Physical health and mental health
If you only read four things:
1. Physical and mental health are inextricably linked1,2.
2. People with long-term conditions, such as diabetes, coronary artery disease, chronic
obstructive pulmonary disease (COPD), stroke, angina, congestive heart failure, or cardiac
disease are two to three times more likely to have depression3.
3. Around half of all hospital inpatients have a mental health condition4.
4. The percentage of people with multi-morbidities (including mental illness) increases with
age. Suffolk has a higher than average proportion of older people, and population growth
over the next twenty years is forecast to be in this age group, increasing service demand.

Key points
Definitions
Long-term physical health conditions are “conditions that can be managed but often not cured”3,
such as diabetes, arthritis, asthma, cardiovascular disease (CVD), chronic obstructive pulmonary
disease (COPD), HIV/AIDS and certain cancers.3
Parity of esteem is a term used in the mental health strategy for England, No health without mental
health5. It is defined by The Royal College of Psychiatrists as “valuing mental health equally with
physical health”6, an approach aspiring to:
 equal access to effective, safe care
 equal efforts to improve the quality of care
 allocation of resources on a basis commensurate with need
 equal status within healthcare education and practice
 equally high aspirations for service users
 equal status to the measurement of health outcomes
 holistic, integrated care with mental health considered alongside physical health

What is the issue?
Physical health and mental health are inextricably linked1,2.
Figure 1: Putative links between long-term physical conditions and mental state7

At least half the people with long-term conditions have another co-morbid condition. Mental health
problems are some of the most common co-morbid conditions2,8: between a third and two thirds of
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people with a long-term condition may also have a mental health problem3,9; nearly 50% people with
three or more long-term conditions will have depression8 (see Figure 6).
Figure 2: Overlap between long-term conditions and mental health problems in England3,10

People with mental health conditions experience poor outcomes in terms of physical health and
mortality rates11.
Caring for someone with a long-term physical or mental condition increases the likelihood of poor
physical or mental health12.
People with mental health conditions may not feel able to access preventive and general health care
as readily as others. They are less likely to take up NHS health checks11, which are offered to people
aged 40-74 and to adults with a severe mental illness (SMI).

Why is it important for Suffolk?
Many co-morbid mental health problems are undiagnosed and untreated. Without intervention,
they cause poorer health outcomes, increasing mortality and morbidity. They also increase the cost
of physical health care.4
The prevalence of physical and mental health comorbidity (or multimorbidity) increases with age13.
Suffolk has a higher (than England) percentage of residents aged over 65, and the number of older
people living in the County is projected to increase over the next twenty years.
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Figure 3: Number of chronic disorders by age-group

Note: Socioeconomic status scale: 1 = most affluent to 10 = most deprived.

How do long-term conditions affect mental health?
People with long-term conditions, including diabetes, coronary artery disease, COPD, stroke, angina,
congestive heart failure, or cardiac disease are two to three times more likely to have depression3.
The more physical disorders a person has, the more likely they are to have a mental health problem
(people with more than four disorders had an odds ratio of 6.74 (95% CI 6.59–6.90) compared with
those with none)13.
The following sections look at the impact of the five chronic physical health conditions prioritised by
the Department of Health (see also Figure 4)14, and then at other conditions.

Asthma
There is a relationship between depression and asthma15:
 People with depression and asthma have increased hospital admissions16
 mortality rates for people with depression and asthma are twice those for people who only
have asthma4
 adults over 54 who have asthma are more likely to have depressive symptoms (20.3%
compared to 9.5% in the general population)17. The Odds Ratio for people with asthma to
have depression was 2.24 (95% CI 1.72-2.89)17
 older adults with asthma and depression are nearly twice as likely to have poor asthma
outcomes (including emergency hospital visits) than those without depression16
Higher levels of anxiety and depression are associated with poor control of asthma symptoms.17,18

Diabetes
The links between diabetes and mental illness (including schizophrenia) have been known for over
100 years.19
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Depression and diabetes may be linked in both directions (i.e. depression may increase risk of
diabetes, and diabetes increase risk of depression)19:
 64% (3 in 5) people experience emotional or mental health problems due to their diabetes20
 people with diabetes are two to three times more likely to have depression3,21
 Type 2 diabetes increases the risk of depression by 15%19
Diabetes is more common in people with Severe Mental Illness (SMI) due to:
 the effects of some antipsychotic medications
 links between diabetes and schizophrenia
 cultural/lifestyle factors19
People with depression and diabetes have worse health outcomes:
 increased hospital admissions19
 poorer control, worse compliance and more complications19
 more GP consultations19
 an almost 1.5-fold increased risk of mortality22

High blood pressure
High blood pressure, or hypertension, is a risk factor for: atrial fibrillation, stroke, myocardial
infarction, heart failure, chronic kidney disease, cognitive decline and premature death. It is one of
the three main modifiable risk factors for cardiovascular disease (CVD), which account for 80% of all
cases of premature coronary heart disease (CHD).23




20% of patients with coronary heart disease have major depressive disorder, and a similar
proportion have symptoms below the threshold24
up to 20% of people with CVD are likely to have depression19
People with CVD and depression have increased hospital admissions19

Other conditions
Having other long-term conditions can also increase the risk of mental illness:
 people with allergic conditions have a higher risk of depression than controls (Relative Risk
1.59, 95% CI 1.48-1.71)25
 Up to a third of women, and over a fifth of men with arthritis may also have depression3
 being in chronic pain is associated with poor mental well-being, reduced happiness and
higher prevalence of anxiety and depression26
 Up to 70% people with medically unexplained symptoms (MUS) also have depression and/or
anxiety9

Chronic obstructive pulmonary disease (COPD)
It can be difficult to assess the prevalence of mental ill-health (most commonly depression and
anxiety) in people with COPD, as some of the same symptoms are associated with both conditions27.
This may mean that fewer patients receive appropriate treatment for mental illness.28,29
Table 1: prevalence estimates of depression and anxiety in COPD29
following an acute
Mental illness
stable COPD
exacerbation
Clinical depression
10-42%
19.4-50%
Anxiety
10-19%
9.3-58%
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Table 2: prevalence of anxiety disorders in patients with COPD30
DSM diagnosis
Out-patients
Clinical anxiety
13-46%31
Generalized Anxiety Disorder (GAD)
6-19%
Panic Disorder (with & without Agoraphobia)
8-21%
Specific phobia
27%
Social phobia
11%

In-patients
10-55%
10-33%
0-41%
10%
5%

COPD and depression may have a bi-directional link; each may increase the risk of the other31:
 1 in 4 registered GP patients with COPD have depression compared to 1 in 6 without COPD28
 COPD patients are reported to be as much as 85% more likely to develop anxiety disorders31
 panic disorder is up to 10 times more prevalent3 in people with COPD
 prevalence of depression and anxiety increase with the severity of COPD29
Impact of comorbid depression and COPD:
 worse COPD symptoms29
 increased hospital admissions32
 lower rates of compliance with COPD treatment, and lower quality of life31
 increased mortality in the year following the diagnosis of COPD (9.5% to 5.4%). In men, this
increased mortality is found in all stages of COPD28
 severe depression is significantly associated with mortality in patients with stable COPD, and
nearly doubles the mortality risk compared to patients with low depressive symptoms (OR
1.93, 95% CI, 1.12 to 3.33)33

How does mental health affect long-term conditions?
Mental health conditions (including those below the threshold for a diagnosis of depression or
anxiety) increase mortality and physical ill health21.
Figure 4: Prevalence of chronic physical conditions by common mental disorder severity14

Base: all adults
<12 CIS-R score: no clinically significant neurotic symptoms in the week prior to interview
18+ CIS-R score: severe enough to require treatment.14
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People with a mental illness are more likely to have:
 physical conditions such as; heart disease, stroke, cancer, musculoskeletal problems, and
Irritable Bowel Disease (IBS)2
 increased risk of cardiac, cerebrovascular and peripheral vascular diseases34
 poorer outcomes in coronary heart disease24, cardiovascular disease, diabetes and COPD21
 lower five-year survival rates for stroke, diabetes and respiratory illness21
Patients with depression have increased risks of long-term physical conditions:
 34-63% excess risk of stroke34
 1.5-1.9 times more likely to get coronary heart disease19
 60% increased risk of diabetes19
 up to 60% increased risk of myocardial infarction34
 up to 3.58 times more likely to die from myocardial infarction21
 they are more likely to get dementia3

Impact of medication and lifestyle on long-term physical conditions
Prescription medication can have impacts upon health, through misuse or overdose as well as
known physiological side effects:
 psychotropic medication can make diabetes more difficult to manage35, increase the risk of
falls, and increase the risk of sudden death36.
 antipsychotics may increase risk of death in older or vulnerable people37
Polypharmacy can increase the risk of adverse drug events, and reduce the absolute difference of
each medicine to life expectancy38.
Mental health conditions appear to make people less able to self-manage their long-term conditions
e.g. by following treatments and attending appointments19,16,31,17,18,33.

The numbers: Incidence
The cumulative incidence for depression in COPD is reported to be 6.1%28. Incidence of new-onset
depression after first COPD diagnosis is 16.2 per 1,000 person-years (per annum), compared to 9.4
per 1,000 for people without COPD. Patients with severe COPD have the highest risk of developing
depression (odds ratio, 2.01; 95% CI, 1.45–2.78).28

The numbers: Prevalence
If we apply the overall percentages from the Adult Psychiatric Morbidity Study (shown in Table 3)3 to
Suffolk’s 2018 estimated population of people aged 16+ (616,000)42, there may be approximately:
 185,000 with a long-term condition
 123,000 with mental health problems
 56,000 with co-morbid mental and physical health problems
These are likely to be over-estimates as one person can have more than one chronic physical health
condition, and one person can also have more than one mental disorder.
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Table 3: Chronic physical health conditions, by symptoms of common mental disorder (CMD) and sex,
all adults, England, 201414

Chronic health conditionsa

Severity of symptoms of CMD (CIS-Rb score)
0-5
6-11
12-17 18+
All
%
%
%
%

Asthma
Cancer
Diabetes
Epilepsy

High blood pressure
Any of thesea
None of these
Base: all adults

7.2
1.3
5.2
0.4

10.1
2.2
7.4
1.2

12.9
2.1
6.8
1.4

14.5
2.8
9.1
1.1

8.7
1.6
6.0
0.7

15.9

18.4

17.6

21.3

16.9

25.3
74.7

31.5
68.5

30.8
69.2

37.6
62.4

27.7
72.3

580

656

5,095

1,212

7,543

Notes:
a An individual can have more than one chronic physical health condition.
An individual can have more than one mental disorder.
b CIS-R scores:
<12 no clinically significant neurotic symptoms
12-17 a significant level of neurotic symptoms, but unlikely to warrant treatment
>17 symptoms of a level of severity likely to require treatment
Other studies on the prevalence of mental ill-health in long-term conditions, have produced a wide
range of estimates3,5,19,30 – as shown in Table 4 and Figure 5. The variation is caused by:
 relatively small sample sizes
 different ways of categorising physical illnesses
 different measurement tools, thresholds and criteria for mental illness29,30,33,43
Table 4: Mental health symptom prevalence in five terminal conditions43
Symptoms
Depression
Anxiety
Confusion
Fatigue
Insomnia
Anorexia

Cancer
3–77%a
13–79%
6–93%
32–90%
9–69%
30–92%

AIDS
10–82%
8–34%
30–65%
54–85%
74%
51%

Heart Disease
9–36%
49%
18–32%
69–82%
36–48%
21–41%

COPD
37–71%
51–75%
18–33%
68–80%
55–65%
35–67%

Renal Disease
5–60%
39–70%
—
73–87%
31–71%
25–64%5

Note: Minimum-maximum range of prevalence (%) is shown.
Figure 5: Comparison of studies reporting prevalence of depression amongst end-stage patients43

Note: Where studies reported a range, the maximum and minimum points in the range are shown.
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For clarity, estimates for the local prevalence of physical and mental health comorbidities in this
report use the percentages from the England Adult Psychiatric Morbidity Survey against the five
chronic physical health conditions prioritised by the Department of Health (Table 3)14. Prevalence
counts for the physical conditions are the QOF figures for 2016/1744.
Table 5: Common and severe mental disorders, by chronic physical health conditions (age
standardised), England, Adult Psychiatric Morbidity Study14

Notes:
An individual can have more than one chronic physical health condition.
An individual could be identified with more than one mental disorder.

Suffolk: estimated prevalence for five prioritised health conditions
Please note, the counts from the following tables should not be aggregated:
one person can have more than one long-term physical condition
one person may have more than one mental disorder.

Abbreviations:
ADHD
Attention Deficit Hyperactivity Disorder
CMD NOS Common Mental Disorder Not Otherwise Specified
PTSD
Post-Traumatic Stress Disorder
QOF
Quality Outcomes Framework
Table 6: Asthma - estimated prevalence of psychiatric disorders for adults with asthma (by CCG)14
Asthma
Ipswich &
West
Gt Yarmouth &
East Suffolk
Suffolk
Waveney
Prevalence count (QOF)
26,839
17,513
1,288
Generalized anxiety disorder
2,152
1,404
275
Obsessive-compulsive disorder
460
300
860
Depression
1,438
938
581
Phobia
972
634
128
Panic disorder
213
139
2,086
CMD NOS
3,488
2,276
1,283
PTSD (positive screening)
2,144
1,399
499
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Asthma
Prevalence count (QOF)
Probable psychotic disorder
Autism
Borderline personality disorder
Antisocial personality disorder
ADHD (positive screening)
Bipolar disorder screen
Alcohol Audit score 8+
Alcohol Audit score 16+
Signs of drug dependence
Suicide attempt

Ipswich &
East Suffolk
26,839
834
335
1,260
1,357
3,507
815
4,855
712
832
3,700

West
Suffolk
17,513
544
218
822
886
2,288
532
3,168
465
543
2,414

Gt Yarmouth &
Waveney
1,288
200
754
812
2,098
488
2,905
426
498
2,214
1,288

Table 7: Cancer - estimated prevalence of psychiatric disorders for adults with cancer (by CCG)14
Ipswich & East
West Suffolk
Gt Yarmouth &
Cancer
Suffolk
Waveney
Prevalence count (QOF)
12,148
8,314
7,535
Generalized anxiety disorder
961
657
596
Obsessive-compulsive disorder
297
203
184
Depression
475
325
294
Phobia
233
159
144
Panic disorder
CMD NOS
1,845
1,262
1,144
PTSD (positive screening)
673
461
418
Probable psychotic disorder
236
162
146
Autism
Borderline personality disorder
558
382
346
Antisocial personality disorder
207
141
128
ADHD (positive screening)
1,059
725
657
Bipolar disorder screen
262
179
162
Alcohol Audit score 8+
1,739
1,190
1,079
Alcohol Audit score 16+
105
72
65
Signs of drug dependence
Suicide attempt
611
418
379
Table 8: Diabetes - estimated prevalence of psychiatric disorders for adults with diabetes (by CCG)14
Ipswich & East
West Suffolk
Gt Yarmouth &
Diabetes
Suffolk
Waveney
Prevalence count (QOF)
20,057
13,597
16,056
Generalized anxiety disorder
1,558
1,056
1,288
Obsessive-compulsive disorder
445
302
275
Depression
1,028
697
860
Phobia
485
329
581
Panic disorder
209
142
128
CMD NOS
2,119
1,436
2,086
PTSD (positive screening)
1,008
684
1,283
Probable psychotic disorder
480
325
499
Autism
117
79
200
Borderline personality disorder
517
350
754
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Diabetes
Prevalence count (QOF)
Antisocial personality disorder
ADHD (positive screening)
Bipolar disorder screen
Alcohol Audit score 8+
Alcohol Audit score 16+
Signs of drug dependence
Suicide attempt

Ipswich & East
Suffolk
20,057
676
2,173
405
2,450
466
486
1,676

West Suffolk
13,597
458
1,473
275
1,661
316
329
1,136

Gt Yarmouth &
Waveney
16,056
812
2,098
488
2,905
426
498
2,214

Table 9: Epilepsy - estimated prevalence of psychiatric disorders for adults with epilepsy (by CCG)14
Ipswich &
West Suffolk
Gt Yarmouth &
Epilepsy
East Suffolk
Waveney
Prevalence count (QOF)
2,794
1,506
1,913
Generalized anxiety disorder
359
194
246
Obsessive-compulsive disorder
117
63
80
Depression
215
116
147
Phobia
141
76
96
Panic disorder
CMD NOS
447
241
306
PTSD (positive screening)
381
206
261
Probable psychotic disorder
150
81
103
Autism
150
81
102
Borderline personality disorder
121
65
83
Antisocial personality disorder
207
111
141
ADHD (positive screening)
432
233
296
Bipolar disorder screen
141
76
96
Alcohol Audit score 8+
366
197
251
Alcohol Audit score 16+
188
101
128
Signs of drug dependence
222
120
152
Suicide attempt
920
496
630
Table 10: Hypertension - estimated prevalence of psychiatric disorders for adults with hypertension (by
CCG)14
Ipswich & East West Suffolk*
Gt Yarmouth
Hypertension
Suffolk *
& Waveney*
Prevalence count (QOF)
60,058
37,959
40,347
Generalized anxiety disorder
5,449
3,444
3,661
Obsessive-compulsive disorder
2,247
1,420
1,509
Depression
4,423
2,796
2,971
Phobia
3,955
2,500
2,657
Panic disorder
359
227
241
CMD NOS
6,677
4,220
4,486
PTSD (positive screening)
6,272
3,964
4,214
Probable psychotic disorder
1,198
757
805
Autism
Borderline personality disorder
1,888
1,193
1,268
Antisocial personality disorder
2,418
1,528
1,624
ADHD (positive screening)
7,424
4,692
4,988
Rosie Frankenberg & Alison Matthews
Public Health, Suffolk County Council

03/10/2018

Page 10 of 17

Physical health and mental health: MHNA 2018

Hypertension
Prevalence count (QOF)
Bipolar disorder screen
Alcohol Audit score 8+
Alcohol Audit score 16+
Signs of drug dependence
Suicide attempt

Ipswich & East
Suffolk *
60,058
1,950
12,127
2,613
1,610
5,345

West Suffolk*
37,959
1,232
7,665
1,652
1,017
3,378

Gt Yarmouth
& Waveney*
40,347
1,310
8,147
1,756
1,081
3,591

Risk factors
Risk factors for diseases such as CVD, cancer and diabetes are also risk factors for mental disorders19:
 harmful alcohol consumption
 obesity
 unhealthy diet
 lack of physical exercise
 smoking27

Risks for depression or anxiety and COPD
Smoking increases the risk of depression or anxiety in patients with COPD. In fact, smoking may
explain the association between anxiety disorders and COPD31. Other risk factors: physical disability,
long-term oxygen therapy, low body mass index, severe dyspnoea, percentage of predicted FEV1<
50% (volume of air exhaled in one second following a deep inhalation), poor quality of life, presence
of comorbidity, living alone, female, low socio-economic group29.

What are the key inequalities in Suffolk?
Deprivation
Social deprivation increases the risk of co-morbid mental health problems19,21. In more deprived
areas:
 more people will have multiple long-term conditions8
 the effect of multiple illnesses on mental health increases3,45
 young and middle-aged people have a prevalence of multimorbidity similar to people who
are 10-15 years older but living in affluent areas13
The most deprived areas have almost double the prevalence of physical and mental health
comorbidity compared to the most affluent areas: 11%( CI 10.9–11.2%) compared to 5.9% (CI 5.8%–
6.0%), difference 5.1% (95% CI 4.9-5.3).13
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Figure 6: Physical and mental health comorbidity and the association with socioeconomic status13

Note: Socioeconomic status scale: 1 = most affluent to 10 = most deprived.

Gender
Prevalence of physical and mental health comorbidity is generally higher in women than in men13.

Ethnicity
People who identify as Gypsy or Irish Traveller appear to have much higher rates of anxiety and
depression than other ethnic groups. This may be linked to higher levels of limiting long-term illness
and of poor general health in those groups46.

Health
Around half of all hospital inpatients have a mental health condition (e.g. depression, dementia,
delirium)4. This can be even higher in long-term conditions, for example, 35%-70% of chronic heart
failure inpatients have a depressive disorder3.
In 2009, a quarter of acute hospital beds were occupied by someone with dementia3.

Costs
Healthcare costs
12 – 18% of all NHS expenditure on long-term conditions is estimated to be linked to mental health
problems: at least £1 in every £8.3
Mental health co-morbidities (including “medically unexplained symptoms”) substantially increase
the costs of caring for long-term conditions. Estimates of the increased cost range between 30 140%, and are typically reported as 45-75%, in line with the King’s Fund report3,8. Poor mental health
increases the costs of caring for physical conditions:
 by roughly £13.5 billion p.a. in extra spending to the whole NHS
or
 by c£25 million p.a. per typical 500-bed general hospital4 (as part of the £13.5b)
or
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to around £5,670 a year for each patient with a long-term condition (from approximately
£3,910 based on average cost of NHS service use and estimating a 45% excess)3

Treating heart failure, coronary artery disease or congestive cardiac failure in patients with
depression may cost twice as much as treating people with the same condition who are not
depressed (excluding mental health treatment and medication).19
“Medically unexplained symptoms” cost the NHS around £3 billion in 2008-09.47
Mental health co-morbidities also have a wider economic impact. For example, people with diabetes
and depression are seven times more likely to take time off work than those who only have
diabetes4.

What are we doing?
Suffolk Public Health promotes five ways to wellbeing48.
The Suffolk-wide integrated healthy lifestyle service (OneLife Suffolk) was introduced in April 2016.
The service is targeted towards those at greatest risk (which includes those with a mental health
diagnosis). The service provides stop smoking services, adult weight management, NHS health
checks, child weight management and advice about physical activity. One of the aims of cocommissioning and alignment of services within Suffolk is the alignment of integrated healthy
lifestyle services with mental health and well-being services.

What else could we do?
NICE recommends developing individualised plans with patients with multimorbidity, especially if this
includes mental health conditions. These plans should: reflect the patient’s needs and goals; aim to
improve quality of life and coordination of care; reduce the treatment burden and unplanned care.38

Improve detection
It is important to increase detection and diagnosis, particularly of depression, in those with longterm conditions. This can be delivered in primary care.
Of the 130 people with depression per 1,000 population, only 80 will consult their GP. Of these 80
people, 49 may not be recognised as having depression at their first appointment. This is mainly
because they contact their GP because of a somatic (physical) symptom and do not consider
themselves as having a mental health problem.49
Patients with COPD should be screened for depression or anxiety on presentation and whenever
their clinical, economic, or psychosocial status changes. Those with a diagnosis of depression should
be considered for treatment that may include pharmacology, Cognitive Behavioural Therapy (CBT),
and pulmonary rehabilitation.29

Prevent mental health problems in patients with long-term conditions
Improving mental well-being can improve physical health50 . Anxiety and hostility appear to increase
the risk of ill health and death. Positive emotions (happiness, energy, life satisfaction) have been
associated with reduced cardiovascular mortality and with better health, decreased symptoms and
pain.15
People with long-term conditions should be targeted for public health approaches towards mental
health such as3:
 five ways to wellbeing48
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protecting and promoting mental health in the workplace51
debt and financial advice
befriending for older people

Improve health outcomes through integrating physical and mental health care
CCGs should prioritise mental and physical health care integration to improve outcomes and
productivity3,8. The Kings Fund8 state excess morbidity and premature mortality associated with
mental health could be improved by better integrating mental health support with primary care
chronic disease management, and outcomes can be improved with little or no additional costs.
Improving mental health can also improve the physical health of people with long-term conditions8:
 Cognitive Behaviour Therapy (CBT) can reduce use of heath care services in patients with comorbid conditions
 CBT can reduce COPD admissions - £837 per person saved over 6 months
 psycho-social interventions can reduce angina – reducing admissions by a third and saving
£1,337 per person per year
 a US programme for mental health patients that integrated mental health specialists in
primary care reduced medical costs per patient by 48%, and halved (54% reduction) use of
emergency services8
Integrated stepped-care models of provision have liaison psychiatry services working in
collaboration with other providers including GPs, community nurses and Improving Access to
Psychological Therapy services. The liaison psychiatry role would focus on the treatment of severe
and complex cases, combined with the training and supervision of other staff responsible for more
straightforward cases.4
Liaison psychiatry can reduce health care costs in acute hospitals3. Psychological interventions for
patients with physical conditions in acute hospitals can reduce health care costs per patient by an
average of around 20%, partly by reducing length of stay and readmission4.

Recommendations




Improve detection of mental ill-health in people with long-term physical health conditions.
Integrate mental health and general health services to improve outcomes at minimal costs.
Promote wellbeing, especially to people with long-term conditions.

Useful links
Related Suffolk Mental Health Needs Assessment topics:





Mental health and lifestyle (linked from this page)
Severe Mental Illness
Learning disabilities and mental illness
Trans and non-binary people and mental health (linked from this page)

Related Suffolk JSNA topics:



Carers
Physical activity

Other resources
•
•

RightCare CVD prevention pathway for people with SMI (forthcoming)
PHE Report to understand excess mortality (forthcoming)
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