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Introduction
The aim of this report is to draw attention to the close links between physical and
mental well being. The report is primarily concerned with mental health problems
that are associated with, or arise from, physical illness, and the general interface
between mental and physical health.
In part one of the report, the needs of elderly people and young people with
physical and mental health problems are discussed. Both groups have particular
age related needs that require consideration. There is an extremely high rate of
mental illness in older people with physical health problems, and severe physical
illness in children or young people impacts on young people themselves, their
emotional development, and their families.
Part one also includes primary care, as the majority of patients with physical and
mental health problems are managed in primary care, and GPs play a vital role in
the detection and treatment of psychological problems in those who are physically
unwell. A more detailed description of the interface between physical and mental
health problems in primary care can be found in the Joint Working Report between
the Royal College of Psychiatrists and the Royal College of General Practitioners.1
Part one concludes with a discussion of medically unexplained symptoms; one of
the most common physical health problems that GPs and hospital clinicians see on
a regular basis. The role of psychological factors in the development and
persistence of medically unexplained symptoms is described and the efficacy of
psychological treatment is reviewed.
Part two of the report focuses upon the particular mental health problems that
arise in the context of long term physical conditions. Instead of trying to cover
every long term physical condition, four exemplar conditions have been chosen
(cancer, coronary heart disease, diabetes, and chronic obstructive pulmonary
disease). All four conditions carry enormous health burdens. The cost of
healthcare for patients with Type 2 diabetes will rise by 25% over the next 30 years
and the economic burden of the disease will rise by 40%.2 The total annual cost of
all coronary heart disease was £7.6 billion in 1999, the highest of all diseases in the
UK for which comparable analyses have been conducted.3 Chronic obstructive
pulmonary disease is the fifth leading cause of mortality worldwide and is the most
costly adverse health outcome caused by tobacco smoking.4
For each condition, the emotional burden of the disease is described; the
prevalence of mental health problems is reviewed and discussed, along with the
appropriate treatment and management. Where relevant, evidence from
randomised controlled trials or systematic reviews is presented. Although each
condition is different and poses unique physical challenges for patients, the mental
health problems discussed in relation to these conditions are similar to those
encountered by patients with other long term conditions, and the information
provided should be useful to clinicians involved in the management of patients with
any enduring illness. A further section covers neurological disorders as these
conditions are associated with particularly high rates of mental health problems.
5

Part three of the report focuses on the general hospital and covers specific
departments or services where mental health problems may be of particular
concern. This section includes obstetric services, because of the high rates of pre
and post-natal mental health problems. There are also special sections on the
emergency department and palliative care services.
The final sections of the report address the physical health needs of patients with
mental illness and those with learning disability. Although there are problems in
the detection and treatment of mental health problems in the physically ill,
paradoxically, the physical well being of patients with major mental illnesses is also
often poorly managed. People with severe mental illness have significant physical
morbidity due to a range of factors, including the side effects of psychotropic
medication (which may cause weight gain and increase the likelihood of developing
diabetes), as well as lifestyle issues, such as a tendency to smoke heavily. People
with severe mental illness may also have problems accessing appropriate medical
care because of difficulties such as the inability to arrange and attend the necessary
appointments. For individuals with learning disabilities there are also major
barriers to accessing physical healthcare, such as communication difficulties and a
lack of awareness in staff or carers of the need to screen for, and attend to,
physical health problems. Physical health problems are much more common in
people with learning difficulties than the general population.
Overall, it is hoped that this report will provide useful information about the link
between physical and mental health and provide a much needed impetus for the
development of better care for people with both physical and mental health needs.
Notes about the report
• This document presents key findings regarding the link between physical and
mental health and does not represent an exhaustive literature review into
every existing physical and mental health issue.
• The report generally refers to legal frameworks and organisational structures
in healthcare services in England. However, the statement of the importance
of recognising the link between physical and mental health and the call for
better services is likely to resonate across all countries of the United
Kingdom.
• Where relevant, we have referred to guidance provided by the National
Institute of Health and Clinical Excellence (NICE) and the Scottish
Intercollegiate Guidelines Network (SIGN). For a more detailed report on the
mental health content of NICE and SIGN guidelines, please click here or visit
www.rcpsych.ac.uk
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Recommendations
Awareness
1. All national guidelines about medical conditions – including those issued by
NICE and SIGN- should include specific advice about the detection and
treatment of mental health problems associated with medical conditions.
2. Screening for depression in specific long term conditions in primary care
should be continued and extended under the Quality and Outcomes
Framework (QOF).
3. Screening for depression and other common mental health problems should
be routinely introduced in the acute hospital setting.
4. People with learning disabilities and people with severe mental illness should
receive relevant annual physical health checks.

Liaison Mental Health Services

5. Each general hospital should have an adequately funded liaison mental
health service to provide mental health care throughout the entire hospital to
all who need it, including those with learning disabilities.
6. Liaison services should include specified and appropriate provision for older
people, as well as children and young people.
7. Patients in general hospitals with mental health problems should have the
same level of access to a consultant psychiatrist as they would from a
consultant specialising in physical health problems.

Engaging patients and carers
8. Information and education should be developed and provided in appropriate
ways for patients, carers and the public to develop community awareness of
the psychological aspects of physical conditions.
9. Patients should be better informed about, and involved in, decisions about
their treatment, discharge and self-care.
10.Patients and carers should be involved in designing and improving mental
health services to general hospitals and primary care settings, through audit,
research and training. Full support should be provided.

Re-organisation, commissioning and quality standards
11.Liaison mental health services should be commissioned and reviewed against
agreed specific service standards, to ensure they provide effective, evidence
based interventions to treat mental health problems in the general hospital.
12.All care pathways for delivering physical healthcare should have a mental
health component. There should be a counterpart pathway for
commissioning practice to ensure the services are in place to deliver this.

Training

13.All health practitioners should have training in mental health.
14.The curricula of all doctors in training and the continuing professional
development of qualified doctors should reflect the relationship between
mental and physical health, both in general and in specific conditions.
7
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Part 1: The Link between
Physical and Mental Health
Overview
What is the psychological impact of physical illness?
Severe physical illness is stressful and frightening, but the relationship between
depression and physical disorder is complex. People react to illness in many
different ways, but most go through a dynamic process which changes over time.
There may be an initial worry about a symptom and its possible cause, followed by
the shock/reality of a diagnosis (e.g. cancer), followed by a period of adjustment as
information is assimilated, and ways of coping are formulated. In many physical
conditions, this process of adjustment has to be repeated as the illness progresses
or enters a new phase. Families and carers are often as distressed as the person
with the illness, and they too have to go through a process of adjustment. Most
people, given time and appropriate help and support, can adjust to even the most
serious, disabling and life threatening conditions.
How many people develop mental health problems as a consequence of
their physical condition?
Approximately one quarter of people with physical illness develop mental health
problems as a consequence of the stress of their physical condition. In these cases,
the process of adjustment fails, and people develop depression, anxiety, panic or
some other form of mental disorder. Depression is characterised by a persistent
and severe low mood which is qualitatively different from ‘normal distress’. Anxiety
is characterised by severe agitation and apprehension which is qualitatively
different from ‘normal worry’. Both have major effects on the ability of the
individual to function, including the ability to sleep properly, concentrate, socialise,
care for others, work and carry out normal daily activities.
Box 1: What happens when depression and anxiety develop in the
context of a physical illness?
•
•
•
•

Recovery from the physical condition is impeded
Pain can become more difficult to control
Confidence to participate in rehabilitation programmes is reduced
In extreme cases, the patient can come to believe that they are a burden
on their family or the hospital and would be better off dead. For example,
physical illness in the elderly is a major risk factor for suicide.

Does depression increase the risk of physical illness?
It is clear from numerous studies in many different physical conditions that patients
with chronic medical illness, compared to those without, have an increased risk of
depression5. This is so for virtually any long term condition6. It is also true that
depression itself is a risk factor for physical illness. Major depression doubles one’s
9

lifetime risk of developing type 2 diabetes7 and depression has also been proven to
be a risk factor for the development of heart disease.8
How is the relationship between depression and physical illness best
understood?
A conceptual model of the relationship between depression and physical illness has
been developed9 and an adapted model which includes illness perception is shown
in Figure 1. The model describes three known risk factors for the development of
depression: genetic vulnerability, childhood adversity (abuse or neglect) and
stressful life events.
Figure 1: A conceptual model of interaction between major depression,
medical illness and health care utilisation (adapted from Katon, 2003)

Self-care of
chronic illness

• Genetics
• Childhood
adversity
• Adverse life
events

Maladaptive
attachment

Biobehavioural
risks for
chronic
disease, e.g.
obesity

Chronic
medical
disorders
e.g.
diabetes,
heart
disease

Illness
perception

Health
care
utilisation

Consequences of
chronic illness,
e.g. inability to
exercise,
loss of and medical
What is the relationship between adversity,
depression
job,
maladaptive
illness? Depression
behaviours
Childhood
adversity may lead to maladaptive
patterns of attachment (difficulty in
anxiety
forming trusting social relationships) which may result in social isolation and
difficulty in accessing health care and collaborating with doctors and health
professionals.10 Both childhood adversity and depression are also associated with
behavioural risk factors for medical illness, such as obesity, smoking, excessive
alcohol consumption, sedentary lifestyle etc. Once chronic illness develops, it can
cause deterioration in health, inability to exercise, poorer quality of life, job loss
and financial insecurity, increased worry, family strain, maladaptive health
behaviours (such as increased alcohol consumption) and brain changes (both early
and late). Each of these factors, separately or in combination, can increase the risk
of depression. Depression in turn can then adversely affect many of the factors
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previously mentioned, leading to a vicious cycle of poor physical and mental health
and poor function.
Why is perception of illness so important?
The way that people perceive illness is a powerful predictor of depression, with
those who perceive illness as more threatening than others being at higher risk of
depression. Self care and management of chronic illness can also be adversely
affected by depression, while some factors which predispose a person to depression
also increase the likelihood of poorer self care (for example, childhood adversity,
maladaptive behaviours and maladaptive patterns of attachment).10
Even relatively mild mental health problems in patients with physical illness can
have major effects on the physical condition. For example, a mild eating disorder
in a patient with diabetes will have potentially serious long term consequences of a
disproportionate nature to the severity of the eating disorder itself.
How well detected are mental health problems in long term conditions?
Over half of all cases of depression in the general hospital setting go unrecognised
by physicians and nursing staff.11 For example, a large scale study of people with
diabetes found that only half the cases of depression were detected.12
There are similar problems with detection in primary care.13,14,15. Mental health
problems are particularly hard to detect when there is an overlap of symptoms. For
instance, people with chronic obstructive pulmonary disease may experience
decreased appetite, tightness in the chest and fatigue – symptoms which are also
associated with depressive or anxiety disorders. Depressed people attending
general practices usually present with non-psychological symptoms, such as pain or
poor sleeping.16 When a chronic physical disease is found to be present, there is
the risk that attention will shift to this disease, and the depression may then be
overlooked.16
Clinical barriers, such as short appointment times, a lack of knowledge about
depression and treatment, or a lack of time to talk to the patient about these issues
can also prevent detection of mental illness. Some healthcare professionals may
not think to enquire about psychological symptoms, or may feel uncomfortable
doing so. Even if these symptoms are discussed, practitioners might, quite
reasonably, regard depression and anxiety as understandable reactions to being
physically unwell. As such, the patient’s symptoms are normalised and the
practitioner might not realise the mental health problem could be treatable.
In turn, patients may be reluctant to seek help because of stigma around mental
health issues, or perhaps guilt about ‘bringing the disease onto themselves’ through
lifestyle habits.

Box 2: Questions that may be used to elicit symptoms of depression
•
•
•
•
•

Have your symptoms got you down at all?
Do you ever get the feeling that you can’t be bothered to do things?
Is there anything you look forward to (or does your illness stop you)?
Has this illness affected your confidence?
Do things ever get so bad you think about death?

From the Handbook of Liaison Psychiatry (Lloyd and Guthrie, 2007).
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The use of screening tools
Since the introduction of the Quality Outcomes Framework (QOF), general
practitioners (GPs) receive a financial incentive to perform regular health checks on
patients with diabetes and coronary heart disease that include screening for
depression.17 Generally GPs use the 2 question screen*. If the patient answers
positively to either question, this is followed up with a more complete assessment
using tools such as Patient Health Questionnaire (version 9) or the Hospital Anxiety
and Depression Scale. This screening strategy has been successful in many wellorganised practices. The challenge in primary care is to extend such screening to
all long term conditions and to provide (or have access to) appropriate
interventions for people when their depression is detected. Screening for
psychological distress is also performed in other settings, for example as part of
cardiac rehabilitation for patients with coronary heart disease, though the practice
is patchy and uptake of rehabilitation remains disappointingly poor. Healthcare
professionals from various settings have reported that they find the various
screening tools for depression confusing and time consuming for routine practice.18
The NICE guideline for Supportive and Palliative Care recommends routine
assessment of psychological needs among patients and their carers at key stages of
the illness. Brief mental health assessments should also be made routinely for
people admitted to acute hospital beds. This could identify those with mental
disorders or those at high risk of developing them. In all settings, it is important
that patients and carers are fully involved in discussions around the person’s care,
and provided with sufficient information and support.
Conclusion
Mental health problems are common in people with medical conditions and develop
because of a complex interplay between psychological, physical and social factors.
Mental health problems have an adverse effect on a variety of health outcomes in
patients with medical conditions, but detection rates are low, so many people do
not receive appropriate treatment for their mental health problems.

*

2 question depression screen: “During the last month have you been feeling down, depressed or hopeless?” and
“During the last month have you often been bothered by having little interest or pleasure in doing things?”. Yes to
either question has 96% sensitivity and 57% specificity compared to research interview
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The Mental Health Needs of Older aged Adults
How common are mental health problems in older aged adults?
Mental health is a major issue for people over the age of 65, and the problem is
growing. In the UK, it is estimated that the number of older people with mental
health problems will increase by a third over the next 15 years to 4.3 million, which
is 1 in every 15 older person.19
There is a strong link between physical and mental health in this age group. Twothirds of NHS beds are occupied by older people, and up to 60% ‘have or will
develop a mental disorder during their admission’, with dementia, depression and
delirium being most common.20 In contrast, 16% of older people in the general
population have mental health disorders.21
What impact do mental health problems have on older people with physical
illness?
Mental disorder in older people is an independent predictor of poor outcome, such
as ‘increased mortality, greater length of stay, loss of independent function and
higher rates of institutionalisation…the cost to sufferers and carers is substantial’.22
These outcomes are exacerbated by the inadequate funding of mental health
services for older people, and the fact that general hospital staff often lack the
specialist knowledge and support required. For example, acute staff may not
recognise delirium in up to 50% of cases. At the same time, it is estimated that
preventative interventions can reduce incidence of delirium by 30-40%, meaning
that valuable opportunities to improve patient outcomes are frequently being
missed.20 Other potentially treatable conditions such as depression are also
commonly overlooked. The ‘Who Cares Wins’ report20 describes attempts of acute
services to treat mental disorder as ‘inconsistent’ and other literature describe
similar concerns, such as the fact that older people can be ‘particularly susceptible
to the adverse effects of drugs and be subjected to polypharmacy’.23
Aside from causing unnecessary suffering to patients and their loved ones, poor
detection and treatment of mental health problems has serious cost implications.
Dementia and delirium can increase the length of stay by up to 10 days24 and
psychiatric liaison interventions have been shown to reduce length of stay by on
average 2 days following hip surgery.25
How could better detection of mental health problems improve outcome?
The introduction of routine mental health assessments of all older age admissions
could identify those at high risk of dementia, delirium and depression, allowing
opportunities for care plans to include strategies for preventing and managing these
conditions as soon as possible. It is also important that carers are involved in early
discussions around the patient’s care, and provided with sufficient information and
support. The National Dementia Strategy, ‘Living well with dementia’ recommends
improving care for people with dementia in general hospital by providing leadership
through a nominated senior clinician, and developing a care pathway for people
with dementia that is supported by a specialist liaison service26.
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Conclusion
The mental health needs of older people in general hospitals urgently need to be
better understood and more adequately addressed. This is most likely to be
achieved via a multi-disciplinary liaison mental health team with specialist
knowledge of older people.20 A liaison team that is well integrated with the general
hospital will be ideally placed to work with acute colleagues, providing advice,
support and training, and increasing the confidence and competence of all staff
working with older people who have mental health problems.

Box 3: Key recommendations from the ‘Who Cares Wins’ Report
(Royal College of Psychiatrists 2005)
•
•

•

•

All must ensure that older people admitted to general hospitals are not
disadvantaged but have timely access to quality specialist mental
health assessment and treatment.
All must fully understand how common mental disorders among older
people in general hospitals are, the adverse impact this has on
outcome and the evidence that these disorders can be prevented and
treated.
Commissioners need to ensure that all acute hospital trusts have clear
plans to meet the mental health needs of older people. This will require
the provision of specialist liaison mental health services, attention to
skill mix and improved training of general hospital staff.
Acute hospital trusts and mental health services must retain the
principle that good mental health for older people is based in
multidisciplinary team working.
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The Mental Health Needs of Children and Adolescents
How common are mental health problems in young people with medical
conditions?
According to a national survey of child and adolescent mental health around 10% of
5–15 year olds has a mental disorder, including 4% with anxiety and depression.27
Children with medical conditions have a higher incidence of mental health problems
than the average population, and a higher incidence of learning disabilities,
developmental disorders and autistic spectrum disorders.28
Another group of young patients seen in the general hospital and paediatric wards
are children and adolescents with psychosomatic presentations27 and those where
there is significant psychological impact of chronic physical illness. Children with
developmental delay and learning disabilities have a much higher mental health
morbidity than children without, and are more likely to be admitted to paediatric
wards because of a higher prevalence of physical problems.29
How can mental health professionals help care for children and young
people with physical and mental health problems?
Paediatricians rarely have the time or expertise to address the wide spectrum of
mental health needs in hospitalised children30 and most paediatric departments are
still without any meaningful child and adolescent mental health service (CAMHS)
input,31 which is likely to be a major obstacle to the timely diagnosis of mental
health problems.
Mental health professionals can play a key role in the care of young hospital
patients. A lack of compliance to treatment plans, for example in diabetes, may be
related to coping, stress, trauma and anxiety – in which case support and
psychological intervention may be crucial.32
Aside from the paediatric wards, where a CAMHS presence is essential, joint
working between mental health and acute colleagues has been recommended in
joint clinics such as in diabetic, asthma33 nephrology34 as well as oncology and
epilepsy/neurology.35 Some CAMH liaison teams also provide input to clinics in
rheumatology, dermatology, gastroenterology, cystic fibrosis, haematology, and
ante and postnatal clinics. This allows not only work with vulnerable children and
those with mental health problems but also facilitates preventive work, liaison, joint
psychosocial meetings and consultation.
Other useful input may include working into perinatal services, intervening early to
prevent the effects of antenatal anxiety and postnatal depression, which have
damaging developmental effects on babies and children.36 Children whose parents
or siblings die in the hospital may also need support.37 In practice little of this is
available in most hospitals and services are often ad hoc rather than planned or
strategically commissioned.
Risk assessment and intervention of all urgent and complex cases, including selfharm, remain key elements of liaison work.28 Patients may be any age from birth
to 18th birthday and present with problems in the management of a physical
disorder, self poisoning or self-injury.38 Many such patients are also in need of child
protection assessments.39 Finally a liaison team will have important input to
15

paediatric staff development and training.40 Child health staff need to know how to
manage the experiences and anxieties of their patients and to identify mental
disorders.
Conclusion
In order to prevent, diagnose and treat mental health problems, every hospital
requires a critical mass of multidisciplinary CAMHS staff, with sufficient numbers to
cover others on annual, study, maternity or sick leave. Psychiatry, psychology,
nursing and social work are the core professions, but others may be co-opted.
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Mental Health and Primary Care
How common are mental health problems in primary care?
Around fifteen percent of adults in the UK have been assessed as having a neurotic
disorder.41 Ninety percent of people with mental health problems are cared for
entirely in primary care.42 Many of these are patients with depression and anxiety
symptoms. Good mental health is important to everybody’s daily functioning and
relevant to patients’ ability to be involved in the care provided by GPs. It is hard to
define, but is more than the absence of mental illness and includes concepts such
as self-efficacy, self-worth and empowerment.
What is the GP’s role in the management of people with both physical and
mental health problems?
Primary care is charged with providing care for ‘common mental health problems’
and contributing to health promotion, but there is a lack of clarity about who should
lead on the care of those with chronic, complex and disabling non-psychotic
problems. GPs require a good understanding of the healthcare needs of all these
groups. In addition, GPs have a responsibility for the management of physical
problems of patients with severe and enduring mental health problems, sharing
share care with mental health services.
Depression and anxiety frequently co-exist with long term physical conditions43 and
such co-morbidity is associated with physical limitation, greater functional
impairment, increased use of health services, and higher mortality.44 Major health
problems can lead to worry and distress and the degree of stress caused by an
illness is more closely related to the patient’s perception of the illness than the
severity of the illness itself. Problems with anxiety and depression in the medically
ill are commonly missed,45, 14, 46 which results in unnecessary suffering and
disability. GPs have a key role in helping people to cope with physical illness and
facilitating a natural psychological adjustment. In addition, GPs need to recognise
when patients with physical illness are becoming depressed and treat accordingly.
They also need to feel confident in managing patients whose physical symptoms
remain unexplained.47
How can treatment help?
There is good evidence from studies conducted in primary care that collaborative
treatment for depression, including appropriate use of antidepressants, is beneficial
for both adults of working age and older people who are suffering from a depressive
disorder.48
Conclusion
The continued splitting of mental from physical functions perpetuates the stigma,
discrimination and exclusion associated with having a mental illness. The core of
the generalist’s role is to help patients make sense of often paradoxical symptoms
in the context of their whole life story.
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Box 4: Key recommendations from the Royal College of General
Practitioners position statement (Royal College of General
Practitioners, 2004)
•

•
•

•

•
•

Primary Care Practitioners become skilled at bringing into view the
diverse factors that will affect a patient’s mental health, including their
physical health and be aware of the full range of interventions and
resources available to address mental health problems (including the
range of voluntary, community and specialist mental health
organisations).
Primary Care Practitioners develop skills of multi-disciplinary team
working to provide adequate support for patients, mindful that patients
also often value the continuity afforded by one-to-one relationships.
Primary Care Practitioners improve the physical care of patients with
mental health problems, through understanding the latest evidence
and by evaluating and acting on the physical health needs of patients
with severe mental health problems.
Educators ensure that the training and educational needs of all primary
care clinicians regarding mental health are identified and met, including
becoming skilled at identifying symptoms of depression, anxiety,
cognitive impairment, and lifestyle issues, in people with chronic
physical illnesses.
Educators provide appropriate training for reception staff.
Primary mental health care developments include timely availability of
specialist mental health advice or support for patients with complex
non-psychotic conditions; systems for review of physical health needs
of patients with long-term mental health problems and systems for
review of the mental health needs of those patients with chronic
physical problems.
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Medically Unexplained Symptoms
How common are physical symptoms which do not have an apparent
underlying organic cause?
Physical symptoms unexplained by an identifiable disease or organic process are
extremely common. At present the preferred term to describe this phenomenon is
‘medically unexplained symptoms’ (MUS). An estimated 20% of new inceptions of
illness in primary care - and as many as 30-40% of all new medical outpatient
referrals - are accounted for by patients with medically unexplained symptoms.49
Although a small proportion of patients with MUS are eventually found to have an
underlying organic disorder, in the majority of cases no underlying reason for their
symptoms is identified.
What is the link between medically unexplained symptoms and
psychological factors?
There is a close association between MUS and psychological factors.50 The more
bodily complaints a person reports, the more likely they are to also report
psychological distress.51 A similar relationship exists between number of bodily
complaints and degree of impairment and frequency of healthcare use.52
Approximately 40% of outpatients with MUS will have diagnosable anxiety and
depression.53 However, this is not to suggest that all patients with MUS have
identifiable mental health problems.
Many different ‘functional syndromes’ have been developed over the last 30 years
with clear diagnostic criteria (such as irritable bowel syndrome or fibromyalgia).
There is considerable overlap in symptoms between different functional
conditions,54 yet most of these syndromes are studied as if they are discrete
conditions within particular medical specialties. In primary care there is actually
little evidence to support the existence of discrete somatic syndromes.55 Recent
work by Fink and colleagues, who studied over 1000 patients with somatic
symptoms, suggests that functional syndromes are not discrete entities but are
manifestations of underlying phenomena of bodily distress.56
The way symptoms are presented to doctors is shaped by four factors:
1. The social context in which the symptom is experienced (such as intolerable
job, marital discord)
2. The context in which it is presented (e.g. primary care, psychiatrist)
3. The patient’s beliefs and expectations
4. The diagnostic language of the physician
Initial consultations with GPs can be pivotal, yet most patients with MUS perceive
the explanations of GPs as being at odds with their own thinking.1 Patients
perceive their symptoms as being caused by something malfunctioning in the body
and require a causal explanation.57 The majority also raise issues related to
psychosocial stress during the consultation.58
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Box 5: How can GPs help people who have MUS during the initial
consultation?
Patients
• If
• If
• If

come away feeling empowered:
they feel understood and respected, and not dismissed
they receive an explanation of their symptoms which makes sense to them
their psychosocial issues are acknowledged

What factors contribute to the development of medically unexplained
symptoms in adult life?
For each individual, different combinations of factors will be of importance. The
main factors are listed below:
• Childhood abuse
• Childhood neglect
• Childhood experience of physical illness
• Familial transmission of worries or concerns about illness and health seeking
behaviour
• Life events and chronic stress
• Insecure relationship styles
In some cases physiological and psychological factors are equally important.
Irritable bowel syndrome is more likely to develop following a gut infection in
individuals who are depressed or anxious than those who are not.59 In this scenario,
both an inflammatory process within the gut and stress at the time the infection,
are required for the somatic symptoms to develop.
Patients with medically unexplained symptoms show an abnormal amplifying
perceptual style,60 restrictive assumptions about health and body functions,61 and a
tendency to over-interpret physical sensations as possible signs of organic
disease.62 Causal beliefs have been found to be associated with dysfunctional
abnormal illness behaviour,63 and patients show a memory bias for illness-related
stimuli.64 In other words, patients with medically unexplained symptoms have a
tendency to worry and focus upon their symptoms which may not be helpful and
may result in an increase in the severity of symptoms.
What treatments can help?
There is a substantial evidence base which supports the treatment of MUS with
either brief psychological treatments or antidepressants.51,52 The best evidence is
for cognitive behavioural therapy as most studies have used this intervention.51
There is also good evidence for the benefits of psychodynamic interpersonal
therapy, and hypnosis for patients with MUS.65 Tricyclic antidepressants used in
small dosages have been shown to produce significant beneficial treatment effects
in patients with chronic pain and MUS.66 Less evidence exists for newer
antidepressants; partly because fewer published studies to date used these drugs.
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Certain treatment interventions (psychodynamic interpersonal therapy) have been
shown to result in reduced health care costs following treatment so can be
delivered at no additional cost provided the right infrastructure is in place.67
The most sensible approach to treatment involves a staged care approach (see
Figure 2). For patients with relatively mild or recent onset symptoms, low intensity
treatments should be considered. If the symptoms do not improve or show
evidence of becoming prolonged, more intensive treatments may be required, such
as antidepressants or brief psychological treatment. Appropriate investigation of
the patient’s physical symptoms should occur but excessive investigation should be
avoided. Patients with very severe MUS may require a shared care approach with
multidisciplinary team involvement.
Figure 2: The Staged Care Approach to Medically Unexplained Symptoms
(Henningsen at al, 2007)68

*Usually the GP, but it could be another professional.
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Conclusion
At present, healthcare services are generally split into providing treatment for
mental health problems or physical health problems. Patients with physical and
mental health problems find it difficult to access appropriate services and this is
particularly the case for patients with MUS. The amount of treatment available for
such patients should be proportionate to their physical and mental health needs. In
other words, individuals with chronic and severe symptoms will need more intensive
treatments than those with mild or moderate symptoms.
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The Mental Health of People
with Long Term Physical
Conditions
How do long term medical conditions impact on the individual?
Long term physical conditions impose a considerable emotional burden on patients
and carers, and this can change over time, as the example below illustrates:
Box 6: Example of the challenges faced by someone with diabetes
In the early stages of type I diabetes individuals are essentially physically well,
however they have to comply with diet and treatment, and these restrictions on a
‘normal lifestyle’ in a person can be difficult. Later as complications develop,
individuals with diabetes experience a range of gradual or sudden deteriorations
in health, such as impaired vision, poor renal function, peripheral vascular
disease and so on.
The loss of physical function can result in unemployment, financial hardship,
stress within the family, loss of sexual function, loss of social activities, and
threat to life. Severe physical illness is a threat to the self, and patients often
lose the ability to perform a range of activities which previously maintained their
‘sense of themselves’ as human beings, whether this is as parent, worker,
provider and so on.

How do mental health problems in chronic disease affect outcome?
The presence of mental health problems in long term physical conditions is
associated with increased healthcare use and expenditure. For example, patients
with depressive disorder are twice as likely to use emergency department services
as those without depression.69
In diabetes, total health expenditure is 4.5 times higher for individuals with
depression than for those without depression.70 In chronic heart disease, depressed
patients have higher rates of complications and are more likely to undergo invasive
procedures.7172 In chronic obstructive pulmonary disease, co-morbid depressive
symptoms are associated with longer hospitalisations and increased symptom
burden.73
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Which treatments are effective?
Antidepressant treatment is often helpful in improving mood in patients who are
suffering from depression. In addition, however, many people require psychological
help to adjust to a particular phase of their illness and the restrictions it imposes on
themselves and their families. This doesn’t necessarily have to involve formal
referral for specific psychological treatment, but may involve discussions with a
specialist nurse or counsellor or brief discussions with a liaison psychiatrist or
nurse. Referral for specific psychological treatment would be indicated if there is a
continued difficulty to adjust to the illness, or persistent symptoms of depression or
anxiety.
In this section of the report, the mental health problems associated with four
common long term conditions are described and a further section on mental health
problems in neurological disease is included.
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Coronary Heart Disease (CHD)
The British Heart Foundation estimate that in the UK around 3.4 million adults are
living with coronary heart disease (CHD). Approximately 150,000 individuals will
suffer a myocardial infarction (heart attack) and 117,000 people are estimated to
die from CHD each year in the UK.74
Within the UK there is significant geographical variation, with prevalence of CHD
being highest in Scotland and lowest in the South East of England. The prevalence
of CHD is greatest in men and increases with age.74 There are marked variations
across ethnic groups, particularly in men, with the prevalence of CHD being higher
in Indian and Pakistani men than men in the general population. The prevalence of
all CHD in Black Caribbean and Chinese men is much lower than in the general
population.
How common are mental health problems in coronary heart disease?
There is evidence from observational studies that that CHD and mental health
problems are associated. Most of the published evidence concerns the cooccurrence of depression and CHD.
Conservative studies using rigorous methods indicate that approximately 20% of
patients have clinically significant depression following myocardial infarction (MI) or
at the time of diagnostic cardiac catheterisation.75 A similar proportion of patients
have raised symptoms of depression that do not meet criteria for major
depression75.
In approximately half of patients detected to have depression following MI, the
depression will have pre-dated the MI; in the remainder depression begins after the
MI.76 Depression that pre-dates the MI is associated with the same risk factors as
seen in the general population, namely, female sex, past psychiatric history, lack of
social support and chronic life difficulties, and is more likely to be persistent.77 Post
MI depression is not associated with the usual risk factors seen in the general
population, but is associated with negative illness beliefs at the time of the MI
(anticipating a chronic disease course with little chance of cure) and with ongoing
cardiac symptoms.78
Anxiety is common among CHD patients and often co-morbid with depression.
Increased symptoms are evident in about 20% of individuals admitted following
MI.79, 80
Post-traumatic stress disorder occurs in about 15% of individuals following an
episode of acute coronary syndrome (such as after unstable angina or MI) and is
associated with poorer health and quality of life outcomes, reduced adherence to
treatments and increased likelihood of readmission.81, 82, 83
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Do mental health problems affect the heart?
There is evidence from systematic reviews that depression increases the risk of
developing CHD.84, 85 Depression also increases the risk of adverse outcomes among
those who already have CHD; mortality and morbidity are increased among those
with CHD and health-related quality of life is worse.86, 72. However, it should be
noted that many studies do not control adequately for potential confounding factors
and there is evidence of publication bias.87
Has screening for depression in primary care helped?
Since the introduction of the Quality Outcomes Framework (QOF), general
practitioners receive a financial incentive to perform regular health checks on CHD
patients that include screening for depression. However, despite this screening, the
majority of depressed CHD patients do not receive adequate treatment for their
depression.88 This may be due to prioritisation of physical health problems,
perceived lack of expertise among GPs, or reluctance by patients to engage in
mental health services.88
Specific guidelines for the treatment of anxiety or depression in people with CHD
have not been developed, though guidance is available for the treatment of anxiety
and depression in primary and secondary care in the general population.89 This
guidance advocates screening for individuals at high risk of anxiety or depression,
including those with physical illnesses such as CHD. Treatment follows the principle
of stepped care, where the intensity of treatment varies depending on the severity
of the symptoms (see Figure 2 on page 21).
Which treatments are helpful?
Available evidence, though somewhat sparse, suggests that conventional
psychological and antidepressant treatments are effective at improving depression
in people with CHD.90 Specifically efficacy has been demonstrated in Citalopram,
Mirtazapine, with some evidence of benefit shown for Sertraline.91,92
In the absence of guidance for the treatment of depression specific to patients with
CHD, it seems reasonable that conventional guidance for the treatment of
depression in the general population should be followed. Whilst depression
improves with psychological and psychiatric treatment, no studies have
demonstrated convincingly that medical outcomes improve if depression is treated.
Conclusion
Mental health problems are common amongst people with CHD and these problems
are associated with worse medical outcomes. Routine screening is in place in
primary care, though many depressed CHD patients do not receive adequate
treatment for depression. More opportunistic screening when CHD patients come
into contact with medical services, in addition to routine screening in primary care,
would increase detection of mental disorders. Conventional psychiatric and
psychological treatments are effective, though specific clinical guidelines are
required to direct clinicians in their use in patients with CHD.
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Box 7: Recommendations from the National Institute of Health and
Clinical Excellence guideline on Coronary Heart Disease (2003)
•
•
•

•
•
•

•

Carers and relatives of patients who are cognitively impaired should be
made aware of treatment regimes for the patients they care for and be
encouraged to identify any need for clinical support.
The diagnosis of depression should be considered in all patients with
heart failure.
Where depression is likely to have been precipitated by heart failure
symptoms, reassessment of psychological status should be undertaken
once the physical condition has stabilised following treatment for heart
failure. If the symptoms have improved no further specific treatment for
depression is required.
Where it is apparent that depression is co-existing with heart failure,
then the patient should be treated for depression following the NICE
guideline.
For patients with heart failure, the potential risks and benefits of drug
therapies for depression should be considered carefully.
Patients with heart failure should consult a healthcare professional
before using over-the-counter therapies for depression such as St John’s
wort (Hypericum perforatum). Healthcare professionals should be
aware of the potential interaction with prescribed medication, and
always ask about self medication, including the use of herbal products.
Issues of sudden death and living with uncertainty are pertinent to all
patients with heart failure. The opportunity to discuss these issues
should be available at all stages of care.

Box 8: Summary from the Scottish Intercollegiate Guideline Network
on Chronic Heart Failure (2007):
•
•

Further research recommendations: Does the identification of depression
or anxiety in patients with heart failure lead to treatment interventions
which improve quality of life?
The studies which exist in this area demonstrate high rates of unmet
needs in the areas of symptom management, communication, decisionmaking, emotional support, co-ordination of care and quality end-of-life
care.
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Cancer
Background
Each year, more than a quarter of a million people are diagnosed with cancer in the
UK, and 1 in 3 people will develop cancer during their lifetime.93
Cancer can affect people of all ages, but the risk for most types increases with age.
Two-thirds of all newly diagnosed cancers occur in people aged 65 years or older.
Less than 1% of cancers are diagnosed in children aged 0-14 years. 94
Recent UK statistics from the Office for National Statistics show that for men the
most common cancer is prostate cancer (24%), followed by lung cancer (15%), and
colorectal (14%). For women the figures are breast cancer (32%), colorectal
(11%), and lung cancer (11%).
94

How common are mental health problems in cancer?
There is strong evidence to suggest that rates of mental health problems are higher
in people who develop cancer compared to the general population. Rates of specific
mental health problems vary considerably between studies, reflecting different
research methods and the clinical dilemma of distinguishing between adjustment
disorders and depressive and anxiety disorders in patients faced with overwhelming
stress.95,96, 97 Depression is considered to be one of the most common mental
health disorders affecting people with cancer.98 Adjustment disorders, anxiety and
delirium are also common syndromes. A large population-based epidemiological
study reported higher suicide risk linked with cancer.99
Which types of cancer are most closely associated with mental health
problems?
Depression is most highly associated with cancers such as oropharyngeal (22%–
57%), pancreatic (33%–50%), breast (1.5%–46%), and lung (11%–44%) cancers,
and also prevalent in patients with cancers such as colon (13%–25%),
gynaecological (12%–23%), and lymphoma (8%–19%).100
Rates of distress among patients with cancer are as high as 35%.101 Distress is
defined by the National Comprehensive Cancer Network as: ‘A multifactor
unpleasant emotional experience of a psychological, social, and/or spiritual nature
that may interfere with the ability to cope effectively with cancer, its physical
symptoms and its treatment’.
Distress extends along a continuum, ranging from common normal feelings of
vulnerability, sadness, and fears to problems that can become disabling, such as
depression, anxiety, panic, social isolation, and existential and spiritual crisis”.102
Prevalence of such distress varies according to the type of cancer with rates of 43%
among patients with lung cancer; 33% among patients with breast cancer; and
31% in patients with colorectal cancer. Distress is associated with poorer
prognosis, younger age, lower income and less social support. It is more common
at key points in the cancer journey such as diagnosis, finishing treatment and at
recurrence.103
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Do mental health problems affect physical outcomes?
There is reasonable evidence to suggest that people with mental health problems
face a higher risk of developing cancer. Mental health problems appear to be
associated with an increased death rate from cancer.104 The mechanisms for this
are unclear but various possibilities have been postulated.105, 106 These include:
• Confounding health behaviours such as smoking and drinking
• Lack of help-seeking behaviour
• Poorer adherence to cancer treatment
Should all cancer patients be screened for psychological distress?
Detection of mental health problems among oncology patients is low. Patients often
do not discuss their low mood with their general practitioner and even among those
who do, most receive no potentially effective therapy.107 Given this low detection
rate, it has been suggested that all cancer patients should be screened for
psychological distress. Several brief screening tools, such as the Distress
Thermometer, have been developed.108 Unfortunately such instruments have poor
predictive value. If 100 people were screened using the Distress Thermometer and
the cutoff point currently recommended, distress would be correctly ruled out in 51
of 60 patients, but correctly confirmed in just 22 out of 40 patients.109 Clinically,
such instruments might be best used as a tool to help open up a dialogue with the
patient about their levels of distress, rather than as a sole diagnostic tool.
Which treatments can help?
The NICE guidelines for supportive and palliative care recommend routine
assessment of psychological needs among patients and their carers at key stages of
the illness.110 They propose a four tiered model of care in proportion to the level of
need, emphasising psychological approaches above pharmacological ones. Please
see page 57 for more details.
There have been over 150 randomised controlled trials examining psychological
interventions in patients with cancer. However, because patients with different
types or at different stages of the disease will have different needs, unequivocal
recommendations have not been made.111 Two recent meta-analyses concluded
that psychological interventions in cancer patients may have a moderate clinical
effect on anxiety, but not depression.112
Despite the complexity of the issue, some general conclusions can be drawn.113, 114,
115
Interventions should be targeted at those at risk or already experiencing
significant symptoms rather than at all patients. Both group and individual
interventions have had positive results, with psychosocial interventions leading to
improved quality of life and enhanced coping. Involving a multi-disciplinary team
and the work of specialist nurses also appears to contribute positively to physical
and psychological functioning. These last two interventions are now routine in most
UK cancer settings but the provision of specific psychological interventions at tiers 3
and 4 remain very patchy.
There are few controlled trials of antidepressants in patients with cancer. A recent
meta-analysis (of all trials which assessed four new-generation antidepressant
drugs and were submitted to the US Food and Drug Administration) showed that
the benefit of these drugs may have been overestimated, particularly in mild to
moderate depression.116 Nonetheless, antidepressants are commonly prescribed in
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clinical practice, though several studies suggest that patients may be slow to take
107
them.
Several antidepressants, including tricyclics and paroxetine, may reduce
the active metabolites of tamoxifen and caution needs to be exercised in this
116
area.
Conclusion
The diagnosis of cancer is frightening for the majority of people so it is not
surprising that it is associated with high levels of distress. The 2004 NICE guideline
for supportive and palliative care has been helpful in outlining the psychological
support that should be provided to people with cancer and their families.
Implementation of the guideline has however been patchy. Screening is the
exception rather than the rule; services for carers are often scanty, and specific
psychological and psychiatric interventions are not consistently available.

Box 9: Key recommendations from the National Institute of Health
and Clinical Excellence guideline on Referral for Suspected Cancer
(2005)
•
•
•

[There should be] appropriate assessment for presence of anxiety or
depression.
[There should be] appropriate assessment of current life stresses and
past trauma and abuse
Persistent parental anxiety should be a sufficient reason for referral of
a child or young person, even when the primary healthcare
professional considers that the symptoms are most likely to have a
benign cause.

Box 10: Key recommendations from the Scottish Intercollegiate
Guideline Network on Lung Cancer (1998)
•

All patients should undergo psychosocial assessment and have access to
appropriate psychosocial and spiritual support.

Box 11: Key recommendations from the Scottish Intercollegiate
Guideline Network on Head and Neck Cancer (2006)
•
•

Head and neck cancer patients should be offered emotional support,
which may be provided by clinical nurse specialists and non-clinically
trained counsellors.
Early diagnosis clinics should be provided where possible for the
investigation of patients with suspected lung cancer, because they are
associated with…less patient anxiety
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Box 12: Key recommendations from the National Institute of Health
and Clinical Excellence guideline on Familial Breast Cancer (2006)
•

Care of women in secondary care should include access to
psychological assessment and counselling.
Support mechanisms (for example, risk counselling, psychological
counselling and risk management advice) need to be identified and
should be offered to women not being offered mammographic
surveillance who have ongoing concerns.
In services offering risk-reducing surgery, psychological assessment
and counselling should be available.
Counselling about psychosocial and sexual consequences of bilateral
risk-reducing mastectomy/bilateral oophorectomy should be
undertaken.
Women considering bilateral risk-reducing mastectomy/bilateral
oophorectomy should be offered access to support groups and/or
women who have undergone the procedure.
Any discussion of bilateral oophorectomy as a risk-reducing strategy
should take fully into account factors such as anxiety levels on the
part of the woman concerned.

•

•
•
•
•

Box 13: Additional recommendations from the Scottish
Intercollegiate Guideline Network on the Management of Breast
Cancer in Women
•
•
•

•
•

Supportive expressive therapy is recommended for patients with
advanced cancer and cognitive behavioural therapy for patients with
localised, locoregional or advanced disease.
Choice of psychological treatment modality in advanced breast cancer
should be based on patient preference.
All women with a potential or known diagnosis of breast cancer should
have access to a breast care nurse specialist for information and
support at every stage of diagnosis and treatment. Contact details and
information about the role of the breast care nurse should be available
to patients, families, multidisciplinary team members, including the
primary care team.
Breast cancer services should routinely screen for the presence of
distress and risk factors for very high levels of distress from the point
of diagnosis onwards (including during follow up review phases).
Multidisciplinary teams should have agreed protocols for distress
assessment and management.
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Diabetes
Background
Diabetes is one of the most common chronic diseases worldwide. The prevalence of
detected diabetes is around 3-4% in the general population. Cases of diabetes are
set to double by 2030, largely due to the epidemic of obesity and to improved
survival rates.117 The incidence of both type 1 and type 2 diabetes in childhood and
adolescence is increasing. Diabetes and its complications impose significant
economic consequences on individuals, families, health systems and countries.
How common are mental health problems in people with diabetes?
Depression is associated with diabetes at various stages of its natural history. There
is emerging evidence that depression may be a risk factor for type 2 diabetes; in
several prospective studies, depression predates the onset of type 2 diabetes by
many years.118 The prevalence of depressive disorders is around two fold higher
than in healthy controls, with a prevalence of 9%. Depression and depressive
symptoms are associated with poorer glycaemic control, diabetes complications and
increased risk of death.119, 120, 121
Anxiety disorders often coexist with depression and diabetes.122 Phobic symptoms
and anxieties related to self-injection of insulin and self-monitoring of blood glucose
are common and associated with difficulties in adhering to diabetes self care. This
can result in further distress and increased glycaemic levels.123, 124, 125
Some form of disturbance of eating habits may affect up to 10-15% of adolescent
and young adult females with diabetes, who are able to reduce their weight by the
under use or omission of insulin to promote glycosuria. Disturbance of eating
habits is a hidden problem in type 2 diabetes. Eating problems are strongly
associated with poor self-care and the increased risk of complications.126, 127
The prevalence of diabetes in schizophrenia is approximately 10% but rises with
age, and up to 20-25% of patients over the age of 60 years may have clinically
important glucose dysregulation. Antipsychotics - in particular, atypicals or second
generation - are implicated in the increased risk of metabolic dysfunction, especially
in people with schizophrenia. It is also important to consider the role of substance
misuse, mental state, socioeconomic deprivation and social support in people with
mental health problems and obesity.128 This is described in more detail in the later
section ‘Physical Health Problems Associated with Mental Illness’.
How often is depression detected in diabetes?
Despite their high prevalence, mental health problems in diabetes mostly go
undetected and untreated. One large study found that only half the cases of
depression were detected - of which less than a half received any treatment for
depression.129

32

Which treatments can help?
The two main aims for offering psychiatric treatments to people with diabetes are to
improve their diabetes control and to reduce their psychological distress. Generic
mental health interventions are as applicable to people with diabetes as they are to
others, but the evidence that they are effective in treating both the mental health
problem and the diabetes control is still poorly researched. A potentially exciting
approach is to consider managing the two conditions concomitantly.
Diabetes is unique in that patient education is one of the cornerstones of diabetes
care. In recent years, the importance of psychological factors associated with
diabetes has become increasingly understood. In recognition of this, diabetes
education now incorporates psychological techniques such as social learning theory.
Recent systematic reviews have found that psychological therapies can be more
effective in improving glycaemic control in type 2 diabetes and in young people, but
less so in adults with type 1 diabetes. It should be noted that the interpretation of
these findings are limited to a small number of studies from highly selected
samples.130 Future studies should aim to further develop diabetes-specific
psychological models.
To date, there have been 11 randomized control trials comparing different
treatments for depression in diabetes but the generalisability of these results is
restricted by methodological limitations. The strongest evidence appears to be for
psychological treatments, in particular cognitive behavioural therapy, which is
effective for both diabetes and psychological outcomes. Most antidepressants
treated the depression but failed to improve diabetes outcomes. Stepped care or
managed care that includes combinations of psychological and
psychopharmacological approaches, provides the best scientific evidence for
successful treatment of depression, but not for glyceamic control. Regardless, it is
of course advisable to treat the depression because doing so will improve the
quality of life for the patient and reduce healthcare costs.
Conclusion
Mental health problems are common in diabetes and are associated with poor
diabetes control, complications and increased mortality. They are disabling, poorly
detected and inadequately treated. The emphasis on diabetes education as a
solution for impaired adherence is giving way to a more psychological
understanding of the person living with diabetes as a chronic disease. There is a
growing awareness that diabetes services need to be provided by professionals who
are skilled in providing psychological care. This involves working with the patient to
mange any depression and supporting the individual to improve their self care.
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Box 14: Key recommendations from the National Institute of
Health and Clinical Excellence guideline on Type 1 Diabetes (2004)
•

•

•

•

•
•

•

•

•

Children and young people with type 1 diabetes should be offered
an ongoing integrated package of care by a multidisciplinary
paediatric diabetes care team with appropriate training in mental
health.
Children and young people with type 1 diabetes and their families
should be offered appropriate emotional support following
diagnosis, which should be tailored to emotional, social, cultural
and age-dependent needs.
Diabetes care teams should be aware of the risk that young people
with type 1 diabetes have of emotional and behavioural problems
and anxiety and/or depression, and of the negative impact this can
have on outcomes, including glycaemic control and self-esteem.
Children and young people with type 1 diabetes and their families
should be offered timely and ongoing access to mental health
professionals because they may experience psychological
disturbances (such as anxiety, depression, behavioural and conduct
disorders and family conflict) that can impact on the management
of diabetes and well-being.
Diabetes care teams should have appropriate access to mental
health professionals to support them in the assessment of
psychological dysfunction and the delivery of psychosocial support.
For adults with erratic and unpredictable blood glucose control
(hyper- and hypoglycaemia at no consistent times), rather than a
change in a previously optimised insulin regimen, psychological and
psychosocial difficulties should be considered.
Members of professional teams providing care or advice to adults
with diabetes should be alert to the development or presence of
clinical or sub-clinical depression and/or anxiety, in particular where
someone reports or appears to be having difficulties with selfmanagement.
Diabetes professionals should ensure that they have appropriate
skills in the detection and basic management of non-severe
psychological disorders in people from different cultural
backgrounds. They should be familiar with appropriate counselling
techniques and appropriate drug therapy, while arranging prompt
referral to specialists of those people in whom psychological
difficulties continue to interfere significantly with well-being or
diabetes self-management.
Professionals should be alert to the possibility of bulimia nervosa,
anorexia nervosa and insulin dose manipulation in adults with type
1 diabetes with over-concern with body shape and weight; low
body mass index; poor overall blood glucose control.
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Chronic Obstructive Pulmonary Disease (COPD)
Background
In 1998, the World Health Organisation estimated that COPD was the fifth most
common cause of death worldwide, responsible for almost 5% of all mortality, and
prevalence is rising.131 Allowing for under-diagnosis, the true number of patients
with COPD in England and Wales is likely to be around 1.5 million, and up to 1 in 8
emergency hospital admissions may be due to COPD.132
How common are mental health problems in people with COPD?
People with COPD are 2.5 times more likely to experience depression and anxiety
than the general population, especially if they are hypoxic or severely dyspnoeic.133
A recent review of the literature suggests that in stable COPD, the prevalence of
depression ranges between 10% and 42%, while that of anxiety ranges between
10% and 19%.134 The risk of depression is higher in patients with severe COPD
compared to control subjects, with the highest rates found in oxygen-dependent
patients. Panic attacks are also common in 8 to 37% of patients with the
disease.131
Even when the severity of COPD has been adjusted for, depression has been found
to predict breathlessness, fatigue and disability in patients with COPD.134 Depressed
patients with COPD are less likely to comply with treatment, which in turn can
result in increased hospital visits, longer lengths of stay and poorer outcomes.
People with COPD and depression have an increased rate of mortality135 and when
faced with end-of-life decisions, are more likely to opt for ‘do not resuscitate’.136
According to the British Lung Foundation, the overall quality of life for people with
advanced COPD is about four times worse than that for people with severe
asthma.137 COPD symptoms such as breathlessness and coughing can cause stress,
limit a person’s mobility, interfere with sleeping patterns, and reduce their appetite.
As symptoms get progressively worse, so might the person’s ability and desire to
take part in everyday activities and work, further affecting their self-esteem,
independence and emotional wellbeing. For some people, the fear of
hyperventilating in public can lead to phobic avoidance of certain situations, often
resulting in yet more unhappiness and significant social and functional
limitations.138
What are the problems involved in detecting mental health problems in
patients with COPD?
There are several barriers to the detection of mental health problems in COPD
patients. One problem is the overlap of symptoms such as decreased appetite,
tightness in the chest and fatigue. Clinical barriers, such as short appointment
times, a lack of knowledge about depression and counselling, or a lack of time to
talk to the patient about these issues can also prevent detection of mental illness.
In turn, patients may be reluctant to seek help because of stigma around mental
health issues, or guilt about ‘bringing the disease onto themselves’ through
smoking.134
It is advisable that people with COPD are screened for depression and anxiety, but
there is a lack of consensus as to the most appropriate screening tool and it has
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been estimated that as many as two-thirds of COPD patients with mental health
problems may not be receiving the help they need.139
Which treatments can help?
NICE recommends that patients found to be depressed or anxious should be treated
with conventional pharmacotherapy.132 Cognitive-behavioural programs that focus
on relaxation and changes in thinking are also thought to be effective, with one
study suggesting that as little as a 2 hour session of cognitive behavioural therapy
can reduce anxious and depressive symptoms.139
A systematic review of 37 randomised control trials showed that collaborative-care
models were significantly more effective than treatment in primary care alone; they
increased treatment compliance and reduced depression for 2 to 5 years.140
Pulmonary rehabilitation (PR) is one such approach receiving growing support. PR
typically provides supervised exercise training, psychological support and
education. Interviews and screening tools are used to address quality of life,
adherence to treatment, adjustment to the disease and self-efficacy,141 and signs of
major depression or anxiety that will require specialist care are sought out. PR
often includes the use of medication, for both physical and psychological symptoms,
and this can increase participation in exercise.142 Education about COPD can reduce
anxiety about the disorder, and help individuals to develop a strategy for selfmanagement, thus increasing their autonomy and confidence.143 Whilst there
appears to be evidence that PR can be effective, especially in improving quality of
life issues, some patients, particularly those with a history of treatment for
depression, will require more specific and intensive psychological interventions.134
Conclusion
The increased prevalence, poor track record of detection, and negative impact of
depression and anxiety in patients with COPD collectively substantiate the need for
psychiatric screening for people with COPD. This needs to be followed by a multiagency approach which tackles both the physical and psychological aspects of
COPD, and takes into account the relationship between the two.

Box 15: Key recommendations from the National Institute of Health
and Clinical Excellence guideline on Chronic Obstructive Pulmonary
Disease (2004)
•
•

•
•

Healthcare professionals should be alert to the presence of
depression in patients with COPD.
The presence of anxiety and depression should be considered in
patients: who are hypoxic; who have severe dyspnoea; who have
been seen at or admitted to a hospital with an exacerbation of
COPD.
Patients found to be depressed or anxious should be treated with
conventional pharmacotherapy
Patients should be managed by a multi-disciplinary team which
includes mental health professionals
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Neurological or Brain Disorders
Background
Neurological disorders, or brain disorders, are associated with high rates of
psychiatric co-morbidity. One can look at these disorders on an individual basis but
essentially the problems tend to be similar from disorder to disorder. This review
will concentrate on stroke, multiple sclerosis, Parkinson’s disease and epilepsy, but
much of the content can be extrapolated to other neurological disease.
How common are mental health problems in neurological disorders?
It is estimated that 30% of new patients attending neurology out-patient clinics
have physical symptoms not explained by organic disease, including 5% with
conversion disorders.144 Such symptoms cause significant physical and
psychological disability and neurologists found them difficult to help.145
Stroke
Stroke is linked with cognitive impairment, emotional disorder and behavioural
change. Approximately half of patients who have a stroke will report some form of
emotional disruption. Delirium will affect some 30-40% of patients during the first
week after stroke and dementia is also common, affecting one quarter of patients
within three months following a stroke. Most epidemiological studies suggest a
prevalence rate of major depressive disorder of around 25-35% in stroke patients,
and significant anxiety is displayed in 25-30%.146 The presence of depression in
stroke patients is associated with increased disability and possibly mortality.147, 148
However the direction of causality is unclear and is most probably circular.
Parkinson’s disease
Parkinson’s disease can result in significant mental health problems including
cognitive impairment, psychosis, emotional symptomatology and impulse control
disorders. If a patient lives long enough dementia may develop. Psychotic
disorders are common in Parkinson’s disease with rates of over 60% having been
described.149 Depression is also common in Parkinson’s disease, with a prevalence
of around 40-50%.150 Several large-scale studies have identified depression as the
major determinant of quality of life in Parkinson’s disease.151 Over recent years,
there has been increasing interest in impulse control disorder. Particular concerns
are libidinous behaviour, pathological gambling and punding (an obsessive sorting
behaviour). Such disorders appear to affect some 10-20% of patients with
Parkinson’s disease and not surprisingly, given their social nature, cause significant
distress for family members. As such, it is important that clinicians are aware that
they are an integral part of the disease process.
Multiple sclerosis
Multiple sclerosis is a disorder of the central nervous system and is commonly
associated with mood disorders and cognitive impairment. Approximately half of
MS patients will display symptoms of sub-cortical dementia during the course of the
illness152 and 30-50% of patients report depressive symptoms. Fatigue and pain
are both common complications of MS and contribute significant psychological
morbidity in these conditions.
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Epilepsy
Epilepsy is associated with a range of mental health problems most notably altered
behaviour during seizures, psychosis and mood disruption. Depressive and anxiety
disorders affect approximately one third of patients.153 The relationship between
depression and epilepsy is bi-directional; in other words, each is a risk factor for the
other.
Which treatments can help?
With all neurological disorders the diagnosis of depression is problematic as it is
often unclear which symptoms are attributable to the disorder and which are
attributable to depression.154 In stroke patients, most pharmacological treatment
studies have suggested that the effective treatment of depression leads to overall
reduction in disability.155 Depression in people with Parkinson’s disease responds to
standard drug treatment.156 There are few analysed control trials of antidepressant
drug therapy in MS but those available suggest modest efficacy with these
agents.157 People with conversion disorder are often treated with antidepressant
medications and psychotherapies.158
Conclusion
The core problem in provision of healthcare is that the prevalence of mental health
problems in neurological disease is so common that around 50% of patients
presenting in neurological services will have some requirement for psychiatric
treatment. Furthermore, the provision of such treatment spans various disciplines
and few clinicians are trained to deal with disorders across the spectrum of need.
In general terms it is necessary to have clinicians who can cope with both the
physical and the psychological aspects of these disorders and who are comfortable
in both fields. This makes specific demands on training that are not well catered for
in the current system.

Box 16: Key recommendations from the National Institute of Health and
Clinical Excellence guideline on Epilepsy (2004)
•
•
•
•
•
•
•

Individuals should have access to counselling services…and tertiary
services should include psychiatry.
Referral to tertiary services should be considered when there is
psychological and/or psychiatric co-morbidity.
Individuals with epilepsy and their families and/or carers should be given
information about psychological issues.
In an individual with an attack, a physical examination should be carried
out, ….including of the individual’s mental state.
Where non-epileptic attack disorder is suspected, suitable referral should
be made to mental health services for further investigation and treatment.
Referral (to tertiary services) should be considered when there is
psychological and/psychiatric co-morbidity.
The expertise of multidisciplinary teams involved in managing complex
epilepsy should include psychology, psychiatry and counselling.
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Mental Healthcare and the
General Hospital
Overview
What is the emotional impact of being admitted to hospital?
The process of being admitted to hospital is often stressful. The environment is alien
and people have to share toilet and bedroom facilities. One’s identity as an individual
is affected as outdoor clothes and belongings are removed. Access to relatives and
loved ones is restricted and people have to interact with many different nurses,
doctors and other health professionals. They may be in pain and discomfort and
worried about what is the matter with them. Those people who smoke heavily, or
drink alcohol to control anxiety, will find the restrictions imposed by hospital
admission particularly hard. Many older people, who are orientated in their home,
which is familiar to them, may become easily confused when placed in a new and
strange environment. If patients are moved from one ward to another within the
early days of admission, this can disorient them further.
Nursing and medical professionals on acute medical wards are very busy and may
not always have time to enquire about emotional distress. Some staff also report
feeling uncertain about how to manage distress when patients become upset. Some
hospital wards do not have interview rooms where patients and their families can be
seen in private and personal conversations might take place behind a curtain drawn
around the patient’s bed. Dealing with fear and worry and other strong emotions in a
hospital setting may therefore be difficult for staff.
The next section of the report focuses upon four different areas within general
hospital services where mental health problems are common and mental health
services are frequently required: the acute medical setting, maternity services, the
emergency department and palliative care settings.
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The Acute Medical Setting
The length of stay of patients in the general hospital has dramatically fallen over
the last 10 years with the average length for people in England admitted for specific
care falling from 14 days to 6 days.159 People can develop a variety of mental
health problems in the acute setting and Table 1 lists some of ways in which liaison
mental health services can help care for such patients.
How common are mental health problems in the general hospital?
The rates of psychological morbidity in patients in the general hospital setting are
three to four times higher than in the general population. For example, the
prevalence of significant mental illness in consecutive patients admitted to an acute
medical setting is approximately 28%, and a further 40% have sub-clinical
symptoms of anxiety/depression160. For older adults in general hospital beds, the
rates of depression and anxiety are even higher.
Patients with co-morbid mental health problems, compared to those without, have
a much poorer outcome, after controlling for severity of disease. Even patients
with sub-clinical psychological symptoms (i.e. mild symptoms of anxiety and
depression) have a poorer health outcome than patients without psychological
symptoms.160 There is often a failure to detect and treat patients’ mental health
problems, both when they are in hospital and after they have been discharged to
primary care.160
The presence of co-morbid mental health problems in people with physical illness
has an adverse impact on several key outcomes which are important for the welfare
of patients, their families and the efficient management of acute trusts.
These include:
•
•
•
•
•

Increased length of stay161, 162
Increased healthcare costs 163
Increased mortality164, 72, 135
Increased suicide165
Poorer quality of life166

What follows is a brief description of some common problems encountered in the
general hospital setting. These problems are areas in which liaison mental health
teams will have expertise.
Delirium
Delirium is a complex neuropsychiatric syndrome with an acute onset and
fluctuating course. It is characterised by clouding of consciousness and cognitive
dysfunction. Patients can have a range of levels of alertness from somnolent to
hyperalert. Hyperalert or activated patients are more likely to have hallucinations,
delusions and illusions whereas somnolent patients are more likely to have agitated
behaviour. Delirium in somnolent patients goes undetected. 167 Delirium occurs in
about 15-20% of all general admissions to hospital and the rates are considerably
higher in elderly patients (up to 60%).
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Very little is known at present about how to identify patients at high risk of
developing delirium, although those patients with three or more risk factors are
nine times more likely to develop delirium during their hospital stay than patients
without (see box 17 below).20

Box 17: Risk factors associated with developing delirium during a
hospital stay
Predisposing factors
• Vision impairment
• Severe illness
• Cognitive impairment
• Raised blood urea/creatinine

Precipitating factors
• Use of physical restraints
• Malnutrition/dehydration
• More than 3 medications added
• Use of bladder catheter
• Any iatrogenic event (harmful
consequence of a procedure or
intervention)

Treatment should be aimed at symptomatic relief and treatment of the underlying
causes of the delirium. Supportive and environmental factors are the cornerstone
of symptomatic treatment. Antipsychotics help with a range of symptoms and are
effective in patients who are hyper or hypoactive.168,169
Dementia
Dementia is characterised by global impairment of intellectual functioning with
insidious onset and progressive course over months or years, resulting in disturbed
memory, disorientation in time, place and person, language deficits, reduced
judgement, altered emotional control, social behaviour and motivation and
interference with personal activities of daily living such as washing, dressing, eating
and personal hygiene.20 Approximately 35% of elderly people admitted to an acute
general ward will be suffering from dementia, and a further 20% will have mild
cognitive impairment.
Patients with dementia are particularly vulnerable in general hospitals. They are
highly susceptible to environmental change and may find it difficult to communicate
their needs, for example regarding toileting or pain relief. Patients with dementia
are at high risk of delirium and there is good evidence that better management of
dementia in hospital can result in improved function and decreased length of stay.25

41

Capacity
All doctors should be able to assess a person’s capacity to consent to medical
treatment. In England and Wales, the Mental Capacity Act (2005) has helped to
clarify the legal framework for patients where capacity may be impaired. Under the
Mental Capacity Act (2005) a person has capacity if he/she is able to:
•
•
•
•

Comprehend information relevant to the decision
Retain information for long enough to make the decision
Use the information and weigh it to arrive at a choice
Communicate his/her decision

In Scotland, the Adults with Incapacity Act applies.
In most cases in acute medical settings, the determination of capacity is
straightforward, particularly in patients with delirium or severe dementia. It is not
uncommon, however, for complex scenarios to arise where the determination of
capacity is more difficult, particularly where it is possible that subtle mental health
problems (such as depression) may be affecting a person’s ability to make a choice,
(for example, to end life saving treatment). In these cases the opinion of a
consultant liaison psychiatrist is essential to ensure the best interests of the patient
are being carefully considered.
Hospital staff on acute wards may need on some occasions to prevent patients who
are confused from leaving the ward in order to protect them from harm. The
Mental Capacity Act Deprivation of Liberty safeguards were introduced into the MCA
(2005) through the Mental Health Act (2007). The safeguards apply to anyone
aged 18 or over who suffers from a mental disorder or disability of mind and who
lacks capacity to give informed consent to arrangements made for their care and
for whom deprivation of liberty is in their best interests in order to protect them
from harm. The safeguards apply from April 2009 and should ensure that people
who lack capacity are given the care they need in the least restrictive manner.
Acute Disturbance
Medical disorder can manifest with disturbances in thinking and behaviour.
Approximately 4% of patients in the acute medical setting become acutely
disturbed, i.e. show behaviour which interferes with their care or with the care of
other patients, or show behaviour which places themselves or others at risk.170
Males are more likely than females to become disturbed. The prevalence of
disturbed behaviour is equally common in patients above and below the age of 65
years. In most cases, aggressive behaviour is directed towards staff rather than
other patients. Although the prevalence of disturbed behaviour on acute wards is
relatively low, it consumes a disproportionate amount of resources. Additional staff
are required and expert knowledge of using sedation in physically unwell people is
also important. Disturbed behaviour is often a symptom of delirium with an
underlying medical cause.
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Self-harm
Self-harm is covered in more detail in the section on mental health services to
emergency departments. People who self-harm and are admitted to acute wards
will have made serious attempts to harm themselves, some of which may have
been near-fatal. All should receive a detailed psychosocial assessment as soon as
they are physically well enough to participate in an assessment; the risk of further
self-harm or suicide should be considered very seriously.
Alcohol and substance misuse
Alcohol and drug misuse is also covered in more detail in the section on mental
health services to emergency departments. Approximately 20% of all male patients
admitted to acute medical wards will have alcohol-related problems. The
prevalence is currently much lower for women (approximately 5%). There is good
evidence that detection followed by a brief alcohol intervention results in significant
reductions in alcohol consumption post discharge.171
Concerns about kindling effects suggest that not all patients who are in alcohol
withdrawal or who are at risk of withdrawing from alcohol should undergo a
detoxification. There is evidence that repeated detoxifications may increase
craving172 and increase the risk of alcohol related seizures.173 Staff responsible for
acute medical wards should work closely with liaison psychiatry services to develop
coherent policies regarding alcohol detoxification so that people are given the most
suitable treatment for their particular alcohol history.
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The Role of the Liaison Psychiatry Team
Treatment of mental health problems in the acute hospital setting can be provided
by liaison psychiatry teams; Table 2 summarises the ways in which liaison services
can help manage some of the common mental health problems that present in an
acute medical setting. It is recommended that all general hospitals have liaison
mental health services which are flexible and responsive to the needs of the acute
hospital.217 Health psychology and clinical psychology also provide specific
psychological treatment for people with depression and anxiety, but do not cover
the whole aspect of mental health work and are less involved in urgent work.
The table overleaf describes the make up of a basic team operating limited hours.
The staffing levels listed represent the absolute minimum, and additional cover
would almost certainly be required, depending on the population served. To
provide a comprehensive liaison service which specifically caters for the special
needs of adults with complex needs and dementia, greater numbers of the staff
listed below are required. In addition, the team would also require at least one full
time occupational therapist, 1.5 WTE social worker, sessions from a support worker
and additional administrative support. The staffing levels required to provide a
liaison service to older-aged patients are available at
http://www.rcpsych.ac.uk/PDF/RaisingtheStandardOAPwebsite.pdf.
Additional staffing would also be required if the team’s remit included the
management of patients with alcohol problems in the general hospital. Doctors in
training gain valuable experience from working within a liaison mental health team.
If liaison professionals are to provide teaching, training and support to colleagues
within their team and throughout the general hospital; the staffing ratios above
would need to be increased to allow for this.
Finally, the table above does not include child and adolescent mental health
services (CAMHS) to general hospitals. This ought to be provided by specialist
multidisciplinary CAMHS liaison teams, but current provision is currently patchy and
further investment is required.
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Please note: to provide a comprehensive liaison service
which caters for the needs of adults with complex needs
and dementia, greater numbers of the staff listed below
are required.

Table 1: Example of levels and skill mix for a team serving a general
hospital with 650 beds and 750 new self-harm patients per year
(Mental Health Policy Implementation Guide, 2008).
Role
Medical

Grade
Consultant

Time
Whole
time

Nursing

Band 8

Nursing

Band 7

Whole
time
3X
Whole
time

Clinical
Psychology

Band 8

1

Team PA

Band 4

1.5 X
Whole
time

Comment
Consultant involvement is essential, including
managing risk, providing supervision and
training and offering expertise on
psychopharmacological treatment, complex
patients, capacity and the Mental Health Act.
One of the nursing roles should be as team
leader.
The nurses operate as autonomous
practitioners, undertaking assessments, and
brief treatment interventions, and liaising
with mental health teams in primary care.
Those working with older adults will become
involved in detailed discharge planning.
May be provided from health psychology
team, but should be an integral part of a
liaison team to provide supervision, training
and delivery of brief psychological
treatments.
Core to referral management, information
gathering and communication.
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Table 2: Common problems managed by liaison psychiatry services
Condition or
problem

Difficulties faced in the
hospital

What can liaison
services do?

What is the evidence base?

Psychological
reaction to
physical
illness

Some patients will
develop major depression
or anxiety as a
consequence of their
physical disorder.

The liaison service
can treat
depression, leading
to reduced health
care costs (e.g. in
diabetes).

A systematic review concluded that, compared with
consultation, the liaison approach for older people in
general hospitals results in: more specialist
assessments, more referrals with depression, better
diagnostic accuracy, more mental health reviews and
increased adherence to recommendations for managing
the mental disorder.174 Depression in the elderly
physically ill can be treated with a liaison psychiatry
intervention175 and treatment of depression in older
adults improves physical functioning.176 A randomised
trial found that medical patients with various mental
disorders were twice as likely to return to independent
living if they received specialist mental health
multidisciplinary liaison than those receiving usual
care177. Depression can be successfully treated in
patients with diabetes using collaborative care.178 In
type 2 diabetes psychological treatments improve long
term glycaemic control.179 A systematic review has
concluded that antidepressants are of benefit in the
physically ill with depression.180

Condition or Difficulties faced in the
problem
hospital

What can liaison
services do?

What is the evidence base?

Delirium

Failure to detect and
manage properly.

The liaison service
can improve patient
outcome and
decrease length of
stay.

Dementia

Failure to detect and
manage properly.

The liaison service
can improve patient
outcome and
reduce length of
stay.

A randomised trial of older people with hip fracture
receiving daily proactive geriatric consultation found that
this reduced episodes of delirium by one third and
severe delirium by 40%.181
Quasi controlled trials of perioperative care182 and
interpersonal and environmental nursing interventions183
in hip fracture have been associated with a reduction of
delirium and length of stay. There is good evidence that
both typical and atypical antidepressants are effective in
treating delirium.184
In a controlled trial, routine mental health liaison for
older people with hip fracture was associated with a
reduced length of stay. The intervention group had a
mean length of stay of two days less than the usual care
group. The cost of the service was offset by the shorter
duration of admission. A randomised controlled trial of
intensive specialist multidisciplinary rehabilitation of
older people with hip fracture achieved a reduced length
of stay for patients with mild or moderate dementia and
those with mild dementia were as successful returning to
independent living as patients without dementia.
Furthermore, patients with mild and moderate dementia
from the intervention group were more likely to be living
independently three months after fracture than the usual
care control group.185
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Condition or
problem

Difficulties faced in the
hospital

What can liaison
services do?

What is the evidence base?

Disturbed
behaviour

Places the patient and
others at risk and is
difficult to manage in the
acute setting.

There are proven and recommended techniques for the
de-escalation of violence and disturbed behaviour, which
mental health teams are trained to deliver.
Mental Health legislation may be needed as part of the
management of confused, aggressive patients in the
general hospital. Liaison psychiatrists have expertise in
mental health law and can provide appropriate advice.

Self-harm

One of the most common
reasons for admission to
an acute medical bed.
Those patients who are
admitted are those who
have made the most
serious attempts to kill
themselves. Some
professionals in the
general hospital find
working with people who
self-harm to be stressful.

Liaison services
have the expertise
and skills to help
hospital staff
manage patients
with very difficult
and disturbed
behaviour.
Liaison services can
effectively assess
and treat selfharm, resulting in
decreased
psychological
symptoms and
decreased
repetition of selfharm. They can
also provide
support and
training to acute
colleagues.

Participants randomised to brief psychodynamic
interpersonal therapy had a significantly greater
reduction in suicidal ideation at six month follow up
compared with those in the control group. They were
more satisfied with their treatment and were less likely
to report repeated attempts to harm themselves at
follow up.186 Psychosocial treatment following self-harm
results in reduced depression, hopelessness and
improvement in problems.187 Specialist self-harm teams
significantly improve the quality of psychosocial
assessment.188 Emergency department and ambulance
staff who receive support and expertise from liaison
mental health colleagues are less likely to report low
morale when working with people who self-harm.189
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Condition or
problem

Difficulties faced in the
hospital

What can liaison
services do?

What is the evidence base?

Alcohol
abuse

There is poor
management of alcohol
withdrawal states
resulting in increased
length of stay or
unnecessary admissions.

Heavy drinkers who receive a brief alcohol intervention
are twice as likely to moderate their drinking 6 to 12
months after an intervention when compared with heavy
drinkers who receive no intervention.190
In the general hospital setting, heavy drinkers who are
counselled about their drinking have a significantly
better outcome than controls when followed-up 12
months later.191

Medically
Unexplained
Symptoms

These patients are high
users of health resources.

Brief liaison
interventions can
be effective in the
reduction of alcohol
use by patients
identified as having
alcohol problems in
the general medical
setting.
Liaison psychiatry
interventions can
improve patient
outcomes and
reduce costs.

People who
attend the
ED regularly
(‘frequent
attenders’)

These patients are high
users of health resources
and more likely to
experience poorer mental
health.

Liaison psychiatry
can help ED staff
manage patients
appropriately and
ensure patients are
offered appropriate
community based
services. Case
reviews can also be
undertaken where
appropriate.

Liaison psychiatry interventions can improve patient
outcomes and reduce the costs associated with medically
unexplained symptoms.192 Systematic reviews of the
efficacy of antidepressants and psychological treatment
for treating patients with medically unexplained
symptoms, suggest both approaches are beneficial.193,194
50% of patients who frequently attend the ED have
mental health problems.183 Liaison mental health staff
can help ED staff to understand the needs of this group
and the reasons why they use services frequently.195
There are very few controlled studies of psychiatric
intervention in this group of patients. A recent study
suggests that multidisciplinary case management has a
positive effect on psychosocial factors for frequent
attenders but increases ED utilisation.196
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Condition or
problem

Difficulties faced in the
hospital

What can liaison
services do?

What is the evidence base?

Lack of
mental
capacity

The Mental Capacity Act
and the Adults with
Incapacity (Scotland) Act
highlight the need for
rapid assessments of
capacity to consent to
medical treatment in the
general hospital setting.
Failure to implement
these Acts appropriately
may disadvantage the
patient. It can also result
in legal action.
Assessment of capacity to
consent to medical
treatment can be
extremely complex,
particularly in the
presence of mental
disorder.
A small proportion of
medical in-patients have
severe mental illness (e.g.
schizophrenia). These
patients cause great
anxiety in general hospital
staff and there are often
major risk issues which
need to be managed.

An experienced
Consultant Liaison
Psychiatrist might
be best equipped to
make an informed
judgement about
capacity for
patients with
complex physical
and mental health
problems.
Failure to
implement
incapacity
legislation
appropriately may
result in expensive
legal action.

40% of acute medical patients do not have mental
capacity to make informed decisions about medical
treatment, and clinical teams rarely identify patients who
do not have capacity.197 Liaison psychiatrists receive
mandatory training in the assessment of capacity in
relation to the Mental Capacity Act in England and Wales.
Some liaison psychiatrists will also be trained to provide
assessments under the Deprivation of Liberty Safeguards
(DOLS): the new legal framework to safeguard the rights
of people who lack capacity and need to be detained in a
safe environment.
The overview of Mental Capacity Act 2005 (England and
Wales) has highlighted the need for rapid assessments of
capacity to consent to medical treatment in the general
hospital setting.
In Scotland the Adults With Incapacity (Scotland) Act
2000 sets out the legal framework required for the
provision of medical treatment to patients who lack
capacity to consent.

Severe
mental illness

Liaison Services can NICE has published clinical guidelines on the treatment
respond rapidly and and management of schizophrenia198 and bipolar
provide a continuity disorder.199
of service between
community and
hospital whilst the
patient’s physical
needs are being
attended to.
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Condition or
problem

Difficulties faced in the
hospital

What can liaison
services do?

What is the evidence base?

All mental
health
problems

General lack of knowledge
and skills amongst
general hospital staff in
the detection and
management of any
mental health problem.

Education and
training delivered
by liaison services
improve
knowledge, skills
and attitudes
amongst general
hospital staff.

NICE has published guidance on the treatment and
management of most mental health and behavioural
conditions (www.nice.org.uk). Psychiatric treatment has
shown to be effective in treating patients with complex
physical and mental health problems.200
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Maternity Services and Mental Health
Background
Since the implementation of the Department of Health’s Changing Childbirth
initiative201 there has been a radical change in the way maternity care is delivered.
GPs are no longer central to maternity care; a woman’s first point of contact during
pregnancy is with the midwife who frequently no longer operates from a general
practitioner’s surgery.
The majority of women in the United Kingdom will be deemed to be low risk
pregnancies and will not see an obstetrician during their pregnancy. Whilst the
overwhelming majority of women still deliver in hospital, their care too will be
midwifery-led and few will stay for longer than 24 hours. Most mental health
problems associated with childbirth present in the community, not in hospital,
although maternity hospital services still see many women with significant mental
health problems.
Traditionally, psychiatric services have been provided to maternity hospitals by
liaison psychiatrists. Fewer than half of the mental health trusts in the UK provide
specialised perinatal psychiatric liaison as recommended by the Maternal Deaths
Enquiries202 and the maternity services national service framework.28
How common are mental health problems in the perinatal period?
Childbirth has long been known to be associated with an increased risk of serious
affective disorder, particularly affective psychosis, often known as puerperal
psychosis. Despite the increased risk, the latter is still a relatively rare condition
occurring in approximately 2 per thousand deliveries. It is also well established that
women with a previous history of severe affective disorder, particularly bipolar
disorder, are at an estimated elevated risk (of at least 50%) of becoming ill in the
days and weeks following delivery. Women with current serious mental illness may
suffer from a relapse or recurrence of their condition during pregnancy, particularly if
they stop their medication. On the other hand, continuing their medication raises
different issues about physical safety during pregnancy. For all of these reasons,
NICE,202 The Maternal Deaths Enquiries and the Department of Health28 all
recommend that women should be asked in pregnancy about their previous and
current mental health and that proactive plans be put into place for the management
of their risk in the peripartum period.
There is also a widespread awareness amongst the general public and maternity
professions of non-psychotic illness during pregnancy and the postpartum period,
particularly depression - so-called “postnatal depression”. Pregnancy and the
postpartum period is a time of great emotional and psychological change and firsttime motherhood represents a major life event. For some women, their pregnancies
may be associated with considerable anxiety, adverse life events or difficult social
circumstances. Other women may have a previous history of self- harm or problems
with managing anger, and maternity services find it particularly difficult to manage
women who self-harm whilst on a perinatal ward, although this scenario is not
uncommon.
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The prevalence of pregnant women misusing substances will vary from one area to
another. It is known that substance misuse in pregnancy is associated with
significant mortality and morbidity in both mother and infant. This has been
highlighted in the most recent Maternal Deaths Enquiry where 11% of maternal
deaths overall and 57% of the psychiatric causes of maternal death were substance
misusers203. The care of the pregnant woman who misuses substances is complex
and requires specific knowledge and skills both on the part of maternity professionals
and substance misusing teams. It is recommended that specialised addiction
services should be provided within the maternity services ensuring a “one-stop shop
approach” that involves close working between a specialist obstetrician, midwife and
other relevant agencies. This approach would help to ensure optimal uptake of
antenatal care and the best management following delivery.
What is the role of liaison psychiatry services or perinatal services?
Whilst there is no evidence that the incidence of mild to moderate depressive illness
and anxiety states is any higher at this time than in non-childbearing women, there
is undoubtedly an increased awareness of these problems at a time of increased
surveillance by health services. Maternity professionals will therefore often seek help
from mental health services about the management of these conditions.
Mental health services need, in conjunction with their maternity colleagues, to setup
a screening instrument for use at the booking clinic, guidelines on who and how to
refer (an integrated care pathway) and the necessary education and training to
enable non-psychiatric professionals to identify those at highest risk.
The distinctive nature of the maternity context, the systems and procedures of
maternity care, the presentation and clinical course of postpartum psychiatric
conditions and issues of prescribing during pregnancy and breastfeeding all require a
perinatal maternity liaison service to provide advice and support. This needs to be
offered on a frequent basis to maternity professionals. The liaison clinicians are also
required to see individual patients in crisis and for assessment. Mental health
professionals involved in the maternity liaison service should have specialised
knowledge and skills in perinatal psychiatry and be able to give informed advice on
the individual risk and benefits of psychiatric treatment particularly during
pregnancy. Psychiatric services to maternity services should be provided on the
basis of a hub-and-spoke within a network which includes an inpatient mother and
baby unit. This model enables the most seriously ill women to quickly access the
appropriate level of care without unnecessarily being separated from their babies.
The Mental Health (Care and Treatment) (Scotland) Act 2003 requires Scottish
Health Boards to make provision for women with mental disorder in the postnatal
period to be admitted to hospital with their babies.
Conclusion
The provision of appropriate and high quality mental health care for women during
pregnancy and the post-natal period should be provided by perinatal maternity
liaison services which span the primary secondary care interface and link closely with
other established maternity networks.
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Mental Healthcare in the Emergency Department (ED)
In recent years there has been increasing recognition that the mental health needs of
people who use emergency departments are often not as well met as the physical
needs of ED patients204.
What are the most common types of mental health problems in the ED?
The patient groups commonly attending EDs with mental health problems or learning
disabilities at any age include:
•
•
•
•
•
•
•

People who have self-harmed or are feeling suicidal
People under the influence of alcohol or drugs
People who have delirium or dementia
People with co-existing physical and mental health problems
People who attend because of a mental health problem (e.g. depression)
People who attend because of the chaotic nature of their relationship to health
services
Acutely disturbed people who may be psychotic

Under section 136 of the Mental Health Act (1983) people were often brought to the
emergency department for assessment, if it had been deemed a place of safety.
Under the new Mental Health Act (2007) it is recommended that a mental health unit
will be the preferred place of safety, unless there is evidence of medical illness (when
the ED is preferred) or if there is serious aggressive behaviour (when the police
station is preferred). This will mean that there will be fewer presentations to EDs
under section 136. It is essential however that skilled and experienced staff are
available in EDs to care for and assess people’s physical and mental health needs,
should they be brought to the ED under section 136.
Self-harm
Self-harm is one of the top five reasons for emergency department attendance in the
UK204. Around 80% of people who self-harm and attend the ED will have taken an
overdose, whilst 20% arrive following self-injuries such as cutting, burning or
jumping from a height.205
A recent Royal College of Psychiatrists’ project surveyed 682 adults about their
treatment in emergency departments following self-harm, and found that the most
important aspect affecting their experience of care was the attitude and behaviour of
staff206. Being treated in a non-judgmental way by healthcare professionals can help
people who self-harm cope more effectively when they leave the ED, whilst negative
interactions (experienced by a quarter of respondents) can have the opposite effect:
“I was told I was a time-waster, an attention seeker and a drain on resources. This
just compounded how I was already feeling…I left the A&E fully ready to crash my
car at high speed. I didn’t arrive feeling like that.”
The NICE recommendation204 that all people who self-harm are offered a psychosocial
assessment is often unmet by services, and even when it is, many services find it
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difficult to provide assessments within the response times recommended by
professional bodies.207
There is good evidence from systematic reviews that brief psychological and
psychotropic treatments following self-harm can lead to an improvement in mood
symptoms and anxiety.208 The evidence is less clear in relation to the prevention of
further episodes of self-harm or suicide although some randomised controlled trials
have shown a reduction in subsequent self-harm episodes.209
Alcohol problems in the emergency department
Globally, alcohol represents a major health and social issue, accounting for 3% of all
deaths and 4% of disease burden, whilst up to 18% of injuries seen in emergency
departments are likely to be alcohol related.210
Alcohol is responsible for about 10% of unselected attendances at EDs, and a higher
percentage of attendances with trauma.211 Whilst many patients attend the ED as a
direct and obvious result of alcohol (for example after a drinking binge, or in a state
of alcohol withdrawal), approximately 20% of patients admitted to hospital for
illnesses unrelated to alcohol are regularly consuming unsafe levels of alcohol. These
patients represent ‘the future burden of alcohol misuse on hospital services’.211
The Royal College of Physicians’ report goes on to recommend that detailed alcohol
histories should be sought from patients who present with conditions often associated
with alcohol misuse, and argues further, that ‘a strong case can be made for
incorporating screening for alcohol misuse into the routine healthcare provided in the
general hospital setting’.
Of the available screening methods to identify harmful levels of drinking and alcohol
dependency, questionnaires are more sensitive and reliable than laboratory markers.
Popular questionnaires such as the Alcohol Use Disorders Identification Test (AUDIT),
and shorter derivatives including the Paddington Alcohol Test (PAT) and the Fast
Alcohol Screening Test (FAST), have been used successfully in a variety of healthcare
settings for some time. The use of these simple instruments can lead to increases of
up to 80% in the numbers of patients identified as having alcohol problems in
general practice.212, 213
Brief interventions consisting of a 20 minute non-confrontational and patient-centred
discussion of current and previous drinking have been associated with lower levels of
alcohol consumption at 6 months, as well as reduced re-attendance at the ED.214
These kinds of treatments, however, are not widely available.
Severe alcohol withdrawal and Wernicke’s encephalopathy are both medical
emergencies, and should be managed accordingly. There should be local policies
regarding the management of intoxication in every ED.215
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Substance misuse in the emergency department
People who misuse substances, especially those who inject drugs, have a high level
of medical morbidity and mortality and as such are seen regularly in the ED
department. There is also a high risk of traumatic injury which results in
hospitalisation among users and those who have sustained one traumatic injury are
at greatly increased risk of re-injury. Cocaine, amphetamines and marijuana,
especially in combination with alcohol, play a significant role in all types of injuries,
especially in motor vehicle accidents. Between 10-30% of drivers involved in road
traffic accidents attending EDs have tested positive for cannabinoids when screening
has been carried out, with smaller percentages reported for cocaine and other illicit
drugs.216
Other reasons for attendance have been summarised in the joint report between
British Association of Emergency Medicine and the Royal College of Psychiatrists,
(2004)215 include:
•
•
•
•

Complications arising from the direct action of the drug itself (e.g. accidental
overdose).
Hazards related to the method and administration of the drug (arterial
occlusion).
The patient’s general lifestyle (e.g. poor diet etc).
A needle exchange scheme, which is operated by some EDs.

Some people with substance misuse will attend the ED seeking opiates, or
prescriptions for other drugs such as benzodiazepines or dihydrocodeine. For many
individuals with drug misuse, the ED may be their only point of contact with health
services. It is important, whenever possible, to engage the substance misuser,
assess and treat medical problems and refer to appropriate substance misuse
services. All EDs should have clear policies concerning the prescribing of opiates to
drug misusing patients, with specific guidance as to when it may be indicated (e.g.
for appropriate analgesia, or opiate withdrawal in pregnancy).
Liaison psychiatry teams and the emergency department
In many areas input to the ED is provided by Crisis Resolution and Home Treatment
Team (CRHTs). These teams have the advantage of providing 24 hour cover but are
primarily community based and focus on home treatment. As 90% of people seen in
EDs for mental health problems are not offered home treatment, there can be many
problems in service provision to EDs by CRHTs.217 Liaison psychiatry services to EDs
offer an alternative way of providing mental health services. These teams are either
entirely ED based or manage mental health needs throughout the general hospital.
Liaison services are able to provide rapid responsive and flexible services which are
tailored to the needs of the general hospital or the ED department. Reports from
user groups and ED departments indicate that, where liaison teams provide input to
the emergency department, the service is generally appreciated. However, the
provision of liaison services on a nationwide basis is patchy.
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Conclusion
People with mental health and alcohol problems make up a significant proportion of
attendances in the emergency department, yet a high proportion of emergency
department staff have consistently highlighted the need for better training, support
and supervision in this area. A lack of mental health professionals available to the
ED to provide assessments and care to patients and to offer support and advice to
acute staff can significantly compromise the quality of patient care. This is an issue
that needs to be urgently addressed.
The Royal College of Psychiatrists has recently established an accreditation network
for liaison psychiatry services.

Box 18: General recommendations about patients in the ED, from
‘Managing Urgent Mental Health Needs in the Acute Trust’. Academy
of Medical Royal Colleges (2008)
•

•
•

•

•

Patients in the acute hospital should have the same level of access to
the opinion of a consultant psychiatrist as they would have from a
consultant specialising in physical health problems. Ideally, liaison
services across the country should be developed, so that a consultant
liaison psychiatrist is available.
Acute trusts should be commissioned to ensure provision of mental
health liaison services.
Mental health liaison services should co-ordinate the front-line response
for psychiatric support to the emergency department and acute wards.
This may mean working with other mental health services to provide a
24/7 service.
These services should be subject to the quality standards expected of
other medical specialities supporting the ED, including response times to
EDs and medical and surgical wards; level of expertise of the clinicians
involved; assessment, referral and aftercare; service organisation and
joint working; quality of the environment for people with mental health
problems and mechanisms for obtaining feedback from service users.
Overall clinical responsibility for patients in the ED and in acute hospital
beds lies with the responsible consultant. Specialities providing input to
the ED also hold responsibility and hence the responsibilities of mental
health staff should be analogous to those of other specialities.
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Palliative Care Services
Palliative care is ‘an approach that improves the quality of life of patients and their
families facing the problems associated with life-threatening illness, through the
prevention and relief of suffering by means of early identification and impeccable
assessment and treatment of pain and other problems, physical, psychosocial and
spiritual’.218
Palliative care takes place in a number of settings including primary care, the general
hospital and more specialist palliative care units such as hospices which serve
inpatients, day patients and community patients. In the UK there are 220 adult
inpatient palliative care units. Approximately 58,000 adults are admitted to palliative
care inpatient beds per year and 18% of cancer deaths occur in palliative care units.
155,000 patients are seen annually in the community by palliative care specialist
nurses, and 38,000 deaths per year occur at home under the care of palliative
community services.219
At present, the majority of patients receiving palliative care have cancer, but
palliative care services are increasingly recognising the palliative care needs of
patients with non-cancer diagnoses e.g. motor neurone disease, multiple sclerosis
and chronic cardiac and respiratory diseases. The proportion of patients with noncancer diagnoses is expected to grow.
How common are mental health problems in palliative care?
Psychological distress is a common problem in patients with life threatening
illnesses238. Palliative care services are usually experienced at assessing and
managing this. Some problems, however, may require specialist psychiatric or
psychological intervention and include the following:
Depression is commonly co-morbid with advanced disease. A systematic review in
2002 identified a prevalence of 5-35%.220 Depression may complicate the clinical
picture with patients appearing to be at a more advanced stage of illness than their
pathology would indicate, and can lead to an amplification of physical symptoms.221
Nonetheless sadness and loss are part of life and death and care is required to not
medicalise normal distress – a broader understanding of the role of meaning in
understanding the illness experience is required. For example, ‘demoralisation’ has
been used to describe the loss of meaning experienced by some patients with
terminal illness.222
Uncertainty, physical deterioration and distressing symptoms such as pain and
breathlessness can be risk factors for anxiety in this population. Anxiety may also
occur as a result of prescribed medications for control of other symptoms. Anxiety
states can heighten the perception of physical symptoms and lead to avoidance and
reduced functioning.223 Anxiety and depression commonly occur together.
Palliative care patients are at high risk of delirium220 due to increasing age,
advancing disease and, often, polypharmacy. There are many possible precipitants of
delirium in this group including infection, cerebral disease and drugs e.g. opiate
analgesia. Delirium can cause behavioural disturbance, communication impairment,
reduction in mental capacity and can impede the optimal management of the patient.
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It is also a marker of poor outcome.
There is a growing recognition of the interface between palliative care and
dementia.224 This is not just the need for management of dementia in patients with
co-morbid life threatening illness, but for a palliative approach for patients with a
primary dementia diagnosis.
Although psychosis can rarely present initially in advanced disease (for example
secondary to steroid treatment), most palliative care patients with a history of
psychotic disorders are well known to services and do not have active psychotic
illness.
Some patients with a terminal illness express a desire for hastened death and may
actually seek to hasten their death.225 In the UK, euthanasia and assisted suicide
remain illegal, although the Assisted Dying Bill was defeated by a narrow margin in
2006 and is likely to be represented to parliament in future. Desire for hastened
death in this population is significantly associated with a clinical diagnosis of
depression and hopelessness is a strong independent predictor.226 Desire for death
often resolves with adequate treatment of depression.227
Detecting mental health problems in palliative populations
Several barriers to detecting mental health problems, especially depression, exist.
Patient factors include non-disclosure for fear of wasting the doctor’s time and
underestimation of distress levels. Clinician factors include the mistaken belief that
depression is an inevitable consequence of terminal illness,228 misattribution of
depression symptoms to the underling disease229 and under-confidence in eliciting
psychiatric morbidity.230 As a result, depression is under-diagnosed in palliative
populations. Tools used to screen for depression include the Hospital Anxiety and
Depression Scale (HADS)231, the Beck Depression Inventory232 and the Edinburgh
Postnatal Depression scale (EPDS)233. The EPDS has been found to have sensitivity
of 70% and specificity of 80% in this population234 and is now widely used in the UK
and US.235 For detecting cognitive impairment, the clock drawing test236 has been
validated for use in palliative populations237 and is a quick and easily administered
tool.
The NICE guideline on improving supportive and palliative care for adults with cancer
(2004)238 has identified insufficient recognition of psychological distress in this
population and a lack of available psychological support services. NICE recommend a
four level model of psychological assessment and intervention by cancer networks,
with specialist psychological/mental health services at level four. A survey of
psychological services in hospices in the UK and Republic of Ireland in 2006 showed
that only 30% of hospices have access to a psychiatrist, whilst 41% have access to a
clinical psychologist and 45% have neither.239 This has implications for delivery of
this model.
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Providing liaison mental health care to palliative populations
One of the difficulties in providing mental health care to this population is the
ongoing conceptual separation between mental health and physical health. In the
palliative care setting, clinicians have little formal training in detecting and managing
mental health problems, whereas in the mental health sector, nursing staff in
particular receive minimal physical health training. Patients suffering with both
advanced disease and mental health problems are therefore at a disadvantage. In
addition, hospices have identified areas in which confidence is lacking in managing
mental health problems. These include dementia, psychosis, personality disorders
and suicidal patients.239
Conclusion
Although mental health problems are common in palliative populations, the majority
of palliative care services lack sufficient resources to manage these problems. Liaison
psychiatry is well placed to provide level four of the NICE model and training within
services as there is expertise in managing mental health problems in the context of
physical illness. Some larger palliative care units already have dedicated liaison
psychiatry services and this model is gaining interest on a more national level.
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The Physical Health of
People with Mental Illness
What impact does mental illness have on life expectancy?
On average, people with mental illness die five to ten years younger than the general
population.240 The table below shows the standardised mortality ratios for different
types of mental disorder.241

Table 3: Standardised Mortality Ratios relating to Common Mental Health
Disorders
Mental disorder
All forms of mental disorder
Schizophrenia
Bipolar disorder
Depression
Panic disorder
Eating disorders
Alcohol abuse/ dependence
Substance misuse
Personality disorders

SMR
1.5
1.6
1.7
1.4
1.7
5.4
1.9
4.9
1.8

Comments
Unnatural causes: 9 x more common

Self-starvation caused 65% of deaths
Unnatural causes: in 52% of deaths

Standarised mortality rates for older people
Standardised mortality rates for older people with depression is 2-3 times higher if
left untreated or unresolved.242
What type of physical problems are associated with mental ill health?
The physical health problems associated with mental illness include serious conditions
such as respiratory and cardiovascular diseases, diabetes, cancer and epilepsy. For
example:
•
•
•
•
•

People with bipolar disorder have higher levels of physical morbidity and
mortality than the general population.243
Major depression doubles the lifetime risk of developing type II diabetes.244
Depression is a risk factor for developing heart disease.245
People with schizophrenia are 3 to 4 times more likely to develop bowel
cancer.246
People with schizophrenia have a 52% increased risk of developing breast
cancer.42
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The increased morbidity is due to factors that often occur in combination…
Social deprivation
People with mental disorders are more likely to live in poverty, be unemployed, have
poor housing, to be homeless or to live in an institution such as nursing home, penal
establishment, or secure psychiatric facilities. They are more likely to depend on
state benefits for income, and social isolation compounds their difficulties.
Lifestyle factors
Compared with the general population, people with a mental illness are more than
twice as likely to smoke tobacco247, eat less fruit, are less likely to exercise
regularly248 have higher rates of obesity (70%) and more often develop the metabolic
syndrome.249 Some also argue that people with mental health problems are more
likely to become physically disabled as a result of accidents or attempted suicide.250
Adverse effects of medication
In particular, the long term use of antipsychotic drugs increases the risk of
developing metabolic syndrome which is characterised by weight gain, high blood
lipid levels, high blood pressure and glucose intolerance which can lead to
diabetes.251 The risk of sudden death in schizophrenia increases incrementally with
each additional psychotropic medication taken.252

Box 19: Patient viewpoint on taking medication for both physical and
mental health problems:
Receiving psychotropic medication for mental health as well as medication for
physical health can be problematic because of the contraindications, but neither
group of specialists cared about (or explained to me) the effects these
medications have on each other. I had to borrow a BNF [British National
Formulary] and look it up myself”.
(Female service user, London, 2008).

Poor access to services
People with mental health problems - compared to those without - receive poorer
quality healthcare.253 They are less likely to seek medical help and do not receive
the same standard of physical healthcare in either primary or secondary health
services as the general population.36 They may not register with a GP or dentist (or
may lose their registration), and can experience difficulty making and keeping
appointments. People with severe mental health problems are less likely to take part
in health screening such as mammography and cervical cytology.36 The presence of
a mental disorder may ‘overshadow’ the recognition and treatment of physical health
problems. This overshadowing can result in a reduction in the quality of physical
health care provided by health professionals.36
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The Disability Rights Commission has called for urgent action to improve the health
inequalities experienced by people with mental disorders and disabilities and have
issued new recommendations for commissioners and for those who plan and deliver
health services.
Government initiatives
NICE public health guidance on premature death254 seeks to ‘identify and support
people most at risk from dying prematurely’. This guidance recommends that
commissioners, providers, and NHS professionals should improve the physical health
of disadvantaged people, who have a higher risk of premature death from
cardiovascular diseases and smoking related diseases. This involves tackling
smoking and providing treatments such as statins.
The list of disadvantaged persons to whom the above guidance is applicable includes
people with mental health problems, people with learning disabilities; people living in
public or social housing, some members of black and minority ethnic groups, people
receiving state benefits, people who are homeless and those living in institutions
(including prisoners).
Key recommendations are to:
•
•
•
•
•

Develop registers of those at risk
Encourage patients to register with a general practice
Provide flexible, coordinated services that are easily accessible
Encourage compliance with treatment
Provide support to attend appointments and to collect prescriptions

NICE has produced clinical guidance and technology appraisal documents on the
treatment of several mental disorders, including schizophrenia and bipolar disorders.
This includes recommendations for the physical health care of people with mental
disorder. Government and NHS initiatives such as smoking cessation services,
disease prevention and health promotion are directly applicable to people with mental
disorders.
Carers
Carers provide care for those with mental disorders and disabilities. They play a key
role in providing care and support with the physical healthcare of people with mental
disorders. The government in England has given carers the right to have an
assessment of their own needs as set out in the ‘Carers and Disabled Children Act
2000’ and the ‘Carers (Equal Opportunities) Act 2004’.255
Voluntary sector
There are a number of organisations in the voluntary sector which lobby on behalf of
patients and carers and provide information and support for patients and carers256 on
topics relating to both mental and physical health. For instance, Rethink has recently
produced a Physical Health Check list to help to identify physical health needs of
service users.257
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Conclusion
There are many opportunities to improve the health and wellbeing of people with
mental health conditions. This has been reflected in recent national guidelines which
have set out clear recommendations for those who plan and provide care for people
with mental health problems. Implementation of the guidelines will have a significant
effect in reducing the morbidity and mortality associated with mental ill health.

Box 20: Key recommendations from NICE primary care guidance
•

•

•

NICE recommends that people with mental disorders should be encouraged
to register with, and attend a primary care service. An annual physical
health check should be provided, normally in primary care. NICE guidance
for physical disorders should be used to manage the physical health of
people with mental disorders, when appropriate.
Health promotion and preventative services should be provided for people
with mental disorders. Those in need should receive a comprehensive
health care service, for example, dental care, podiatry, optometry,
audiology, physiotherapy, dietetics, speech and language therapy.
Health care facilities should be sensitive to the needs of people with mental
disorders; including people from ethnic minorities, people with
communication difficulties, as well as those with cognitive or sensory
impairments.

Box 21: Key recommendations from the updated NICE guidance on
schizophrenia, which recommends that annual physical health checks
should include:
•

•
•
•

Monitoring of the following: weight gain and obesity (waist hip ratio or
waist circumference); blood pressure; dietary intake; activity levels and
exercise; use of tobacco and alcohol or other substances; blood levels of
glucose; lipids (including cholesterol, HDL, LDL and triglycerides); prolactin
levels (if indicated).
The primary care clinician should document the results of the
investigations.
The results should be communicated to the care co-ordinator and/or
psychiatrist, and should be recorded in the secondary care notes.
People who are identified to be at risk of developing cardiovascular disease
and/or diabetes (for example, if they have elevated blood pressure, raised
lipid levels, are smokers, and have an increased waist measurement),
should be managed using the appropriate NICE guidance for prevention of
these conditions. People with schizophrenia who have diabetes and/or
cardiovascular diseases should be treated in primary care, in accordance
with the appropriate NICE guidance on the management of diabetes and
cardiovascular disease.
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The Physical Health of
People with Learning
Disabilities
The conventional definition of learning disability stipulates a significantly reduced
ability to understand new or complex information and to learn new skills (impaired
intelligence) together with a reduced ability to cope independently (impaired social
functioning) which started before adulthood and has a lasting effect upon
development.258 It is estimated that up to 2.5% of the UK population will have a
learning disability of whom about a third or one percent will have severe and
258
profound disabilities.
What health problems are people with learning disabilities susceptible to?
Learning disabilities arise from a range of genetic conditions as well as adverse
events in the pre-natal, perinatal and post-natal periods and can predispose the
person to a range of concurrent physical health problems. For example:
•
•
•
•
•
•
•
•

People with Down’s Syndrome have high rates of congenital heart disease,
thyroid disorder, sensory impairments and dementia259, 260. As a result, they
have a life expectancy which is shorter than that of the general population.52
The food seeking behaviour of people with Prader-Willi Syndrome means that
they are at a greater risk of obesity and Type II Diabetes.261
People with cerebral palsy experience a range of musculoskeletal deformities
and high rates of dysphagia and associated respiratory problems.262
The rate of epilepsy is 20% in the learning disability population, rising to 50% in
those with more profound learning disability.266
People with learning disability have lower bone density than the average
population.263
Respiratory disease is the most common cause of death (46%-52%) for people
with learning disabilities.264
Unmet physical disorders are implicated in the aetiology of self-injury and other
challenging behaviours, especially in individuals with more severe learning
disability.265
People with learning disabilities are also more likely than the general population
to experience mental health problems and the associated risks.266

A useful matrix of genetic disorders and the potential physical and psychological
disorders linked to each disorder is available here or by visiting
www.rcpsych.ac.uk/nohealth
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How difficult is it to detect health problems in people with learning
disabilities?
The Disability Rights Commission investigation of equal treatment36 confirmed major
deficits in the physical health care of people with learning disability and the Mencap
report “Death by Indifference”267 highlighted the tragic issue of unnecessary and
avoidable deaths resulting from unacceptable care.
Health checks for people with learning disability involving systematic questioning and
structured physical examination have been shown to discover high levels of unmet
need268,269 and that the benefits of such interventions are sustained.270 The recent
introduction of primary health care checks for people with a learning disability, as a
directly enhanced service (DES) in the United Kingdom is, therefore, a welcome
development. Specialist learning disability services can play an important role in
facilitating this process, including the provision of relevant education, guidance and,
where necessary, practical support.
At present however, there are many barriers to meeting the health needs of people
with learning disabilities, including:
Difficulties in communication
The delivery of healthcare in the UK largely depends on the patient seeking help.
People with little or no means of verbal communication often cannot do this. Even
those with more mild or hidden learning disabilities may struggle to negotiate a
system which assumes competence in areas such as literacy. Information is rarely
presented in a form that is tailored to individual needs, and individuals may be
unable to provide information in the form that healthcare professionals require.
Some people with learning disabilities may also have sensory impairments such as
deafness, and should not be denied access to good quality mental health care simply
because the health service is ill equipped to communicate with them. When seeking
or receiving healthcare in any setting, deaf people have the right to be assessed by a
trained worker who has deaf/deafblind awareness and skills in working with people
with the whole range of hearing related communication needs.271
Side effects of medication
People with learning disabilities are particularly susceptible to the physical and
psychological side effects of medication. This can be further compounded by a
tendency to acquiesce and a reduced capacity to recognise and communicate
problems related to side effects.
Diagnostic overshadowing
Clinicians may dismiss behaviours that are manifestations of pain or delirium as
being intrinsic to the person’s learning disability. Similarly, hearing or vision
problems may go undetected because healthcare professionals wrongly attribute low
levels of functioning to the learning disability itself.272
Carers may be unaware of the significance of health deficits or may view them as an
intrinsic aspect of the individual’s condition. They may also assume that the health
problem is not amenable to treatment.
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Recognition of disease in people with learning disability requires training, well
developed communication skills and, not least, time. Unfortunately, relevant training
at both undergraduate and postgraduate level is currently inadequate with many
general practitioners apparently lacking confidence in treating people with learning
disability and unsure over legal issues such as capacity to consent. Specialist
learning disability services have skills in facilitation, but even though these teams are
greatly valued by other healthcare professionals, they are often unaware of referral
pathways or perhaps reluctant to use them.
Challenging behaviour
This may result from the fact that many people with learning disability find clinical
environments frightening and threatening. It is important to look beyond the
presenting problem to identify potential physical, psychological and environmental
causes. These difficulties can then be minimised through careful planning and
preparation.273, 274
Attitudes among professionals
Professionals who are unfamiliar with the needs of people with learning disability can
be unduly pessimistic, with inappropriate decisions being made based upon illfounded opinions about their quality of life and values as citizens.275
Poorly developed links
People with learning disability have equal rights to access generic healthcare
services. This may require additional input from specialist learning disability services
to facilitate this process. However, the links between these specialist services and
general hospital services are often poorly developed. Some recently developed
networks in the form of liaison learning disability services have shown promising
results.276
The importance of making reasonable adjustments
It is important to allow the time required to speak to the individual. An effective
consultation depends on a number of factors including:
• Providing accessible information in a style that suits the individual (this
may include the use of communication aids)
• Checking for understanding
• Offering appropriate support
• Seeking background information from someone who knows the patient well
• Assessing the person in an optimum environment
• Preparing the individual for any associated physical examination
• Establishing an effective therapeutic alliance
For further advice, please see the ‘Top Ten Tips on Effective Consultation’, at
http://www.intellectualdisability.info/values/top_ten_tips.htm This checklist has
been written primarily for GPs but can be usefully applied to a general hospital
setting.277
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What kind of health care should be provided to people with learning
disabilities?
Various models have been suggested to address health deficits experienced by
people with learning disability. Systematic health checks appear to be the most
effective. Recent studies have confirmed that systematic questioning followed by
physical examination by an appropriately trained primary care clinician will discover
high levels of unmet need and that the benefits of such interventions are sustained
over time. However, the lack of statutory obligation and financial remuneration has,
until recently, proven a major obstacle to comprehensive implementation.
Similar major practical barriers exist to accessing effective secondary health care
services and unless these difficulties are anticipated and addressed, the current gaps
in health provision will widen. A full list of recommendations for the treatment of
physical disorders in people with learning disabilities can be found at
www.rcpsych.ac.uk/nohealth.
Conclusion
Despite a legal obligation and the Disability Discrimination Act 1999 to make
“reasonable judgements” to aid accessibility to premises and services, there are often
significant practical barriers of a physical and logistical nature. It would appear that
some form of care co-ordination is essential for people with learning disability to
effectively access both primary and secondary health care services. Specialist
learning disability services will have a vital role in facilitating this process, including
the provision of relevant education, guidance and, if necessary, practical support.
This may also involve assistance in the development of relevant health pathways and
in the completion of any statutory health care initiatives. However, the temptation
for specialist learning disability services to take over responsibility for the physical
health care needs of people with learning disability should be resisted.

Box 22: Key recommendations from the Royal College of Psychiatrists
Standards for Physical Healthcare in Psychiatric Settings
•
•
•

On admission to inpatient LD facilities, all patients should receive a physical
health check and appropriate investigations, when possible.
A physical health review examination and investigations should be repeated at
least annually, and at care planning meetings
People with learning disabilities should have continued access to appropriate
Primary and Secondary Health Care Services including Dental Care, Chiropody,
Dietetics, Physiotherapy, Speech and Language Therapy, Ophthalmology etc.

68

Acknowledgements
This report has been compiled by:
Professor Else Guthrie
Professor of Psychological Medicine & Medical Psychotherapy
University of Manchester
Lucy Palmer
Programme Manager, No Health without Mental Health Project
Royal College of Psychiatrists’ Centre for Quality Improvement
Dr Paul Lelliott
Director of the Royal College of Psychiatrists’ Research and Training Unit
Deborah Agulnik
Project Worker, No Health without Mental Health Project
Royal College of Psychiatrists’ Centre for Quality Improvement
Melanie Dupin
Project Worker, No Health without Mental Health Project
Royal College of Psychiatrists’ Centre for Quality Improvement

With valuable contributions from:
Dave Anderson
Associate Medical Director/Consultant, Merseycare NHS Trust
Janey Antoniou
Service user Advisor, Royal College of Psychiatrists
Roger Banks
Vice President, Royal College of Psychiatrists
Professor Derek Bell
Professor of Acute Medicine at Imperial College
Consultant Physician at Chelsea and Westminster Hospital NHS Foundation Trust
Royal College of Physicians representative on the Psychiatric Liaison Accreditation
Network
Alan Carson
Consultant in Neuropsychiatry, Department of Clinical Neurosciences and Department
of Psychiatry, University of Edinburgh
Dr Carolyn Chew-Graham
Senior Lecturer in Primary Care, University of Manchester
General Practitioner, Manchester.
Clinical Champion for Mental Health, Royal College of General Practitioners
69

Irene Cormac
Consultant Forensic Psychiatrist, Rampton Hospital
Chris Dickens
Senior Lecturer in Psychological Medicine, University of Manchester
Ottilie Dugmore
Programme Manager, Quality Network for Multi-agency Child and Adolescent Mental
Health Services
Royal College of Psychiatrists’ Centre for Quality Improvement
Charlotte Edwards
Honorary Research Assistant
Royal College of Psychiatrists’ Centre for Quality Improvement
Paul Gill
Consultant Liaison Psychiatrist, Sheffield Care Trust
Judith Halford
Consultant in liaison Psychiatry, Ayrshire and Arran Liaison Psychiatry Service &
Scottish Representative to the Royal College of Psychiatrists’ Faculty of Liaison
Psychiatry
Max Henderson
MRC Research Training Fellow, Kings College London, Institute of Psychiatry
Peter Hindley
Consultant Child and Adolescent Psychiatrist, St Thomas’ Hospital
Sheila Hollins
Professor of Psychiatry of Learning Disability, St George’s University of London
Khalida Ismail
Clinical Reader, Department of Psychological Medicine, Institute of Psychiatry
Glyn Jones
Consultant Psychiatrist, Directorate of Learning Disability Services, Abertawe Bro
Morgannwg University NHS Trust
Jackie Macklin
Service User Advisor, Royal College of Psychiatrists
Satveer Nijjar
Service User Advisor, Royal College of Psychiatrists
Margaret Oates
Consultant in Perinatal Psychiatry (retired)
Annabel Price
Clinical Lecturer in Palliative Care Liaison Psychiatry and Honorary SpR
King's College London
70

Johan Redelinghuys
Consultant Psychiatrist, West London NHS Mental Health Trust
Guy Sanders
Consultant in Emergency Medicine, Royal Sussex County Hospital, Brighton
Geraldine Swift
Consultant in Liaison Psychiatry, Cheshire and Wirral Partnership, NHS Foundation
Trust
Max Woodman
Project Worker, No Health without Mental Health Project
Royal College of Psychiatrists’ Centre for Quality Improvement
Barry Wright
Consultant Child Psychiatrist, Honorary Senior Lecturer, Hull York Medical School

71

References
1

Royal College of General Practitioners and the Royal College of Psychiatrists (2009). ‘The management
of patients with both physical and psychological problems in primary care: A Practical Guide’. Report of
a joint working group of the Royal College of General Practitioners and the Royal College of Psychiatrists
2

Bagust et al. Economic evaluation of an acute paediatric hospital at home clinical trial. Archives of
Diseases in Childhood 2002; 87: 489-492.

3
Liu J, Maniadakis N, Gray A, Rayner M. The economic burden of coronary heart disease in the UK.
Heart 2002; 88: 597-603.
4

World Health Organisation (WHO). World Health Report – Shaping the Future. WHO : Geneva,
Switzerland; 2003
5
Katon et al. Quality of depression care in a population-based sample of patients with diabetes and
major depression. Med Care 2004; 42:1222-1229.
6

Patten S. Long term medical conditions and major depression in a Canadian population study at waves
1 and 2. J Affect Disord 2001; 63:35-41.
7
Kawakami N, Takatsuka N, Shimizu H and Ishibashi H. Depressive symptoms and occurrence of type 2
diabetes among Japanese men. Diabetes Care 1999; 22: 1071-1076.
8

Rugulies R. Depression as a predictor of coronary heart disease: a systematic review and metaanalysis of the literature. American Journal of Preventative Medicine 2003; 23: 51-61.
9
Katon W. Clinical and health services relationships between major depression, depressive symptoms,
and general medical illness. Biol Psychiatry 2003. 54 (3):216-26
10

Ciechanowski et al. Attachment Theory: A Model for Health Care Utilization and Somatization.
Psychosom Med 2002; 64:660-667.
11

Cepoiu et al. Recognition of depression by non-psychiatric physicians— a systematic literature review
and meta-analysis. J Gen Intern Med. 2008 January; 23 (1): 25–36.

12

Katon W. Clinical and health services relationships between major depression, depressive symptoms,
and general medical illness. Biol Psychiatry 2003. 54 (3):216-26.
13

Goldberg, D. et al. Common mental disorders. London: Routledge, 1992.

14

Chew-Graham, CA & Hogg T. Patients with chronic physical illness and co-existing and co-existing
psychological morbidity: GPs’ views on their role in detection and management. Primary care psychiatry
2002; 8: 35-39.

15

Burroughs H, Morley M, Lovell K, Baldwin R, Burns A & Chew-Graham CA. “Justifiable depression”:
How health professionals and patients view late-life depression; a qualitative study. Fam Pract 2006;
23: 369-377.

16

Ursten & Sartorius. Depressive illness and disability. Eur Neuropsychopharmacol 1995; 10: S439S443.

17

Department of Health (DH). Guidance for Quality Outcomes Framework. DH, 2004.
http://www.dh.gov.uk/en/Healthcare/Primarycare/Primarycarecontracting/QOF/DH_4125653.

72

18

Andersen SM & Harthorn BH. Changing the psychiatric knowledge of primary care physicians. The
effects of a brief intervention on clinical diagnosis and treatment. Gen Hosp Psychiatry. 1990 May; 12
(3):177–190.

19

Lee M. UK Inquiry into Mental Health and Well-Being in Later Life. Improving Services and Support
for Older People with Mental Health Problems. Age Concern, 2007.

20

Royal College of Psychiatrists. Who Cares Wins. Improving the outcome of older people admitted to
the general hospitals. Guidelines for the development of liaison mental health services for older people.
2005.

21

Office of Population Censuses and Surveys. The prevalence of psychiatric morbidity among adults
living in private households (1995).

22

Kessler D, Bennewith O, Lewis G & Sharp D. Detection of depression and anxiety in primary care:
follow-up study. BMJ 2002; 325: 1016-1017.

23

Royal College of Physicians and Royal College of Psychiatrists. The psychological care of medical
patients. A practical guide, 2003.

24

Holmes J & House A. Psychiatric illness in hip fracture. Age Ageing 2000; 29: 537-546.

25
Strain et al. Cost offset from a psychiatric consultation liaison intervention with elderly hip fracture
patients. Am J Psychiatry, 1991; 148: 1044-9.
26

Department of Health (DH). Living well with dementia- the National Dementia Strategy. Joint
Commissioning framework for dementia. DH, 2009.

27
Meltzer at al. The mental health of children and adolescents in Great Britain. Summary Report.
National Office of Statistics. 2000.
28

Department of Health (DH). National Service Framework for Children. Getting the right start:
Standard for Hospital Services. DH, 2003.

29

Emerson E. Prevalence of psychiatric disorders in children and adolescents with and without
intellectual disability. J Intellect Disabil Res, 2003; 47, 51-58.

30

Garralda M & Nailey D. Psychiatric disorders in general paediatric referrals. Archives of Disease in
Childhood 1989;64:1727-1733; doi:10.1136/adc.64.12.1727

31

Department of Health (DH). Promoting the mental health and psychological well-being of children and
young people: Report on the Implementation of Standard 9 of the National Service Framework for
Children, Young People and Maternity Services. DES/DH, November 2006.

32
Lemanek KL, Kamps J, Chung NB. Empirically supported treatments in paediatric psychology:
regimen adherence. J Pediatr Psychol 2001; 26: 253 -276.
33

Godding V, Kruth M, Jamart J. Joint consultation for high-risk asthmatic children and their families,
with paediatrician and child psychiatrist as co-therapists: Model and evaluation. Fam Process 1997; 36:
265.

34

North C & Eminson M. A review of a psychiatry-nephrology liaison service. Eur Child Adolesc
Psychiatry 1998, 7: 235-245.
35
Williams C, Wright B. Learning Disabilities Services. In Child and Adolescent Mental Health Services:
An Operational Handbook (eds G Richardson & I Partridge): Gaskell, 2003.
36

O'Connor T G, Heron J, Golding J, Beveridge M & Glover V. Maternal antenatal anxiety and children's
behavioural/emotional problems at 4 years. Br J Psychiatry 2002; 180: 502-508.

73

37

Dowdney L, Wilson R, Maughan B, Allerton M, Schofield P & Skuse D. Psychological disturbance and
service provision in parentally bereaved children: prospective case-control study. Br Med J 1999; 319:
354–7.

38

Souter A & Kraemer S. Given up hope of dying. Child and Family Social Work 2004; 9: 259 – 264.

39

Richardson J & Lelliott P. Mental health of looked after children. Advances in Psychiatric Treatment
2005; 9: 249-256 http://apt.rcpsych.org/cgi/content/full/9/4/249

40

National Clinical Practice Guideline Number 28. Depression in children and young people, 3.8.1.7;
3.8.1.9; 4.4.1.2 ∞. 2005.

41

Office of National Statistics, 2000, Psychiatric morbidity among adults living in private households
http://www.statistics.gov.uk/downloads/theme_health/psychmorb.pdf

42

Royal College of General Practitioners, 2007, Adult Mental Health Assessment, available at
http://rcgp-innovait.oxfordjournals.org/cgi/reprint/1/3/180.pdf

43

Beekman AT, Copeland JR & Prince MJ. Review of community prevalence of depression in later life. Br
J Psychiatry 1999; 174: 307–311.

44

Blazer DG. Depression in late life: review and commentary. J Gerontol A Biol Sci Med Sci 2003;
58(3): 249–265.
45

Goldberg D et al. Common mental disorders. London: Routledge, 1992.

46

Burroughs H, Morley M, Lovell K, Baldwin R, Burns A & Chew-Graham CA. “Justifiable depression”:
How health professionals and patients view late-life depression; a qualitative study. Fam Pract 2006;
23: 369-377.

47

Royal College of General Practitioners and Royal College of Psychiatrists (2009)

48

Bower P, Gilbody S, Fletcher J, Sutton A. Collaborative care for depression in primary care. Br J
Psychiatry 2006; 189: 484-493.

49

Kirmayer et al. Explaining Medically Unexplained Symptoms. Can J Psychiatry 2004; 49:663-672.

50

Henningsen P, Zimmermann T & Sattel H. Medically unexplained physical symptoms, anxiety, and
depression: a meta-analytic review. Psychosom Med 2003; 65: 528–33.

51

Kroenke K, Spitzer R, Williams J, Linzer M, Hahn S, deGruy F & Brody D. Physical symptoms in
primary care. Predictors of psychiatric disorders and functional impairment. Archive of Family Medicine
1994; 3: 774–79.

52

Jackson J, Fiddler M, Kapur N, Wells A, Tomenson B & Creed F. Number of bodily symptoms predicts
outcome more accurately than health anxiety in patients attending neurology, cardiology and
gastroenterology clinics. J Psychosom Res 2006; 60, 353–359.

53

Nimnuan et al. Medically unexplained symptoms-An epidemiological study in seven specialities. J
Psychosom Res 2001; 51 (1): 361.

54

Wessely S, Nimnuan C & Sharpe M. Functional somatic syndromes: one or many? Lancet 1999; 354:
936–9.

55

Stanley I, Peters S & Salmon, P. A primary care perspective on prevailing assumptions about
persistent medically unexplained physical symptoms. Int J Psychiatry Med 2002; 32:125-140

56

Fink P, Toft T, Hansen MS et al. Symptoms and syndromes of bodily distress: an exploratory study.
Arthritis Rheum 2000; 30: 160 – 172.

74

57

Samon P, Peters S and Stanley I. Patients’ perceptions of medical explanations for somatisation
disorders: qualitative analysis. BMJ 1999; 318: 372-376.

58

Samon P, Dowrick CF, Ring A and Humphris GM. Voiced but unheard agendas: qualitative analysis of
the psychosocial cues that patients with unexplained symptoms present to general practitioners. Br J
Gen Pract 2004; 54: 171-176.

59

Gwee K, Leong Y, Graham C, McKendrick M, Collins S, Walters S et al. The role of psychological and
biological factors in postinfective gut dysfunction. Gut 1999; 44:400-406.

60
Barsky A. Amplification, somatization and the somatoform disorder. Psychosomatics 1992; 33: 2834.
61

Barsky A, Coeytaux R, Sarnie M & Cleary P. Hypochondriacal patients’ beliefs about good health. Am
J Psychiatry 1993; 150: 1085-9.
62
Rief W, Hiller W & Margraf J. Cognitive aspects of hypochondriasis and the somatization syndrome. J
Abnorm Psychol 1998; 107(4): 587-595.
63

Rief W, Nanke A, Emmerich J, Bender A & Zech T. Causal illness attributions in somatoform disorders
- associations with comorbidity and illness behaviour. J Psychosom Res 2004; 57 (4): 367 – 371.

64
Martin A, Fichter M, Rauh E & Rief W. A one-session treatment for patients suffering from medically
unexplained symptoms in primary care: a randomized clinical trial, Psychosomatics 2007; 48:294–303.
65

Allen L, Escobar J, Lehrer P, Gara M & Woolfolk R. Psychosocial treatments for multiple unexplained
physical symptoms: a review of the literature. Psychosom Med 2002; 64: 939–50.

66
O'Malley PG, Jackson JL, Santoro J, et al. Antidepressant therapy for unexplained symptoms and
symptom syndromes. J Fam Pract 1999 Dec;48:980–90.[Medline]
67

Creed et al. The cost-effectiveness of psychotherapy and paroxetine for severe irritable bowel
syndrome. Randomized controlled trial. Gastroenterology 2003; 124(2): 303-17.

68

Henningsen P, Zipfel S & Herzog W. Management of functional somatic syndromes. Lancet 2007;
369: 946–955.
69

Himelhoch et al. Chronic medical illness, depression, and use of acute medical services among
medicare beneficiaries. Med Care 2004; 42(6): 512-521.

70

Egede et al. Comorbid depression is associated with increased health care use and expenditures in
individuals with diabetes. Diabetes Care 2002; 25(3): 464-70.

71

Lauzon et al. Depression and prognosis following hospital admission because of acute myocardial
infarction. Can Med Assoc J 2003; 168(5): 570-571.

72

van Melle J, de Jonge P, Spijkerman T, Tijssen J, Ormel J, van Veldhuisen D et al. Prognostic
association of depression following myocardial infarction with mortality and cardiovascular events: a
meta-analysis. Psychosom Med 2004; 66: 814-822.

73

Ng T, Niti M, Tan W, Cao Z, Ong, K, Eng P. Depressive symptoms and chronic obstructive pulmonary
disease: effect on mortality, hospital readmission, symptom burden, functional status, and quality of
life. Arch Intern Med. 2007;167(1):60-67.

74

British Heart Foundation’s website http://www.bhf.org.uk

75

Krishnan K, Delong M, Kraemer H, Carney R, Spiegel D, Gordon C et al. Comorbidity of depression
with other medical diseases in the elderly. Biol Psychiatry 2002; 52(6), 559-588.

75

76

Lloyd G & Cawley R. Psychiatric morbidity after myocardial infarction. Q J Med 1982; 51(201): 33-42.

77

Dickens CM, Percival C, McGowan L, Douglas J, Tomenson B, Cotter L et al. The risk factors for
depression in first myocardial infarction patients. Psychol Med 2004; 34: 1083-1092.
78

Dickens CM, McGowan L, Percival C et al. Do negative illness perceptions predict new onset
depression following myocardial infarction? Gen Hosp Psychiatry (In press).

79

Lane D, Carroll D, Ring C, Beevers D & LipG. The prevalence and persistence of depression and
anxiety following myocardial infarction. Br J Health Psychol 2002; 7(1): 11-21.

80

Mayou R, Gill D, Thompson D, Day A, Hicks N, Volmink J & Neil A. Depression and anxiety as
predictors of outcome after myocardial infarction. Psychosom Med 2000 62(2): 212-219.

81

Ginzburg K, Solomon Z, Koifman B, Keren G, Roth A, Kriwisky M et al. Trajectories of posttraumatic
stress disorder following myocardial infarction: a prospective study. J Clin Psychiatry 2003; 64(10):
1217-1223.

82

Shemesh E, Yehuda R, Milo O, Dinur I, Rudnick A, Vered Z & Cotter G. Posttraumatic stress,
nonadherence, and adverse outcome in survivors of a myocardial infarction. Psychosom Med 2004;
66(4): 521-526.

83

Whitehead D, Perkins-Porras L, Strike P & Steptoe A. Post-traumatic stress disorder in patients with
cardiac disease: predicting vulnerability from emotional responses during admission for acute coronary
syndromes. Heart 2006; 92(9): 1225-1229.

84

Rugulies R. Depression as a predictor of coronary heart disease: a systematic review and metaanalysis of the literature. Am J Prev Med 2003; 23: 51-61.

85

Wulsin L & Singal B. Do depressive symptoms increase the risk for the onset of coronary disease? A
systematic quantitative review. Psychosom Med 2003; 65(2): 201-210.

86

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

87

Nicholson A, Kuper H & Hemingway H. Depression as an aetiologic and prognostic factor in coronary
heart disease: a meta-analysis of 6362 events among 146 538 participants in 54 observational studies.
Eur Heart J 2006; 27(23): 2763-2774.

88

Dickens CM, McGowan L, Percival C, Tomenson B, Cotter L, Heagerty A, Creed F. New onset
depression following myocardial infarction predicts cardiac mortality. Psychosom Med 2008; 70(4):450455.
89

National Institute for Health and Clinical Excellence Depression, Anxiety

90

Lesperance et al, 2007, Rees K, Bennett P, West R, Davey SG and Ebrahim S. Psychological
interventions for coronary heart disease. Cochrane Database Syst Rev 2004: CD002902.

91

Glassman AH, O'Connor CM, Califf RM, Swedberg K, Schwartz P, Bigger JT Jr, Krishnan KR, van Zyl
LT, Swenson JR, Finkel MS, Landau C, Shapiro PA, Pepine CJ, Mardekian J, Harrison WM, Barton D,
McIvor M. Sertraline treatment of major depression in patients with acute MI or unstable angina. JAMA.
2002;288(6):701-709.
92

Berkman LF, Blumenthal J, Burg M, Carney RM, Catellier D, Cowan MJ, Czajkowski SM, DeBusk R,
Hosking J, Jaffe A, Kaufmann PG, Mitchell P, Norman J, Powell LH, Raczynski JM, Schneiderman N,
Enhancing Recovery in Coronary Heart Disease Patients Investigators (ENRICHD). Effects of treating
depression and low perceived social support on clinical events after myocardial infarction: the Enhancing
Recovery in Coronary Heart Disease Patients (ENRICHD) Randomized Trial. JAMA. 2003;289 (23):31063116

76

93

Cancer Research Website: www.CancerResearchUK.org

94

National Office of Statistics: www.statistics.gov.uk/cci/nugget.asp?id=915

95

Kissane DW, Grabsch B, Love A, Clarke DM, Bloch S and Smith GG. Psychiatric disease in women
with early stage and advanced breast cancer: a comparative analysis. Australian and New Zealand J
Psychiatry 2004; 38 (5): 320 – 326.

96

Derogatis LR, Morrow GR, Fetting J, Penman D, Piasetsky S and Schmale AM et al. The prevalence of
psychiatric disorders among cancer patients. JAMA 1983; 249 (6).

97

Aass N, Fossa SD, Dahl AA and Aloe TJ. Prevalence of anxiety and depression in cancer patients seen
at the Norwegian Radium Hospital. Eur J Cancer 1997; 33 (10): 1597-1604.

98

Mykletun A, Bjerkeset O, Dewey M, Prince M, Overland S, Stewart R. Anxiety, depression, and causespecific mortality: the HUNT study. Psychosom Med 2007; 69:323-31.

99

Allebeck P, Bolund C and Ringback G. Increased suicide rate in cancer patients. A cohort study based
on the Swedish cancer-environment register. J Clin Epidemiol 1989: 42: 611-616.

100

Massie MJ. Prevalence of depression in patients with cancer. J Natl Cancer Inst Monogr 2004; 32:
57-71.
101
Zabora J, Brintzenhofe S, Zoc K, Curbow B, Hooker C, Piantadosi S. The prevalence of psychological
distress by cancer site. Psychooncology 2001; 10(1):19-28.
102

National Comprehensive Cancer Network website www.nccn.org

103

Holland JC, Bultz BD; National comprehensive Cancer Network (NCCN).1: J Natl Compr Canc Netw.
2007 Jan;5(1):3-7

104

Harris E & Barraclough B. Excess mortality of mental disorder. Br J Psychiatry 1998; 173: 11-53.

105

Spiegel D& Giese-Davis J. Depression and cancer: mechanisms and disease progression. Biol
Psychiatry 2003; 54 (3): 269-282.

106

Nielson & Groøbaek, 2006 AND Falagas et al. The effect of psychosocial factors on breast cancer
outcome: a systematic review. Breast Cancer Res 2007; 9 (4): R44.
107

Sharpe M, Strong V, Allen K, Rush R, Postma K, Tulloh A et al. Major depression in outpatients
attending a regional cancer centre: screening and unmet treatment needs. Br J Cancer 2004 Jan 26;
90(2):314-20.

108

National Comprehensive Cancer Network www.nccn.org

109

Mitchell AJ. Pooled results from 38 analyses of the accuracy of distress thermometer and other ultrashort methods of detecting cancer-related mood disorders. J Clin Oncol 2007; 25(29): 4670-81.
110

Holland JC, Breitbart WS, Andersen B, et al. The NCCN distress management clinical practice
guidelines in oncology. J Natl Compr Canc Netw 2007; 5:66-98.
111

Newell SA, Sanson-Fisher RW & Savolainen NJ. Systematic review of psychological therapies for
cancer patients: Overview and recommendations for future research. J Natl Cancer Inst 2002; 94:55884.
112

Sheard T & Maguire P. The effect of psychological interventions on anxiety and depression in cancer
patients: results of two meta-analyses. Br J Cancer 1999; 80:1770-80.

77

113

Newell SA, Sanson-Fisher RW and Savolainen NJ. Systematic review of psychological therapies for
cancer patients: overview and general recommendations for future research. J Natl Cancer Inst 2002;
94: 558-584.
114

Meyer TJ & Mark MM. Effects of psychosocial interventions with adult cancer patients: a metaanalysis of randomized experiments. Health Psychology1995; 14 (2): 101-108.
115

Devine EC & Westlake SK. The effects of psychoeducational care provided to adults with cancer:
meta-analysis of 116 studies. Oncology Nursing Forum 1995; 22: 1369-1381.
116
Kirsch T, Deacon BJ, Huedo-Medina TB, Scoboria A, Moore TJ & Johnson BT. Initial severity and
antidepressant benefits: a meta-analysis of data submitted to the Food and Drug Administration. PLoS
Med 2008; 5:360-68.
117

Wild S, Roglic G, Green A, et al. Global Prevalence of Diabetes: Estimates for the year 2000 and
projections for 2030. Diabetes Care 2004, 27:1047-1053.
118

Knol M, Twisk J, Beekman A, et al. Depression as a risk factor for the onset of type 2 diabetes
mellitus. A meta-analysis. Diabetologia 2006, 49:837-845.
119

Lustman PJ, Anderson RJ, Freedland KE, de Grool MK and Carney RM. Depression and poor
glycaemic control: a meta-analytic review of the literature. Diabetes Care 2000; 23: 934-942.
120

Katon WJ, Rutter C, Simon G, Lin E, Ludman E et al. The association of co-morbid depression with
mortality in patients with type 2 diabetes. Diabetes Care 2005; 28 (11): 2668-2672.
121

Ismail K, Winkley K, Stahl D, Chalder T and Edmonds M. A cohort study of people with diabetes and
their first foot ulcer. The role of depression on mortality. Diabetes Care 2007; 30: 1473-1479.
122

Kovacs M, Goldston D, Obrosky D et al. Psychiatric disorders in youths with IDDM: rates and risk
ractors. Diabetes Care 1997; 20, 36-44.

123
Berlin I, Bisserbe JC, Eibar R, Balssa N, Sachon C, Bosquet F et al. Phobic symptoms, particularly
the fear of blood and injury, are associated with poor glycemic control in type 1 diabetic adults.
Diabetes Care 1997; 20 (2): 176-178.
124

Bienvenu OJ & Eaton WW. The epidemiology of blood-injection-injury-phobia. Psychol Med 1998; 28
(5): 1129-1136.

125

Mollema ED, Snoek FJ, Ader HJ, Heine RJ and van der Ploeg HM. Insulin-treated diabetes with fear
of self-injecting or fear of self-testing. Psychological co morbidity and general well-being. J Psychosom
Res 2001; 51: 665-672.

126

Bryden KS et al. Eating habits, body weight and insulin misuse. A longitudinal study of teenagers
and young adults with type 1 diabetes. Diabetes Care 1999; 22: 1956-1960.
127

Bryden KS et al Poor prognosis of young adults with type 1 diabetes: a longitudinal study. Diabetes
Care 2003; 26; 1052-1057.
128

Smith M, Hopkins D, Peveler RC, Holt R, Woodward W & Ismail K. First- v. second-generation
antipsychotics and risk for diabetes in schizophrenia: systematic review and meta-analysis. Br J
Psychiatry 2008; 192: 406-411.
129
Katon WJ, Rutter C, Simon G, et al. The association of comorbid depression with mortality in
patients with type 2 diabetes. Diabetes Care 2005, 28:2668-2672.
130

Ismail K, Winkley K and Rabe-Hesketh S. Systematic review and meta-analysis of randomised,
controlled trials of psychological interventions to improve glycaemic control in patients with type 2
diabetes, Lancet 2004, 363 (9421), 1589-97.

78

131

Brenes G. Anxiety and chronic pulmonary obstructive disease: Prevalence, impact and treatment.
Psychosom Med 2003; 65, 963-970.

132

National Institute for Health and Clinical Excellence (NICE). Chronic obstructive pulmonary disease.
Management of chronic obstructive pulmonary disease in adults in primary and secondary care. CG12,
February, 2004
133

van Manen JG, Bindels PJE, Dekker FW. Risk of depression in patients with chronic obstructive
pulmonary disease and its determinants. Thorax 2002: 57: 412-416.

134

Maurer J et al. Anxiety and depression in COPD. Current understanding, unanswered questions and
research needs. CHEST 2008; 134 (4): 435-565.
135

Fan VS, Ramsey SD, Giardino ND, et al. Sex, depression, and risk of hospitalization and mortality in
chronic obstructive pulmonary disease. Arch Intern Med 2007; 167: 2345–2353.
136

Stapleton et al. CHEST 2005; 127 (1): 328-334.

137

British Lung Foundation website www.lunguk.org

138

Yellowlees PM, Alpers JH, Bowden JJ, Bryant GD and Ruffin RE. Psychiatric morbidity in patients with
chronic airflow obstruction. Med J Aust 1987; 146; 305-307.

139

Kunick E et al. A practical screening tool for anxiety and depression in patients with chronic
breathing disorders. Psychosomatics 2007; 48, 16-21.
140

Gillbody S, Bower P and Fletcher J. Collaborative care for depression: a cumulative meta-analysis
and review of longer-term outcomes. Arch Intern Med 2006; 166: 2314 – 2321.
141
Nici L, Donner C, Wouters E, Zuwallack R, Ambrosino N, Bourbeau J et al. American thoracic
society/European respiratory society statement on pulmonary rehabilitation. Am J Respir Crit Care Med
2006; 173(12): 1390-1413.
142

Goldstein RS, Gort Eh, Stubbing D et al. Randomised controlled trial of respiratory rehabilitation.
Lancet 1994; 344:1394.

143

Lorig K, Sobel D, Stewart A, et al. Evidence suggesting that a chronic disease self-management
program can improve health status while reducing hospitalization: a randomized trial. Med Care 1999;
37: 5–14.

144

Carson AJ, Ringbauer B, Stone J et al. Do medically unexplained symptoms matter? A study of 300
consecutive new referrals to neurology outpatient clinics. J Neurol Neurosurg Psychiatry 2000; 68, 207–
210.
145
Carson Aj, Stone J, Warlow C, Sharpe M. Patients whom neurologists find difficult to help. J Neurol
Neurosurg Psychiatry 2004: 75: 1775-1778.
146

Burvill PW, Johnson GA, Jamrozik KD et al. Anxiety disorders after stroke: results from the Perth
Community Stroke Study. Br J Psychiatry 1995; 166, 328–332.
147

Pohjasvaara T, Vataja R, Leppavuori A, Kaste M, Erkinjuntti T. Depressin is an independent predictor
of poor long-term functional outcome post-stroke. Europ J Neurol 2001; 8 (4): 315-319.

148

House A, Knapp P, Bamford J, Vail A. Mortality at 12 and 24 months alter stroke may be associated
with depressive symptoms at 1 month. Stroke 2001; 32:696-701.
149

Sweet R, McDowell F, Feigenson J et al. Mental symptoms in Parkinson’s disease during chronic
treatment with levodopa. Neurology 1976; 26, 305–310.

79

150
Cummings JL & Masterman DL. Depression in patients with Parkinson’s disease. Int J Geriatr
Psychiatry 1999; 14, 711–718.
151

Findlay LJ (for Global Parkinson’s Disease Steering Committee). Factors impacting on quality of life
in Parkinson’s disease: results from an international survey. Mov Disord 2002; 17, 60–67.
152

Rao S, Leo G, Bernardin L et al. Cognitive dysfunction in multiple sclerosis: frequency, patterns and
prediction. Neurology 1991; 41, 685–691.
153

Kanner A & Balabanov A. Depression and epilepsy: how closely related are they? Neurology 2002;
58: S27.
154

Gainotti G, Azzoni A & Marra C. Frequency, phenomenology and anatomical-clinical correlates of
major post-stroke depression. Br J Psychiatry 1999; 175: 163–167.
155

Andersen G, Vestergaard K, Riis J et al. Incidence of post-stroke depression during the first year in a
large unselected stroke population determined using a valid standardized rating scale. Acta Psychiatr
Scand 1994; 90: 190–195.
156

Olanow C, Watts R, Koller W.. An algorithm (decision tree) for the management of Parkinson’s
disease: treatment guidelines. Neurology 2001; 56: S1–S88.
157

Feinstein A. Multiple sclerosis, depression and suicide: clinicians should pay more attention to
psychology. BMJ 1997; 315: 691–692.
158

Stone J, Carson A & Sharpe M. Functional Symptoms in Neurology: Diagnosis and Management.
ACNR 4, 8-11. J Neurol Neurosurg Psychiatry 2005; 76: i2-12i.
159

Hospital Episode Statistics, Department of Health
http://www.statistics.gov.uk/STATBASE/Source.asp?vlnk=305
160

Creed F, Morgan R, Fiddler M, Marshall S, Guthrie E et al. Depression and anxiety impair healthrelated quality of life and are associated with increased costs in general medical inpatients.
Psychosomatics 2002; 43:302-309.
161

Koopmans G, Donker M and Rutten F. Length of hospital stay and health services use of medical
inpatients with comorbid noncognitive mental disorders: a review of the literature. Gen Hosp Psychiatry
2005; 27 (1): 44-56.
162

Turner-Stokes L and Hassan N. Depression after stroke: a review of the evidence base to inform the
development of an integrated care pathway. Part 2: Treatment alternatives. Clin Rehabil 2002; 16:
248-260.
163
Egede et al. Comorbid depression is associated with increased health care use and expenditures in
individuals with diabetes. Diabetes Care 2002; 25(3): 464-70.
164

Barth J, Schumacher M, Herrmann-Lingen C. Depression as a risk factor for mortality in patients with
coronary heart disease: a meta-analysis. Psychosom Med 2004; 66: 802–13.
165
Stenager EN, Stenager E, Jensen K. Attempted suicide, depression and physical diseases: a 1-year
follow-up study. Psychother Psychosom. 1994;61(1-2):65-73.
166

Guthrie E, Jackson J, Shaffer J, Thompson D, Tomenson B, Creed F. Psychological disorder and
severity of inflammatory bowel disease predict health-related quality of life in ulcerative colitis and
Crohn's disease. The American Journal of Gastroenterology Volume 97 Issue 8, Pages 1994 - 1999
167

Ross C, Peyser CE, Shapiro I & Folstein MF. Delirium: phenomenologic & etiologic subtypes.
International Psychogeriatrics 1991; 3(2): 135-147.

80

168

Meagher D. Delirium: optimising management. BMJ 2001; 322:144-149.

169

Ross CR, Peyser CE, Shapiro I, Folstein MF. Delirium: Phenomenologic and etiologic subtypes. Int
Psychogeriatr 1991;3: 135-147.
170

Kannabiran M, Deshpande S,Walling A, Alagarsamym J, Protheroe D, Trigwell P. Cross-sectional
survey of disturbed behaviour in patients in general hospitals in Leeds. Postgrad Med J 2008;
84(994):428-431.
171

McManus S, Hipkins J, Phila M, Haddad P, Guthrie E, Creed F. Implementing an effective intervention
for problem drinkers on medical wards. General Hospital Psychiatry, Volume 25, Issue 5, Pages 332-337
172

Hillemacher T, Bayerlein K, Wilhelm J, Bönsch D, Poleo D, Sperling W et al. Recurrent detoxifications
are associated with craving in patients classified as type 1 according to lesch's typology. Alcohol Alcohol
2006; 41: 66-69.
173

Booth BM & Blow C. The kindling hypothesis: further evidence from a US national study of alcoholic
men. Alcohol Alcohol 1993; 28: 593-598.

174

Draper B. The effectiveness of old age psychiatry services. Int J Geriatr Psychiatry 2000; 15: 687703.129
175

Cullum et al. Effectiveness of liaison psychiatric nursing in older medical inpatients with depression:
a randomised controlled trial. Age Ageing; 2007.
176

Callahan et al. Treatment of depression improves physical functioning in older adults. J Am Geriatr
Soc 2005; 53: 367-373.
177
Cole et al. Effectiveness of geriatric psychiatry consultation in an acute care hospital: a randomised
clinical trial. J Am Geriatr Soc 1991; 39; 1183-8.
178

Katon et al. Quality of depression care in a population-based sample of patients with diabetes and
major depression. Med Care 2004; 42:1222-1229.
179

Ismail et al. Systematic review and meta-analysis of randomised, controlled trials of psychological
interventions to improve glycaemic control in patients with type 2 diabetes. Lancet 2004; 363(9421):
1589-97.
180

Gill & Hatcher (1996) Gill D, Hatcher S. Antidepressants for depression in medical illness. Cochrane
Database of Systematic Reviews 2000, Issue 4. Art. No.: CD001312. DOI:
10.1002/14651858.CD001312.pub2.

181

Marcantonio ER, Flacker JM, Wright RJ, Resnick NM. Reducing delirium after hip fracture: a
randomised trial. J Am Geriatr Soc 2001; 49: 516-22.
182

Gustafson Y, Brannstrom B, Berggren D et al. A geriatric-anaesthesiologic program to reduce acute
confusional states in elderly patients treated for femoral neck fractures. J Am Geriatr Soc 1991; 39:
655-62.

183

Williams et al. Utilization of frequent attenders at the emergency department: a comparison with
routine attenders. J Psychosom Res 1985.

184

Bourne RS, Tahir TA, Borthwick M, Sampson EL. Drug treatment of delirium: past, present and
future. J Psychosom Res 2008; 65: 273-82.
185

Cullum, Tucker S, Todd C, Brayne C. Effectiveness of liaison psychiatric nursing in older medical
inpatients with depression: a randomised controlled trial. Age Ageing 2007; 36 (4): 436-442.

81

186
Guthrie E, Kapur N, Mackway-Jones K et al. Randomised controlled trial of brief psychological
intervention after deliberate self poisoning. BMJ 2001; 323: 135–138.
187

Townsend et al. The efficacy of problem-solving treatments after deliberate self-harm: metaanalysis of randomized controlled trials with respect to depression, hopelessness and improvement in
problems. Psychol Med 2001; 31: 979-988.
188

Whyte S, Blewett A. The impact of a specialist DSH team on assessment quality Psychiatr Bul 2001;
25: 98-101.
189
Palmer L, Strevens P & Blackwell H. Key findings from 2 baseline audits. Better Services for People
who Self-harm. Royal College of Psychiatrists 2008.

Findings from 38 UK emergency departments and their associated mental health and ambulance
services. Royal College of Psychiatrists, 2007.
190

Wilk et al. Meta-analysis of randomized control trials addressing brief interventions in heavy alcohol
drinkers. J Gen Intern Med 1997; 12(5): 274–283.
191

Chick et al. Counselling problem drinkers in medical wards: a controlled study. Br Med J 1985; 290:
965-967.
192
Smith GR Jr, Rost K, Kashner TM. A trial of the effect of a standardized psychiatric consultation on
health outcomes and costs in somatizing patients. Arch Gen Psychiatry 1995; 52: 238–243.
193

Jackson et al. Antidepressant therapy for unexplained symptoms and symptom syndromes. J Fam
Pract 1999.
194

Kroenke et al. Cognitive-Behavioral Therapy for somatization and symptom syndromes: A critical
review of controlled clinical trials. Psychother Psychosom 2000; 69 (4).
195

Olsson & Hansagi. Repeated use of the emergency department: qualitative study of the patient's
perspective. Emerg Med J 2001;18:430-434; doi:10.1136/emj.18.6.430

196

Phillips et al. The effect of multidisciplinary case management on selected outcomes for frequent
attenders at an emergency department. MJA 2006; 184 (12).
197

Buchanan et al. Prevalence of mental incapacity in medical inpatients and associated risk factors:
cross-sectional study. Lancet 2004; 364 (9443):1421-1427.
198

National Institute of Health and Clinical Excellence (NICE). Schizophrenia: core interventions in the
treatment and management of schizophrenia in primary and secondary care CG82, December 2002.
199

National Institute of Health and Clinical Excellence. The management of bipolar disorder in adults,
children and adolescents, in primary and secondary care CG3, 2006.
200

Stiefel et al. Effects of a multifaceted psychiatric intervention targeted for the complex medically ill:
A randomized controlled trial. Psychother Psychosom 2008; 77: 247-56.
201

Changing Childbirth development projects summary report, Department of Health
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_400
5211
202

National Institute for Health and Clinical Excellence (NICE). Antenatal and postnatal mental health:
clinical management and service guideline. CG45, February 2007.
203

Lewis G, editor. Saving mothers’ lives: reviewing maternal deaths to make motherhood safer - 20032005. The seventh report on confidential enquiries into maternal deaths in the United Kingdom. London:
CEMACH; 2007.

82

204
National Institute for Health and Clinical Excellence (NICE). Self-harm. The short-term physical and
psychological management and secondary prevention of self-harm in primary and secondary care.
CG16, 2004.
205

Hawton K, Zahl, D. & Weatherall R. Suicide following deliberate self-harm: long-term follow-up of
patients who presented to a general hospital(2003), British Journal of Psychiatry, 182, p.537 - 542.
206

Palmer L, Blackwell H, Strevens P. Service User’s Experience of Emergency Services Following SelfHarm – A National Survey. Royal College of Psychiatrists (2007)
207
Joint Report between the British Association of Emergency Medicine (now known as the College of
Emergency Medicine) and the Royal College of Psychiatrists, 2004
208

Townsend E, Hawton K, Altman D, Arensman E, Gunnell D, Hazell P. The efficacy of problem-solving
treatments after deliberate self-harm: meta-analysis of randomized controlled trials with respect to
depression, hopelessness and improvement in problems. Psychological Medicine (2001), 31:6:979-988
Cambridge University Press
209

Guthrie E, Kapur N, Mackway-Jones, K, et al (2001) Randomized controlled trial of brief psychological
intervention after deliberate self-poisoning. BMJ, 323, 135 –138.[
210

World Health Organisation. Alcohol and Injury in Emergency Departments, 2007

211

Royal College of Physicians, 2001. ALCOHOL – can the NHS afford it?

212

Saunders JB, Aasland OG, Babor TF, de la Fuente JR & Grant M. Development of the Alcohol Use
Disorders Identification Test (AUDIT): WHO collaborative project on early detection of persons with
harmful alcohol consumption –II. Addiction 1993; 88 (6): 791-804.
213

Wallace P. Patients with alcohol problems – simple questioning is key to effective identification and
management. Br J Gen Pract 2001; 51 (464): 172-173.
214

Crawford M, Patton R, Touquet R, Drummond C, Byford S, Barrett B et al. Screening and referral for
brief intervention of alcohol-misusing patients in an emergency department: a pragmatic randomised
controlled trial. Lancet 2004; 364 (9442): 1334-1339.

215

Joint Report between the British Association of Emergency Medicine (now known as the College of
Emergency Medicine) and the Royal College of Psychiatrists, 2004
216

Crome I & Ghodse H. Drug misuse in medical patients. In Handbook of Liaison Psychiatry (eds Lloyd
G & Guthrie E): Cambridge University Press, 2007.
217

Academy of Medical Royal Colleges. Managing Urgent Mental Health Needs in the Acute Trust. 2008.

218

Sepúlveda C, Marlin A, Yoshida T, Ullrich A. Palliative Care; The World Health Organization's Global
Perspective. Journal of Pain and Symptom Management 2008, Volume 24, Issue 2, Pages 91-96
219

Help the Hospices, 2005

220

Hotopf M, Chidgey J, Addington-Hall J & Ly K. Depression in advanced disease: a systematic review
Part 1. Prevalence and case finding. Palliat Med 2002; 16(2): 81-97.
221

Noorani N & Montagnini M. Recognizing depression in palliative care patients. J Palliat Med 2007;
10(2): 458-64.
222

Kissane D, Clarke D & Street A. Demoralization syndrome -a relevant psychiatric diagnosis for
palliative care. J Palliat Care 2001; 17(1): 12-21.

83

223

Maguire P, Faulkner A & Regnard C. Managing the anxious patient with advancing disease--a flow
diagram. Palliat Med 1993; 7(3): 239-44.
224

Robinson L. End-of-life care and dementia. Rev Clin Gerontol 2005; 15: 135-48.

225

Kelly B, Burnett P, Pelusi D, Badger S, Varghese F & Robertson M.. Terminally ill cancer patients'
wish to hasten death. Palliat Med 2002; 16(4): 339-45.
226

Breitbart W, Rosenfeld B, Pessin H, Kaim M, Funesti-Esch J, Galietta M et al. Depression,
hopelessness, and desire for hastened death in terminally ill patients with cancer. J Am Med Assoc 13
2000; 284(22): 2907-11.
227

Hudson P, Schofield P, Kelly B, Hudson R, O'Connor M, Kristjanson L et al. Responding to desire to
die statements from patients with advanced disease: recommendations for health professionals. Palliat
Med 2006; 20(7): 703-10.
228
Lloyd-Williams M. Screening for depression in palliative care patients: a review. Eur J Cancer Care
2001; 10(1): 31-5.
229

Lawrie I, Lloyd-Williams M & Taylor F. How do palliative medicine physicians assess and manage
depression. Palliat Med 2004; 18(3): 234-8.
230
Lloyd-Williams M. Screening for depression in palliative care patients: a review. Eur J Cancer Care
2001; 10(1): 31-5.
231

Zigmond A & Snaith R. The hospital anxiety and depression scale. Acta Psychiatra Scandinavia 1983;
67(6): 361-70.
232
Beck AT, Ward CH, Mendelson M, Mock J & Erbaugh J. An inventory for measuring depression. Arch
Gen Psychiatry 1961; 4: 561-71.
233

Cox JL, Holden JM & Sagovsky R. Detection of postnatal depression. Development of the 10-item
Edinburgh Postnatal Depression Scale. Br J Psychiatry 1987; 150: 782-6.

234

Lloyd-Williams M, Shiels C & Dowrick C. The development of the Brief Edinburgh Depression Scale
(BEDS) to screen for depression in patients with advanced cancer. J Affect Dis 2007; 99(1-3): 259-64.
235

Lloyd-Williams M, Reeve J & Kissane D. Distress in palliative care patients: developing patientcentred approaches to clinical management. Eur J Cancer 2008; 44(8): 1133-8.
236

Manos P & Wu R. The ten point clock test: a quick screen and grading method for cognitive
impairment in medical and surgical patients. Int J Psychiatry Med 1994; 24(3): 229-44.
237

Henderson M & Hotopf M. Use of the clock-drawing test in a hospice population. Palliat Med 2007;
21(7): 559-65.
238

National Institute of Clinical Excellence (NICE) guidelines: Improving Supportive and Palliative Care
for Adults with Cancer NICE, 2004.
239

Price A, Hotopf M, Higginson I, Monroe B & Henderson M. Psychological services in hospices in the
UK and Republic of Ireland. J R Soc Med 2006; 99(12): 637-9.
240

Disability Rights Commission (DRC). ‘Equal Treatment: Closing the Gap.’ DRC, 2006.

241

Harris E & Barraclough B. Excess mortality of mental disorder. Br J Psychiatry 1998; 173: 11-53.

242

Ryan, J, Carriere, I, Ritchie, K et al. Late-life depression and mortality: influence of gender
and antidepressant use. The British Journal of Psychiatry (2008) 192, 12–18.

84

243

National Institute of Health and Clinical Excellence. The management of bipolar disorder in adults,
children and adolescents, in primary and secondary care, 2006.
244

Anderson et al. The prevalence of comorbid depression in adults with diabetes: A meta-analysis.
Diabetes Care 2001; 24:1069-1078.
245

Rugulies R. Depression as a predictor of coronary heart disease: a systematic review and metaanalysis of the literature. Am J Prev Med 2003; 23, 51-61.
246

Hippisley-Cox. Schizophrenia associated with increased risk of colon cancer but reduced risk of
respiratory cancer. EvidBased Ment Health 2006; 10:1136/ebmh.11.3.93
247

Lasser K, Wesley Boyd J, Woolhandler S, Himmelstein D, McCormick D et al. Smoking and mental
illness. JAMA 2000; 284: 2606-10.

248

Department of Health (DH). At least five a week: Evidence on the impact of physical activity and its
relationship to health. A report from the Chief Medical Officer. DH, 2004b.
249

McCreadie R. Diet, smoking and cardiovascular risk in people with schizophrenia: descriptive study,
Br J Psychiatry 2003; 183: 534-39.
250

Dembling et al. Life expectancy and causes of death in a population treated for serious mental
illness. Psychiatr Serv 1999; 50:1036-1042.

251

Smith et al. First- v. second-generation antipsychotics and risk for diabetes in schizophrenia:
systematic review and meta-analysis. Br J Psychiatry 2008; 192(6):406-411.
252

Joukamaa et al. Schizophrenia, neuroleptic medication and mortality. Br J Psychiatry 2006; 188:
122-127.
253

Disability Rights Commission. ‘Equal Treatment: Closing the Gap’ 2006. A formal investigation into
physical health inequalities experienced by people with learning disabilities and/or mental health
problems.
254

National Institute of Health and Clinical Excellence (2008). Identifying and supporting people most at
risk of dying prematurely. http://guidance.nice.org.uk/PH15/Guidance/doc/English

255

‘Carers and Disabled Children Act 2000’ and the ‘Carers (Equal Opportunities) Act 2004’.

256

Cormac I & Tihanyi. Meeting the mental and physical healthcare needs of carers. Advances in
Psychiatric Treatment 2006; 12: 162-172.
257

Rethink website, www.rethink.org 2008

258

Healthcare for All: report of the independent inquiry into access to healthcare for people with
learning disabilities. 2008
259

Gibson PA, Newton RW, Selby K, Price DA, Leyland K, Addison GM. Longitudinal study of thyroid
function in Down’s syndrome in the first two decades. Arch Dis Child 2005; 90: 574-578.
260

Down’s Syndrome Association website (2008) http://www.downs-syndrome.org.uk/

261

Whittington J & Holland T. Prader-Willi Syndrome: Development and Manifestations. Cambridge
University Press, 2004.
262
Ando N & Ueda S. Functional deterioration in adults with cerebral palsy. Clin Rehabil 2000; 14: 300–
306.

85

263

Aspray T.J, Francis, R.M, Thompson A, Quillam SJ, Rawlings DJ & Tyrer SP. Comparison of
ultrasound measurements at the heel between adults with mental retardation and control subjects.
Bone 1998; 22: 665-668

264

Hollins S, Attard M, von Fraunhofer N & Sedgwick P. Mortality in people with learning disability;
risks, causes, and death certification findings in London. Developmental Medicine & Child Neurology
(1998). 40: 50-56
265

Cataldo M & Harris J. The biological basis for self-injury in the mentally retarded. Analysis and
Intervention in Developmental Disabilities 1982; 2(1): 21-39.

266

Cooper SA, Melville CA & Morrison J. People with intellectual disabilities. Their health needs differ
and need to be recognised and met. Br Med J 2004; 329: 414-15.
267

Mencap. Death By Indifference. Mencap, 2005.

268
Baxter H., Lowe K., Houston H., Jones G., Felce D., & Kerr M. (2006) Previously unidentified
morbidity in patients with intellectual disability. British Journal of General Practice February 2006, 9398.
269

Felce D., Baxter H., Lowe K., Dunstan F., Houston H., Jones G., Felce J., & Kerr M. (2008) The
impact of repeated health checks for adults with intellectual disabilities. Journal of Applied Research in
Intellectual Disabilities 2008, 21, 585-596.
270

Cooper S.A., Morrison J., Melville C., Finlayson J., Allan L., Martin G., & Robinson N. (2006)
Improving the health of people with intellectual disabilities: outcomes of a health screening programme
after 1 year. Journal of Intellectual Disability Research 50, 667-677.
271

Deaf Mental Health Charter (2008) Commissioned by Sign (the National Spciety for Mental Health
and Deafness) and the Mental Health Foundation www.mentalhealth.org.uk/our-work/all-adults/deafcharter
272

Lavis D, Cullen P, & Roy A. Identification of hearing impairment in people with a learning disability;
from questioning to testing. British Journal of Learning Disabilities; 25, 100-105
273

Gibbs et al. The experiences of adults with intellectual disabilities and their carers in general
hospitals: a focus group study. J Intellect Disabil Res 2008; 52 (Part 12), 1061-1077.
274

Lantman et al. Managing health problems in people with intellectual disabilities. Br Med J 2008;
337: 1408-1412.
275

Nursey et al. A study of doctors’ and parents’ attitudes to people with mental handicaps. J Ment
Defic Res 1990; 34: 143-55.
276

Brown et al. Back to the Future: Joint Work for People with Learning Disabilities. London: National
Development Team & Nuffield Institute for Health Services Studies, 1992.
277

Valuing People Support Team, St George’s University of London
http://www.intellectualdisability.info/values/top_ten_tips.htm

86

