation and whether they are in the public, private, or
voluntary sectors. It focuses on interventions to promote
mental wellbeing through productive and healthy working
conditions. http://www.nice.org.uk/PH22 
(accessed November 2010).

Guidance promoting social and emotional wellbeing in
secondary education, focusing interventions to support all
young people aged 11-19 who attend any education
establishment. Aimed at all those with  responsibility for the
social and emotional wellbeing of young people in secondary
education, including  teachers, support staff, governors and
professionals with public health as part of their remit working
in education (including the independent sector), local
authorities, the NHS and the wider public, voluntary and
community sectors.
http://www.nice.org.uk/nicemedia/live/11991/45484/
45484.pdf (accessed November 2010).

This guidance aims to support those working with and
involving communities in decisions on health improvement 
that affect them. It is for people working in the NHS and 
other sectors who have a direct or indirect role in - and
responsibility for - community engagement.
http://guidance.nice.org.uk/PH9/Guidance/pdf/English
(accessed November 2010).
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Social and emotional
wellbeing in primary
education, 2008

Mental wellbeing and
older people, 2008

Promotion and 
creation of physical
environments that
support increased 
levels of physical 
activity, 2008

Public Health
Interventions to 
Promote Positive 
Mental Health and
Prevent Mental 
Health Disorders 
among Adults, 2007

Antenatal and 
postnatal mental 
health, 2007

Guidance for teachers, school governors and professionals 
with public health as part of their remit working in education,
local authorities, the NHS and the wider public, independent,
voluntary and community sectors. Recommends development
of arrangements as part of the ‘Children and young people’s
plan’ (and joint commissioning activities) to ensure all primary
schools adopt a comprehensive, ‘whole school’ approach to
children’s social and emotional well being.
http://www.nice.org.uk/nicemedia/pdf/PH012Guidance.
pdf (accessed November 2010).

Guidance for occupational therapy and physical activity
interventions to promote the mental wellbeing of older 
people in primary care and residential care
http://www.nice.org.uk/nicemedia/live/11999/42395/
42395.pdf (accessed November 2010).

Guidance  on how to improve the physical environment to
encourage physical activity and is aimed at NHS and other
professionals who have responsibility for the built or natural
environment; including local transport authorities, transport
planners, those working in local authorities and the education,
community, voluntary and private sectors.
http://www.nice.org.uk/PH008 (accessed November 2010).

The guidance considers all systematic reviews, syntheses, meta-
analyses and review-level papers on non-pharmacological
interventions to promote positive mental health & prevent
mental health disorders in adults aged over 16. It considers
cost-effectiveness data for non pharmacological interventions
that aim to promote positive mental health and prevent 
mental health disorders in adults and highlights gaps in the
evidence and makes recommendations for future research.
http://www.nice.org.uk/niceMedia/pdf/mental%
20health%20EB%20FINAL%2018.01.07.pdf 
(accessed November 2010).

Guidance on mental health problems during pregnancy and after
giving birth covers recognising mental health problems during
pregnancy and in the first year after giving birth and the care
and treatment (including drugs and psychological treatments) 
of women who develop a mental health problem during
pregnancy or in the first year after giving birth, and women 
who have a higher chance of developing a problem at this time.
http://www.nice.org.uk/nicemedia/live/11004/30431/
30431.pdf (accessed November 2010).
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Appendix 4: 
Implementation checklist

Adapted from Barry, Domitrovich & Lara (2005)86

Programme initiation and planning phase

• Assess the characteristics and resources available in the local community 
• Identify the problem and associated risk and protective factors for that community
• Verify that the programme model is appropriate for implementation in the target 

community
• Involve key stakeholders in the decision-making process, including implementing staff, 

management and potential programme recipients
• Ensure buy-in of all parties by providing documentation that supports the need for the 

programme (e.g. the evidence-base for the programme and the match between the 
approach adopted and the needs in the community)

• Identify the key components of the intervention based on underlying programme theory 
• Identify and communicate programme objectives, principles and the mechanisms that 

will be use to achieve them, to all relevant players at the planning stage.
• Provide decision-makers and stakeholders with the necessary information to secure 

adequate resources to implement the programme
• Lay the foundation for successful co-operation and collaboration by clearly defining the 

roles of all parties involved and establish a system for discussing and resolving problems
• Plan for the long-term sustainability of the programme.

Delivery phase

• Assess readiness to implement the programme
• Make modifications or adaptations in delivering the programme, balancing programme 

fidelity with the needs of the local site
• Draw on the  knowledge of those with experience of the programme 
• Develop a structured manual or detailed programme description to facilitate programme 

implementation
• Train programme staff to conduct the programme effectively
• Provide ongoing support and supervision once the programme has begun
• Partner with an evaluator to develop an implementation monitoring system that includes 

assessment of the programme (i.e. programme fidelity, exposure, quality of delivery, 
participant responsive and programme differentiation), support system, and key system 
factors.

Programme maintenance and sustainability phase

• Develop a plan for the sustainability of the programme based on existing funding, 
long-term priorities and resources

• Use implementation information and process evaluation data to fine-tune and improve 
programme delivery

• Provide regular updates and evaluation information to key stakeholders 
• Document the provision of feedback and any subsequent changes that are made to the 

programme.
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Terms used in the guide

Community assets
The social, environmental, material, financial
and entrepreneurial resources within a
community.

Community engagement
The process of engaging, involving and
building capacity within communities to
support and enable them to take action.

Equality impact assessment
A systematic process for identifying the
impact of a policy or service on a particular
group, with respect to age, disability, gender,
race, sexual orientation, religion or faith.

Evidence-informed practice 
The explicit and judicious use of the best
available evidence in making decisions about
practical action to improve health and social
outcomes.

Joint strategic needs assessment
(JSNA)
A process of identifying the health and
wellbeing needs and inequalities of a local
population to inform more effective and
targeted commissioning and service delivery.

Mental wellbeing
A sense of emotional, psychological, social
and/or spiritual wellbeing and includes life
satisfaction, positive relationships with others
and a purpose in life.

Mental health
Used interchangeably with mental wellbeing
to refer to a positive state of health/wellbeing.

Mental health improvement
Any action to enhance the mental health of
individuals and populations. This includes
action to strengthen mental wellbeing and/or
action to prevent mental illness. Used
interchangeably with mental health promotion.

Mental health promotion
Any action to enhance the mental wellbeing
of individuals, families, organisations or
communities.

National indicator set 
A set of national measures developed by
central government to monitor the
performance of local government working
alone or with partner organisations. 

Outcomes
Clear, measurable statements setting out the
changes, benefits, learning or other effects
that result from an intervention. Need to be
distinguished from outputs, which are often
steps toward achieving specific outcomes.

Protective factors
Factors that have been identified as
strengthening mental wellbeing.

Psychological wellbeing
Commonly used to refer to meaning, 
self-realisation and functioning.

Public mental health
A population-based approach to mental
health that looks at the wider psychosocial
and environmental impacts and influences 
on wellbeing.

Recovery 
An individual process of learning to live with
and manage ongoing mental ill health and
achieving life goals and aspirations despite
the adverse impact of symptoms.

Resilience
The personal capacities and resources that
maintain or preserve good functioning in the
face of adversity.

Risk factors
Factors that have been identified as increasing
the risk of poor mental health.

Social inclusion
Action to address the combination of linked
problems such as unemployment, poor skills,
low income, poor housing, high crime, bad
health and family breakdown.

COMMISSIONING MENTAL WELLBEING 53



References

1 Huppert F, Baylis N, Keverne B (eds) (2005). The science of wellbeing. 
Oxford: Oxford University Press.

2 Kessler R, Berglund P, Demler O et al (2005). Lifetime prevalence and age-of-onset 
distributions of DSM-IV disorders in the national comorbidity survey replication. 
Archives of General Psychiatry 62: 593–602. 

3 World Health Organization (2004). Promoting Mental Health: 
Concepts, Emerging Evidence, Practice. Summary report. WHO 
http://www.who.int/mental_health/evidence/en/promoting_mhh.pdf 
(accessed November 2010).

4 World Health Organization (2005). Mental Health Action Plan for Europe: 
Facing the Challenges, Building Solutions. WHO. 
http://www.euro.who.int/__data/assets/pdf_file/0008/96452/E87301.pdf 
(accessed November 2010)

5 Royal College of Psychiatritss (2010. No health without public mental health: 
the case for action. 
http://www.rcpsych.ac.uk/PDF/Position%20Statement%204%20website.pdf 
(accessed November 2010).

6 Barry M, Jenkins R (2007). Implementing mental health promotion. Edinburgh: Elsevier.

7 HM Government (2010). Healthy Lives, Healthy People: 
Our strategy for public health in England. London: HMSO.

8 Aked J, Michaelson J, Steuer N (2010). The role of local government in promoting 
wellbeing. London: Local Government Improvement and Development.

9 A Suicide Prevention Strategy is currently being developed and scheduled for 
publication early 2011. 
NMHDU (forthcoming). A practical framework for mental health commissioning being 
developed by NMHDU and partner organisations. 
See also Department of Health (2010). 
Commissioning IAPT for the whole community. Improving Access to Psychological Therapies.
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/DH_090011 
(accessed November 2010).

10 Public Health Agency of Canada (undated). Population health approach: 
the organizing framework. Ottawa: Public Health Agency of Canada. 
http://cbpp-pcpe.phac-aspc.gc.ca/population_health/index-eng.html 
(accessed November 2010).

11 World Health Organisation (2007). 
http://www.who.int/mediacentre/factsheets/fs220/en/  (accessed November 2010).

12 Scott S et al (2001). Multicentre controlled trial of parenting groups for childhood 
antisocial behaviour in clinical practice. British Medical Journal 323: 194.

54  COMMISSIONING MENTAL WELLBEING



13 Kim-Cohen J, Caspi A, Mofitt TE et al (2003). Prior juvenile diagnoses in adults with 
mental disorder: developmental follow-back of a prospective longitudinal cohort. 
Archives of General Psychiatry 60: 709–717.

14 Friedli L, Parsonage M (2007). Mental health promotion: building an economic case. 
Belfast: NIAMH.

15 Department of Health (2010).The NHS quality, innovation, productivity and prevention 
challenge: an introduction for clinicians. London: Department of Health

16 WHO (2008). The global burden of disease: 2004 update. 
http://www.who.int/healthinfo/global_burden_disease/GBD_report_2004update_full.pdf 
(accessed November 2010).

17 Sainsbury Centre for Mental Health (2003). The economic and social costs of mental 
illness: Policy paper 3. London: SCMH. 
http://www.centreformentalhealth.org.uk/pdfs/costs_of_mental_illness_policy_paper_3.pdf 
(accessed November 2010).

18 Centre for Mental Health (2010). Economic and social costs of mental health problems 
in 2009-10, CMH, London www.centreformentalhealth.org.uk.

19 Friedli L & Parsonage M (2007). Op. cit.

20 Mental Health Strategies (2008). The 2007/08 national survey of investment in adult 
mental health services. London: Department of Health.

21 Parks J, Svendsen, D, Singer P, et al (2006). Morbidity and Mortality in people with serious 
mental illness.: 13th technical report. Alexandria, VA: National Association of State Mental
Health Program Directors.

22 Marmot M (2010). Fair society, healthy lives: a strategic review of health inequalities 
post 2010. London: Marmot Review.

23 Wilkinson R, Pickett K (2009). The spirit level: why equality is better for everyone. 
London: Penguin.

24 Friedli L (2009). Mental health, resilience and inequalities. Copenhagen: 
World Health Organisation Europe. 
http://www.euro.who.int/__data/assets/pdf_file/0012/100821/E92227.pdf
(accessed November 2010).

25 Foresight Foresight Mental Capital and Wellbeing Project (2008). 
Final project report. London: The Government Office for Science.
http://dius.ecgroup.net/files/116-08-FO_b.pdf (accessed November 2010)

26 Department of Health (2010). Confident communities, Brighter Futures. London: 
Department of Health.

27 Royal College of Psychiatrists (2010). No health without public mental health: 
the case for action. Position statement PS4/2010. London: Royal College of Psychiatrists. 
http://www.rcpsych.ac.uk/pdf/Position%20Statement%204%20website.pdf 
(accessed November 2010).

COMMISSIONING MENTAL WELLBEING 55



28 Barry M (2007). Building capacity for effective implementation of mental health 
promotion. Australian e-Journal for the Advancement of Mental health 6(2). 
http://www.nuigalway.ie/health_promotion/documents/M_Barry/2007_ja_building_
capacity_guest_ed._aejamh_692.pdf  (accessed November 2010).

29 McNaughton Nicholls C, Arthur S, Creegan C (2010). Perceptions of unfair treatment 
in the public. London: Government Equalities Office.

30 Marmot M (2010). Op. Cit.

31 Ibid

32 Aked J, Michaelson J, Steuer N (2010). Op. cit.

33 Department of Health (2010b). Equity and excellence: liberating the NHS. 
London: Department of Health.

34 Bernstein H, Cosford P, Williams A (2010) Enabling effective delivery of health and 
wellbeing: an independent report for the Department of Health. 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicy
AndGuidance/DH_111692  (accessed November 2010).

35 Pitchford M, Archer T, Ramsden, S (2009)  Duty to Involve: Making it Work. 
London: Community Development Foundation. 
http://www.cdf.org.uk//c/document_library/get_file?uuid=5f6aaeca-ae45-4757
-a934-e7ddde8281de&groupId=10128 (accessed November 2010).

36 Newbigging , K., Bola, M., & Shah, A (2008). Scoping exercise with black and minority 
ethnic groups on perceptions of mental wellbeing in Scotland, NHS Scotland, Glasgow.
http://www.healthscotland.com/uploads/documents/7977-RE026FinalReport0708.pdf

37 Popay J (2006). Community engagement for health improvement. 
Questions of definition, outcomes and evaluation,: Background paper prepared for NICE. 
(accessed November 2010).
http://www.nice.org.uk/niceMedia/pdf/smt/070306item13.pdf

38 Scottish Community Development Centre for Learning Connections (2007). 
Building community capacity: resources for community learning and development 
practice. Edinburgh: Scottish Government. 
http://www.scotland.gov.uk/Publications/2007/12/10132433/25  (accessed November 2010).

39 NHS Greater Glasgow (2010). Mosaics of meaning: partnerships with black and minority 
ethnic communities to promote mental health: a handbook. Glasgow: Word of Mouth 
Communication.

40 Kretzmann JP, McKnight JL (1993). Building communities from the inside out: a path 
toward finding and mobilizing a community's asset. Evanston, IL: Institute for Policy 
Research.

41 Meltzer H, Gatward R, Corbin T, Goodman R, Ford T (2003). Persistence, onset, risk factors
and outcomes of childhood mental disorders. London: TSO. 

42 Caan W, Jenkins R (2009) Integrating the promotion of child mental health into national 
policies for health sector reform. J Public Health. 7(1). 9-14.

56  COMMISSIONING MENTAL WELLBEING



43 NICE (2007) Behaviour change: The most appropriate means of generic and specific 
interventions to support attitude and behaviour change at population and community levels.
http://www.nice.org.uk/Guidance/PH6 (accessed November 2010).

44 Karoly L, Kilburn MR, Cannon J, (2005) Early Childhood Interventions: Proven Results, 
Future Promise. Santa Monica: Rand Corporation.

45 Olds D L , (2002) Prenatal and infancy home visiting by nurses: from randomized control 
trials to community replication. Prev Science. 3: 153-172.

46 Barlow, J., Coren, E. & Stewart-Brown, S. (2003). Parent-training programmes for 
improving maternal psychosocial health.  Cochrane Database of Systematic Reviews 2003,
Issue 4.  Art. No.:CD002020. DOI: 10.1002/14651858.CD002020.pub2.

47 OIds, D.L., Eckenrode, J.J., Henderson, C.R., et al (1997). Long term effects of home 
visitation on maternal life course and child abuse and neglect: fifteen year follow up of a 
randomised trial.  Journal of the American Medical Association, 278(8):637-643.

48 Cornah, D. (2003). Promoting engagement: Identifying why effective early interventions 
for children with/or at risk of developing mental health problems sometimes fail to reach 
them most. Journal of Psychiatric and Mental Health Nursing, 10, 499-500.

49 Bywater T, Hutchings J, Daley D, Whitaker C (2009) Long-term effectiveness of a parenting
intervention for children at risk of developing conduct disorder. B J Psych 195: 318-324

50 Zechmeister I, Kilian R, McDaid D and the MHEEN Group (2008) Is it worth investing in 
mental health promotion and prevention of mental illness? A systematic review of the 
evidence from economic evaluations BMC Public Health 2008,
8:20 doi:10.1186/1471-2458-8-20.

51 Payton J, Weissberg RP, Durlak JA,  et al (2008) The positive impact of social learning for 
kindergarten to eighth-grade students: Findings from three scientific reviews. Chicago IL: 
Collaborative for Academic, Social and Emotional learning. 

52 Bond L, Patton G, Carlin J.B. Butler H, Thomas L, Bowes G (2004) The Gatehouse Project: 
can a multilevel school intervention affect emotional wellbeing and health risk behaviours?
J Epidemiol Community Health 2004;58:997-1003.

53 Meade C, lamb, P. (2007) NIACE Family learning matters: Family learning to employment: 
raising aspirations and gaining skills. NIACE Topic Paper No 3 September. 
http://archive.niace.org.uk/projects/fl2e/Family%20Learning%20Topic.pdf 
(accessed November 2010).

54 Schachter H.M, Girardi A; Ly M. Lacroix D, Lumb A.B, van Berkom J, Gill R (2008). 
Effects of school-based interventions on mental health stigmatization: a systematic review.
Child and Adolescent Psychiatry and Mental health, 2 (1) 18.

55 Wright A, McGorry P, Harris M, Jorm, A, Pennell K (2006). Development and evaluation 
of a youth mental health community awareness campaign - The Compass Strategy. 
BMC Public Health 6(1), 215.

56 Hilton, M., (2005) Assessing the financial return on investment of good management
strategies and the WORC project. WORC project paper.
http://www.qcmhr.uq.edu.au/worc/Documents/Hilton_Paper(2005).pdf 
(accessed November 2010).

COMMISSIONING MENTAL WELLBEING 57



57 Black (2008). Working for a healthier tomorrow. 
http://www.dwp.gov.uk/docs/hwwb-working-for-a-healthier-tomorrow.pdf 
(accessed November 2010).

58 Weich, S. & Lewis, G. (1998). Poverty, unemployment and common mental disorders: 
population-based cohort study. British Medical Journal 317, 115–119.

59 Harvey SB, Hotopf M, Overland S, Mykletun A (2010|) Physical activity and common 
mental disorders. Br. J. Psych. 197:357-364   

60 National Institute for Health and Clinical Excellence (2008a). Promoting and creating built 
or natural environments that encourage and support physical activity. 
http://www.nice.org.uk/PH008 (accessed November 2010).

61 National Institute for Health and Clinical Excellence (2008b). Mental wellbeing and older 
people: PH 16 Occupational therapy interventions and physical activity interventions to 
promote the mental wellbeing of older people in primary care and residential care. 
http://www.nice.org.uk/nicemedia/live/11999/42395/42395.pdf 
(accessed November 2010).

62 Egan M, Tannahill C, Petticrew M, Thomas S (2008) Psychosocial Risk factors in home and 
community settings and their associations with population health and health inequalities: 
a systematic meta-review. BMC Public Health 8:239

63 Etnier, J. L, Salazar, W. Landers, D. M et al (1997) The influence of physical fitness and 
exercise upon cognitive functioning: a meta-analysis. Journal of Sport & Exercise 
Psychology (JSEP), 19(3), 249 – 277.

64 Age Concern and the Mental Health Foundation (2006). Promoting mental health and 
wellbeing in later life. http://www.mentalhealth.org.uk/publications/?EntryId5=41185  
(accessed November 2010).

65 Lampinen P, Heikkinen R.L, Kauppinen M, Heikkinen E.(2006). Activity as a predictor of 
mental wellbeing among older adults. Aging & Mental Health, 10(5) 454-466.

66 Lyubomirsky, S., Sheldon, K. M., & Schkade, D. (2005). Pursuing happiness: 
The architecture of sustainable change. Review of General Psychology, 9, 111-131.

67 National Institute for Health and Clinical Excellence (2008b). Op cit.

68 See also a useful paper: Casiday R, Kinsman E, Fisher C, Bambra C (2008) Volunteering 
and Health: What Impact Does It Really Have? London: Volunteering England. 
http://www.volunteering.org.uk/NR/rdonlyres/AB46F9EC-CADB-4ABB-AEFE-8A850F09AE32
/0/FullReportLampeter2ndJuly2008.pdf  (accessed November 2010).

69 Black C (2008).Op. Cit.

70 Department of Health (2010). Responding to violence against women and children-the 
role of the NHS: the report of the Taskforce on the health aspects of violence against 
women and children. London: Department of Health. 
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/@ps/
documents/digitalasset/dh_113824.pdf (accessed November 2010).

58  COMMISSIONING MENTAL WELLBEING



COMMISSIONING MENTAL WELLBEING 59

71 Itzin C (2006). Tackling the health and mental health effects of domestic and sexual 
violence and abuse. London: Department of Health. 
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/
digitalasset/dh_4136611.pdf (accessed November 2010).

72 Bond L, Carlin JB, Rubin K, Patton G (2001) Does bullying cause emotional problems? 
A prospective study of young teenagers. BMJ, 323:480-484

73 Hamer M, Chida Y (2008). Op cit.

74 Surtees PG, Wainwright NWJ, Luben RN, Wareham NJ, Bingham SA, Khaw KT (2008). 
Psychological distress, major depressive disorder and risk of stroke. Neurology 70:788–794

75 Etnier, J. L, Salazar, W. Landers, D. M et al (1997) The influence of physical fitness and 
exercise upon cognitive functioning: a meta-analysis. Journal of Sport & Exercise 
Psychology (JSEP), 19(3), 249 – 277.

76 Osborn DPJ, Levy G, Nazareth I, Petersen I et al (2007) Relative Risk of Cardiovascular and 
Cancer Mortality in People With Severe Mental Illness from the United Kingdom’s General 
Practice Research Database Archives of General Psychiatry 64:242-249.

77 Barth J, Schumacher M, Herrmann-Lingen C (2004). Depression as a risk factor for 
mortality in patients with coronary heart disease: a meta-analysis. Psychosom Med. 
2004;66(6):802-13.

78 Simon GE, Katon WJ, Lin EH, Rutter C, Manning WG, Von Korff M, Ciechanowski P, 
Ludman EJ, Young BA (2007). Cost-effectiveness of systematic depression treatment 
among people with diabetes mellitus. Arch Gen Psychiatry 64:65 -72.

79 NICE (2010). Alcohol use disorders: preventing harmful drinking. 
http://www.nice.org.uk/guidance/PH24/Guidance/pdf  (accessed November 2010).

80 Chisholm et al (2004) Reducing the global burden of hazardous alcohol use. 
A comparative and cost effectiveness analysis. Journal of Studies on Alcohol. 
65 (6) 782-793.

81 Age Concern and the Mental Health Foundation (2006). Op cit.

82 Windle et al, (2008) Public health interventions to promote mental wellbeing in people 
aged 65 and over: a systematic review of effectiveness and cost-effectiveness. 
Bangor: University of Wales Bangor

83 Barry M, Jenkins R (2007). Op. Cit.

84 Barry MM, Domitrovich C, Lara MA (2005). The implementation of mental health 
promotion programmes. Promotion & Education supplement 2: 30-36. 
http://www.gencat.cat/salut/imhpa/Du32/html/en/dir1663/Dd12975/iuhpe_special
_edition_no2.pdf (accessed November 2010).

85 Fitch C, Daw, R, Balmer, N, Gray, K, Skipper, M. (2008). Fair deal for mental health. 
London: Royal College of Psychiatrists.
http://www.rcpsych.ac.uk/pdf/Fair%20Deal%20manifesto_for%20website%201%
20Julyx.pdf
(accessed November 2010).

86 Barry MM, Domitrovich C, Lara MA (2005). Op. Cit.



University of Central Lancashire
The International School for Communities, Rights and Inclusion

Preston, PR1 2HE, United Kingdom
Tel: 01772 892780 Email: iscrioffice@uclan.ac.uk




