
What is public mental health?

Public mental health involves:1

. assessment of levels of mental disorder and well-being,
risk and protective factors in the local population
including those from higher-risk groups

. enabling delivery of appropriate level of interventions to
treat mental disorder early, prevent mental disorder and
promote mental well-being

. ensuring that people at higher risk of mental disorder and

poor mental well-being are proportionately prioritised

in assessment and intervention delivery.

The cross-government public mental health strategy,

Confident Communities, Brighter Futures,2 describes a range

of effective public mental health interventions. Both the

current and previous cross-government mental health

strategies3,4 outline a twin-track approach, which includes

early intervention for mental disorder and promotion of

population mental well-being. One of the reasons for such

an approach is the recognition that even if all those with

mental disorder received the best available treatment, this

would only partially alleviate the burden of mental disorder.
The Royal College of Psychiatrists’ position statement

on public mental health5 highlights the important public

mental health role of psychiatrists. Many psychiatrists

already adopt a public mental health approach in their

work, although the position statement states that they

should be engaged in the commissioning process and

informing commissioners of the expected prevalence of

mental disorders to anticipate levels of required service

provision and unmet need.5 The College’s position statement

also advises that psychiatrists need to be engaged in assessing
the promotion needs of their local population.

The government’s public mental health White Paper6

signalled a new approach to public health, which places
mental health and well-being at the heart of the new system,
as an integral and complementary part of public health in
England. Clinical commissioning groups and local authorities
now jointly lead the local health and care system through
health and well-being boards in collaboration with their
communities. The boards have a key role in transforming
health and care and achieving better population health and
well-being through:

. joint strategic needs assessments (JSNAs), which bring
together into one report the current and future health
and social care needs of the local population to inform
health and social care planning and commissioning7

. joint health and well-being strategies, which set out the
local strategy and the priorities identified by the health
and well-being board to tackle the needs identified in
their JSNAs, which therefore require accurate informa-
tion about level of unmet mental health need.

Public mental health intelligence relevant
to psychiatrists

The following four areas of public mental health intelligence
are relevant to both psychiatrists and JSNAs:

1 local levels of mental disorder and well-being,
including in higher-risk groups

2 local levels of risk and protective factors
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Summary Public mental health involves a number of important elements relevant to
psychiatrists. This includes estimation of the level and impact of unmet need for
treatment of mental disorder, prevention of mental disorder and promotion of mental
well-being particularly in higher-risk groups. In the UK, the majority of people with
mental disorder receive no intervention. This is despite the large impact and costs of
mental disorder and existence of cost-effective interventions which result in economic
savings even in the short term. Furthermore, spend is virtually absent for interventions
to prevent mental disorder and promote mental well-being despite prominence within
government policy and a good evidence base. At a time of budget cuts, local
information about level, impact and costs of such unmet need as well as effective
interventions are important to accurately inform the required investment for
treatment of mental disorder, its prevention and promotion of mental well-being.
Information about impact of interventions including economic savings across a broad
range of sectors can also be estimated. This article summarises recent public mental
health commissioning guidance which provides such information.
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3 impact of mental disorder and poor well-being

4 and proportion of the population receiving public
mental health interventions, including those with
mental disorder.

Local levels of mental disorder and well-being including
in higher-risk groups

One in two people experience a mental disorder during their
lifetime.8 In England, national psychiatric morbidity
surveys show that mental disorder is common:

. 10% of children and young people experience a mental
disorder9

. 17.6% of adults experience at least one common mental
disorder10

. 0.4% of adults have psychosis10

. 6% have alcohol dependence10

. 3% are dependent on illegal drugs10

. 21% have tobacco dependence11

. 5.4% of men and 3.4% of women have diagnosable
personality disorder12

. 5% of people aged over 65 and 20% of those aged over

80 have dementia.13

Subthreshold mental disorders are also common, result
in significant burden and increase the risk of transition to
threshold disorder. Levels of subthreshold disorder include:

. 18% of 5- to 16-year-olds experience subthreshold
conduct disorder14

. 17% of adults experience subthreshold common mental
disorder10

. 5% of adults experience subthreshold psychosis15

. 24% of adults drink more than the safe upper limit of

alcohol.10

Well-being levels in the UK have been highlighted by an
Office for National Statistics survey16 of 165 000 adults,
which found that for life satisfaction 76% scored 7 or more
out of 10 and 7% scored less than 5, for life being
worthwhile 80% scored 7 or more and 5% scored less than
5, whereas for happiness yesterday 78% scored 7 or more
and 11% scored less than 5. An important risk factor for poor
well-being affecting a large proportion of the population is
mental disorder and subthreshold mental disorder.

Local variation of mental disorder and well-being
Although information about national levels of mental
disorder and well-being is helpful, significant local variation
occurs.10,17 Such variation is due to differences in local levels
of risk and protective factors as well as variation in numbers
from higher-risk groups. This highlights the importance of
accurate assessment of local levels of mental disorder and
well-being to inform about numbers requiring intervention
and about the level of unmet need.1

Levels of mental disorder and well-being in higher-risk groups
Certain groups at much higher risk of mental disorder are
also likely to have lower levels of well-being and
disproportionately benefit from public mental health
interventions. Therefore, information is required about
both the local numbers from such groups and their level

of increased risk.6 Examples of child and adolescent groups
with several-fold increased risk include children with
intellectual disability, special education needs, physical
illness, with a parent with mental disorder, looked-after
children and young offenders.1 Examples of adult higher-
risk groups include certain Black and minority ethnic
groups, homeless people, prisoners, and lesbian, gay,
bisexual and transsexual people.

Local levels of risk and protective factors

Mental disorder and well-being are associated with a range
of risk and protective factors.1,18 A public health approach
emphasises the importance of addressing such factors to
prevent mental disorder and promote well-being.
Commissioning decisions can be informed by local level of
risk and protective factors including in higher-risk groups as
well as impact of such factors.1

Factors associated with increased risk of mental
disorder during childhood and adolescence include:1

. during pregnancy and at birth:
. smoking during pregnancy is associated with

increased risk of conduct disorder19

. alcohol consumption during pregnancy: fetal alcohol
spectrum disorder is the most common non-genetic
cause of intellectual disability20

. stress: maternal stress during pregnancy is associated
with child behavioural problems21 and impaired
cognitive and language development22

. premature birth is associated with increased risk of
mental illness in offspring23

. women with mental disorder have an increased risk
of low birth weight and prematurity in their
offspring24,25

. socioeconomic factors including household income, state
benefits, tenure and type of area:9 children from lowest
household income have threefold increased risk of
mental disorder9

. family factors including family structure9

. parental factors: education qualifications, employment
and presence of mental disorder9

. child factors: age, gender, ethnicity, special education

needs and physical illness.

Some of the strongest predictors of mental disorder are
childhood adversity, particularly when associated with
maladaptive family functioning (such as parental mental
disorder, child abuse, neglect).26 For instance, child abuse is
associated with increased risk of depression (odds ratio
(OR) = 2.9), post-traumatic stress disorder (PTSD)
(OR = 4.0), psychosis (OR = 2.7), alcohol dependence
(OR = 1.8) and drug problems (OR = 2.1).27 Repeated sexual
abuse during childhood and adolescence is associated with
even higher rates of adult mental disorder including
depressive disorder (OR = 6.2), PTSD (OR = 6.8), probable
psychosis (OR = 15.3), alcohol dependence (OR = 5.2), eating
disorder (OR = 11.7)27 and attempted suicide (OR = 9.4).28

Factors associated with mental disorder in adulthood
include deprivation, unemployment, debt, violence, stressful
life events, inadequate housing and fuel poverty.1 Factors
associated with dementia include smoking, hypertension
and high body mass index.
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Inequality and deprivation are key underlying elements
for a range of risk factors for mental disorder and poor
mental well-being, which then further increase inequality.
Whereas higher-risk groups benefit more from public mental
health interventions, larger groups at less elevated risk also
benefit. Therefore, a proportionate universalistic approach
can both target higher-risk groups and accommodate larger
population groups.

Population level of risk factors
As well as level of increased risk associated with particular
factors, it is also important to assess the local level of such
risk factors.1,18 For instance, 25.3% of 18- to 24-year-olds
and 18.6% of 11- to 17-year-olds experienced severe
maltreatment during childhood. Similarly, 2.9% of women
and 0.8% of men experienced sexual abuse in childhood
(sexual intercourse), whereas 11.1% of women and 5.3% of
men experienced sexual touching in childhood.1 The
Guidance for Commissioning Public Mental Health Services1

also provides information on how to accurately estimate
overall numbers of people in different higher-risk groups
who have a mental disorder.

Impact of mental disorder and poor well-being

In the UK, mental disorder is responsible for 22.8% of burden
of disease; for comparison, the figure for cardiovascular
disease is 16.2% and for cancer 15.9%.29 No other health
condition matches mental ill health in the combined extent of
prevalence, persistence and breadth of impact. It is therefore
important that local strategy development, commissioning
and public health take account of the local impact of mental
disorder.

A key reason for the size of impact is that mental
disorder starts early, with 50% of lifetime mental illness
(excluding dementia) starting by age 14,8,30 and 75% starting
by the mid-20s.31 Mental disorder during childhood and
adolescence results in a broad range of disadvantages
including worse health, social skills and school outcomes,
higher levels of health-risk behaviours such as smoking,
alcohol and drug misuse, higher levels of self-harm and
suicide, as well as antisocial behaviour and offending
(Table 1).1,18

Mental disorder during childhood and adolescence also
results in worse subsequent adult health outcomes
including higher rates of adult mental disorder and suicide,
unemployment and lower earnings, marital problems, crime
and violence.1 In adults, mental disorder increases risk of:

. physical illness

. reduced life expectancy - for instance, schizophrenia is
associated with 20.5 years’ reduced life expectancy for
men and 16.4 years’ reduced life expectancy for
women32

. suicide and self-harm

. health-risk behaviour including poor diet, less exercise,
more smoking, drug and alcohol misuse; smoking is the
largest single preventable cause of death, yet 42% of
adult tobacco consumption in England is by those with
mental disorder11 and 43% of under-17-year-old smokers
have either emotional or conduct disorder9

. unemployment

. poor housing

. stigma and discrimination.

Economic impact of mental disorder
National costs of mental disorder which arise from this
broad range of factors are as follows (such costs can also be
calculated locally):

. to economy: £105.2 billion annual cost of mental health
problems in England33

. to the National Health Service (NHS): £11.9 billion or
11.1% of annual budget spent on mental health services in
2009/201034

. to UK employers: £28.3 billion annually35

. crime: £60 billion annual cost of crime in England and
Wales by adults who had conduct problems during
childhood and adolescence.36

Benefits of mental well-being
The benefits of well-being are due to more than just absence
of mental disorder.5 Health benefits of mental well-being
include reductions in: mental disorder in children and
adolescents, including persistence; mental disorder and
suicide in adults; physical illness; associated healthcare
utilisation; and mortality.1,18 Benefits of mental well-being
outside health include improved educational outcomes,
healthier lifestyle, reduced risk-taking, increased productivity
at work, fewer missed days off work, higher income, better
social relationships, reduced antisocial behaviour, crime and
violence, and reduced substance misuse.

Numbers receiving intervention to treat mental
disorder, prevent mental disorder and promote mental
health: estimating level of unmet need

Regarding treatment, the most recent national psychiatric
morbidity surveys show that only a minority of those in the
UK with mental disorder except psychosis receive any
intervention;9,10 the following proportion receiving any
intervention for different mental disorder:

. 23–28% of children with emotional and conduct disorders
are seen by child and adolescent mental health services
and receive less support from other services

. 24% of adults with common mental disorder; however,
less than 10% of older people with depression receive
adequate treatment

. 28% of adults screening positive for PTSD

. 81% of adults with probable psychosis received some
form of treatment compared with 85% in 2000

. 65% of adults with ‘psychotic disorder’ in past year

. 14% of adults with alcohol dependence

. 14% of adults with cannabis dependence

. 36% of adults with dependence on other drugs.

Public mental health commissioning guidance1 enables
estimation of the local proportion of those with different
mental disorder who receive intervention, thereby high-
lighting the size of unmet need. The guidance also draws
attention to the fact that an even smaller proportion receive
prevention or promotion interventions and highlights ways
to estimate local promotion and prevention of unmet need.
Establishing the size of unmet need informs the JSNA,
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which in turn informs health and well-being board decisions
regarding priorities and commissioning.

The proportion of individuals receiving public mental
health interventions is related to available local resources.
The commissioning guidance1 includes spend per head of
population since level of local resource often does not
reflect the level of mental disorder and poor well-being.

The previous section on public mental health intelli-
gence can support coordinated delivery of effective public
mental health intervention.

Delivery of effective public mental health interventions
A range of effective public mental health interventions to
treat mental disorder early, prevent mental disorder and
promote well-being are outlined in several policy and other
publications.2-6,18

Early intervention for mental disorder is associated
with improved outcomes, but it can also prevent a
significant proportion of adult mental disorder30 and
associated wide-ranging consequences. Early promotion of
recovery through activities such as supported employment,
housing assistance and debt advice is also important. Early
promotion of physical health, prevention of health-risk
behaviour and detection of physical illness can defend
against the significantly reduced life expectancy in those
who develop a mental disorder.1

One of the reasons why only a minority of people with a
mental disorder receive any intervention is poor recognition
by both the general population and health staff. Early
recognition and intervention for mental disorder can be
facilitated by both health staff training and wider population
campaigns to highlight symptoms, similar to campaigns for
other health issues, such as cancer. Regarding prevention,
although early intervention for mental disorder, associated
health risk behaviour and physical health can prevent a
range of outcomes, a number of interventions can prevent
mental disorder and suicide.1 These include interventions to
address inequalities, stigma, discrimination, violence and
abuse, whereas others can prevent a range of health risk

behaviours such as smoking. In addition, a range of effective
interventions can promote well-being across the life course.1

Public mental health interventions are delivered by a
range of service providers including primary and secondary
care, social care, public health, local authorities, third
sector, education, employers and criminal justice. Therefore,
public mental health also has an important role in
facilitating greater collaboration and coordination of activities
of such a group of organisations. A coordinated delivery of
public mental health interventions results not only in
improvement in a range of outcomes, but also in economic

savings, reduced inequalities and parity of esteem.
Due to the wide impact of mental disorder and well-

being, public mental health interventions improve a range
of NHS, public health and social care outcomes,1 resulting in
improved mental health, physical health, life expectancy,
healthy lifestyles, resilience, economic productivity, social
functioning and quality of life. They also reduce the burden

and economic costs of mental ill health, health-risk
behaviours, crime and violence.

Economic savings
The London School of Economics and Political Science
estimated the significant economic savings which arise from
public mental health interventions even in the short term as
part of the mental health strategy.37 This work highlighted
where savings occur and stressed that lack of intervention
results in higher economic cost. For early intervention of
mental disorder, each pound spent results in the following
net savings sometimes within the first year:37

. parenting interventions for families with conduct disorder
(£8)

. early diagnosis and treatment of depression at work (£5)

. early intervention of psychosis (£18)

. early intervention for psychosis at-risk mental state
(£10)

. screening and brief interventions in primary care for
alcohol misuse (£12).
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Table 1 Impact of mental disorder on health and social skills, school outcomes and risk-taking behaviours in children and
adolescents9

Emotional
disorder, %

Conduct
disorder, %

Hyperkinetic
disorder, %

Whole survey
prevalence, %

Age 5-16 years
Health and social skill outcomes

Health is fair or bad (parent report) 23 17 18 7
Found it harder than average to make friends 35 24 32 10
No friends 6 8 10 2

School outcomes
2 or more years behind in intellectual development 23 36 40 9
More than 15 days’ absence in the previous term 17 14 11 4
Ever been excluded from school 12 34 29 2

Age 11-16 years
Self-reported risk-taking behaviours

Regularly smokes
19 30 15 6

Regularly drinks 13 19 13 9
Drinks twice a week or more 5 12 7 3
Taken drugs at some time 20 28 23 8
Taken drugs, mainly cannabis 16 23 18 7
Taken drugs other than cannabis 7 16 7 2

Self-reported self-harm 28 21 18 7
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For mental health promotion, each pound results in the
following net savings:37

. school-based social and emotional learning programmes
(£84)

. school-based interventions to reduce bullying (£14)

. work-based mental health promotion (£10 with savings
in year 1)

. debt advice services (£4).

Targeted promotion interventions for those recovering
from mental illness result in the following savings:1

. employment support (individual placement support) for
people with severe mental illness: annual savings of
£6000 per client

. housing support services for men with enduring mental

illness: annual savings £11 000-£20 000 per client.

The commissioning guidance1 outlines how local
economic savings of such interventions can be calculated
depending on the proportion receiving intervention. This
can enhance investment.

Reduced inequalities and parity of esteem
As highlighted in the section on prevention, interventions to
address inequality can also prevent mental disorder.1

Mental disorder itself results in a further range of
inequalities which can also be prevented by early treatment
of mental disorder, early intervention for health-risk
behaviours, early treatment of physical illness and early
targeted promotion of well-being to facilitate recovery.

Only a minority of people with mental disorder in the
UK receive any intervention,9,10 in contrast to conditions
such as cancer where almost all affected receive interven-
tion. Those with mental disorder also have reduced access to
interventions for health-risk behaviour and treatment of
physical illness compared with the general population.
Almost no spend occurs on cost-effective interventions to
prevent mental disorder and promote mental well-being
despite its prominence in mental health and public health
policy.34 Such a level of inaction has a broad range of
impacts and costs affecting a large proportion of the
population and may be due to a combination of lack of
public mental health knowledge and discriminating attitudes
towards mental health. Transparency about the local impact
of mental disorder, proportion receiving intervention and the
effects of inaction can facilitate parity and investment.

Conclusions

Clinical commissioning groups and local authorities now
jointly lead local healthcare systems through health and
well-being boards in collaboration with their communities,7

whereas local authorities have also taken on responsibility
for public health. Significant local variation exists in levels
of mental disorder, well-being and public mental health
interventions. The JSNA is a key vehicle for highlighting
local relevant public mental health information, although
this is often missing. The commissioning guidance1 enables
inclusion of local public mental health information such as
level of risk and protective factors, numbers from groups at
higher risk of mental disorder and poor well-being, local

levels of mental disorder and well-being, and proportion

receiving public mental health interventions, including

those from higher-risk groups, which enables estimation of

level of unmet need. Such information enables transparency

about the proportion of the local population which

commissioners consider acceptable to provide cost-effective

public mental health interventions for. The local impact of

such decisions including economic costs or savings can also

be estimated.
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