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R eport

A ntonyiaP arvanovaM EP w elcom edparticipants andprovidedsom ebackgroundinform ation on the
aim s andactivities oftheInterestGroup.S heunderlinedthespecificaim s ofthem eeting,i.e.

 T o raiseaw areness ofthestronglinkbetw een physicalandm entalhealth;

 T o advocatetheim portanceforpolicym akers to takeaccountofthis linkin allpolicies that
im pacton health,m orespecifically in view oftheupcom ingJointAction on m entalhealth;

 T o supportthedevelopm entandim plem entation ofgoodpolicy andpracticein relation to a
holisticapproachw hichincorporates bothm entalas w ellas physicalhealth.

S headded thattheInterest Group has already m adeits presencefelton m any occasions,for instanceby
ensuring a m entalhealth dim ension in the Health for Grow th program m e.Keeping up this advocacy is
im portant against the background ofausterity;w hilehealth budgets are beingcut generally,this is even
m ore the case for m entalhealth.T he Interest Group needs to rem ain vigilant and act w herever possible
to preventthis.

T hefirstspeakerw as P edroM ontellano(P residentofGA M IAN Europe)w ho presentedtheoutcom eofa
GAM IAN -Europepatientsurvey on theim pactofphysicalproblem s on m entalhealthpatients,buildingon
the w orkofthe M entaland P hysicalHealth P latform . S om e 1150 people suffering from m entalhealth
problem s across 30 countries responded to the survey. R ather than a scientific analysis,the survey
providedpatients’perspectives on thelinks betw een m entalandphysicalhealth.M ain findings:

 85% ofrespondents sufferfrom physicalproblem s.

 63% ofthephysicalproblem s w erediagnosedafterthem entalhealthproblem s,indicating
thatthephysicalproblem s couldbeaconsequenceofthem entaldisorder.

 N early 50% ofrespondents thinkthattheirphysicalhealthconditions arelinkedto their
m entalhealthcondition ortreatm ent.

 M entalhealthpatients are2 to 3 tim es m orelikely to develop achroniccondition suchas
diabetes andothercardiovascularriskfactors.O nly 1/3 has norm alw eight.

 41% ofrespondents haveexperiencedbarriers to receivingcarefortheirphysicalproblem s.

 T hem ain barriers to receivingcareforpatients’physicalproblem s is usercharges (financial
reasons),stigm a(fearofdisclosingthem entalhealthproblem s),andlackofreferral.

 39% respondents indicatedthattheirm entalhealthdoctorhadfailedto askaboutthe
m edications they m ay havebeen prescribedforany physicalcondition.

 25 % saidthattheirpsychiatrists providedno orinsufficientinform ation regardingthe
potentialim pactofhow m entalproblem s couldaffectphysicalhealth.

T he survey w as review ed by a steering com m ittee of patient representatives,and has led to the
form ulation ofanum berofrecom m endations,suchas:

 bettercom m unication is neededbetw een m entalhealthandphysicalhealthprofessionals,

 m entalhealthandphysicalhealthshouldbeintegrated,

 specialistcareshouldfocus m oreon thepotentialrisks ofco-m orbidity,



 m entalhealthprofessionals shouldpay particularattention to thephysicalconsequences and
sideeffects ofm entalhealthconditions ortreatm ents,

 T here is aneedto rem ovebarriers (stigm a,finances)to receivingsupportforphysical
problem s.

T he second speaker,Davy Vancam pfort (L euven)started his presentation by stating that interactions
betw een physicalhealth and m entalhealth only haveem erged as am ajor issuein thelast 5 to 10 years.
U ntiltoday,the basicneeds for patients w ith m entalhealth problem s are stilllargely neglected,despite
the existence ofscreening guidelines in a num ber ofareas. A recent survey found that the quality of
existing guidelines is insufficient to actually guide clinicians. T he shared responsibility of screening
patients at risk is an im portant issue. It is clear that high quality guidelines for a closer integration of
prim ary careandm entalhealthareurgently needed.
Davy underlined theim portanceofthe2009 M entaland P hysicalHealth P latform Charter w hich calls for
better com m unication and co-operation betw een m edicaldisciplines,carers,fam ilies,service users and
policy m akers.
T he increased risk of death from natural causes for people living w ith depression,anxiety-related
disorders,psychoses,substance m isuse and eating disorders can be w itnessed by health professionals
every day.For instance,studies indicate that in the case ofschizophrenia,individuals m ay die up to 30
years earlier than the generalpopulation. Another exam ple:w hile the riskofdyingfrom cardiovascular
diseases in the generalpopulation is decreasing-m ainly due to rigorous clinicalpractice guidelines,clear
policy changes and effective health cam paigns -in patients w ith severe m ental illness the prem ature
m ortality dueto cardiovasculardiseases is stillincreasing.
O ther m ajor concerns,such as the strong link betw een poor m ental and physical health and poverty
shouldalso notbeforgotten.Individuals w ithseverem entalillness w ithoutfinancialm eans areless likely
to lead healthy lives.Another issue relates to the fact that som e m ental health problem s reduce the
w illingness orim pacton thecapacity ofindividuals in com m unicatingtheirphysicalhealthneeds.N extto
this,social isolation reduces the likelihood even m ore that these individuals w ill seek help for their
physicalhealthproblem s.
In addition,the im pact of stigm a on the daily care of patients plays a m ajor role. And lastly,
pharm acologicaltreatm enton its ow n shouldbeconsideredariskfactor,as therearethe– often severe–
sideeffects (suchas w eightgain)to thesetreatm ents.
Any successfulapproach to integrate physicaland m entalhealth care should target lifestyle riskfactors,
socialsupport,stigm aandaccess to physicalhealthcareforthoseaffectedby m entalhealthproblem s.At
policy level,m ajor objectives should be to increase generalaw areness ofthe physicalhealth needs of
persons w ith m ental health problem s and ensure funding for the required service im provem ents. A
recentW orldP sychiatry Association statem entcalls on policym akers:

 to designatepersons w ith m entalhealthproblem s asahealthdisparity population,

 to stim ulateeducationalprogram s forthehealthcarecom m unity,

 to im proveaccess to andcareofphysicalhealthofthoseaffectedby m entalill-health,

 to initiatecam paigns to reducestigm aanddiscrim ination,

 to integratem entalandphysicalhealthpolicy.

Jeroen N ilisw as the third speaker,and his testim onial w as a pow erful illustration oflife w ith a
physicalandm entalproblem .Jeroen w as born w itharatherseverephysicalhandicap from birthand
m entaldisorders and psychoses w ere quite prom inent in his fam ily.His youth and schooleducation
period w as norm aland relatively happy. Hem anaged to get auniversity degreein 1995 but lost his
disability allow ance,despite legal battles.His first psychosis m anifested itselfin 1997.T w o other
episodes follow ed in 2005 and 2007; the finalone w as triggered by the fact that he had stopped
taking his m edication.W hile m edication did help,it caused huge w eight gain as w ellas an overall
feelingofdisengagem entandbeingoutoftouch.
S topping and restarting m edication had a negative effect,but w hen appropriate m edication w as
found,Jeroen found he could lead a norm al life and hold dow n a job. He undertook action to
overcom ehis psychosis by increasinghis know ledgeofthecondition,physicalexerciseandgardening
and practicingyoga.Eastern philosophies such aZen-Buddhism and T ao also helped him to com eto



term s w ith his disability;it also helped him to accept that he w ould alw ays be prone to stress and
psychosis.Jeroen now takes his daily m edication andis beingfollow edby ateam consistingofhis GP ,
psychiatrist and psychiatric hom e care providers.He is also w riting a book,entitled ‘Destined to
becom epsychotic’ in w hichhedescribes his m edicalexperiences.

T he fourth speaker,R ebeccaM uller(S ecretary GeneralofGA M IAN )inform ed the audience ofthe
June2012 GAM IAN R egionalS em inar,w hichw as dedicatedto thelinks betw een physicalandm ental
health. O n this occasion,25 patients from 14 different countries exchanged their view s and
experiences regarding this subject. It w as found that stigm a clearly plays a role in the lack of
aw areness and attention in relation to the linkbetw een m entaland physicalhealth.M entalhealth
professionals,but also patients and their fam ily m em bers should be m ore aw are ofthis issue and
address itm oreactively.P atients havearightto inform ation abouttheirillness andpatients needto
bein chargeoftheirow n rehabilitation process. T hey shouldaskquestions regardingtreatm entand
speakopenly w iththeirpsychiatristabouttheprescribedm edication,addressingsideeffects thatcan
im pactnegatively on quality oflife. GP ’s andpsychiatristshouldcom m unicatebetter;havingacase
m anager assem bling allinform ation on one patient m ight help.S om e other conclusions stem m ing
from theregionalsem inarrelatedto theneed

 to better train healthprofessionals in relation to thelinkbetw een physicalandm ental
health,

 forpatients to obtain honestandclearinfo abouttheirtreatm entandits sideeffects,

 forhealthprofessionals to pay sufficientattention to physicalsym ptom s andshoulddo
everythingpossibleto reducethem as this w illcontributeto thequality oflifeofthe
patients.

 to rem ovethebarriers to gethelp forphysicalproblem s:
-financialreasons (consultation feeofGP )
-stigm a(patients do notw anttheGP to know abouttheirpsychiatricproblem s)

 forpatients to takegoodcareofthem selves:takeresponsibility andassum etheirpartin the
treatm ent,w ithin thetherapeuticalliancebetw een patients andprofessionals.

T he next speaker,David M cDaid (L ondon S choolofEconom ics)focused on the outcom e ofa study
carried out by the L S E on the cost ofco-m orbidity.From previous research;it is a know n fact that
peoplew ith severem entalhealth problem s havew orsephysicalhealth and lifeexpectancy than the
generalpopulation.T herearesom estudies from outsideEuropethathavefocused on som easpects
ofeconom ic im pact ofthe com bination ofphysicaland m entalhealth problem ; how ever,to date,
littlehas been doneto determ inethecosts ofavoidablephysicalcom orbidity in peoplew ith m ental
health problem s.T he L S E study therefore aim ed to strengthen the evidence base in Europe and
estim ate the additional costs to the health care system and society ofcom m on physical health
problem s in people w ith m ental health problem s. It addressed the additional costs oftype II
diabetes and allcardiovascular disease and did not include direct costs ofpoor m entalhealth.T he
costs w ere estim ated for all EU -27 countries in 2010,looking at individuals w ith three different
m entalhealth problem s:schizophrenia,bipolar disorder and m ajor depression.T he study consisted
ofasim ulation m odellingsynthesisingdataon riskofcom orbidity and costs to health/other sectors.
M odelparam eters w ereidentifiedfrom literaturereview including:

 increasein riskofdiabetes andcardiovasculardiseasein eachM em berS tate

 costforalloftheadultpopulation (15+)livingw ithco-m orbidity

 country specificcosts ofdiabetes andcardiovascularcare

 productivity losses dueto w orkabsenteeism ,prem aturedeathandneedforfam ily care

T heresults show that,poor m entalhealth is associated w ith an additional3,39 m illion cases ofT ype
IIdiabetes (T 2D)and 2.36 m illion cases ofcardiovascular disease (CVD)in the EU . T he annualcosts
to EU health caresystem s ofdealingw ith excess cases ofT 2D and CVD can beestim ated at€11.2 &
€5.2 billion (2010 prices).In addition,the costs oflost productivity due to m orbidity,prem ature
m ortality andneedforinform alcareareestim atedto be€10.6 (T 2D)& €4.5 (CVD)billion perannum .



Itneeds to bebornein m ind how ever thatnotallproductivity losses areavoidableas som eofthese
areassociatedw ithpoorm entalhealth.
Interestingly,the study also looked at the potentialeconom ic benefits ofachieving a m odest 1%
reduction in excess riskofdiabetes and CVD across the EU .It w as found that this could avoid acost
ofaround€628m illion.
In conclusion,David stated that a conservative analysis show s that the cost ofphysical illness in
peoplew ithpoorm entalhealthis greaterthan thepopulation average.T heeconom icim pactaffects
w om en as m uch as m en.M ajor depression seem s to be associated w ith highest totallevelofcosts;
schizophrenia is associated w ith higher costs per case due to m uch higher risk ofphysical health
problem s.T here is a key role ofprim ary care and public health in term s ofhealth prom otion and
disease prevention as w ellas a huge need to better co-ordinate m entaland physicalhealth care.
T here is also a need and potential for cost effective actions as w ell as a need for the careful
evaluation ofeffectiveandcosteffectiveness ofstrategies to address physicalandm entalhealth.

T he finalspeaker w as Juergen S cheftlein (P olicy O fficer,DG S A N CO ),w ho started by thanking the
Interest Group on addressing this vitally im portant topic.T his is im portant to the Com m ission as
m ental health continues to be considered as the underdog. T he Com m ission aim s to ensure
aw areness oftheim portanceofm entalhealthandprom otion ofprevention andtreatm ent.T his w as
reflectedin thew orksurroundingtheEuropean M entalHealthP act,w hichw as designedto convince
policy m akers andhealthprofessionals to lookm oreinto m entalhealthissues.
T raining ofm entalhealth professionals on physicalhealth issues is equally im portant.T he field of
physicalactivity is w herem entalandphysicalhealthclearly com es together.
Juergen providedsom eexam ples ofEU fundedactivities w hichaddress physicalandm entalhealthin
a holistic w ay,such as the AL CO VE Joint Action addressing the im provem ent ofthe diagnosis of
Alzheim er's disease and other form s ofdem entia and support to people affected and their carers.
Juergen pointed out that because ofthe P hysicaland M entalHealth Charter,the Com m ission has
issued a callfor projects inviting projects addressing both health dim ensions to com e forw ard.In
response,the HEL P S project w as co-funded w hich developed a toolto prom ote the physicalhealth
status ofresidents w ith m entaldisorders,m entaldisability or dependency livingin socialand health
careinstitutions.
T heCom m ission’s w orkin this areais now enteringanew phase:thefocus is on chronicdisease. T he
intention is notto focus on individualdiseaseareas butrather lookatallthedifferentdiseases in an
integrated w ay.T his w ork is strengthened by the UN Convention on non-com m unicable disease;
there are opportunities to look at com m onalities betw een diseases. U nfortunately,despite the
Com m ission pushingfortheinclusion ofm entalhealth,theU N Convention focuses on physicalillness
only.How ever,theU N w illcom eforw ardw ithaglobalandEU m entalhealthstrategy to m akeup for
this lack.
M ental health plays an im portant part on the non-com m unicable disease agenda,as there are
com m on w ays of preventing and m anaging chronic disease. T he Interest group m eeting
dem onstrates the need to lookat the links betw een physicaland m entalhealth and identify w here
the gains and gaps are.T he tendency tow ards greater integration ofcare from the hospitalto the
com m unity brings thetw o closertogether.

Discussion

 T heEuropean P arliam enthas threeareas ofaction,i.e.policy,financialsupportand
legislativefram ew orks.L egislation is difficultin this areaas thehealthrem itoftheEU is
lim ited.How ever,stigm ain relation to m entalhealthfollow s asim ilarpattern as gender
basedstigm a,so thepolicy andfinancialinstrum ents couldbehelpful. T heterm ‘m ental
healthm ainstream ing’w as usedto describeaprocess w herem entalhealthw ouldbe
includedin allrelevantareas ofpolicy developm entas am atterofcourse.

 In term s ofm ainstream ingm entalhealth,questions w ereraisedas to w hichCom m issioner
couldbem ostusefully addressed.Itw as suggestedto takeahum an rights angleratherthan
stickto ahealthapproachonly.S tigm atisation anddiscrim ination m ightbeam orepow erful



‘hook’foraction than publichealth(e.g.healthinequalities).T heCharterofFundam ental
Hum an R ights is now partoftheT reaty andthereforeprovides asolidjustification forEU
action in this area;theInterestGroup shouldfollow this through,andpreparesom erobust
argum ents foraction.

 T hereareanum berofinitiatives on theEU policy agendaw hicharerelevantto support
m entalhealthm ainstream ingsuchas Horizon2020 andtheHealthforGrow thprogram m e.
Differentstudies andinitiatives couldbefinancedby eitherofthoseandDG S anco could
stim ulatethis typeresearch,w hichw ouldcontributeto an evidencebasedpolicy approach,
strengtheningtheorganisation ofhealthsystem s andthedelivery ofhealthservices.Access
to physicalandm entalhealthcareandquality ofcarecouldalso bethetopics ofresearch,as
betteraccess saves m oney in thelongerterm .

 T heInnovativeM edicines Initiativeis anotherusefulactivity to bearin m ind,as itis clearthat
new drugs w ithfew ersideeffects areneededas am atterofurgency.S trengtheningthe
healthangleoftheEuropean S tructuralFunds is anotherpossibility.M entalhealth
challenges arealso increasingly recognisedin education policy (e.g.early schoolleavingand
m entalhealth).

 T heClinicalT rials Directive,currently goingthroughtheP arliam ent,couldalso beagood
initiativeto tackle.Iftheaim s areto ensureahighstandardofnew m edicines w ithfew erand
less serious sideeffects,drugdevelopm entshouldbeaddressedatthestartoftheprocess.
T heInterestGroup couldputforw ardam endm ents to this effectandshouldadvocate
standards in relation to m entalhealthm edication andputathrongposition forw ard;as
m entalhealthproblem s arebeingstigm atised,m aybethesam eholds trueform entalillness
m edication.

 O therargum ents thatm ighttriggeraction relateto costaspects;especially in thew orkplace,
m entalillhealthbrings alonghugecosts andproductivity loss.Costeffectanalysis andthe
costim pactofstigm atisation can providegoodargum ents foraction.

 T heapproachshouldbeforthehealthsectorto expandcooperation w ithotherpolicy
dom ains,as thehealthsectorcan supportothersectors (ifonly by ensuringbetter
prevention andm anagem entofm entalillness).

 Atthem om ent,thereis alotofpolicy attention fororphan andpersonalisedm edicines.
How ever,itm ightbem orepracticalto focus on thoseareas w herestigm aanddiscrim ination
arestillam ajorissue,suchas m entalhealth.P harm aceuticalinnovation is badly neededin
this area.P atients needchoiceofm edicines andtreatm ent;treatm ents shouldhavefew er
andless severesideeffects.

 M em berS tates arein chargeofhealthservices,access to andquality andorganisation of
healthcareorganisation so this w illbedifficultto address atEU level. How ever,national
m edicalassociations arequiteautonom ous term s ofprofessionalperform ance,so w orking
w ithprofessionalorganizations (as w ellas w ithacadem ia)atnationallevelm ightbeauseful
w ay forw ard.W hatneeds to beavoidedis duplication ofon-goingdebates andguidelines
developm entprocesses.

 Q uestions w ereaskedabouthow guidelines arebeingdevelopedandw hy their
im plem entation anduptakedoes notalw ays w ork. T his is som etim es relatedto thelackof
know ledgeon thesideofthosew ho develop them .S om etim es guidelines developm entis
supportedby specificpharm aceuticalcom panies andtherecan beconflicts ofinterests
there. T hefocus shouldbeon healthy lifestyles ratherthan on pharm acotherapy only.Itis
notalw ays clearw ho is responsiblefortheim plem entation ofguidelines;prescribers should



also beresponsibleas they areinvolvedw ithscreening,healthy,access to careand
m edicines.T hey havethefulloverview ofthespecifics ofan individual’s situation.

 T heCharterthatw as developedby theP hysicalandM entalHealthP latform lists anum berof
areas w hereaction couldandshouldbetaken.T his w as adopted4,5 years ago,andsince
then,m oreknow ledgeon som eofthechapters oftheCharterhas been accum ulated;there
areadditionalelem ents ofprooffrom m edicalanduserperspectives.Despiteincreased
know ledgeandam pleevidencefortheneedto takeaction,thesam ediscussions arestill
takingplace. P riority actions needto beidentifiedandprogressed.

 Itw as also arguedthatthereis an urgentneedforbetterdata,as thelevelofknow ledgeand
theevidencebasevaries betw een countries.R obustdataareneedediftheeconom icim pact
ofthelinkbetw een m entalandphysicalhealthis to bestatedw ithconfidence.T heL S Estudy
presentedin them eetingis ausefulstart

 W hileitcan bearguedthatpersonalisedm edicineis athingifthefuture,itw as arguedthat
treatm entcan already bem adem uchm orepersonal;hugecosts savings couldalready be
m ade. W hatis requiredis m oreinform ation on thepathw ay ofm entalillness.
U nfortunately,pharm aceuticalcom panies arepullingoutofthem entalhealtharea. Industry
m ightbein agoodposition to pointoutthedisparities andgaps,as w ellas provide
inform ation on reim bursem entsystem s fordifferentm edicines.

 Itw ouldbeinterestingto seew hetherdifferentreim bursem entregulations arein placefor
m edicines forthetreatm entofm entalhealthandthoseto treatphysicalhealth.L S Eis about
to launchastudy in this field,lookinginto theincentives foraddressingm entalhealth
treatm ent.

 Itis clearthatm entalhealthin relation to obesity w ouldbeconsideredpartofcurrent EU
levelactions to com batw eightgain andprom otehealthy lifestyles.

Conclusions

Closingthem eeting,AntonyiaP arvanovaM EP concludedthatthereis aneedto lookatm any angles
thatcan help address m entalandphysicalhealthin aholisticw ay. Gaps in thecurrentEU agenda
needto beidentifiedandaddressed. Education andtrainingofhealthprofessionals andeducational
socialcam paigns arepossiblefields ofaction.Clearly,m edicines fortreatingm entalillness shouldbe
im proved;patients shouldhavechoiceandthequality form entalhealthproblem s shouldnotbe
low erthan thoseforphysicalhealthproblem s.


