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Executive summary

Many people are affected by mental health problems and the impact and consequences

are considerable. Prevention of mental illness and promotion of mental health have

become important areas of focus among European Union (EU) policy makers. In

December 2010, the Executive Agencyor Health and Consumers (EAHC) of the

European Commi ssionds Directorate General for
this project to provide an up -to-date profile of mental health systems across European

Members States and other countries, with a focus on prevention of mental illness and

mental health promotion activities. The report comprises:

1 areview of the relevant European literature;

a series of 29 country profiles (EU Member States and other countries, Croatia
and Norway), and analyses of these;

suggestions for strengthening systems to support prevention and promotion;
economic and social benefits of investments in prevention and promotion;

existing monitoring indicators to assess the quality of mental healthcare;

future plans for prevention and promotion in Member States and other countries;
discussion and policy recommendations for Member States and the European
Commission.

=

=A =4 =4 4 4

Data were collected on the types of prevention of mental illness and mental health
promotion activities in each participating country and focused on three settings: schools,
the workplace and long-term residential facilities for older people.

Status of mental health in the European Union

Recent estimates of the prevalence of mental iliness show that this remains high. Mentd
illness accounts for 26.6% of total ill-health and is associated with a three-fold increase
in the number of work days lost compared to not having a mental iliness over the past
12 months (Wittchen et al., 2011; Wittchen & Jacobi, 2005).

Organisation of mental health care in the EU

The literature documents the shift from institutional -based (or long-stay) mental
healthcare to community -based services. The evidence suggests that community mental
healthcare is a more effective form of care (Caldas de Almeda & Killaspy, 2011;Semrau
et al., 2011).

'The report was completed prior to Croatiads accessio
so referred to as a candidate country given this was its status at the time.
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Prevention and promotion in the EU

Significant developments in mental health promotion and prevention of mental illness
have taken place over the past decade in Europe. There are several important sources of
information for effective prevention of mental illness and mental health promotion
programmes (e.g. DataPreV). Recent publications demonstrate the cost savings that can
be made following investments in preventing mental iliness and mental health

promotion pr ogrammes (C z a b et &.52011,McDaid & Park, 2011, Knapp et al (2011),
Matrix Insight, 2012). There is, however, a notable gap in the literature on costeffective
interventions for older people generally and for those in long -term care facilities.

Analysis of cou ntry profiles & key findings

1 Eleven countries continue to provide long-stay hospital care, some of which are still
in transition towards community based mental health services.

1 The number of inpatient psychiatric care beds and admissions varies consideralty
between countries.

1 Community mental health services in different forms were present in almost all
countries. However, only eight countries had a comprehensive range of community-
based services, including specialist services such as early interventioor assertive
outreach.

1 Variations and gaps in mental health services were found. The uneven distribution of
services was a particular problem for several countries with relatively weltdeveloped
community based services. Other countries reported a lack ofeven basic community
services such as outpatient clinics, and child and adolescent psychiatric services.

1 All participating countries provided examples of prevention of mental illness and
promotion of mental health initiatives; 381 initiatives were repor ted, 62.7% of which
were prevention programmes mostly in schools (41.8%). There were relatively fewer
mental health promotion activities (16.8%), of which 62.5% were also in schools.
Work-based programmes mostly combined prevention and promotion (28.2% of 78
combined programmes). Only 6.6% of all reported initiatives targeted older people.

Strengthening systems to support prevention and promotion

The key issues emerging from the survey of 81 prevention and promotion experts
centred on the implementation of initiatives including the lack of political commitment,
clear action plans or mandates for implementation, availability of financial resources and
trained personnel to deliver programmes.

2 http://dataprevproject.net/
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Feasible and practical indicators

There are many key indicators ard minimum datasets currently maintained across
participating countries. The most commonly reported mental health indicators were:

type and number of healthcare facilities (17 countries), diagnosis of people using
psychiatric facilities, usually inpatient services (16 countries), and workforce or numbers
of mental health professionals (15 countries). Service use/activity data was the next most
frequent indicator (14 countries).

Future plans for prevention and promotion activities

All participating countries have to some extent implemented prevention and mental
health promotion activities. Some are more advanced than others, depending on their
policy commitment and investments, infrastructures and resources.

Conclusions

Our findings show the variety of activity in mental health across Europe over the past
decade. The implementation of prevention of mental illness and promotion of mental
health initiatives has progressed since the EU and WHO policy initiatives launched in
2005. Investment in prevention and prom otion activities is essential, together with
improvements in the access and quality of mental healthcare for the people who need it.

Key policy recommendations

Recommendations for Member States

1. Ensure commitment and leadership to population mental health a nd well-being
2. Strengthen mental health promotion and prevention of mental illness

3. Promote mental health and well-being partnership action

4. Promote the transition towards mental health services that are integrated into the
community and ensure a better distribution of and access to services

Promote quality of care, data collection and defining indicators

6. Empower users, informal carers and civil society

o

Recommendations for the European Commission

1. Continuing a leadership role on mental health and well-being

Promoting exchange and cooperation between Member States

Integrating mental health into the EU's own policies

Working with stakeholders

Improving the availability of data on the mental health status in the population
and defining, collecting and disseminating good practices

o s~ e
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1. Introduction and Objectives

1.1 Introduction

This report was commissioned by the Executive Agency for Health and Consumers at the

end of 2010 and commenced January 2011. The project had a wide remit toprofile

mental health systems across 27 European Member States and two other countries,

Croatia and Norway. The report was compl eted p
(which took place 1 July 2013) and so referred to as a candidate country given thiswas

its status at the time.

A core theme of the project concerns the extent to which prevention and promotion
policies and initiatives have permeated health and related systems within each country.
This status report attempts to provide an update of mental health systems across
Member States and other countries, the status of mental health in the population, and
an overview of developments in mental health promotion and prevention of mental
illness (in terms of the benefits expected and future directions).

1.2 Policy context

Burden and associated costs of mental illness

I n any one year, the proportion of the Europeas
mental disorder is 38.2% (164.8 million people) (Wittchen et al., 2011). The most

common diagnoses are anxety disorders (14.0%), insomnia (7.0%), depression (6.9%),

somatoform disorders (6.3%), alcohol and drug dependence (>4%), attention-deficit and

hyperactivity disorders (ADHD, 5% in younger age groups) and dementia (1% in people

aged 60-65 and 30% in those aged 85+ years). Although the overall prevalence of

mental disorders appears not to be increasing, compared to figures from a comparable

study carried out in 2005 (Wittchen & Jacobi, 2005), the rate remains significantly and

persistently high.

Mentaldisor ders i mpact on a personds emotional , fi
well as affecting their families and social network. The cost or burden of mental illness is

therefore far reaching. Across 30 European countries, the total cost of disorders ofthe

brain is estimated at 798 billion Euros for 2010 (Gustavsson et al., 2011). This figure

includes mental, neurological and neurodegenerative diseases of the brain. The

proportion attributable to direct healthcare costs (37%) was greater than that attri buted

to indirect non -medical costs (e.g. social services) (23%). However, the proportion
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attributable to indirect costs in terms of
at 40%.

Equally important are the social costs associated with mental illness. Stigma and
discrimination, for example, are widely reported as enormously detrimental. A study in

27 countries, including those of Europe, examined the global pattern of both

experienced and anticipated discrimination in those with schizophrenia. Nearly half of
729 participants (47%) had experienced discrimination in making or keeping friends; 29%
(of 724) had experienced discrimination in finding a job, and 29% (of 730) discrimination
in maintaining employment (Thornicroft et al., 2009). The authors identify two important
discrimination domains & personal relationships and work d and found that over half the
participants anticipated, but did not experience, discrimination.

Access to mental health care for those who need it is crucial, yet the gap in acessing
these services is notably wide. Examining six European member countries, Alonso et al.
(2007) found that for people drawn from representative samples of the general adult
population with a 12 -month prevalence of mental disorder, just under half (48%)
reported no formal use of mental healthcare. A fear of being labelled with a mental
health problem also leads to delays or avoidance of seeking treatment or help
(Wahlbeck & Huber, 2009), with the possibility that symptoms of mental iliness could
continue or worsen as a consequence.

People with mental illness are also at greater risk of physical illness and have higher
levels of disability and earlier mortality. This in part is due to lifestyle and treatment -
specific factors such as use of antipsychotc medication. Moussavi and colleagues (2008),
in a worldwide study of 60 countries including 26 from the European region, found

people with depression had much poorer health scores than those with other chronic
diseases such as angina, arthritis and diabets, even after controlling for a number of
important confounders. There is evidence to show that people with severe mental iliness
and comorbid physical health problems are less likely to receive standard levels of care
for metabolic, cardiovascular, viral respiratory and other disorders (De Hert et al., 2011).
On average 26% of people with mental illness in Europe are provided with treatment. For
those with physical illness, over 75% receive treatment (Wahlbeck & Huber, 2009). This is
a staggering difference and often rooted in discrimination.

Social determinants of mental health

The Commission on Social Determinants of Health (CDSH, formed by the WHO in 2005)
brought together the evidence on social determinants and how to promote health equity
in order to spur change in collaboration with policy makers, researchers and civic society
(CSDH, 2008). The CSDH called for closing the health gap within a generation. Three
overarching recommendations were put forward:
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1 improving daily living conditions, particular ly the well-being of girls and women;

1 tackling the inequitable distribution of power, money and resources in order to
address health inequities and inequitable conditions of daily living; and

1 measuring and understanding the problems and assessing the impact of action.

By examining the available research evidence, the CSDH has created an opportunity to

see what mental health can contribute to understanding how material living standards

and social position (or social economic status) influence health and mental health

(Friedli, 2009). Employment and working conditions provide one example. Where

positive, these provide financial security, social status, personal development, good

social relationsand selfe st eem. Where a personds thocank exper
adversely affect their physical and mental health. Investment in the early years of life is

another example where significant gains can be achieved in reducing health inequities.

Hence, care from pre-pregnancy through to the early days and years of life play an

i mportant role in building childrends capacity

Mental health, well -being and happiness

Debates on mental well-being have had a fundamental influence on mental health policy
in Europe. Published around the beginning of the current economic crisis, the report by
Stiglitz and colleagues in 2008, commissioned by Nicholas Sarkozy during his tenure as
as President of France, attempts to identify an alternative to Gross Domestic Product
(GDP) (considered too narrow) to measure the ecaomomic and social progress of a
country. The focus is on non-market activities, well-being rather than production, quality
of life and sustainability (CMEPSP, 2008). The OECD Global Project on Measuring the
Progress of Societies attempted a similar exercisgHall & Giovanni, 2009).

Drawing on the CMEPSP6s recommendations, the C
Initiative to help understand the factors that contribute to well -being and achieve

greater progress for all (OECD Better Life Index) (OECD, 2011a). TieHowdés Li fed rep
(OECD, 2011b) describes the most i mportant f ac
being. Forty countries worldwide were surveyed and it was found that well-being has

increased on average over the past 15 years through better employment, housing,

education, reduced exposure to crime and air pollution etc. The differences between

countries are very significant. People with less education and lower incomes tend to have

poorer well-being, more health problems and reduced life expectancy.

The New Economics Foundation (NEF, 2009) has also produced some influential work in

this area. Their report on the national accounts of well-being in Europe examined two
categoriesofwel-bei ng: per sonal (a personds owa exper.i
emotions, vitality, satisfaction, resilience), and social (supportive relationships, trust and
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belonging). These data were collected in a major 2006/2007 survey of 22 European
countries and revealed some interesting findings:

9 countries with high levels of personal well-being do not necessarily have high
levels of social wellbeing, and vice versad Denmark came top and Ukraine
bottom;

1 Scandinavian countries scored highest for overall welltbeing, with Central and
Eastern European countries having the lowest scores;

1 levels of well-being inequality vary greatly between European countries. Austria,
for example, has many more individuals at both the high and low ends of the
well-being scale;

1 well-being profiles also varied considerably between countries. Portugal shows a
mixed picture for each well-being component, but not Estonia, which had similar
scores just above or below the European average.

Much of the literature on well -being has focused on adults, but some surveys have been
conducted to gauge the le vels of well-being in children (UNICEF, 2007; 2011). The 2007
survey of 21 OECD countries found that the UK ranked in the bottom third of the
rankings for five of the six domains measured (e.g. material weltbeing, health and safety,
educational, family and peer relationships). A subsequent study, commissioned by
UNICEF, of Spain, Sweden and the UK shows a complex relationship between welieing,
materialism and inequality. Time with family and friends and activities outside the home
appear central to childr e n 8 s s u b-being;tmaterial goods vdre used as social
enablers rather than something that was directly linked to their own happiness (UNICEF,
2011).

As with the well-being agenda, the search for happiness (or life satisfaction) is also
gaining mo mentum in wealthy countries with recognition that this is not simply achieved
through increasing income. Improving happiness appears to be moving beyond
something pursued at an individual level to becoming a matter of national policy (Sachs,
2012).

Recovery, person -centred approaches, stigma and social inclusion

The rise of recovery approaches in recent years has also made an impact on the well

being agenda. A European Social Network working group on Mental Health published a

report which charts how health and social services are moving towards more person

centred approaches which are focused on recovery (ESN, 2011). These approaches for

people with mental health problems are focused on the person themselves taking on as

much control as possible by organising and choosing the services they need. Recovery is

also about being considered as an individual with assets; in other words, an approach

t hat emphasises a personds st r effogusddsThisaats her t h
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as ameanstoimprovingaperonés qual ity of | ife and a way o
discrimination. These are also issues which must be addressed if recovery approaches are

to be successful. It promotes, therefore, a socially inclusive approach. Recovery is about

regaining dignity and respect for a person with mental health problems. Rather than

being in passive receipt of services, service users become actively involved in their care.

This has, to some extent, been extended so that service users work alongside

professionals to redesign and deliver mental health services, although it is generally

acknowledged that there remains much more to achieve with this form of service user

involvement.

Prevention and promotion - definitions and interventions

In an effort to reduce the burden of me ntal disorders, the WHO published two summary
reports which describe some of the evidence base on the effectiveness of mental health
interventions in terms of both prevention and promotion (WHO, 2004a; 2004b). These
documents highlight the need for these i nterventions, and aim to assist Member States
in selecting and implementing appropriate policies and programmes to improve
population health. The document on prevention emphasises the human rights issues
inextricably linked to mental disorders and how 6 pvergive measures are harmonious
with principles of social equity, equal opportunity and care of the most vulnerable groups
i n s o(WHGC 20944). A separate publication on interventions for promoting mental
health makes clear that prevention and promoti on are distinct but have overlapping
goals. Mental health promotion targets a wider audience, however, as it aims to improve
mental health in the general population.

The public health definition of prevention of mental disorder used by the WHO (2004a)
and defined by Mrazek & Haggerty (1994) aims at:

6reducing incidence, prevalence, recurrence of
symptoms, or the risk condition for a mental illness, preventing or delaying recurrences

and also decreasing the impact of ihess in the affected person, their families and the
societyad.

Primary prevention can be universal (targeting a whole population group), selective
(targeting individuals or subgroups at some risk of developing a mental illness) and
indicated (targeting tho se at high risk). Secondary prevention aims to lower the number
of established cases (prevalence) through early detection and treatment of those
diagnosed with the disorder. Tertiary prevention encompasses interventions which seek
to reduce disability, enhance rehabilitation and prevent recurrences or relapses of the
disease.

The WHO defines mental wellbeing as:
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60éa state of compl et e p hogirggiared adt mereiptheabsehcead nd s oc
di sease or infirmityéi nhiswarlownabiltes,tan capewdth thei d u a | r
normal stresses of life, can work productively and fruitfully, and is able to make a

contribution to his or her communityd (WHO, 2 C

Both these definitions are used for the purposes of this report.

In a time of austerity and reduced public sector spending it is important not just to
identify intervention programmes that work, but also to identify those that are also cost -
effective. Zechmeister et al. (2008) and Knapp et al. (2011) do this in reviews of the
evidence from economic evaluations of prevention and promotion programmes. They
also reiterate the importance of investing in these given the potential benefits, but note
the need for more robust evidence on cost-effective interventions.

As part of the drive to improve mental health, Governments have recognised the
fundamental importance of mental well -being in the population and the need for
preventing many of the harmful risks and stresses that lead to mental illness. Cross
national data on mental health and mental well-being has also been collected through
two Eurobarometer surveys conducted on behalf of the European Commission between
2005-2006 and in 2010 (Special Eurobarometer 248, 2006; Special Eurobarometer 345,
2010); and through the European Health Information Survey (EHIS).

The focus on improving the mental well-being of an entire population has therefore
represented an important shift towards acknowledging the potential benefits of
promotion and prevention, together with improving the care and tre atment of those
with existing mental iliness (Friedli, 2009). This, coupled with the growing evidence base
on interventions for mental health promotion and the prevention of mental illness, has
resulted in strong support for pushing mental health promotion and prevention higher
up the policy agenda.

1.3 European mental health policy - an overview

Since 2005, considerable health policy attention has been directed towards mental

health both globally and in Europe. In 2005, the WHO European Region, the Eurogan

Commi ssion (EC) and the Council of Europe appr
Action Plan for Europed&6 (WHO, 2005a; 2005b) to
health in Europe. European Ministers of Health put forward a twelve-point action plan,

listing strategies for development and milestones to be implemented by 2010 (WHO,

2005b). These were to:
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1. Promote mental well-being for all (e.g. mental health promotion across the
lifespan and to adopt this as a long-term investment);

2. Demonstrate the centrality of mental health (to build a healthy, inclusive and
productive society;

3. Tackle stigma and discrimination (e.g. protection of human rights and respect for
people with mental iliness);

4. Promote activities sensitive to vulnerable life stages (e.g infants, children, young
people and older people);

5. Prevent mental health problems and suicide (e.g. target groups at risk and
establish selfthelp groups);

6. Ensure access to good primary care for mental health problems (e.g. detect and
treat mental health problems);

7. Offer effective care in community-based services for people with severe mental
health problems (e.g. empower service users and carers to access mental health
and mainstream services);

8. Establish partnerships across sectors (e.g. create collaborate networks across

services essential to users and carersod0 quae

9. Create a sufficient and competent workforce (e.g. recognise the need for new
staff roles and responsibilities across the health service and other relevant
sectors);

10. Establish good mental health information (e.g. develop or strengthen national
surveillance systems based on internationally standardized indicators);

11. Provide fair and adequate funding for mental health (e.g. assess whether the

proportion of the health budget locatedto me nt al health fairly ref

needs); and

12. Evaluate effectiveness and generate new evidence (e.g. evaluate the impact of
mental health systems over time and encourage the implementation of best
practice).

Shortly afterwards, the European Commissbn published the Green Paper entitled

0l mproving the Ment al Heal th of the Popul ati or

popul ation of Europe as a resource for achievi

objectives, including6t o put Eur o pteto lorey-tekm poosperity htesuspasn
Europeds commitment to solidarity and soci al
benefits to the qual i t(urapéan Communities, @005, EgBY. o p e an

Participants in a high level EU confererce in 2008 recognized the importance and
relevance of mental health and well-being for the European Union, its Member States,
citizens and other stakeholders, and launched the European Pact for Mental Health and
Well-being (2008). The Pact outlined five piority areas for the promotion of mental
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health, prevention of mental disorders and promotion of social inclusion noting the
target groups and settings of interest:

w Prevention of Depression and Suicide;

w Mental Health and Well-being of Children and Young People;

w Mental Health and Well-Being in Workplaces;

wOl der Peopl eds Merbeigjanddeal t h and Wel |
w Promoting Social Inclusion and Combating Stigma

Thematic conferences were convened for each priority area and the document
&uropean Pact for Menta Health and Well-being: Results and future action' welcomed
the results of the five thematic conferences and invited Member States to make mental
health and well-being a priority of their health policies and to develop strategies and/or
action plans on mental health. These priority areas sit alongside European Directives
such as those to improve the health and safety of employees and prevent the risks to
health in the workplace, introduced in 1989 (Directive 89/391/EEC- OSH "Framework
Directive").

Economic crisis

Since 2008, the economic crisis in Europe has prompted further concerns about the
potential impact on mental health. This again highlights the social and economic
determinants of health and the link between mental health problems and deprivation,
poverty, and inequality for example. Increased levels of unemployment, numbers of
people living in poverty and reductions in public spending all pose significant risks to the
mental well-being of the population.

In response to the economic downturn, WHO Europe (2011) published a booklet to
outline some of the benefits of implementing various actions that can mitigate the
effects of the economic crisis. It argues that the successful recovery of European
economies crucially depends on the mental health of the population. With this in mind,
the recommended safeguards to lessen the impact include:

1 the promotion of positive mental health and resilience which goes beyond the
remit of the healthcare system and involves all government sectors;

1 awareness of the mostvulnerable groups most likely to be affected by the crisis,
those on low incomes and people living on the poverty line;

1 increase social protection responses, such as maintaining social and welfare
spending to help buffer against the effects of, for exampl e, unemployment,
increased suicides and health inequality;
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1 activate labour market and family support programmes for those affected by the
crisis;

9 control alcohol prices and availability and introduce debt relief programmes; and

1 improve primary care for people at high risk of mental health problems.

The consensus is, even within these difficult economic times, to continue investing in
mental health and strengthening existing mental health policies. It has also been noted
that the potential negative mental h ealth effects of the recession can be reduced if
governments make policy choices that help people retain jobs and re-gain employment,
together with provision of family support measures and mental health related services
(Stuckler et al., 2011).

At a broader policy level, the Europe 2020 Strategy (European Commission, 2010) has set
out three mutually reinforcing goals to tackle the economic crisis to deliver high levels of
employment, productivity and social cohesion & with fixed targets to be achieved by

2020.

The increasing life expectancy in Europeans is seen as another important challenge to
address. It is predicted that by 2050 the number of those reaching the age of 65 years
will double and those over 80 will triple. This aging population has implicat ions for
mental health, notably prevention and promotion in particular. An important response to
this challenge is the European Innovation Partnership on Active and Healthy Ageing
(European Commission, 2012) initiative. This seeks to increase the healthyféspan of EU
citizens by 2 years by 2020 through:

1 enabling people to lead healthy, independent and active lives in older years;

1 improve the efficiency and sustainability of social and health systems; and

1 create new opportunities for businesses to generate innovative products and
services in response to the challenges presented by an ageing population.

Further developments at policy level

In June 2011, the Council of the European Union adopted a series of conclusions that
confirmed support for the European Pact (2008). The Council invited Member States and
the Commission to set up a Joint Action on Mental Health and Well-being under the EU
Public Health Programme 2008 2013. Using this as a platform to, among other things,
tackle mental disorders through health and social systems, build innovative partnerships
between health and other relevant sectors such as social, education, employment and
manage the development of community based and socially inclusive mental health
approaches
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The WHO is due to publish anew European Mental Health Strategy which draws
together promotion, prevention and the treatment of mental illness. The three cross -
cutting objectives to the strategy are that:

1 health systems provide good physical and mental health care for all;

1 mental health services work in well-coordinated partnerships with other sectors;
and

1 mental health governance and delivery are driven by good information and
knowledge.

A key element is that mental health can no longer be seen as the sole responsibility of
specialst mental health agencies(Friedli, personal communication).

1.4 Objectives of the project

Within this context, our task was to produce up to date information of the 27 member
states of Europe, candidate and EFTA/EEA countries; provide comparisons using
appropriate cross-country indicators; and overall totals at EU level. Our main objectives
were to:

w profile the mental health status of the population, focused on the prevalence of
mental illness, key risks and protective factors;

w describe how mental health systems are currently organised and how they operate in
relation to existing mental health promotion and prevention of mental illness
programmes;

w set out expert proposals for initiatives to strengthen mental health systems in
prevention and promotion at EU, country and regional level and by non-statutory
agencies; and

w estimate the benefits to be derived from action and investments, performance in
health, education, social development and economic growth.

Other relevant questions were also explored. Thesemcluded:

w What promotion and prevention programmes have been implemented, where and
with what effects?

w What legislative and policy changes have underpinned these programmes?

w What appears to be the impact of these developments on mental health indicators
and what mediating factors (e.g. poverty) are implicated?

w What future impact is anticipated?

w What are the costs and the potential savings of effective measures to promote mental
health?
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2. Methods

2.1 Literature review

Given the wide scope of the projectds objectiwv

and grey literature published in the period 2000-2010 was carried out, although more
recent relevant literature from 2010 was also included. This literature review incorporated

a number of systematic reviewing techniques. Electronic bibliographic databases were
accessed, together with manual searches to identify grey literature, any relevant books,
book chapters and journal articles which were not available electronically or not

identified by the database search. To ensure the most upto-date literature was

identified & including that in pressot he pr oj ect 6s coordinator
experts in Prevention of Mental lliness (MPI) and Mental Health Promotion (MHP) for
information on recent studies and reports.

Inclusion criteria

The inclusion criteria for the literature review were kept deliberately broad to cover the
full range of data and information needed. All study types, reviews, editorials, briefing
papers, policy papers and reports were included if relevant. Publications were included if
they were:

1 European; rderring to one or more Member States or Candidate or EFTA (European
Free Trade Association) country;

1 Comparative; comparing two or more European countries on any of the domains of
interest (mental health legislation, prevalence of mental disorder, prevention and
promotion activities etc.);

1 Literature reviews of the relevant domains, particularly on the effectiveness and
economic and social benefits of prevention and promotion programmes.

Non-English language papers were included where possible if they metthe above
criteria.

Exclusion criteria

This included any study or paper that did not meet the above inclusion criteria.
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Search methods

The following eight bibliographic databases were searched:

MEDLINE/PUBMED

MEDLINE(Ovid)

EMBASE ExcerptaMedica (Ovid)

PsycINFO PsycINFJOvid)

AMED Allied and Complementary Medicine (Ovid)

COCHRANE Cochrane Database of Systematic Reviews (CDSR), Databass
LIBRARY of Abstract Reviews of Effects (DARE),

SSCI Social Science Citation Index (ISI Web of Science)

ERIC Education Resources Information Centre

CENTRAL Cochrane Central Register of Controlled Trials (CENTRAL),

Cochrane Database of Methodology Reviews (CDMR), Health
Technology Assessment Database (HTA) and NHS Economic

Evaluation Database (NHS EED)

Search terms

The search terms were defined by an Informaton Specialist. Two sets of search terms

were developed to encompass all relevant subject areas from mental health systems to
mental health status and prevention and promotion activities.

A selection of papers
Ol i ttneusst O

to match each of the databases and refined to ensure the key litmus-test papers were

written by a key expert in the field was seleded for use as a
to check the adequacy of the

retrieved. The two lists of search terms can be found in Appendix 1

Grey literature

search

The grey literature represents a major source of information in this area. Efforts were

therefore focused on collecting all main relevant reports and policy papers written over
the past six years since the EU Green paper (European Commuties, 2005) and the EU
Pact for Mental Health and Well-Being (Action Plan) (2008). The following sources were

accessed to identify the grey literature:

1 EU databases (see below for details);

fTthe projectds Advisory Group,;

1 policy experts working at EU level
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http://gateway.uk.ovid.com/gw1/ovidweb.cgi?New+Database=Single|18&S=PDHFFNKHFAIAAP00D
http://gateway.uk.ovid.com/gw1/ovidweb.cgi?New+Database=Single|23&S=PDHFFNKHFAIAAP00D
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http://gateway.uk.ovid.com/gw1/ovidweb.cgi?New+Database=Single|2&S=PDHFFNKHFAIAAP00D
http://biblio.eui.eu/record=e1000112

1 experts in mental health and those working in prevention of mental iliness and
promotion;

1 cross-referencing of key papers and reports; and

1 internet searches (using search engines such as Google).

Selection of studies

The initial retrieval from the search of bibliographic databases yielded 32,545 titles on
the subject of prevention and promotion and 50,095 publications on the subject of
policies, services and incidence. The articles were subjected to three tiers of screening in
order to identify and retai n the most relevant material.

A refinement of the inclusion criteria was considered for the second and third stages of
screening. Four areas of investigation were drawn up relating to the research questions,
as follows:

1 profiling the mental health status of populations by focusing on prevalence rates of
mental illness, key risk factors and protective factors;

1 organisation of mental health systems and their operation in relation to existing
prevention and promotion in mental illness programmes; investigati on into policies
that attempt to change mental illness systems; examining who is responsible for
prevention and promotion programmes;

1 expert proposals for initiatives to strengthen mental health systems from prevention
and promotion activities from EU level through to regional level; and

1 potential benefits to be derived from investment and activity in mental health
prevention and promotion; economic and social development in health, in particular
the effects of the economic downturn and its effect on mental health prevention and
promotion activities.

Search results

The results from three levels of screening of the titles are as follows.

First screening

The initial screen was carried out using EndNote software and resulted in a total of 1,253
articles on the topic of prevention and promotion being retained. This figure comprised
670 articles plus a further 378 publications from non-European Union countries; 205
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articles were coded as O6unsured® and retained f
and discarded numbered 31,292.

For the topic of policies, services and incidence, a total of 891 publications were retained.

This comprised 701 articles, plus a further 16 publications from non-European Union
countries; 174 articl es inedfordurttencdnsideratos. dunsur ed
Articles excluded and discarded numbered 49,204.

Second screening

A second, more in-depth screening of the results of the first screen was performed via
EndNote software by two members of the research team in parallel to ensure conformity,
provide triangulation and avoid ambiguity. Criteria for the selection process as detailed
above were used for this exercise. From 1,253 prevention and promotion articles
reviewed, 165 publications were commonly selected. For the policies,services and
incidence literature, of 891 articles originally selected in the first screening, 165
publications were retained.

Third screening

The final screening of the articles was carried out by a member of the research team,
with these selections reviewed for inclusion by a second researcher. This procedure
resulted in a final figure for retention of 40 prevention and promotion articles and 30
policies, services and incidence publications. This literature wasanalysed and
summarised, and in the final review the focus was placed on the most recent of these
articles.

Grey Literature

In addition to the retained articles for prevention and promotion and policies, 76
additional grey literature articles were identified and highlighted for possible review. Of
that number, 46 were retained giving a total of 116 articles for inclusion in the literature
review.

2.2 Selection of country collaborators

Attempts were made to recruit country collaborators from all 27 Member States. The

methods used for identifying pot ential collaborators involved initial internet searches of
senior mental health academics working at EU level, authors of key reports, those with
experience of pan-European studies in mental health and related areas (such as public
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health and drug and alcohol misuse), senior mental health professionals and civil
servants working in the Departments/ Ministries of Health. We also obtained
recommendations from academic and policy colleagues, the EAHC, and our own Steering
and Advisory Group members (see Appendx 2 for a full list of our collaborators).

Collaborators were selected according to their expertise in mental health, familiarity with
mental health systems in their country, and capacity to complete the required work
within the set timeframes.

Collaborators were recruited for 23 of the 27 Member States and one candidate country
(Croatia, which following the reportds compl et
Data for Denmark, Ireland, Luxembourg and the United Kingdom were collected by the

authors.

Collaborators were paid a fixed fee for their data reports which were written and
submitted in English.

2.3 Data collection from country collaborators

Data provided by country collaborators formed an important and significant part of the

data needed for the project. For this reason, a template was written to cover all aspects

of the data required to meet the projectods obj
conduct extensive primary research, so the data obtained by country collaborators is

based on secondary sources of information (e.g. national data sources such as

Government websites, published and grey literature). The template included detailed

specifications to gather information comprehensively and in a standardised format, to

facilitate comparisons between countries. Collaborators were required to list all sources

of information cited. Coll aboratorsd data were
between March and November 2011.

Data template for collaborators
The data template listed eight tasks for collaborators to complete. Tasks were mapped
according to the projectods key domains. Tabl e

Table2. 1 : Col |l aboratorsoé6 data collection tasks

Task 1 A brief description of the current Mental Health Legislation an d any
proposed legislation and/or policy that prioritise mental health
promotion (MHP) and prevention of mental illness (PMI) activities or
programmes.

Task 2 Describe the types and organisation of mental health services (both
hospital and community - based) - noting any joint working in schools,
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the workplace and long-term care facilities for older people to promote
mental health and/or prevent mental illness.

Task 3 Monitoring systems and feedback indicators and what additional
comparable indicators (for comparison both between and within
countries) are feasible and practical and based on reliable data.

Task 4 Mental Health status (facts and figures) using the very latest
figures/information on mental illnesses as defined by ICD10 diagnostic
codes (WHO,1993). List key risk and protective factors for mental health.
Task 5 Prevention of mental illness programmes in schools, the workplace and
long-term facilities for older people.

Mental health promotion activities in the above settings.

Task 6 Financialinvestments allocated to mental health promotion and
prevention initiatives in the settings of interest.

Task 7 Types of prevention programmes that reduce the risk factors (e.g.
poverty and social exclusion) and programmes that enhance protective
factors (e.g. good coping skills, supportive networks) in the settings of
interest.

Task 8 Consult with up to five experts in prevention and promotion of mental
health. These could include policy makers, academics and professionals
(e.g. nurses, teachers, carersf older people) delivering such
programmes.

To capture details on each countrydés ment al

model designed by Thornicroft & Tansella (1999; 2008) with the express aim of
identifying levels of implementation, stre ngths, weaknesses and the action needed to
improve care. The model focuses on three main areasd input, process and outcomes.
The specific information requested for each area included:

Input & the number, types of services and interventions used; the finarcial resources
allocated to them; location of services and education and training required.

Process d access and usage of services to identify gaps and shortcomings in care,
variations in delivery and unequal access to them.

Outcomes 0 the extent of implem entation in relation to policies and operational
plans/procedures; effectiveness of interventions implemented; activities on a day to day
basis; and anticipated outcomes where evidence is lacking.

In describing and assessing current mental health servicesywe also focused our data
collection efforts on mental health promotion and prevention of mental iliness activities
within mental health services and the health sector generally.
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A separate section in the template was created to ensure collaborators reported as much
relevant information on prevention and promotion programmes as they were able to
identify. This included:

aim(s) of the programme;

stakeholders involved / target group;

methods or approach used;

main results of any evaluation; and

duration and cost of programme or finances allocated.

= =4 =4 -4 =2

The template was accompanied by a Coll aborator
of information required for each task. Definitions and terms were also included in the

coll aborator sd br defnédby Mvazeka plaghertye(tP94) dnabusesl by

the World Health Organization (see Appendi x 3

Definitions of mental health services

Mental health services, such as inpatient and community-based care, were broadly
defined using definitions set by the WHO in their Mental Health Policies and Practices
report published in 2008. Country collaborators, however, were also given scope to
describe in their own terms the different types of inpatient and community -based mental
health services. A glossary of definitions can be found in Appendix 5.

Coll aboratorsd data sources

Collaborators drew on a broad range of national data sources to complete their data
reports. Various government and non-statutory organisation websites were searchedto
collate up-to-date publications and information. These searches were restricted to those
dealing with health, employment, social exclusion/inclusion, education and schools.

Search terms devised for the bibliographic literature review were shared with all
collaborators to use for their publication searches. Results of the literature search yielded
a number of reference titles that referred specifically to particular participating countries.
These titles (papers) were put aside and sent to collaborators o include in their data
report. Collaborators were also asked to provide the ten most important papers or
reports on mental health systems in their country; and on those that concerned
prevention and promotion of mental health.
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Preparation and validation o f country profiles

Completed data templates received from country collaborators were used to prepare a
draft country profile by the research team. Any gaps in information were supplemented
with published data where necessary. The draft profile was submitted for review by
Governmental Experts in Mental Health and WellBeing from each participating country
in 2012. These experts provided additional up-to-date information and revisions where
needed. The country profile was then revised accordingly by the leadresearcher,
checked by Governmental experts and a final version validated by them.

2.4 Survey of key experts

A survey of key experts in the prevention of mental disorder and mental health
promotion (up to five in each participating country) was conducted t o obtain further
information about the main challenges and potential solutions to implementing
initiatives in these areas. The key experts included policy makers, academics and
professionals (e.g. nurses, teachers or carers of older people) delivering thes
programmes. We also gauged the opinions of experts on ways to strengthen existing
efforts and on the expected benefits if prevention and promotion activities were fully
implemented.

The consultation was not intended to be a comprehensive or representative survey of
experts, but a means for collecting important additional information to help inform our
recommendations for improving and resolving existing challenges.

Questionnaire development

A questionnaire for the consultation was developed and included a series of openended
guestions with specific reference to the groups of interest (children and young people,
adults in the workplace and older people in long term facilities). The topic areas covered
the domains of interest; factors that hindered or faci litated the implementation of
prevention and promotion activities; any outcomes achieved to date including those
anticipated (e.g. economic and social gains); impact of the current economic difficulties
on funding programmes; areas of weakness and strengths; the long-term expectations
and the sustainability of programmes; and, future plans for policy and practice.

The questionnaire was written in English and piloted in three countries & Bulgaria,
England and Norway. Amendments to the questionnaire were made accordingly which
included rewording questions to elicit appropriate responses.
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Identification of experts and questionnaire distribution

Experts were identified and invited to participate in the consultation via the country
collaborators. Collaborators were asked to list and approach the names of five experts to
consult. Experts were selected if they were involved in developing, commissioning,
researching and/or delivering mental health prevention and promotion programmes in
schools, the workplace andino | d er p e o-ferimedesfacilitiesnExperts agreeing to
participate in the project were given the option to respond to the questionnaire by
email/post or, if preferred, a face to face or telephone interview.

Figure 3.2 below details the number of experts identified and approached, together with
the number of questionnaires completed. A total of 81 responses were received from
110 experts identified and approached by country collaborators; yielding a response rate
of 73.6%.
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Figure 2.1: Experts app roached and questionnaires completed
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Responders included experts holding senior positions in the Ministries of Health,
Education and public health departments, universities, clinicians working in mental
health services, coordinators or project managers d prevention or mental health
promotion programmes, researchers, educators on programmes. Their years of
experience working in their fields ranged from 3 to 15 years.

2.5 Databases and web sources

A range of European health-related databases and websiteswere searched to gather the
full complement of available data and publications. Several main databases were
examined to collect figures on the prevalence of mental iliness; details of mental health
systems and services; best practice examples; indicatorand minimum datasets; and any
information on prevention of mental illness and mental health promotion programmes
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for participating countries such as investments and existing feedback indicators. The
databases searched included:

1 Information on individual European countries mental health systems, policies
at: http://www.euro.who.int/mentalhealth/ctryinfo/20030829_1

1 World Health Organization 8 Regional Office for Europe for evidence and data:
http://www.euro.who.int/envhealth

1 Europa and European Commission: ér country profiles (general facts and figures) for
the 27 member states on the EU, policy, indicators and best practice (Eurocompass):
http://europa.eu/index_en.htm and
http://ec.europa.eu/health/mental_health/policy/index_en.htm

1 The European Project on Mental Health Promotion and Disorder Prevention: for
country stories; details of action plans and European policies:
http://www.gencat.cat/salut/imhpa/Du32/html/en/Du32/index.html

1 Mental Health Europe: http://www.mhe -sme.org/en.html

Mental Health Observatory: http://www.nepho.org.uk/mho/

1 OECD Key data on OECD countries, including health and indicators:

=

1 Health Care Quality Indicators for Mental Disorders:
http://www.oecd.org/document/25/0 ,3343,en_2649 33929 37091033 1 1 1 1,00.html
1 EU Public Health:http://ec.europa.eu/health -
eu/health_in_the_eu/statistics/index_en.htm
1 European Social Survey
1 Global Health Observatory (GHO): http://www.who.int/gho/en/

2.6 Analysis

Literature review

Becauseof the broad spectrum of the project and the high volume of reference titles
generated by our extensive searches, we aimed to ensure that only highly relevant
papers were included in the review.

In order to inform the report chapters, a process of analysis and summarising the final
collection of articles was carried out. Each paper was précised and the central
information of the article distilled into a short summary including the: purpose, target
group, main findings, and conclusions.

For final inclusion in the literature review, the completed summaries were categorised
under the projectds main research questions ar
abbreviated to the most cogent information and written into the review.
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Matrix for collaborators 0@Odata

Data reports received from country collaborators varied in size (from 7,000 to 8,500
words) and contained largely textual data. Data reports and additional information
gathered from other sources (such as EU websites, databases, EU and WHO reports)
where required, were used to compile individual country profiles.

An Excel spread sheet was created to summarise the data received from country
collaborators. Additional Excel spread sheets were created for the five main domains and
sub-themes to record the key infor mation needed to create overall EU level
comparisons. This database was used for its flexibility in accommodating both numbers
and text.

Analysis of raw data, such as numbers of inpatient beds and lengths of stay, were plotted
in an Excel scatter gram tohelp identify countries which clustered together to examine
patterns in the data and test for any correlations.

Responses from the consultation exercise with experts

Open-ended responses from the semistructured questionnaires sent to experts were
entered into the qualitative analysis software package, NVIVO (version 9.1) to aid
analysis. A thematic analysis was employed, beginning with the reading and rereading
of responses and subsequently coding the main themes, and developing categories
which best described the patterns in the responses and emerging themes.
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3. Review of the literature

This chapter presents an overview of the available literature in relation to the:

91 prevalence of mental illness throughout European Member states and other
countries; whether these have increased over time; and the key catributory risks and
protective factors;

1 mental health systems in EU Member States; attempts to improve mental health
services; and promotion of mental health and relapse prevention;

1 prevention of mental illness and promotion of mental health in Europe b ased on EU
funded initiatives and the current and emerging evidence base for schools, the
workplace, older people and depression and suicide prevention; and

1 current EU policy context and developing evidence-based policy and practice.

3.1 Mental Health st atus in the European Union

Despite the major difficulties associated with collecting epidemiological data, various
attempts have been made at estimating the prevalence of mental illness in Europe. The
European Policy Information Research for Mental Disordes (EPREMED) summarises
these. The most recent estimate is that by Wittchen et al. (2011) who sought to establish
the size and burden of mental disorders in Europe using results from various prevalence
studies in European countries. The authors found that38.2% of the total population
(164.8 million people) in EU countries had experienced a mental disorder over the past
12 months. Their previous estimate published in 2005, revealed a prevalence of 27.4%,
around 82 million people aged between 18-65 years (Witchen & Jacobi, 2005). However,
this does not represent an increase as such which is explained by the use of new
inclusion criteria. The most common disorders were anxiety (14.0%), insomnia (7.0%),
major depression (6.9%), and somatoform disorders (6.3%)Alcohol and drug
dependence, Attention Deficit Hyperactivity Disorder (ADHD) and dementia were also
prevalent. Mental disorders together with disorders of the brain accounted for 26.6% of
the total ill health burden.

Having a mental disorder(s) was asso@ted with a three-fold increase in the number of
work days lost compared to not having a mental illness over the past 12 months. Only
26% of cases had consulted professional health care services for a mental health
problem, which indicates a potentially large unmet need for treatment/services. This
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unmet need was considered more pronounced for new EU Member States generally, and
for older populations specifically (Wittchen & Jacobi, 2005).

Results of the European Study of the Epidemiology of Mental Disorders (ESEMeD)
encompassing sixEU Member States (Belgium, France, Germany, Italy, the Netherlands
and Spain)showed that 25.9% of participants reported a lifetime mental disorder and
11.5% reported a mental disorder within the past year (Alonso & Lepine, 2007). The
study also suggested that 14% of the sample had a lifetime history of mood disorder,
13.6% had a lifetime history of anxiety disorder and 5.2% had a lifetime history of alcohol
disorder (Alonso et al., 2004a; 2004b). Major depression (12.8%) andecific phobias
(7.7%) were the most widespread lifetime disorders. In terms of gender, women had
double the risk of experiencing mood or anxiety disorders in each year compared to
men, although men were more likely to have alcohol-related problems. The study also
found that approximately 6% of participants needed mental healthcare, with 48% of that
number receiving no formal healthcare (Alonso et al., 2007).

Mental health problems are estimated to account for 20% of the burden of ill health
across Europe,with suicide being one of the ten most common causes of premature
death and 90% of suicides being linked to mental illness (European Commission, 2010).
Suicide rates were identified as being much higher in men and suicide was the principal
cause of mortality among males aged 15-35 in the WHO European region. The rate of
suicide has, however, fallen over the past 15 years, although there remains a marked
disparity in levels between countries. The highest suicide rates were found in the new
Member States of Estonia, Hungary, Latvia, Lithuania and Slovenia. Within the original
EU 15 States, Finland, France and Austria were among the highest.

In terms of impact, the OECD (2012) found that just one in five people with mental
illnesses are in work with many more wanting employment, and that productivity losses
through mental ill -health are significant. Additionally, people with mental disorders often
receive a range of working-age benefits including disability benefit, unemployment
benefit and social assistance. Tie OECD report concluded that sufficient treatment can
improve employment outcomes, and that policy has the ability to respond more
effectively in increasing the inclusion of people with mental illnesses in the labour
market.

Groups at risk and protective  factors

In view of the high prevalence of mental illness in the EU population, it is important to
identify the risks and protective factors, and the groups particularly at risk. These will
have important policy and practical implications for mental health promotion and the
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prevention of mental illness. The WHO recently published a background paper on the
risks and protective factors for mental health in developing a comprehensive mental
health plan (WHO, 2012). The paper lists a number of key points, one & which concerns
the risks to mental health over the life course. Determinants of mental health and well-

being

are i

nfl

uenced

not only

by

an indi

social circumstances and the environment in which they reside. Al these determinants
interact dynamically with each other.

Table 4.1 lists the main risk and protective factors by different age and social groups
based on the literature:

Table 3.1 Risk and protective factors by groups and diagnosis

Groups at risk

Infancy and
early childhood

Children

Adolescents and
young people

Adults

Diagn osis

Anxiety/stress and
insecurity

Poor cognitive and
emotional
skills/behavioural
problems/trauma

Depression/anxiety/
behavioural
problems/suicide

Stress/Anxiety/depression
/suicide/alcohol/drug
disorders

Risk factors

Attachment problems due to
post-natal
depression/maltreatment/ne
glect

Family violence or
conflict/negative life
events/parental mental
illness

Tobacco/alcohol and drug
use/isolation

Socio-economic
disadvantage/unemployment

Povertylisolation/alcohol and
drug use

Protective factors

Early
attachment/nurturing
relationships

Supportive parenting
and home
life/adequate nutrition
and
stimulation/positive
learning environments
in schools

Family/school support

Social and familial
support

Good élfeor k
bal anceb
Employment/economic
empowerment
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Groups at risk Diagn osis Risk factors Protective factors

Older people Cognitive Social and family Social and familial
decline/dementia/ isolation/bereavement/physic  support
depression al iliness/neglect/physical

abuse

People in low Stress/Depression/anxiety Societal and life Economic

socio-economic stresses/discrimination/stigm empowerment

groups/women/ a/lack of income/family

ethnicity/socially structures/low educational

excluded groups attainment/deprivation and

poverty

Numerous studies have identified risks to mental health for each of the age groups listed
above and for particular social groups. For example, several studies have identified
young people as being at particular risk, indicating an early age of onset for mood,
anxiety and alcohol disorders, often associated with poor social support and mental
health problems in parents (Alonso & Lepine, 2007; Patel, 2005; Alonso et al., 2004a).
Enhanced social and familial resources are protective.

Fryers et al. (2005) examined the associatioa between the prevalence of common
mental disorders in working age adults and socio-economic disadvantage in six
European countries using population surveys and other studies. Despite the difficulties
with comparing countries due to differences in the meth ods, instruments and analyses
used, Fryers et al. (2005) found high levels of common mental health disorders (largely
non-psychotic depression and anxiety, either together or alone) in people of lower
socio-economic status, however measured. These high leels were associated with poor
education, material disadvantage and unemployment.

The unemployed, and the socio-economically disadvantaged in general, are prone to
greater rates of mood disorders, alcohol disorders, social marginalisation and stigma
(Alonso & Lepine, 2007; Patel, 2005; Alonso et al., 2004a; Thornicroft et al., 2009). Social
and family support and Government initiatives to help employees retain their jobs are
seen as key protective factors.

Stigma and discrimination

Stigma is arguably the main obstacle for the care of people with mental disorders
according to Sartorius (2007). It can affect not only the ill, but several generations of
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families, institutions and mental health workers. Stigma can be a precursor to
discrimination and a negative influence on investment in mental health care. It can also
create a vicious circle of discrimination, reinforcing negative attitudes, decreasing self
esteem and leading to a poor treatment effect or a high probability of relapse.
Furthermore, Sartorius 2007) highlighted that many people contribute to stigma,
including health care workers and mental health professionals through labelling people.
It has been suggested that the most effective method of reducing prejudice at individual
level is through direct social contact with people with mental illness (Thornicroft et al.,
2008) by groups such as police officers, school students, journalists and the clergy. At a
population level, social marketing is claimed as most effective. A main challenge lies
again in determining which interventions are most cost -effective.

According to the Standing Committee of European Doctors (2011), community-based
health services directed towards reducing stigma and social exclusion need to be
gender-appropriate. Additionally, special attention should be offered to carers and other
people cl ose t o p-adherancetosnedicRiantandaevelaprentrod n
stigma arising out of long -term iliness are other significant factors.

Combating social exclusion, particularly in the elderly, and working against stigma were

viewed as an utmost priority by the Impact Consortium (2011) when presenting the first
outcomes of the implementation of the O6Europea
bei ngd.

Consequences of mental iliness

There is a growing body of literature highlighting the risks and disadvantages associated
with having a mental illness. The economic and social consequences of developing a
mental illness include loss of employment and with this greater debt and poverty, stigma
and discrimination. Social exclusion, violent victimization and human rights abuse have
been reported as more prevalent in people with mental health problems compared to
those in the general population (WHO, 2012).

The presence of severe mental illness (g. schizophrenia, schizoaffective disorder,
bipolar disorder) is linked to substantially reduced life expectancy compared to national
figures, with between 8.0 to 14.6 life-years lost for men and 9.8 to 17.5 life-years lost for
women according to one study (Chang et al., 2011). Psychological distress (measured
using the General Health Questionnaire, GH112) has also been found to be associated
with premature mortality (Russ et al., 2012). There is now evidence demonstrating that
mental illness is an independent risk factor for cardiovascular disease, type Il diabetes
and injuries (Baxter et al., 2011).
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3.2 Organisation of mental health care in the EU

The existing literature on the organisation of mental health systems in the EU reveals key
issues in the process of de-institutionalisation and the associated shift towards
community -based mental health care. Another development appears to be that
responsibility for mental health promotion and prevention of mental disorders is

gradually steering towards the domain of non-governmental organisations and away
from direct governance by the state (Wills & Douglas, 2008).

De-institutionalisation and implementing community -based care

Becker & Kilian (2006) reported on the differences in the provision, cost and outcomes of
mental health care in Europe. Having examined the findings of a number of studies on
the development of mental health systems across countries, the authors report a
common trend towards deinstitutionalisation, reduced inpatient treatment and
improvement of community -based services (Becker & Kilian, 2006).

A key issue is defining where the balance in provision should lie between community,
primary care, general hospitals, specialist mental health institutions and psychiatric
hospitals (McDaid & Thornicroft, 2005; Gater et al., 2005). There is evidence that a
balanced approach which includes community and inpatient services is required
regardless of the amount of available resources (Thornicroft & Tansella, 2004). The World
Health Organization (WHO) has caled for a move away from traditional psychiatric
hospitals and long-stay institutions in favour of community care as it can provide better
outcomes (WHO, 2005a; 2005b)In a review of the care for people with long -term

mental disorders, Caldas de Almeida & Killaspy (2011) concluded:

9 access to mental health care for people with long-term mental health conditions
is better with community -based services rather than traditional psychiatric
hospitals;

1 community-based services better protect the human rights of people with
mental disorders and prevent stigmatisation of those people;

1 studies comparing community -based services with other models of care
consistently show significant better outcomes on adherence to treatment, clinical
symptoms, quality of life, housing stability, and vocational rehabilitation;

1 studies suggest that care in the community for acute psychoses is generally more
cost effective than care in a hospital, although it is important to note that
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these results cannot be generalised to all patients requiring admission to
psychiatric beds;

1 studies also show that hostel wards provide a costeffective alternative for
patients who require long -term stay in the hospital. When deinstitutionalisation
is developed appropriately, the majority of patients who move to the community
have less negative symptoms, a better social life and are more satisfied.

Semrau et al., (2011) overviewed other relevant research evaluating communitybased
mental health services acros Europe. Despite the evidence being limited and mostly
based on studies conducted in the UK that may not be generalisable to other countries,
they concluded that community mental health care is on the whole effective.

Implementing community -based care

The DELOC study was conducted by Mansell et al. (2007) to determine the number of
disabled people currently living in residential institutions and to identify successful
strategies for replacing such institutions with community -based services in 28 European
countries. They found that the process whereby institutions were superseded by
community -based services generally led to favourable results, although success was not
always guaranteed. In examining the transition from institutional to community -based
carein three countries, the authors noted the importance of good coordination between
the different agencies involved in this process. An institution cannot be left to dismantle
itself. Other important factors include the role of regional and national governm ents in
driving the process forward, both through their actions in developing the legal and

policy context and in generating the incentives for encouraging this transition. Involving
users is another important aspect of any service development, particularly when
replacing institutional care with that which is community -based.

In terms of cost effectiveness, Mansell et al., (2007) explained that following a transfer to
community -based care, policy makers can expect to achieve the same or lower costs
depending on the severity of disability and the quality and level of care required. There
are, however, four main considerations when planning to replace institutions with
community care: a) the recognition that most support for disabled people comes from
families, friends and neighbours which is often unpaid, and paid staff will be needed
where this informal care is unavailable; b) the needs of disabled people usually span
across many different agencies or sectors (e.g. health, social care, housing, education,
employment); ¢) community -based services can be financed in a variety of ways, through
taxes, social insurance, voluntary insurance and owof-pocket expenses; a mix of these
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can create difficulties, however, because of the incentives and disincentives thatcan
emerge (Mansell et al., 2007).

There are a great many challenges facing some European Member States in replacing
their institutions with community services. Reform is hampered by a lack of investment,
comparable information and research, particularly in less developed countries (Muijen,
2008). Despite this, the recent WHO Mental Health Atlas (WHO, 2011b) on 184 countries
(grouped into high, medium and low income countries including EU Member States),
found the global median number of mental health ser vices per 100,000 population of
0.61 for outpatient facilities; 0.05 for day treatment facilities, 0.01 for community
residential facilities and 0.04 for mental hospitals. In terms of psychiatric beds, the global
median is 1.4 per 100,000. These findings onfirm the increasing trend towards
community based mental health services.

Recent developments in mental health care

Several approaches have been developed and introduced in the EU which highlight the
way mental health services can develop mental healthpromotion and relapse prevention
initiatives.

Recovery and person -centred approaches

The use of Recoveryoriented and person-centred approaches for supporting people

with mental health problems is becoming more widespread across Europe, as described
in the introduction of this report. In the UK, for example, the Implementing Recovery
through Organisational Change (IMROC) project aims to assist six demonstration sites,
six pilot sites and 17 network members to improve the quality of these services by
supporting those with mental health problems to lead meaningful and productive lives.
The project also enables sites to demonstrate an innovative approach to quality
improvement and cultural change across organisations (Mental Health Network, NHS
Confederation, 2012). Recovery Colleges have also been introduced in England; four exist
at present and several more are due to be opened. These colleges seek to deliver peer
led education and training programmes within mental health services, although they are
not seen as a form of therapy. The idea is that service users become experts in their own
self-care and develop the skills they need for living and working (Centre for Mental
Health and Mental Health Network NHS Confederation, 2012). Some authors have also
considered how public mental health and implementation of the well -being agenda can
contribute to recovery and increase the opportunities for a life beyond illness (Boardman
& Friedli, 2012). The authors suggest that this can be done by asking what sort of
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communities support recovery, and by investing in the type of community based support
that builds community capacity, reduces the need and demand for specialist mental
health services and reduces the risk of crises (Boardman & Friedli, 2012).

In Aarhus, Denmark,Recovery approaches are influencing the way social care services
organise their care. A personal coordinator carries out an initial assessment and provides
the overall coordination of care between the different actors. Similarly, in Ireland the
PROTECT panership (Personalised RecoveryOriented Treatment, Education and
Cognitive Therapy) develops personal recovery plans for people with a diagnosis of
psychosis, working with a range of service partners (e.g. early intervention service,
voluntary sector/NGO organisations, employers services) to provide personcentred and
recovery-oriented services in the community (examples cited in the European Social
Network, 2011).

Early intervention for psychosis

Early intervention for psychosis is another important development in mental health care.
The evidence base for its effectiveness indicates a reduction in the likelihood of relapse
and admission to hospital compared to standard care following a series of eight
randomised controlled trials with follow -up periods of up to 2 -years (Bird et al., 2010).
This specialist mental health service is mostly found in high-income countries (e.g. Italy
and the UK), but some have argued that these services in low to middle -income
countries should be based on the public health models such as those used for infectious
and non-communicable disorders, and integrated within existing healthcare
programmes (Farooq, 2013).

Wider access to psychological therapies

The introduction of Improving Access to Talking Therapies (IAPT) in Englad since 2006
has been an important step in ensuring the availability of talking therapies in primary
care for common mental health problems (e.g. depression and anxiety). Recent research
suggested that psychotherapy provided by the National Health Service in England
between 1991-2009 has been increased for those with the highest need, (i.e. from lower
socio-economic groups) which is very encouraging (Jokela et al., 2013).

Financing mental health systems and promoting efficiency

Sustaining mental health care budgets in Europe to meet need in the wake of the
economic crisis have provoked considerable concern among many stakeholders. As
highlighted by the European Social Network (2012), essential services for young people
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and adults with mental health needs are being cut. In Ireland, for example, there were

plans to invest 035 million in mental heal t h s
and to open new units; 020 million were also t
funding for this original investm ent will be used to offset the deficit in the Health Service

Executive. This and other funding cuts means that up to 600 public nursing home beds

and a number of psychiatric inpatient beds are to be lost.

In mitigating the effects of the economic crises, the World Health Organization
suggested introducing active labour market programmes, family support, primary care
for people at high risk of mental health problems, control of alcohol prices and
availability and debt relief (WHO, 2011).

Even prior to the current economic crisis, there were concerns about the growing
treatment costs of mental health care which can negatively affect the ill and their
families, health and social care systems and the national economy. Insufficient funding
for mental health needs is a continual problem, and some authorities have emphasised
the need to improve not only the effectiveness of health care but also its cost-
effectiveness (Knapp & McDaid, 2007; Knapp et al., 2007).

Whilst having knowledge about the cost -effectiveness of interventions is helpful, it does
not inform on how to best to address the issue of scarcity of funds. As an aside, the
majority of new treatments (the newer classes of drugs, for example) also appear to cost
more than the interventions they are designed to replace (Knapp & McDaid, 2007).
Whilst there are many demands for economic evidence on the cost-effectiveness of
interventions, there is additionally a need to understand how best use may be made of
available resources overall through, for instance, reonfiguring systems to improve
efficiency by the privatisation and sectorisation of care provision. Research into areas
such as the relationship between mental health and employment may also be beneficial
according to Knapp & McDaid, (2007). The Mental Heath Economics European Network
(MHEEN) has a wide aim to amass information and knowledge on the economics of
mental health, to develop and strengthen contacts with policy makers, and to encourage
economic evaluation in a wide range of aspects of policy and practice development in
mental health. This could support decision making on funding and provision of services
and improve efficiency in how inadequate resources for mental health are allocated.

More recently, McDaid et al. (2010) make an important casefor prioritising mental health
services at a time of austerity when the demand for services may well rise. They
emphasise also the critical importance of investing in evidence-based prevention and
promotion.
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3.3 Mental health promotion and prevention of m ental illness

Over the past decade there have been significant developments across Europe in relation
to mental health promotion and prevention of mental iliness. The EU policy initiatives,
described in the introduction of this report, have provided an im portant impetus to

raising the profile of mental health promotion (MHP) and the prevention of mental

illness (PMI). The evidence base assessing the effectiveness of MHP and PMI has
continued to grow both in Europe and internationally since these EU policies emerged in
2005 and 2008. The EU has been, and continues to be, an important source of funding
for MHP and PMI initiatives and projects.

EU funded projects on mental health promotion and mental illness
prevention

Since 2003, the European Commission to@ther with other Member States have funded
initiatives to guide and support the implementation of effective programmes and
interventions in the field. The Implementing Mental Health Promotion Action (IMHPA)
project aimed to develop and disseminate evidence based mental health promotion and
prevention of mental illness strategies across Europe, and to facilitate their integration
into countries' policies, programmes and health care professionals' daily clinical work
(IMHPA website: http://www.gencat.cat/salut/imhpa/Du32/html/en/Du32/index.html).
The pr firgt ghase, stagted in 2003, was financed by the European Commission, the
Ministry of Health in the Netherlands and the Ministry of Social Welfare and Health in
Finland, and included 20 European Member States. Its second (2year) phase financed by
the European Commission and the Department of Health in Catalonia, Spain, expanded
to involve a network of 45 partners across 30 European countries and 7 other Europe
wide mental health networks. The project was completed in 2008 and comprised seven
work packages. These included the development of an information system on
infrastructures for MHP and PMI, country reports describing the situation of MHP and
PMI, a mental health impact assessment, and an economianodel. Their key publications
include a Policy for Europe regarding MHP and PMI (JanéLlopis & Anderson, 2005),
0Country Storiesdéd for 30 Meanglopis& ASdersoh, 2096),0 f
a training manual for prevention in primary care, and a training manual on advocacy
skills in MHP and PMI (Anderson et al., 2008).

The 6Policy for Europed report "Ndvarbdrboes ng
on the promotion of mental health and support for the outcome of the WHO Ministerial
Conference on Mental Health (WHO, 2005), outlined the main priority for all European
Member States. This called for comprehensive plans to be developed in MHP and PMI,
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and for resources to be distributed to mental health in proportion to resources
addressing the burden of mental health problems (Jané-Llopis & Anderson, 2005).

Other important information systems include the DataPrev project (2007-2009). This
multi-country project was funded under the 6™ European Framework programme and
gathered together research and evidence across different settings for mental health
promotion and prevention of mental iliness for policy makers, policy implementers,
researchers and European consumers (McDaid, 2008). The database appraised the
evidence-based programmes currently implemented in countries across Europe
(http://www.dataprevproject.net/). These included home-based and family-based
programmes for infants and toddlers; school-based programmes for children and
adolescents; work-based programmes for adults; and home and community-based
programmes for elder populations.

European initiatives to produce guidelines for training care professionals in MHP include
the PROMISE project (Greacen et al., 2012). Here a multidisciplinary scientific committee
of academics, mental health servce providers and public health organisations from eight
European sites developed ten quality guidelines for training care professionals in MHP.
These criteria included:embracing the principle of positive mental health; empowering
community stakeholders; adopting an interdisciplinary and inter -sectoral approach;
including people with mental health problems; advocating; consulting the knowledge
base; adapting interventions to local contexts; identifying and evaluating risks; using the
media; and evaluating training, implementation processes and outcomes.

The European Network for Mental Health Promotion (ENMHP) provides information,
tools and training to support the implementation of MHP
(http://www.mentalhealthpromotion.net/?i=portal.en.about). The EU Compas s for Action
on mental health and well-being also aims to facilitate the uptake and exchange of good
practice and policies across Member States (European Commission, 2010b). This
database houses a collection of standardised good practice examples, relevant
reports/studies and policy documents.

MHP and PMI 8 current and emerging evidence -base

As described in the introduction of this report prevention of mental illness refers to
interventions that stop mental illness happening, including reducing risk factor s and
enhancing mental illness protective factors. Prevention programmes aiming to reduce
the incidence, prevalence and recurrence of mental illness, time spent having symptoms,
preventing or delaying relapse and decreasing the impact for the person and their
families d essentially primary, secondary and tertiary prevention (Mrazek & Haggerty,
1994). Mental health promotion refers to initiatives that promote positive mental health

July 2013 49



by increasing social and psychological wellbeing, competence, resilience, and creating
supportive living conditions and environments (WHO, 2004).

The current and emerging evidence on MHP and PMI generated in European countries
and internationally has been summarised in a series of reports and reviews. The
Foresight Mental Capital and Wellbeing Project (2008), for example, made a significant
contribution to the field by highlighting the key factors that will drive change: the
increase in life expectancy and the challenge of maintaining optimum mental capital in
older people; changes in the global economy and the world of work and the importance
of developing mental capital; the changing nature of society (e.g. mix of cultures in the
UK, family structures); changing attitudes and new values; and new technology and
science to identify new ways of addressing mental illness and learning difficulties.

Campion et al. (2012) reviewed a large part of the evidencebase on public mental health
interventions and their potential economic savings. In drawing up the European
Psychiatric Association (EPA) guidance on prevention of mental illness, Campion et al.
(2012) make several recommendations to promote the implementation of early
treatment of mental illness and prevention of relapse, interventions which address
inequality and promote mental hea Ith and recovery, and a crossgovernment approach
in partnership with non -governmental organisations (NGOs) and communities to deliver
and sustain these interventions. We provide below an overview of the main findings for
MHP and PMI for interventions in schools, the workplace and for older people.

School-based interventions

School-based interventions provide an important opportunity for dealing with the high
prevalence of children who experience mental health problems - up to 25% for those in
developed countries (Ravens Sieberer et al., 2008, 2008b; Harden et al., 2001). As a
consequence, a very considerable number of schootbased interventions have been
carried over the last twenty years across the world.Early-age interventions also present
cost-savings opportunities as untreated problems in childhood can result in profound
long-lasting social and economic consequences into adulthood. These include antisocial
behaviour, increased rates of health service use, greater involvement with the criminal
justice system, receding levels of employment, and problems with personal relationships
(McDaid et al., 2010; Browne et al., 2004).

Weare and Nind (2011), as part of the DataPrev project, identified 52 reviews (from 1990)
in their systematic review of school based MHP and PMI interventions for those aged
between 4-19 years. Around twenty of their selected reviews took place in European
countries (Belgium, the Netherlands, Norway and the UK); the remainder were conducted
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in the United States, Australia, New Zealandand Canada. Interventions on positive
mental health, well-being and social and emotional learning had small to moderate
effect sizes. Those seeking to prevent violence, bullying, conflict and anger had a small
effect when aimed at universal populations, but a stronger effect when targeted on high -
risk children. Generally, the intervention effects were variable, but their effectiveness
depended on the clarity, intensity and fidelity with which they were implemented. The
more effective interventions were th ose that included teaching skills, a focus on positive
mental health, a balance between universal and targeted approaches, starting with
younger children and continuing with older ones, taking place over a long period of
time, using a multi-modal/whole school approach that is integrated within the
curriculum, teacher education, parent liaison, community involvement and work with
external agencies.

A review by Stallard (2010) examined the different programmes and outcomes of school
based interventions to prevent anxiety. SEAL (Social and Emotional Aspects of Learning)
aims to promote the emotional health skills that are thought to underpin effective

learning and positive behaviour. This approach appears to produce a small positive
impact on emotional well -being, but not in terms of reducing anxiety. Cognitive
behaviour therapy (CBT) programmes, however, have been shown to be effective at
reducing anxiety when used in school-based prevention and early intervention
programmes; particularly the FRIENDS for Life ppgramme, a 10-session programme
teaching anxious children problem-solving skills (Neil & Christensen, 2009).

In a recently published randomised controlled trial in the UK, a classroom-based CBT
intervention failed to reduce the symptoms of depression (Stallard et al., 2012). The
intervention was the Resourceful Adolescent programme which had been found to be
effective in Australia and New Zealand and was established as being feasible and viable
for use in the UK. The study assigned adolescents (aged betwer 12-16 years) from eight
schools to either CBT, attention control or the usual school provision. Outcomes
(symptoms of depression, negative thinking, self-worth etc) were measured using self
completed questionnaires administered at baseline, 6- and 12-months. The authors
found no evidence that the intervention reduced depressive symptoms in adolescents at
high-risk of depression, despite the high fidelity to the programme. A key finding was
that the intervention had a potentially harmful effect compared wi th the usual school
provision; higher rates of depressive symptoms were found in the intervention group at
12 months, where two thirds of participants at high risk continued to be at risk of
depression. The investigators suggested adopting a cautious approach to implementing
depression programmes in secondary schools despite this setting being a convenient
focus for mental health interventions.
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In summarising the effectiveness of depression prevention programmes for children and
young people, Stice et al (2009) identified 47 trials evaluating 32 programmes and found
small but significant reductions in symptoms of depression and in risk for developing
future depressive disorder. The authors also examined what predicted the size of the
intervention effects. They found that the content of the interventions (e.g. increasing
problem-solving skills) and the design features (e.g. random assignment and use of
structured interviews) were not associated with effect sizes. Instead, larger effect sizes
were found for interventions that were targeted at high -risk participants, that included
homework, that were delivered by professional interventionists and that were of a
shorter duration (< a median of 12 hours). However, caution needs to be used when
interpreting these results as the authors did not take into account the heterogeneity
between studies and their quality. Han & Weiss (2005) identified the factors that can
support teacher implemented school -based mental health programmes (acceptability to
teachers and motivation, feasibility, adaptability and flexibility) that can be enhanced
through teacher training and feedback from a classroom consultant.

Mindfulness meditation is another approach being used within the classroom, with some
emerging evidence suggesting a positive effect on well-being in adolescent students. An
RCT by Huppert & Johnson (2010) examined mindfulness training (based on a
programme developed by Kabat-Zinn and associates from the US) comprising 40 minute
classes, once a week designed to introduce he principles of mindfulness meditation to
173 students (aged 14-15 years) in two schools in the UK. Although no significant
differences were found between the intervention and control groups overall in
mindfulness, resilience or psychological wellbeing scores, there was a notable
improvement on measures of mindfulness and psychological well-being for students
who practiced outside the classroom.

Workplace interventions

As with schools, the workplace represents an important setting for MHP and PMI
initiatives, particularly in view of the high prevalence of mental health problems among
employees. On average and at any one time almost 1 in 6 employees in the UK
experience a mental health problem such as depression and anxiety or both (Sainsbury
Centre for Mental Health, 2007); and 1 in 5 for the workforce in Europe (OECD, 2012).
Mental health problems are one of the leading causes of absenteeism and early
retirement across the entire European Region (Baumann et al., 2010).

The human and economic consequencesof mental health problems in the workplace are
considerable in terms of loss of productivity, absenteeism, high staff turnover, early
retirement and exclusion from the workforce. Employers are often unaware of how costly
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mental illness and stress at workis. According to one recent estimate the total cost of

work related depression across the EU27 Member
per annum; 0270 of which is borne by employers
presenteeism’, ande H nn 0 A f dcdn@nmy du & lost &ufput (Matrix Insight, 2012).

Figures for 10 countries (including Austria, Belgium, Norway, Switzerland, Sweden and
the UK) show that people with mental health problems are at a considerable
employment disadvantage; those with moderate mental health problems lag behind by
around 15 percentage points (30 percentage points for those with severe mental illness)
compared to those without mental health problems (OECD, 2012). This represents an
important challenge for the labour market and so underpins the need for workplace
MHP and PMI initiatives. There is also an important evidence base on effective
interventions to support those with mental health problems to retain or find

employment (Seymour, 2010; Sainsbury Centre for Mental Health, 209; Burns et al.,
2007), although in this section we focus on workplace MHP and PMI interventions.

Cz a bet &.42011; 2010, part of the DataPrev project) selected 79 studies from Europe
and internationally (from 1988-2009) on psychosocial interventions to promote mental
health in the workplace. These studies focused on stress reduction and better coping,
increasing job satisfaction and effectiveness, enhancing mental health and reducing
absenteeism due to mental health problems. The types of interventions included skills
training (to manage stress, problem-solving etc.), interventions to improve occupational
gualifications, interventions to improve working conditions (flexible work times, improve
employer relationships), relaxation techniques, physicalexercise, and multrcomponent
interventions (e.g. combining physical exercise, stress, coping techniques etc).

The most effective interventions, classified under five categories, included:

Stress reduction/better coping  (37% of studies) d a study by Nielsen et al. (2006)
aimed to change attitudes of canteen staff in care homes and hospitals to boost their
confidence in carrying out health -promoting initiatives and taking responsibility for
shared competencies. One of the two interventions assessed showed psitive outcomes
for stress symptoms, job satisfaction, and opportunities for personal development and
vitality, but not for social support. The organisational structure and major conflicts
among employees were said to hinder any further changes, however.The most
promising intervention appeared to be Stress Inoculation Training which reduced stress
in teachers and enhanced their coping skills (Cecil & Forman, 1990).

® Presenteeism is the term usedto refer to reduced productivity when employees come to work, but
are either not fully engaged or perform at lower levels as a result of ill health.
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Improving mental health  (16% of studies)d a multi-modal intervention, the Worksite
Health Promotion Programme, providing stress management training (relaxation and
meditation), educational workshops and counselling, and self-directed behaviour change
was evaluated by Peters & Carlson (1999). Improved outcomes were found for reducing
health risks, health selfefficacy, curiosity, depression, social support, access to health
care and health behaviour. The programme was wellreceived by the participating
employees.

Increased job satisfaction (18% of studies)d Dupuis & Struthers (2007) assessed Soal

Motivational Training (SMT) which comprised of two components based on cognitive
theoretical frameworks to increase participant
spontaneous attributions. The invention showed positive improvements for expectatio ns,
responsibility, intentionality, anger, sympathy, readiness to cooperate and social

motivation.

Job effectiveness (23% of studies)d The ACTion Team programme is a problemsolving
intervention designed to i mpeimanejoe mpl oyeesd he
effectiveness. Tailormade action plans were created for each assessed worksite aimed at

resolving any problems identified. The ACTion team reviewed plans and monitored

progress to improve co-worker support and recognition. Positive outcomes were found

for organisational climate, co-worker and organisational support, communication, well -

being, job stress and health status.

Reducing absenteeism/sick leave and high turnover (6% of studies)d C z a bet &.a
(2011) included three studies within this category d a relaxation programme, a multi-
component intervention and a physical exercise programme 6 which largely appeared to
reduce absenteeism.

Despite the relatively high number of studies identified and selected by Cz a beatGaa |l 6 s
(2011) review, a large proportion were fairly dated. As these authors conclude, there

remains no conclusive evidence of the effectiveness of mental health promotion

programmes in the workplace and newer interventions are needed, assessed with more
robust research methods.

Another review of the effectiveness of universal/preventive and targeted outcomes
programmes in the workplace found that of the 27 studies examined there was no
consistent evidence to back any one paticular approach or programme given the range
of programmes (e.g. Cognitive Behavioural Therapy and other psychotherapeutic
approaches, stress management, problem solving, employment training and exercise)
and methods used (Matrix Insight, 2012). However,19 of these studies had significant
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positive impacts, for example, on reducing depression, anxiety or stress and a faster
return to work, but not in terms of reducing sickness absence.

Good practice examples and effective approaches

There are several progcts, such as the MentHealthWork (run by the European Network
for Workplace Health Promotion, ENWHP) and Promoting and Protecting Mental Health
(ProMenPol), that highlight the importance of MHP at work, plus others that report good
practices such as the EWOSHA project (Hassard et al., 2011). Some examples include
employers who use a holistic approach to mental health at work (targeting the
individual and organisational level) to improve communication and feedback, social
support and problem -solving (Creatv Company, Denmark; ATM, Italy), an approach
found to reduce sickness absence and improve health (Michie & William, 2003).

Other important approaches include systematic planning and monitoring  of an action
where the intervention aims to address a combination of protective and risk factors for

ment al health in employees which has been usedc
shown to be effective (Leka et al., 2008)active involvement of workers  to gain their
support and commitment to an MHP interventionises sent i al ( dife galancé he 6 Wo

and employeesd participationd programme of Or.i
6ownershipd i s a keyelardistrasepsogranfmasc(ltekartalf, or wor k
2008b). Commitment and involvement of management is another key ingredient for

MHP programmes to be effective in terms of implementation of initiatives and

encouraging employee support (North -Rhine Westphalia, Germany and Procter &

Gamble, Belgium). So too isassigning responsibility of the programme  to an

individual or group who can emphasise its importance, communicating the aims and

importance of the programme to employees (ATM, Italy and Procter & Gambile,

Belgium), integrating health promotion into policies and daily life and monitoring/

evaluating a ction and progress (Hassard et al., 2011).

In the UK, the London Underground (Hay, 2010) and British Telecom (Neumann, 2011)
are also good examples of attention given to workplace mental health. Size of a
company, however, is an important consideration asthe BT model may not be applicable
to small and medium sized enterprises. What is achievable for larger companies may not
be applicable to small or medium sized enterprises (SMEs) with limited staff numbers
and resources. Martin et al. (2009) viewed thisas a neglected sector in work health
research.

Barkway (2006) identified numerous activities such as antibullying and stress
management in the workplace, but added that there remains scope for fully utilising the
workplace setting for mental health promot ion. Hillier at al. (2005) noted in their review
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of wellness at work that the recruitment of managers with good technical skills in
preference to those with effective managerial skills appeared to contribute to stress
issues in employees, together with as®ciated poor employee retention, absences and
reduced profitability. It has been reported that workplace mental health is not generally
taken seriously by employers and that more training of line managers in well-being is
required (Cooper & Dewe, 2008). @Woper & Drewe add that provision of information and
opportunities to participate in prevention activities need to be increased, and that
encouraging managers to adopt a more responsible attitude towards well -being can
lead to good practice.

Interventions f or older people

Depressive disorders are the most prevalent mental health problem among older people
and estimated to affect circa 12% of adults in Europe aged 65 or above (WHO, 2008;
Copeland et al. 2004). The evidence on psychosocial interventions for matal health
promotion and prevention of depression in older people aged 65 and above was
comprehensively reviewed by Forsman et al. (2011) through a systematic review and
meta-analysis assessing the effectiveness of interventions. The authors used a defition
that encompassed both positive mental health promotion and illness prevention. A total
of 69 studies with a controlled design were selected for review and 44 studies were
included in the meta-analysis. The interventions examined were categorised intophysical
exercise, skill training, group support, reminiscence, social activities and mult
component activities. Forsman et al. (2011) found that psychosocial interventions overall
had small but statistically significant positive effects on quality of lif e and mental health;
and pooled interventions had significant effects on reducing depressive symptoms.
Meaningful social activities also improved mental health, life satisfaction, and quality of
life and reduced symptoms of depression. Interventions with a duration of more than 3
months had more positive effects compared to shorter ones. The authors noted,
however, that despite some promising findings the evidence in this area is relatively
limited and further research/evaluation is needed urgently given th e magnitude of the
problem and potential benefits to be achieved in older people.

The Impact Consortium (2011) also recognises the need to prioritise issues concerning
older people which are underpinned by important humanitarian, social and economic
arguments. There is a growing aging population in Europe due to reducing birth rates
and increasing longevity of life, resulting in a larger number of older workers, pensioners
and very old people. There is a strong economic case for maximising the contributions
that older people can make to the economy and society, and also for minimising the cost
of care for older people with poor mental health through interventions that can prevent
and promote mental health.
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Depression and suicide prevention

Against a backdrop of a WHO forecast that approximately 1.5 million people will
complete suicides in 2020 with ten times that amount attempting to end their lives,
Hoven et al. (2010) stated that serious gaps in knowledge in the area remain and
suggested that the diagno sis of depression needs to improve and that more treatment
be given. Yet there is evidence for psychological interventions to prevent the onset of
depressive disorders (Cuijpers, et al., 2008).

The economic impact of suicide arises from costs as attributalde to police, funeral
services, healthcare use, and lost productivity as well as less tangible costs as those
arising from pain and grief (McDaid et al., 2010b). These authors found that, on average,
each completed suicide accrues a lifetime cost of approxmately £2m. McDaid et al.
(2010b) claimed that suicide prevention interventions are highly cost-effective, even for a
modest 1% reduction in suicide rate. Multi -sectoral suicide prevention programmes
which target restriction in access to means of suicide, prevention of depression, good
recognition and treatment of mental disorders, and support for those at risk may offer
best results according to Wahlbeck & Makinen (2008).

Hegerl & Wittenberg (2009) focused on mental health care reforms in Europe against a
background of prevention of suicidal behaviour and The European Alliance Against
Depression (EAAD). The authors concluded that the Alliance offers an evidencébased
concept for care of depressed people and preventing suicide in its multi-level
intervention. They also claimed the model could be easily adapted across different
countries and cultures. The scheme being expanded into wider regions since its
inception and offers an example of how EG-based models directed at improved care for
depressed persons ard those at risk of suicide can be implemented (Hegerl et al., 2008).

An on-going EU funded project in this area includes the Supreme project; a suicide
prevention initiative in seven Member States (Estonia, Hungary, Italy, Lithuania, Spain,
Sweden and the UK) targeting adolescents and young adults between the ages of 14 and
24 years. It aims to develop an internet model for MHP that uses existing resources to
promote MHP and prevent suicide, to develop guidelines and partnerships for action,
and to produce strategies to reach target groups via peer groups and mental health
professionals (http://www.supreme -project.org/).

Recent developments and the current EU policy context

MacKean et al. (2011), in a reviewof recent developments in national level MHP policies
in several individual countries internationally and across EU Member States, found
evidence of major shifts since 2007. The authors noted an increasing emphasis, even if

July 2013 57


http://www.supreme-project.org/

not made explicit in such policies, on adopting a population health approach; better
recognition of the role of the social environment for people with mental health

problems; and increased crosssector collaboration to tackle the social determinants of
health. Mental health promotion has become a major focus in public health policies and
action plans, particularly in England and Scotland. Embedding MHP in a broader mental
health policy is now a common theme internationally (e.g. New Zealand, Australia and
Canada), as well as in Europe.

The IMPACT Consortium assessed the initial outcomes from the European Pact for
Mental Health and Well-Being (2008) following the five thematic conferences held
between 2009 and 2011 (Impact Consortium, 2011). The Consortium concluded that
priorities for futu re action include a greater need for promotion and prevention of
mental disorders and action in the following areas:

1 Children and young people - in early years, educational settings, health services,
community environment, and new media technologies and th e internet;

1 Prevention of suicide and depression d developing strategies and policy frameworks,
programmes to address risk factors, mainstream mental health into other health
disciplines, build partnerships, improve healthcare access, ehealth and building a
robust evidence base;

9 Older people 8 MHP through increasing social participation, improving life -styles,
living environments and retirement policies, PMI, protecting vulnerable older people,
and MHP in informal and family carers;

1 Promoting social inclusion and combating stigma & strengthen social protection and
inclusion, breaking the cycle of discrimination, promote recovery through
employment and meaningful activities, safeguarding rights and offer comprehensive
health and social support for people with mental health problems;

1 Promoting mental health and well -being in the workplace & creating mentally healthy
work places, provide interventions for at risk employees, monitor and assess for risk,
and support those with mental health problems.
In the context of current EU policies, the EU 2020 strategic objectives are focused on
promoting growth over a ten year period (European Commission, 2010c). The five
targets set d in employment, education, research and innovation, social inclusion and
poverty reduction, and climate/energy dand t he seven O6flagship init
overlap significantly with the need/calls to promote mental health and prevent mental
illness; although only few explicit references are made to mental health. Council
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conclusions on the Pact for Mental Health and Well-being confirm this in backing the
recommendations made by the Pact in relation to the EU 2020 objectives and flagship
initiatives (Council of the European Union, 2011). The Council has invited Member States
and the European Commission to continue its cooperation initiated under the Pact to
pursue MHP and PMI.

Implementing evidence- and practice-based MHP and PMI initiatives are a crucial next

step for policy makers and other stakeholders in Member States. A new 3year Joint

Action on Mental Health and Well-Being (launched in February 2013) is a further attempt

to strengthen and ensure the adoption of MHP and PMI priorities within policies and to

promote the evolution towards community based approaches to treatment and c are.

Following the 2011 Council conclusions, this Joint Action will bring together 45

collaborating partners representing 30 Member States and other countries in a

concerted effort to build on the Pactds wor k b
establishing a sustainable commitment to implementation and developing an agreed

common framework for action. The Joint Action will aim to address four main areas:

1 The promotion of mental health at the workplace and in schools;
f Promoting action against depression and suicide;
1 Developing community mental health care; and

1 Promoting the integration of mental health in all policies.

Implications of the evidence base for policy and practice

Decisions on whether to adopt evidence-based initiatives are not solely based ontheir
health outcomes but depend also on a broad range of factors such as political, ethical
and equity issues, social justice, public attitudes, and the availability of resources (Jané
Llopis et al., 2011). Using evidence based on high quality research rathods (e.g.
controlled designs) will help identify the interventions that work, the health and other
outcomes they can achieve, their cost, and what they can potentially save in terms of
economic and social costs. Where evidence is available, it needs tde accessible to key
audiences such as policy makers, practitioners and the general public, and results from
studies presented in a way that can be easily understood (Clement & Buckley, 2011;
Moher et al., 2010). Engaging key stakeholders through developirg a shared vision with
clear goals and objectives is also key to implementing a given MHP intervention (Barry &
Jenkins, 2007).
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Aarons et al. (2011) developed a conceptual model of evidence based practice
implementation in public service sectors, including public mental health. The model
comprises of a multi-level, four phase implementation process d exploration,
adoption/preparation, implementation and sustainment. Each phase is dependent,

however, on what t he aut hor s I¢hafadtensticsand 06 i

nner &

net works, | eader ship) a npdliticAl/funding cliént advoocady)e xt s ( e .

which present challenges and opportunities which are considered by their conceptual
framework. A good understanding of these challenges and of the opportunities for
implementing the evidence -based practice will help the various relevant stakeholders to
navigate the complex process more effectively (Aarons et al., 2011).

Sufficient high quality evidence needs to be available to answer questions &out what
works and what is cost-effective. It can take many years for sufficient evidence to be
generated and its transferability to the real world or between different countries or
cultures cannot be assumed. Such evidence can also be contradictory, makaig it difficult

to draw firm conclusi ons. Further mor e, evidenc

informed by different values and perspectives (JanéLlopis et al., 2011).

Gaps in the evidence base for MHP and PMI interventions in the workplace andfor older
people are apparent (as noted above), and further investment into generating sufficient
evidence in these areas will be important. EU investment in MHP and PMI has been used
to generate important information databases, training and practice guide lines, and
intervention studies to support the implementation of MHP and PMI in Member States.

It will be important therefore to make full use of the existing evidence -base despite the
gaps (McDaid & Park, 2011).

Practice-based MHP and PMI initiatives areoften implemented and sustained in the real
world; they are not always evaluated, however, which needs to be encouraged (Jané
Llopis & Anderson, 2006). Developing partnerships between practitioners and
researchers to evaluate and implement MHP and PMI intiatives could also potentially
improve the quality of interventions and generate real world evidence to support the
decision-making process (Pope & Mays, 2006). The CLARHC (Collaboration for
Leadership in Applied Health Research and Care) is a good examg of how this can be
achieved. This type of collaboration between a university and healthcare organisations
aims to improve patient outcomes by conducting high quality applied research,
implementing the findings in clinical practice and increasing the capacity of healthcare
professionals to engage with and apply research (http://www.clahrc-
ndl.nihr.ac.uk/clahrc-ndl-nihr/index.aspx). Dissemination of the research findings to lay

audiences is achieved in part through producin
information using 6CLAHRC BITEs®d (Brokering I

and stories of the trials in the programme.
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The returns on investments in mental health promotion and prevention are considerable.

McDaid and Park (2011), in their sysematic review of the extent to which high income
countries have put forward an economic case for investing in mental health and well-
being, found a case for investing in parenting and health visitor -related programmes,
especially where the impact beyond the health care sector is taken into account. In the
workplace, comprehensive health promotion programmes and stress management
projects (mostly from the US) were identified; and for older people, group -based
exercise and psychosocial interventions were fourd potentially beneficial. (A description

of the economic and social gains from MHP and PMI is found in Chapter 7 of this report).

The Foresight Mental Capital and Wellbeing project (2008) as described above also
provides an overview of, and recommendations for, interventions that promote mental
health and address mental ill health in children and adolescents, adults of working age
and older people. The rationale for pursuing these goals for policy makers and other
relevant stakeholders (e.g. employers) isalso about ensuring equal access to MHP and
PMI programmes as part of tackling social and economic inequalities; and the need for
greater efficiency in the use of available resources.

In an assessment of the return on investment for MHP and PMI, Roberts aad Grimes
(2011) noted that returns usually show up in a different sector to which the investments
are made. The authors suggest a O6ment al
leadership across relevant sectors to promote MHP and PMI.

There are now guidelines developed in the UK that help policy makers and those that
commission services decide how best to implement public mental health initiatives. An
example is a recently published report by the Joint Commissioning Panel on Mental
Health (JCPMH, ®12). It outlined the importance of implementing good quality public
health interventions, estimating the local impact and the economic savings that can be
made, and awareness of how and why good public mental health can contribute to the

aims of mental health, public health, health and social services and improve their quality

and productivity (JCPMH, 2012).

Similarly, in an effort to increase the number of public policies that are informed by the

existing evidence, a recent initiative - 6 Wh at  Wotr rkes da¥bean launched in the

UK to guide decision-making in public services. Four Centres are to be createdd Local
Economic Growth, Better Ageing, Early Intervention Foundation, and Crime Reductiond

and funded from a variety of sources, including the government and the National Lottery

(Cabinet Office, 2013). The Centres will produce high quality syntheses of the research

evidence for each field, which will aim to inform social policy decision making. A National

Advisor will lead the What Works network and will have a liaison and advisory role to
promote the evidence.
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The Way Forward?

This investigation was carried out at a beleaguered time for EU and world economies,
and clearly this has had a deleterious effect on mental health prevention and promotion
in the past few years. Various justifications, not least financial ones, can be put forward
for the implementation of policy for further developments in the area, but there is still an
impression of a fear of, or inability to, invest an initial outlay to gain returns. This is in
spite of a large body of evidence pointing to the success and cost-effectiveness of a
wide range of mental health prevention and promotion initiatives in disparate
environments and with different age groups.

Developments in the domain of mental health prevention and promotion, as in many
other areas, appear to have deteriorated during a coincidental period with the economic
downturn. While this may be obvious to state, it is nevertheless indicative of a general
lack of funds and confidence in spending what funds remain available.

Perhaps a related inhibiting factor is that these gains may be envisaged as being over
the medium- to longer -term only, rather than immediate. It is a consideration that
general financial uncertainty and vulnerability 6 and also the perception of them & need
to change before significant further progress can be made in mental health prevention
and promotion. Greater and more widespread evaluation may, as suggested, be useful
although the evidence and justification for them already exists. Continued raising of
awareness and stimulating commitment towards mental health promotion and
prevention is therefore fundamental.

July 2013 62



References

Aarons, G.A., Hurlburt, M., & Horwitz, S. (2011) Advancing a conceptual modieof
evidence-based practice implementation in public service sectors. Administration and
Policy in Mental Health and Mental Health Services ResearcB8, 4 23.

Alonso, J., & Lepine, J.P. (2007) Overview of key data from the European Study of the
Epidemiology of Mental Disorders (ESEMeD)Journal of Clinical Psychiatry 68(Suppl 2),
3-9.

Alonso, J., Angermeyer, M. C., Bernert, S., et §2004a) Prevalence of mental disorders in
Europe: results from the European Study of the Epidemiology of Mental Disorders
(ESEMeD) projectActa Psychiatrica Scandinavical09, 21-27.

Alonso, J., Angermeyer, M. C. & Lepine, J. P. (2004b) The European Study of the
Epidemiology of Mental Disorders (ESEMeD) project: an epidemiological basis for
informing mental policies in Europe. Acta Psychiatrica Scandinavical09, 57.

Alonso, J., Codony, M., Kovess, V., et d2007) Population level of unmet need for mental
healthcare in Europe.British Journal of Psychiatry 190, 299 306.

Anderson, P., Gordon, R., & Jand.lopis, E. (2008 Training manual on advocacy skills in
mental health promotion and mental disorder prevention Barcelona: Department of
Health of Government of Catalonia.

Barkway, P. (2006) Creating supportive environments for mental health promotion in the
workplace. Contemporary Nurse, 21, 131-141.

Barry, M. & Jenkins, R. (2007)mplementing Mental Health Promotion. Churchill
Livingstone Elsevier, Edinburgh.

Baumann, A., Muijen, M. & Gaebel W. (Eds) (2010Yental health and well-being at the
workplace d protection and inclusion in challenging times.World Health Organization,
Europe.

Baxter, A.J., Charlson, F.J., Soverville AJ., et al., (2011) Mental disorders as risk factors :
assessing the evidence for the Global Burden of Disease StudyBMC Medicing 9, 134.

Becker,T. & Kilian, R. (2006) Psychiatric services for people with severe mental iliness
across western Europe: what can be generalized from current knowledge about
differences in provision costs and outcomes of mental health care? Acta Psychiatrica
Scandinavica 113, 916.

July 2013 63



Bird, V, Premkumar, P., Kendall, T., Whittington, C., et al. (2010) Early intervention
services, cognitive behavioural therapy and family intervention in early psychosis:
systematic review.British Journal of Psychiatry 197, 350 356.

Boardman, J., & Friedli, L. (2012Recovery, Public Mental Health and Wellbeing.
Implementing Recovery through Organisational ChangeBriefing Paper. Centre for Mental
Health and Mental Health Network, NHS Confederation.

Browne, G., Gafni, A., Roberts, J., et §2004) Effective/efficient mental health programs
for school-age children: a synthesis of reviewsSocial Science and Medicines8, 1367
1384.

Burns, T., Catty, J., Becker, T., et al. (2007) The effectiveness of supported employment for
people with severe mental illness: A randomized controlled trial. The Lancet 370, 1146
1152.

Cabinet Office (2013)What Works: evidence centres for social policfdM Government, UK.

Caldas de Almeida, J., & Killaspy, H. (2011)ong term mental health care for people with
severe mental disorders.Retrieved from:
http://ec.europa.eu/health/mental_health/docs/healthcare_mental_disorders_en.pdf

Campion, J., Bhui K., & Bhugra, D. (2012) Guidance on prevention of mental disorders.
European Psychiatry 27, 68-80.

Cecil, M.A. &Forman, S.G. (1990) Effects of stress inoculation training and coworker
support groups oJournalefsSchbot RPsycliology/28,r1@54 k8.

Centre for Mental Health and Mental Health Network NHS Confederation (2012)
Supporting recovery in mentalhealth. Briefing. June, Issue 224.

Chang, GK, Hayes, R.D., Perera, G., et §011) Life Expectancy at Birth for People with
Serious Mental lliness and Other Major Disorders from a Secondary Mental Health Care
Case Register in LondonPLoS ONEG6, €1959D.

Clement, Z. & Buckley, N. (2011) Reporting of randomised controlled trials: before and
after the advent of the CONSORT statement.Journal of Clinical Medicine and Researgi,
280834.

Cooper, C., & Dewe, P. (2008). Welbeing: Absenteeism, presenteeism,costs and
challenges. Editorial.Occupational Medicing 58(8), 522524.

Copeland, J. R., Beekman, A. T., Braam, A. W., et al. (2004) Depression among older
people in Europe: the EURODEP studiedNorld Psychiatry, 3, 45349.

July 2013 64



Council of the European Union (2011)Counc i | conclusions on

6The E

Mental Healthand Welkb ei ng: r esul t s 30@"hEinplédyment,Soeal Rolicy, i on & .

Health and Consumer Affairs Council Meeting 8 Health Issues. Luxembourg, 6 June.

Cuijpers, P., van Straten, A., Sip F., Mihalopoulos, C., & Beekman, A. (2008Preventing
the onset of depressive disorders: a metaanalytic review of psychological interventions.
American Journal of Psychiatry 165 (10), 127280.

CzabaGa, C. & ChRsyckoyonia [ktaryatioks.in WorkglateQViental
Health Promotion. The WP4 DataPrev Project Final Report. Unpublished manuscript.

CzabaGa, C., Charzynska, K. & Mrozi ak, B.

mental health promotion: an overview. Health Promotion International, 26 (S1).

Dupuis, R. & Struthers, C.W. (2007The effects of social motivational training following
perceived and actual interpersonal offenses at work.Journal of Applied Social Psychology,
37:426-456.

European Commission (2010)Health Trendsin the EU.Directorate-General
OEmpl oyment, Social Aff ai r s 08ocia ane Qemagraph@ p
Analysis February 2010.

European Commission (2010b)Compass DatabaseRetrieved from:
http://ec.europa.eu/health/mental_health/eu_compass/i ndex_en.htm

European Commission (2010c)Europe 2020. A strategy for smart, sustainable and
inclusive growth. Brussels.

European Pact for Mental Health and WellBeing (2008). EU highlevel conference -
Together for Mental Health and Wellbeing.

European Sodal Network (2011) Mental Health and Wellbeing in Europe. A person
centred community approach.Supported by the European Commission.

European Social Network (2012)Cuts in public mental health across EuropeNews and
media, 3 October.

Farooq, S. (2013) Brly intervention for psychosis in low- and middle-income countries
needs a public health approach. Editorial. British Journal of Psychiatry202, 1683169.

Foresight Mental Capital and Wellbeing Project (2008).Final Project reportd Executive
summary. The Government Office for Science, London.

July 2013 65

(201

port un



Forsman, A.K., Nordmyr, J., & Wahlbeck, K. (2011) Psychosocial interventions for the
promotion of mental health and the prevention of depression among older adults.
Health Promotion International, 26, (S10), i85i107.

Fryers, T., Melzer, D., Jenkins, R., & Brugha, T. (2005) The distribution of the common
mental disorders: Social inequalities in Europe.Clinical Practice and Epidemiology in
Mental Health, 1(14).

Gater, R., Jordanova, V., Maric, N., et al. (2005) Pathys to psychiatric care in Eastern
Europe.Br J Psychiatry,186, 529 35.

Greacen, T., Jouet, E., Ryan, P., et al., (2012) Developing European guidelines for training
care professionals in mental health promotion. BMC Public Health 12, 1114.

Han, S.S., &Veiss, B. (2005) Sustainability of teacher implementation of schoolbased
mental health programs. Journal of Abnormal Child Psychology 33, 665679.

Harden, A., Rees, R., Shepherd, J., Ginny, B., Oliver, S. and Oakley, A. (280ing People
and Mental Health: A Systematic Review of Research on Barriers and Facilitatohsstitute
of Education, University of London EPPICentre, London.

Hassard, J., Cox, T., Murawski, S., De Meyer, S., and Muylaert, S. (2(N&htal Health
promotion in the workplace - A good practice report. European Agency for Safety and
Health at Work. Working Environment Information, Working Paper.

Hay, L. (2010) The cost of mental ill health to employers.Perspectives in Public Health
130, 56.

Hegerl, U., & Wittenburg, L. (2009) The Etopean Alliance Against Depression: A
Multilevel Approach to the Prevention of Suicidal Behavior. Psychiatric Services60, 596
599.

Hegerl, U., Wittmann, M., Arensman, E., et a[2008) The 'European Alliance Against
Depression (EAAD)": A multifaceted, ommunity -based action programme against
depression and suicidality. World Journal of Biological Psychiatry 9, 51-58.

Hillier, D., Fewell, F., Cann, W., et al. (2005) Wellness at work: Enhancing the quality of our
working lives. International Review of Pgchiatry, 17, 419431.

Hoven, C., Mandell, D., & Bertolote, J. (2010). Prevention of mental Hhealth and suicide:
Public health perspectives.European Psychiatry25, 252-256.

July 2013 66



Huppert, F.A. & Johnson, D.M. (2010) A controlled trial of mindfulness trairing in schools:
The importance of practice for an impact on well-being, The Journal of Positive
Psychology,5, 264-274.

Impact Consortium (2011) Mental Well-being for a Smart, Inclusive and Sustainable
Europe.Retrieved from
http://ec.europa.eu/health/ment al_health/docs/outcomes_pact_en.pdf

JanéLlopis, E. & Anderson, P. (2005Mental Health Promotion and Mental Disorder
Prevention. A policy for EuropeNijmegen: Radboud University Nijmegen.

JanéLlopis, E. & Anderson, P. (Eds) (2006lental health promotion and mental disorder
prevention across European Member States: a collection of country stori¢sixembourg:
European Communities.

JanéLlopis, E., Katschnig, H., McDaid, D., et g2011) Supporting decision-making
processes for evidence based mental health promotion. Health Promotion International,
26 (S1), i140i146.

JCPMH (Joint Commissioning Panel for Mental Health) (2012Yuidance for
commissioning public mental health servicesLondon: Royal College of Psychiatrists

Jokela, M., Batty G.D., Vahter, JElovainio M. & Kivimaki, M. (2013) Socioeconomic
inequalities in common mental health disorder and psychotherapy treatment in the UK
between 1991-2009. British Journal of Psychiatry 202,115 120.

Knapp, M., & McDaid, D. (2007) The mental health economicsEuropean network.
Editorial. Journal of Mental Health, 16(2), 157165.

Knapp, M., McDaid, D., Amaddeo, F., et al. (2007) Financing mental health care in Europe.
Journal of Mental Health, 16, 167-180.

Leka, S., Cox, T., & Zwetsloot, G., (2008) The Eurape Framework for Psychosocial Risk
Management (PRIMAEF), In S. Leka and T.Cox (Ed3he European Framework for
Psychosocial Risk Management: PRIMBF, IWHO publications, Nottingham, 2008, pp.1-
16.

Leka, S., Vartia, M., Hassard, J., et 008b) BestPractice in Interventions for the
Prevention and Management of Work-related Stress and Workplace Violence and
Bullying. In S. Leka and T.Cox (EdsThe European Framework for Psychosocial Risk
Management: PRIMAEF,]IWHO publications, Nottingham, UK, pp.136-173

July 2013 67



MacKean, G., GermAnn, K., & Ardiles, P. (201Tyends in international mental health
promotion policy and action - A Background Paper for the PublicHealth Agency of
Canada.

Mansell, J, Knapp, M., BeadleBrown, J., Beecham, J. & Hayward, R. (2007)
Deinstitutionalisation and community living: outcomes and costs (DECLOCPpraft Report,
Second Meeting, Arezzo, Italy, July 2007. European Commission: Employment, Social
Affairs and Equal Opportunities.

Martin, A., Sanderson, K., & Cocker, F. (2009) Metanalysis of the effects of health
promotion intervention in the workplace on depression and anxiety symptoms.
Scandinavian Journal of Work, Environment and Health35, 7-18.

Matrix Insight (2012) Economic analysis of workplace mental health promotion and
mental disorder prevention programmes and of their potential contribution to EU health,
social and economic policy objectivesFinal Report November.

McDaid, D. & Thornicroft, G. (2005)Policy brief. Balancing Institutional and Community
based care Mental health II, WHO, Copenhagen.

McDaid, D. (2008)DataPrev: Evidencebased programmes for promotion and prevention in
mental health. A database, guidelines and training for policy and practice. Outline of a
research project funded by the European CommissiofPesonal Social Services Research
Unit.

McDaid, D., & Knapp, M. (2010) Blackskies planning? Prioritising mental health services
in times of austerity. British Journal of Psychiatry 196, 423424,

McDaid, D., & Park, A. (2011) Investing in mental health andwell-being: findings from
the DataPrev project. Health Promotion International, 26 (S1), i108i139.

McDaid, D., Park, A., Knapp, M., et al. (2010) Making the case for investing in child and
adolescent mental health: How can economics help?International Journal of Mental
Health Promotion, 12, 37-44.

McDaid, D., Bonin, E., Park, A., et al. (2010b) Making the Case for Investing in Suicide
Prevention Interventions: Estimating the Economic Impact of Suicide and Non Fatal Self
Harm Events.Injury Prevention, 16, A257-A258.

Mental Health Network, NHS Confederation (2012) Implementing Recovery through
Organisational Change (ImMROC) Project.

July 2013 68



Michie, S. & William, S. (2003) Reducing work related psychological ill health and
sickness absence: a systematic literatue review. Occupational & Environmental Medicing
60, 3-9.

Moher, D., Hopewell, S., Schulz, K., et al. (2010) CONSORT Explanation and Elaboration:
updated guidelines for reporting parallel group randomised trials. BMJ 63, 1637.

Muijen, M. (2008) Mental Hedlth Services in Europe: An OverviewPsychiatric Services59
479-482.

Mrazek, P.J., & Haggerty, R.J. (1994) Reducing the risks for mental health disorders:
Frontiers for Preventive Intervention Research. National Academy Press: Washington DC.

Neil, A.L. &Christensen, H., (2009) Efficacy and effectiveness of schoddased prevention
and early intervention programs for anxiety. Clinical Psychology Review29, 208 15.

Neuman, C., (20110 Eur ope Goes F oExecthe Sumanary. Heal t h o

Nielsen, K., Fredslud, H., Christensen, K. B., et a(2006) Success or failure? Interpreting
and understanding the impact of interventions in four similar worksites. Work & Stress
20, 272.

OECD (2012)Sick on the Job? Myths and Realities about Mental Health and Work, Mental
Health and Work, OECD Publishing.

Patel, V. (2005) Poverty, gender and mental health promotion in a global society.
Promotion & Education, 12 (Suppl 2), 2629.

Peters, K.K. & Carlson, J.G. (1999) Worksite stress management with higtsk
maintenance workers: a controlled study. International Journal of Stress Management
6(1):21-44.

Pope, C. and Mays, N. (Eds) (200&)ualitative Research in Health CareThird edition. BMJ
Books, London.

Ravens Sieberer, U., Erhart, M., & Gosch, A. (2008) Mental health afhildren and
adolescents in 12 European countries- Results from the European KIDSCREEN Study.
Clinical Psychology & Psychotherapyl5, 154 163.

Ravens Sieberer, U., Wille, N, Erhar, M., et al., (2008b) Prevalence of mental health
problems among children and adolescents in Germany: results of the BELLA study within
the National Health Interview and Examination Survey.European Child & Adolescent
Psychiatry, 17, 22 33.

July 2013 69



Roberts, G. & Grimes, K. (2011Return on Investment, Mental Health Promotion and
Mental lliness PreventionCanadian Policy Network at the University of Western Ontario.

Russ, T.C., Stamtakis, E., Hamer M., et al., (2012) Association between psychological
distress and mortality: individual participant pooled analysis of 10 prospective cohort
studies. British Medical Journa) 31 July 345, e4933.

Sainsbury Centre for Mental Health (2007)Mental health at work: Developing the business
case.Policy Paper 8. Sainsbury Centre for Mental Health.

Sainsbury Centre for Mental Health (2009)Briefing 37: Doing what works. Individual
placement and support into employment.Sainsbury Centre for Mental Health.

Sartorius, N. (2007) Stigma and mental health.The Lancef 370, 810-811.

Semrau, M., Barley, E.A., Law, A., et 011) Lessons learned in developig community
mental health care in Europe. Mental Health Policy PaperWorld Psychiatry, 10, 217-225.

Seymour, L. (2010)Common mental health problems at work. What we know about
successful interventions. A progress revieainsbury Centre for Mental Healh.

Stallard, P. (2010) Mental health prevention in UK classrooms: The FRIENDS anxiety
prevention programme. Emotional and Behavioural Difficulties 15, 23 35.

Stallard, P., Sayal, K., Phillips, R., et al., (2012) Classroom based cognitive behavioural
therapy in reducing symptoms of depression in high risk adolescents: pragmatic cluster
randomised controlled trial. British Medical Journal 345:e6058.

Standing Committee of European Doctors, (2011),CPME statement on Mental Health,
combating Stigma and Socialexclusion,CPME.

Stice, E., Shaw, H., Bohon, C., et al. (2009) A mesmalytic review of depression
prevention programs for children and adolescents: Factors that predict magnitude of
intervention effects. Journal of Consulting and Clinical Psychology77, 486-503.

Thornicroft, G., & Tansella, M. (2004) Components of a modern mental health service: a
pragmatic balance of community and hospital care. British Journal of Psychiatry 185,
283-290.

Thornicroft, G., Brohan, E., Kassam, A., et 008) Reducingstigma and discrimination:
Candidate interventions. International Journal of Mental Health Systems2, 3.

Thornicroft, G., Brohan, E., Rose, D., et al. (2009) Global pattern of experienced and
anticipated discrimination against people with schizophrenia: a cross sectional survey.
The Lancet 373, 408415.

July 2013 70



Wahlbeck, K., & Makinen, M. (Eds) (2008Prevention of depression and suicide. Consensus
paper. Luxembourg: European Communities.

Weare, K. & Nind, M. (2011) Mental health promotion and problem preventio n in
schools: what does the evidence sayHealth Promotion International, 26 (suppl 1),i29-
i69.

WHO (2004) Prevention of Mental Disorders: Effective Interventions and Policy Options.
A report of the World Health Organization, Department of Mental Health a nd Substance
Abuse.

WHO (2005) European Ministerial Conference on Mental Health; Facing the Challenges,
Building Solutions;Helsinki, January. World Health Organization.

WHO (2005a)Mental health declaration for Europe.Copenhagen: World Health
Organization. Regional Office for Europe.

WHO (2005b) Mental health action plan for Europe.Copenhagen: WHO Regional Office
for Europe. World Health Organization.

WHO (2008) Global burden of disease World Health Organization, Geneva.
WHO (2011)Impact of economic ¢ises on mental health.World Health Organization.
WHO (2011b) Mental Health Atlas. World Health Organization.

WHO (2012) Risks to Mental Health: An overview of Vulnerabilities and Risk Factors.
Background paper by the WHO Secretariat for the developmenif a comprehensive mental
health action plan. World Health Organization.

Wills, J., & Douglas, J. (2008) Health promotion: Still going strong? EditorialCritical
Public Health, 18, 431-434.

Wittchen, H.U., & Jacobi, F. (2005) Size and burden of mental disrders in Europe - a
critical review and appraisal of 27 studies.European Neuropsychopharmacologyl15,357
376.

Wittchen, H.U., Jacobi, F., Rehm, J., et #2011) The size and burden of mental disorders
and other disorders of the brain in Europe 2010. European Neuropsychopharmacology
21, 655-679.

July 2013 71



4.

Country Profiles

4.1 Austria

Author

Joy Ladurner lliff, Mag. Gesundheit Osterreich Forschungsund Planungs

Summary

T

Mental health legislation and policy is integrated into general health policy,
policies on prevention and promotion of mental health are usually part of general
health promotion and illness prevention policies.

The responsibility for the provision of mental health services rests mainly with the
nine regions. Related policies and plans differ in the individual regions.

A range of community mental health services are available, although psychiatric
services are fragmented into several subdisciplines such as psychosomatics or
child and adolescent psychiatry. This fragmentation and the lack of coordination
hinder the development of integrated mental health care services.

No own mental health budget exists. Mental health financing is highly complex
with state, insurance and co-payments being linked in a complicated way. On a
regional level, mental health services are usually funded by both the health
department and the department for social services. Several mental hospitals have
been closed or their size reduced.

The interest in and the activities related to health promotion and illness
prevention has increased in Austria over the past 5 to 10 years.

Dat a

for this country profile were gathered in

for Austria. The research team used these data to prepare a draft country profile and supplemented
this with published data where necessary. The draft profile was submitted for review by Governmental
Experts in Mental Health and WellBeing from Austria. These experts provided additional up-to-date
information and revisions. The country profile was then revised accordingly by the lead researcher,
checked by Governmental experts and a final version validated by them. Completed and validated in

2012.
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Background information

Population (1 January 2011) 8,404,252
Population density Inhabitants per km? (2009) 101.5
Women per 100 men (2011) 105.2
GDP PPP 2010 EU27 =1 11
Psychiatric care beds in hospitals per 100,000 inhabitants (2009) 36.5
Standardised Suicide rate by 100,000 inhabitants (2011) 15.3

Gallup Wellbeing index (2010)*
Thriving 57%
Struggling 40%

*Reprinted with permission of Gallup, Inc

Mental Health Legislation and Policy

Current update and reference to prevention and promotion

General health legislation, such as the Federal Constitutional Act
(BundesverfassungsgesetBVG) and the Federal Hospital ActKranken- und
Kuranstaltengesetz KAKuG) covers mental health and deals with the structure, provision
and responsibilities of the different health care system stakeholders (e.g. Federal
Government, regions etc.). Patientsd | egal
compulsory basis are regulated in the Law for compulsory admission to mental hospitals
(UnterbringungsgesetzUbG, 1990), which was modified in July2011 to avoid successive
compulsory admissions (without an increase of the cumulative length of stay). Other
related laws deal with competency/guardianship issues for people with mental illness
(Sachwalterrecht1984; SachwalterrechtsAnderungsgesetZSWRAG2006), the restrictions
of liberty in residential facilities (HeimaufenthaltsgesetzHeimAufG 2004; HeimAufG
Novelle 2006), and Penal Lawd relevant for mentally ill offenders (StrafgesetzbuchStGB
811, 821).

The Austrian Health Promotion Act (BGBI. No. 511998) is a Federal law that enacted
measures and initiatives to promote health and provide health education and
information ( GesundheitsforderungsgesetzZGfG). The Austrian Health Promotion
Foundation (Fonds GesundesOsterreich FGO) was charged with theimplementation of
this law. The work of the Austrian Health Promotion Foundation consists in funding
practical and scientific projects, the creation of structures for health promotion, the
provision and support of initial and continuing training and educat ion offerings,
networking, information and public education. The Finance Equalization Act
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(FinanzausgleichsgesetzZ=AG)(section 8) regulates the allocation of an annual sum of

a7.25 million for health promotion, education

FGO. Other legal frameworks for health promotion and prevention are also defined in
the General law on socialinsurance (Allgemeines SozialversicherungsgesetASVG) and
other social insurance legislation (e.g. for civil servants, seHemployed, farmers, etc.).
Prevention in problem areas specific to young people is regulated by the Law providing
support for young people (Jugendférderungsgesetz JuF6G). Prevention and health
promotion for workers is regulated by the Labour Protection Act
(ArbeitnehmerlinnenschutzgesetzAschG). Professional legislation (e.g. for physicians,
psychologists, health care workers and nuses, etc.) may include issues related to health
promotion and/or iliness prevention. An additional legal framework for health promotion
(and therefore also for Mental Health Promotion (MHP) is found in the statutory
agreement on the organisation and finan cing of the health care system (Art.15a BVG
[Federal Constitutional Law]) which isagreed on by the Federal Government and the
regions at regular intervals and currently valid from 2008 to 2013.

None of the above mentioned laws refer explicitly to mental health promotion or
prevention of mental iliness.

Mental health policy and inclusion of prevention and promotion

The Mental Health Plan (updated in 2004), several regional psychiatric plans, the Health

Care Structure Plan and regional health plans form the basis of mental health policies

and plans in Austria. No mental health policy for children and adolescents exists in
Austria, although in April 2010 a childrenos
of Health and event utmtedy wasdefiredin Jutk208h dhe heal t h
strategy is composed of 20 targets which are grouped into five thematic areas. Several

targets deal with prevention and health promotion matters. A Mental Health Strategy for

Social Insurance is also in the making whit will be based on an assessment of the status

of mental health services in Austria by the Main Association of Austrian Social Security

Institutions and the regional health insurance fund of Salzburg between 2010 and 2011.

Interest in and the activity related to health promotion and iliness prevention has grown
since the enactment of the Austrian Health Promotion Act in 1998 and the establishment
of the FGOto implement the Act. The Federal Ministry of Health Bundesministerium fir
Gesundheit BMG) states hat health promotion and prevention featured as one of its
areas of key interest for financial support in 2011 and among the topics (e.g. child and

adol escent health, womends health and ageing,

promotion and iliness prevention are also featured.

An Advisory board for mental health has been introduced at the Ministry of Health. A
national strategy on the basis of the Helsinki Declaration and the Mental Health
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Declaration for Europe has been developed. Current projects by he board include: data
collection on the prevalence of mental ilinesses; replication of a Stigma Survey
conducted in 1998; and an assessment of treatment pathways for people with a mental
illness, noting costs incurred through service utilisation in an effort to improve health
service planning. A suicide prevention programme is on the way.

Mental health services

Organisation and functioning of mental health systems

Following the reform of psychiatric services beginning in the mid -1970s, 60% of
psychiatric hospital beds were closed, the size of psychiatric hospitals were reduced or
closed and psychiatric departments opened as part of district general hospitals. The
number of adult psychiatric inpatient beds per 100,000 population for 2009 was 36.5
(excluding day care, rehabilitation, substance use and child and adolescent beds)
(GOGI/OBIG, 2011). Prior to this there were 15 beds per 100,000 located in psychiatric
units based in general hospitals (World Health Organization, 2008).

Various community mental health services now include day hospitals, crisis intervention,
hostels for those with mental illness and multidisciplinary teamwork, social and
vocational rehabilitation, housing units, daily structure and employment. Psychiatric
services, however, are fragmated into several sub-disciplines such as psychosomatics or
child and adolescent psychiatry. This fragmentation and the lack of coordination of these
services hinder the development of integrated mental health care services.

Access and usage

General practtioners are the main contact point for people with mental ilinesses,
constituting 94.2% of all physician visits in 2009. In the same year approximately 120,000
patients visited a specialist in psychiatry (Main Association of Austrian Social Security,
2011).

In 2007 the total number of inpatient admissions with an ICD 10 diagnosis (F code) was

112,907. This equated to 45% men and 55% women. Admissions were attributed to

about 73,000 patients. On average patients with an F diagnosis remained in hospital for

24.9 days, the longest average stay being 50.9 days (Schizophrenia), 39.3 days

(Schizoaffective psychosis) and 36.9 days (Eating disorders). The majority of patients

were admitted to psychiatric departments in general hospitals (62%), whereas about 19%

wer e admitted to departments of internal medi ci
(GOG/OBIG, 2010).
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Variation and gaps

Given Austria is based on a federal system, the development of community mental
health services across the country has occurred at diferent speeds. Some provinces
therefore have advanced forms of services and others lag behind.

Financing

The total expenditure on health (% of Gross Domestic Product) in 2009 was 11%. How
much of the healthcare expenditure is spent on mental health services is unknown, and
no separate mental health budget exists. Mental health financing is highly complex with
state, insurance and co payments being linked in a complicated way. On the regional
level, mental health services are usually funded by both the health department and the
department for social services.

Mental health workforce

In 2009, there were 1891 medical specialists working in Neurology and/or Psychiatry.
These practiced Child and Youth Psychiatry (9 specialists), Neurology (352 specialists),
Neurology and Psychiatry (438 specialists), Psychiatry (421 specialists), Psychiatry and
Neurology (645 specialists) or Psychiatry and psychotherapeutic medicine (26 specialists)
and about 100 specialists on child and youth psychiatry. Approximately 73% of these
specialists are employed part or full-time (either in hospitals or other institutions). The
majority of these, about 80% work in hospitals. About 53% of all specialists work in
private practices either part- or full-time. About a quarter of all specialists work in a
hospital and in private practice. Two hundred and sixty one specialist doctors had
contracts with at least one social health insurance institution. Social health insurance
expenditure for neurologists/ p®¥ychiatrists can

There exists a system of further education on three levels in the field of mental health for

all medical disciplines, which is especially useful for general practitioners, organised by

the medical association (Osterreichische Arztekammer)At the end of 2011, 2.2 doctors
graduated wi t Psychosocialplé 0 mal.hien6 @ Psychosomatic Me
and1l.2ino®ychot herapeutic Medicineo.

At the end of 2009, there were 6,908 registered psychotherapists (8.27 per 10,000

inhabitants). Regional varation in the number of psychotherapists was between 3.6 and

17.0 per 100,000 population, with 55.4% of the registered therapists working on a

freelance basis. The individual working hours of the registered therapists (fulk or part-

time) are unknown.In2009 s oci al health insurance funds sp
psychotherapy and psychotherapeutic medicine, and around 65,500 patients received

services related to psychotherapeutic medicine.

At the end of 2010, there were 7,830 psychologists (clinical and healthpsychologists).
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Responsibility and delivery of mental health promotion and prevention of mental iliness

At policy level, several Austrian ministries are involved in health promotion and illness
prevention. These are the: Federal Ministry of Health; Fedeal Ministry of Labour, Social
Affairs and Consumer Protection; Federal Ministry for Education, Arts and Culture;
Federal Ministry of Economy, Family and Youth; and the Federal Ministry of Justice.
Several social health insurance institutions also play a mgr role in health promotion
and primary prevention, despite these areas not being their key responsibility. Social
insurance funds mostly concentrate on settings such as the workplace and schools.
Other related activities include community health promotio n and individual illness
prevention (e.g. smoking, nutrition, stress, dental health, physical activity). A variety of
health promotion networks also exist in cities and communities, hospitals, schools and
workplaces, and integrated within these networks are mental health promotion and
prevention activities.

The development of health promotion and iliness prevention in Austria is strongly
influenced by the regional structure and fragmentation of responsibilities for health
between national and regional stakeholders. No systematic national approach in health
promotion and iliness prevention exists, although the health care reform of 2005
intended to address the divisions between the different health system sectors by
increasing cooperation and coordination.

Health promotion activities show a strong focus on hospitals and communities (WHO
networks) and on the workplace (e.g. activities of social health insurance funds). In the
past years several health promotion initiatives for pregnant women, mothers and their
children (early interventions) have been undertaken. The topic of mental health is also
discussed in connection with social inequality and in the context of workplace health
promotion. In 1997, health promotion in schools was made compulsory (Grunderlasszur
Gesundheitserziehung).

Mental health status

Prevalence of mental health in the population

National epidemiological data on the prevalence of mental iliness is not as yet available
in Austria. The Austrian advisory committee on mental health has swggested funding an
epidemiological study, which has however so far not been undertaken yet. Currently
information/reports on prevalence and/or incidence of mental illness in Austria is/are
usually based on estimates from other countries or derived from service utilization data.

In 2009, around 900,000 people received social health insurance benefits due to mental
illness/suffering (estimate based on: drug prescriptions of the group of psychotropic
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drugs, hospital stays, individual taking sick leave due to apsychiatric diagnosis and
extrapolation of contacts with doctors and therapists). Based on data for inpatient stay,
sick leave and prescriptions for long-term medication, between 200 and 250 Austrians
(about 3% of the population) have more severe or long-term conditions. In the same
year, around 840 Austrians received antidepressants, antipsychotics or tranquilizer.
About 78,000 Austrians were on sick leave due to mental health problems, of which
approximately 70,000 were admitted to hospital. The majority of these took medication.

Incidence

Not reported.

Protective and risk factors

None reported; reference should be made to the international body of literature as no
Austria-specific data exists.

Prevention and promotion programmes /activities

A considerable number of health promotion and prevention initiatives in the area of
schools and the workplace exist in Austria. Initiatives targeting the elderly do exist but
tend to be small and localized, or at a pilot stage. In some cases there are programmes
or long-term activities for mental health promotion (MHP) and mental disorder
prevention (MDP), which form part of general health promotion or illness prevention
activities. MHP and MDP activities are often not coordinated. At the national level very
few initi atives exist which involve different policy areas (e.g. health, education, social
affairs). So far few evaluations have been conducted and little evidence of their impact
exists. However, projects funded by the FGO are always evaluated. Relevant mental
health promotion and prevention initiatives include:

Programme Aim/approach Stakeholders/ | Duration, Cost of
name target group programme
Schools

Give- an initiative | Aim: to promote health through a Teachers/

of the Federal nationwide service centre providing Pupils

Ministry of information (on projects and activities)

Education, Arts for teachers and employees of

and Culture, educational facilities on health

Federal Ministry promotion. Topics covered include

of Health and the | violence, alcohol, addiction, eating

Austrian Youth disorders and sexuality.

Red Cross
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Programme Aim/approach Stakeholders/ | Duration, Cost of
name target group programme
BMUKK- a Aim: to prevent violence, addiction and | Pupils
School provide sex education. This national
Psychology school psychology service aims to
Educational increase knowledge on protective- and
counselling risk factors for mental health, improve
(Schulpsychologie | social competencies, school and class
Bildungsberatung | atmosphere.
O6We feédl Aim: to inform interested citizens Citizens and 1 year duration.
mental wellbeing about different ways to stay mentally pupils Funded by the
in healthy healthy (stressprevention, burn-out (Implemented | Carinthian
communities prevention, time-management, etc.) in 25 healthy Government and the
through lectures, workshops and villages and 6 | Association Healthy
courses. schools) Carinthia (Verein
Gesundheitsland
Kéarnten),
cooperating with
institutions, citizens
and pupils
0 Gesunde | Aim:to promote sustainable and Children of Started spring 2007
quality assured health promotion in school age;
Austrian schools. Includes a project Main

website www.gesundeschule.at
information on the activities of the

Association of
Austrian Social

project partners in the area of healthy Security
schools are presented. Institutions;
Federal
Ministry of
Education, Arts
and Culture;
Federal
Ministry of
Health
Eigenstandig Aim: to combine personality Primary school | Co-funded by the
werden development, health promotion, children Austrian Health
(becoming promotion of the life skills, prevention Promotion
independent) of addiction and violenc e in primary Foundation (FGO),
project schools (children between 6-10 years). Mentor Osterreich

Evaluation results of the programme
exist (surveys from October 2005 and
June 2006).

and Rotary
Osterreich 8 Distrikt
1910, BMUKK and
various regional
offices for addiction
prevention.
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Programme Aim/approach Stakeholders/ | Duration, Cost of
name target group programme

Weisse Feder Aim: to provide pupils, parents and School aged Funded by the WHO
(White Feather) teachers with practical and effective children. and launched in

tools for prevention and intervention.

At the federal level, BMUKK uns this
violence prevention programme. The
OWhi t e @&JeiairtgFarces for
Fairness and again
based on an overall strategy for
violence prevention and serves as the
umbrella for 12 sub-projects that
leverage violence prevention in diverse
fields

2007 by the Minister
of Education.

Association of
Austrian
psychotherapists
(Vereinigung
Osterreichischer
Psychotherapeuti
nnen und
Psychotherapeute
n, VOPP) and
Viena Association
for psychotherapy
(Wiener
Landesverband
far
Psychotherapie) in
cooperation with
the Austrian
Association for
child- and
adolescent
psychotherapy
(Ostereichische
Vereinigung fir
Kinder und
Jugendlichenpsyc
hotherapie, OVK)
and okids

Aim: to broaden the social
competencies of teachers and pupils
and strive to achieve changes of
related systemic concepts in the
school-system. Joint organisation of
events on the topi
present school models promoting
personal development in the
international setting.

Teachers and
pupils
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Programme
name

Aim/approach

Stakeholders/
target group

Duration, Cost of
programme

Network health
promoting
schools

Aim: to provide teachers and school
managers on how to become a health
promoting school. Information is
provided online with a brochure:
http://www.bmukk.gv.at/medienpool/1
4249/schrittfuerschritt.pdf (2001).

Basic ordinance on health education
published by the then Ministry of
Education and cultural matters
(Bundesministerium fiir Unterricht und
kulturelle Angelegenheiten, BMUK)
(1997)

Teachers and
school
managers

Since 1993.

0Soci al
school 6
project

W
p

Aim: to reduce school absenteeism and
truancy. Initiatives in place in nearly all
Austrian regions. Evaluation of the
project is undertaken by the Ludwig
Boltzmann Institute Health Promotion
Research 20112012, which was
commissioned by the BMUKK. More
information on a research and
benchmarking on early school
leaving/drop out can be found at
http://www.bmukk.gv.at/schulen/unter
richt/ba/schulabbruch.xml (accessed
21.10.11)

School
children

Funded by the
European Social
Fund. Started in
2009/2010.

Service Stelle
Schule

Aim: to provide support via School
service centres, available at eight
regional areas providing counselling,
guidance and support for planning and
implementing school health promotion
projects, information (brochures,
health data, expert contacts,
information on services and activities
provided in each region and by all
partners).

School
children

Project

o

Aim: to strengthen mental health in

Primary school

School 6 (] childreninelementary school and children
bauen ein improving their social competencies.
Seelenhaus) Organised by AVOS and the

Kuratorium fuir Psychische Gesundheit.
Proj ect o] Aim:to promote the integration of Pupils aged 6
starken Ich zum pupils within the class, strengthening 18 years.

neuen Wi
the strong | to the
new we):

r

social competencies, thereby
improving the sense of community.
Applied: play- and theatre
paedagogics, 3-6 times for 2 hours.
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Programme
name

Aim/approach

Stakeholders/
target group

Duration, Cost of
programme

Project o

Aim: an internet-based programme for
health promotion and prevention
providing counselling and options for

Young people
(aged between
12-18 years);

communication/ex -change for young teachers
people and teachers, covering topics
such as smoking, love and sexuality,
self-esteem, cannabis, stress, and
internet for beginners. Implemented
throughout Austria.
KiVi (Kids Vital) in | Aim: to provide a structured health School Programme started
Vorarlberg promoti on programme for schools management, | in September 2000.
with a high degree of participation in teachers, Duration: 5 years,
developing the programme. Includes pupils, parents,
physical exercise, nutrition, social families with a
wellbeing, relaxation, etc. through migration
films, education, manuals, information, | background /
parents-meetings, personal letters for with a lower
parents (different languages), training educational
and posters. status,
Workplace
FGO- workplace Aim: to include mental health Employees FGO funded
health promotion | promotion, prevention of burn -out,
projects mobbing prevention, social capital in
the workplace. FGO supported the
awareness campaign
with |ife. Move Eu
the European Network for Workplace
Health Promotion. 40 Austrian projects
nominated as models of best practice.
6 Aust r i an| Aim:to provide counselling by work Employees,
for Workplace psychologists, information on burnout Chamber of
Heal t h Pr| (howto prevent and deal with Labour
burnout), and information/services
related to coping with stress and
addiction. Brochures on psychosocial
matters. Services provided by the
Chamber of Labour.
Pro mente Aim: to provide work assistance to People at risk

support people in danger of losing
their job due to mental or psychosocial
problems, and for those looking for
work who require psychosocial support
(clarification of job -perspectives,
conflict-management, problem solving
at the workplace, etc.).

of losing their
jobs because
of mental

health issues
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Programme
name

Aim/approach

Stakeholders/
target group

Duration, Cost of
programme

Fit2Work Initiative

Aim: to prevent early retirement due to

Employees and

mental illness. Project by the Federal employers

Ministry of Labour, Social Affairs and

Consumer Protection (BMASK).
Ca mp a I sghau | Aim: to provide health promotion Directors,
auf mi und di ¢ for | information. Services include: managers,
mental healthd , Presentations for companies, employees

organised by the
Kuratorium fir
Psychische
Gesundheit, the
Chamber of
Labour and the
regional sickness
fund.

information mat erial and a cabarett-
DVD

Prevention

Aim: to provide prevention and mental

Employees and

services provided | health promotion in employees. managers
by workplace Presentations on coping with stress,
physicians: 120 work-life-balance, healthy
companies are management courses / seminars for
offered services managers psychological evaluation of
(in Vorarlberg) mental burdens at work cooperation
with Prevention Management
Vorarlberg, especially in the areas of
re-integration following work -leave
after a mental illness
Chamber of Aim: to provide prevention and mental | Employees
Labour health promotion in employees.

Services provided include: counselling
by work psychologists, information on
burnout (how to prevent and deal with
burnout), and information/services
related to coping with stress and
addiction.

Brochures on psychosocial matters
include: Assessment of psychosocial
burdens (2010), stress at the workplace
(2010) or harassment and violence at
the workplace (2011)
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Programme Aim/approach Stakeholders/ | Duration, Cost of
name target group programme
OHeal t hy | Aim:to deliver a workplace health Employees Duration: 2 years
Ma n a g e me n| promotion programme developed by
programme in the University of Klagenfurt (Institut
Carinthia Sozialwirtschaftliche Intervention).

Target group: older collaborators

within the management 6 aiming at

developing a healthy and fair attitude

among employees in time of increased

job cutting. Partners: Carinthian

Government, Alpe Adria University

Klagenfurt, University of Applied

Sciences Feldkirchen. Includes physical

training, career training, relaxation

programmes, communication training,

meetings and supervision. Evaluation

in process.
Older people in long -term care facilities
The Main Aim: to increase autonomy for the Older people
Association of residents and combines a number of in nursing
Austrian Social approaches including also relatives and | homes
Security friends of the residents. Runs a project
Organisations in three nursing homes in cooperation
(http://www.haupt | with Wiener Gesundheitsforderung
verband.atf) and LB Health promotion research.
NGOs Diakonie Aim: to care for older people and also Older people
and Caritas health | provide health promotion and
promotion and prevention services. This includes
prevention information campaigns on certain
services topics, raising awareness, providing

services for people without social

health insurance, for homeless etc.
Pro mente Aim: to offers exchange meetings for People with
services for persons with Dementia and their dementia and
people with familtestoakf o and|theirfamilies
dementia home visits (twice a week) for these

persons offering them support and

assistance in their own surroundings.
Hospiz Osterreich | Aims: to runs a pilot in eight nursing Employees

homes introducing pri nciples of
palliative care and raising competence
in care and attendance in terminal
state of residents. A by-product of this
project resulted in quality criteria on
these issues which are enforced by the
Austrian Ministry of social affairs.
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Other programmes

FGO conducts
public relation
activities to raise
public awareness
concerning
mental health

Aim: to raise awareness of mental
health issues. An Austrianwide
awareness campaign
dichdé (Take care a
Developed and distributed a free
brochure on Oment a
information, advice and addresses.

Since 2003-

BMWFJ: Project
Elternbildung
Education for
parents

Aim: to prevent and promote mental
health in children by educating parents
A website providing i nformation for
parents (studies, brochures, events,
courses, etc.) on educational matters
(for ages ranging from babies to
adolescents). Prevention topics include:
conflict management, violence
prevention, etc. It is implemented in all
Austrian regions.

The programme has
existed for about 10
years and is funded
by the Family
Equalisation Fund
(Familienlastenausgl
eichsfonds).

Events in Salzburg
organised by the
Kuratorium far
Psychische Ge
sundheit together
with cooperating
partners

Aim: to improve mental health and
burn-out prevention for teachers
through presentations and seminars.

Teachers

Sigmund Freud

Aim: general prevention generally and

All age groups;

Private University | to prevent relapse in those with mental | people in the
(Vienna, Paris) illness. Psychotherapy, education and | workplace;
counselling services for all age groups | those with
and other specific groups. drug use
problems;
migrants.
A range of Aim: to promote mental health of Pregnant
projects in pregnantwomen -0 Wi e i ¢ h m women;
Salzburg (How | feel). Prevention activities and mothers with

psychological counselling for children

of parents with a mental illness (JOJO
project).

The oWill kommen i m
help babies and their mentally ill
mothers.

Kinderseelenhilfe d services for children
and adolescents with mental illness to

improve their quality of life.

mental illness
and their
babies;
children and
adolescents
with mental
illness.
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KIPKE project
(Lower Austria)

Aim: to provide support for children of
parents with a mental illness; to
strengthen protective factors and
enhance a chil dds
are informed about the illness of their
parents in a child-appropriate way and
are informed about how to cope with
acute episodes.

Children of
parents with a
mental illness
(3-18 years).
Children of
clients visiting
psychosocial
services.
Partners:
Psychosocial
Service of
Caritas St.
Pdlten,
Psychosoziale
Zentren GmbH.
Supported by

Started July 2010

NOGUS.
SAFE programme | Aim: to promote a safe relationship Supported by January 2009 May
me between child and parents. Aimed at NOGUS, 2011

helping parents to be empathetic with
their offspring, to provide support in
difficult situations, to help parents
understand their own attachment
experience and how it can influence
their behaviour towards their own
children. Methods: 10 days of training
before and after birth (parent groups)
as well as a hotline for questions.
Evaluation report: expected by end of
2011.

organised by
the Austrian
Liga for child-
and adolescent
health.

Financial responsibility for prevention and promotion activities

The FGO funds and coordinates general health promotion and prevention activities at
different levels and in a range of settings (national level). Various initiatives are
undertaken by ministries or social insurance institutions (national and regional level). At
regional level, the health departments and/or the departments for social affairs
coordinate and fund a range of projects, including long - and short-term activities.
Furthermore the communities and other organisations, such as non-governmental
organisations (NGOs), organise and support projects.
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Investments into mental health 8 health, education, social development
and economic growth

It is not possible to identify the amount of mon ey invested in mental health promotion
and prevention. Even identifying the overall money spent on health promotion and
prevention is a challenge.

Most of the funds spent on health promotion and health care prevention services
mentioned above were spent on medical rehabilitation, preventive (periodic) health
check-ups, measures improving the dental health status of the population, services
related to the mother dchild pass examination programme and vaccinations.

Based on the health expenditure data from Statistik Austria (based on the OECD System
of Health Accounts), health expenditure on prevention and public health services
amounted to 0439 million in 2009 (about 1. 9%

The FGO, the national competence centre for health pomotion, is allocated an annual

budget of G047.25 million for funding projects
prevention, as well as for providing further education on these topics. The budget-share

spent on mental health is not known.

Initiatives to strengthen mental health systems in relation to mental
health promotion and prevention of mental iliness

These are described above and largely concern the enactment of the Health Promotion
Act, introduction of a number of key policies, investments and the establishment of the
FGOto implement and finance general health promotion and prevention initiatives.
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Summary

T

Mental health services in Belgium largely rely on psychiatric hospitals with
alternative facilities and long term care centres for specific groups.

A diverse range of community mental health services is available including
centres for mental healthcare operated by a multidisciplinary team with an
emphasis on treatment for anxiety, mood disorders and addictions. Other
facilities include psychiatric nursing homes for the elderly and sheltered and
family accommodation.

Although there are alternatives to psychiatric hospitals, these have long waiting
lists. This is in spite of maximum legal standards not yet being reached.

Mental health prevention and promotion is not specifically provided for in
Government legislation. However, it is delivered at community level, typically in
mental healthcare centres. A range of activities target schools/young people, the
workplace and older people.
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Belgium. The research team used thefata to prepare a draft country profile and supplemented this with

published data where necessary. The draft profile was submitted for review by Governmental Experts in

Mental Health and WelBeing from Belgium. These experts provided additionaloigate information and
revisions. The country profile was then revised accordingly by the lead researcher, checked by Governmental

experts

and a final version validated by them.

Completed and Validated 2012

July 2013 89

iKS

T A



Background information

Population (1 January 201J 10,951,665
(July 2012 population estimate) (10,438,353)

Population density Inhabitants per km? (2009) 356

Women per 100 men (2010) 104.1

GDP PPP (2010) 11

Psychiatric care beds in hospitals per 100,000 inhabitants 2012) 179.2

Standardised Suicide rate by 100,000 inhabitants 17.6

Gallup Wellbeing index (2010)*

Thriving 56
Struggling 41
Suffering 3

*Reprinted with permission of Gallup, Inc

Mental Health Legislation and Policy

Current update and reference to prevention and promotion

New mental health legislation was enacted in 2000. This updated the previous 1976 law
which had set a maximum number of psychiatric beds in mental health services. In 2007
new legislation was adopted which concerned the detention of people with a mental
disorder. Specific legislative guidelines for child and adolescent disorders were
introduced in 2002. Legislation also includes a General Hospital Act with provision for
mental health.

There is no specfic reference to prevention and promotion in mental health, and it
appears that this is included within the existing mental health legislation.

Mental health policy and inclusion of prevention and promotion

Belgium has a national mental health policy, introduced in 1988 and a community

mental health policy. A national mental health programme was developed in 1990. This
reformed the provision of psychiatric care so that the most appropriate treatment was
available for psychiatric patients. The reform aimedto reduce the number of psychiatric
hospital beds and encourage the social integration of patients into mainstream care. As a
result of the reform, a greater proportion of care was delivered outside psychiatric
hospitals. In addition alternative facilities for mental health care, such as psychiatric
nursing homes, sheltered accommodation and home care were developed. In 1999
further policy reform targeted improvements to intensive and specialist care in
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psychiatric hospitals, cooperation between intra- and extra-mural / community services
and continued the shift from hospital and care beds for older people to psychiatric
nursing homes and places in sheltered accommodation.

In 2002 ministers responsible for Public Health, Health Policy and Social Affairs siged a
Joint Declaration on the future policy for mental health. According to this Declaration

(and the 2004 amendment) future acute and chronic mental health care were to be

or gani s e dcatebincuitss g b cate ngiwork®, bri ngi ng ment al
close as possible to the needs and demands of people with mental health problems. This
approach intended to avoid as far as possible admissions to residential (or inpatient)

units. However, when hospitalization is unavoidable, efforts are to be made to keep
inpatient stay as short as possible.

A care circuit covers the full range of mental health provision tailored to the specific
needs of a target age group. It provides all possible care modules for people with mental
health problems belonging to a spe cific age group: children and adolescents, (young)
adults or the elderly.

Each care circuit is organised through collaboration between care providers. Such
cooperation is consolidated in a care network: a network of care providers which brings
together on e or more care circuits. The concepts of ‘care system' and 'care networks' are
included in Article 11 of the Law on Hospitals and other Healthcare Facilities.

In 2009, the Conference of ministers, responsible for Public Health, began trialling care
circuits for adults and adolescents. A call for projects was launched in 2010 following an
information campaign. Ten projects were approved to start in 2011, with 9 other project
to start in 2012. Care circuits and care networks are to be developed in 19 regionswhich
represent about 2/3 of Belgian territory.

The most prominent reference to prevention and promotion of mental health in Belgian
health policies is found in the Flemish action plan for suicide prevention (2002 and 2012-
2020 plan). The goals of this polcy/plan aims are to:

promote the mental health of the population;

maximise the care offered to people at risk of suicidal behaviour;

develop networks to enable follow -up with patients at risk;

offer support to and share relevant knowledge and informati on with other carers;
advocate for suicide prevention within local networks.

=4 =4 =8 -4 -4

A number of policies also refer to schools, the workplace and nursing homes. There are
several duties concerning mental health promotion and prevention. Since 2007, schools
must include mental health in their general health policies. In the workplace there is a
policy concerning the promotion of wellbeing and prevention of the psychosocial
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distress caused by aggression, harassment and sexual intimidation. For nursing homes a
policy introduced in May 1999 states that the Centres for mental health care should draw
particular attention to older people (aged 60+).

Other policy initiatives in the Flemish action plan include building resilience for people in
poverty (2010-2014) and asssting people with mental health problems find work
through, for example, career guidance, and employment in a social economy or
sheltered work.

Mental health services

Organisation and functioning of mental health systems

Belgium is developing more community-based mental health care and moving from a
supply-driven, mostly residential mental health services towards a more differentiated
demand-driven mental health care. This new mental health care provision is based on
the needs of people with mental health problems, taking into account their existing
circumstances and environment as starting point.

The types of mental health services available in Belgium are: psychiatric hospitals;
psychiatric departments in general hospitals; Centres for mental health care(providing
ambulatory care, consultation or a home visit); psychiatric nursing homes; and facilities
for sheltered accommodation. There are also rehabilitation centres (for addiction
problems, day centres, crisis intervention and therapeutic communities), psychiatric
home care and private practices.

1 Inpatient care: The total number of psychiatric inpatient beds for January 2012 was
18,705 (179.2 per 100,000 population); 15,364 of these psychiatric beds were located
in 67 Psychiatric Hospitals, with the ramaining 3,341 psychiatric beds in 66 General
Hospitals with psychiatric departments.

In 2008, there were 68 psychiatric hospitals (38 in the Flemish region, 10 in the
Brussels Capital region and 20 in the Walloon region), with a total of 221.0 beds per
100,000 population. Psychiatric departments in acute hospitals reserve 10% of their
beds for part-time admission and short term treatment. Alternative facilities to
hospitals include day and night hospitals, long-term care centres for specific groups,
such as the elderly and people with mental illness.

1 Community mental health care: The number of Centres for mental health care is 20 in
the Flemish community and 63 in the Walloon Region providing outpatient services
(2012). A multidisciplinary team provides both treatment (mostly for anxiety, mood
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disorders and addictions) but also prevention of problems through early detection
and early intervention support. Many Centres also provide programmes for children
and adolescents. There are alsacentres for mental health rehabilitation.

1 Psychiatric nursing homes: These facilities are for people with a stable but longterm
mental health problem not requiring hospital treatment. There are 42 psychiatric
nursing homes: 5 facilities (252 beds) in Brussels, 24 faciliés (2,230 beds) in the
Flemish community and 13 facilities (801 beds) in the Walloon Region.

1 Sheltered housing and family accommodation: There are 45 facilities in the Flemish
community (2,605 beds), together 27 facilities (764 beds) in the Walloon Regian and
16 facilities (471 beds) in Brussels (2009). Accommodation is also provided for people
with mental health problems within a host family. This traditional form of care
includes 770 family accommodation places in the Flemish region and 120 in the
Walloon region in 2003.

Access and usage

Access to mental health services are ideally through a GP. Since 2000 admissions to
psychiatric hospitals have gone from 0.85 per 100,000 population in 2000 to 0.91 in
2006. Centres for mental health care are designed b see patients with serious mental
illness or at risk of developing one.

Variation and gaps

There are long waiting lists for the residential alternatives to psychiatric hospital, namely
psychiatric nursing homes and sheltered living, even though the legal maximum
standards not yet have been reached.

Financing

Mental health expenditure is 6% of total health budget. In 2009, health expenditure as a

proportion of GDP was 11.8%. Mental health services are mainly financed through social
insurance, private insuance, out of pocket expenditure by the patient or family, and tax -

based funding.

Mental Health Workforce

The number of psychiatrists per 100,000 population is approximately 18 (World Health
Organization, 2005); more recent figures are not available. Accading to the World
Health Organization Mental Health Atlas (2011) for the Wallonia region (per 100,000
population) there were:
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0.04 | Mental health nurses
1.34 | Psychologists

0.89 | Social workers

0.03 | Occupational therapists
1.46 | Other health workers

Responsibility and delivery of mental health promotion and prevention of mental illness

Prevention and promotion of mental health appear to be integrated within community
mental health services such as centres for mental health care. A number of related heéh
policies require schools, workplaces and nursing homes for older people to incorporate
within their practices.

Mental health status

Prevalence of mental health in the population

Data for 2008 show that just over a quarter (26.0%) of people aged 15 ard above, have
some form of psychological distress (as measured by the GHQ), with 14.2% potentially
having a serious mental health problem, and a 9.5% prevalence of depression. Mental
health for this group appears to have worsened when compared with figures from a
similar survey conducted in 2004 (HiT, 2010). Indicators for mental health, for selected
years between 1997 and 2008 are as follows:

1997 2001 2004 2008

Mean GHQ-12 score of 1.6 1.3 1.3 1.4
psychological distress

Psychological distress (GHQ 311 24.8 24.5 26.0
score 2+) (% of the

population)

Probable mental disorder 17.2 13.2 12.7 14.2
(GHQ score 4+) (% of the

population)

Prevalence of depressive o} 8.6 8.0 9.5

disorder (% of the population)

Reported depression in the 6.5 6.3 5.9 6.1
last 12 months (% of the

population)

Lifetime suicidal ideation (% of | & o} 12.2 11.7
population)

Lifetime suicide attempt(s) (% | & o] 3.7 49

of the population)
Source:IPH 2010a.Note: GHQ: General Health Questionnaire.
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Additional prevalence data is available from the minimum psychiatric data (Minimale
Psychiatrische Gegevens/Résumé Psychiatrique Minimum, 2006) of people registered in
residential care. 33,353 people suffered from substance abuse (or 35% of the total
number of admissions into hospital).

T

Dementia - In 2010, there were 101,000 people with dementia in Flanders (Van
Deurzen, 2010) and estimated to be 9.3% (or 161,000 people in 2001) for those aged
65 years and above.

Substance miswse - Data from ambulatory care of the centres for mental health care
(2009) reveal that 10% or 5,000 people were treated for sibstance misuse
Psychosisd 15,247 people suffered from psychosis (or 16% of the total number of
admissions into hospital). Datafrom ambulatory care of the centres for mental health
care (2009) reveal that 110,000 people (22% of their service users) were treated for
psychosis.

Schizophrenia, schizotypal and delusional disorders- Data from ambulatory care of
the centres for mental health care (2009) reveal that 1,500 people (3% of their service
users) were treated for psychosis.

Mood disorders 6 20,012 people suffered from mood disorders (or 21% of the total
number of admissions into hospital). According to the National Health In terview
Survey (2008), 8.2% of the Flemish people and 11% of the Walloon population
reported depressive symptoms in the 12 months previous to the interview.
Depressive disorders were less common, with 6% of the Belgian population reporting
a depressive dirder in the last year (Flanders= 5.1%; Wallonia=7.3%).

Neurotic, stress-related and somatoform disorders - Data from ambulatory care of
the centres for mental health care (2009) show that 10%of service users 6,000
people) were treated for psychosis.

Conduct disorders - Estimates of the prevalence of ADHD among children between 6
and 12 years old range between 4.2% and 26%. Most estimates fall within the range
between 5 and 10%. ADHD among the adult population occurs in 4.1% of the cases
(De Ridder, Brdfaerts, Danckaerts, Bonnewyn, De Myttenaere, 2008).

Incidence

Not reported.

Protective factors

Social support, higher education.
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Risk factors

Divorce, unemployment, sexual identity (being gay or lesbian), ethnicity (being an
immigrant), urban living and loss of a friend, close relative or traumatic event.

Prevention and Promotion programmes /activities

Programme name | Aim/approach Stakeholders/target Duration, Cost
group of programme

Schools

Prevention coaches | Aim: to deliver mental Students in 3 years

in schools

health policies in
secondary schools.
Approach: One prevention
coach for every province
who support the delivery
of mental health policies
in secondary schools.

secondary schoals;
Centre for guidance
of students (CLB) and
local health networks
(LOG)OD

An integrated
health policy
paying attention to
mental health,
substance abuse,
harassment and
violence.

Aim: to detect mental
health problems early and
recognize the signs.
Approach: Teachers take
part in 3 day-training.
They screen students and
refer to professionals if
problems are identified.
Also, to raise awareness of
services providing mental
health care and improve
communication between
schools, higher education,
psychiatric and social
services.

Children and young
people

Various school
programme
activities

Aim: to contribute to the
promotion of mental
health through a positive
school atmosphere 9
increase social integration.
Approach: By creating
peer support systems,
reduction of academic
stress and development of
personal characteristics.

Children and young
people

Workplace

Prevention advisors
for psychosocial
wellbeing in the
workplace

Aim: to increase
psychosocial wellbeing in
employees. Approach:
External companies
provide prevention
advisors who work with a
company of medical
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Programme name

Aim/approach

Stakeholders/target
group

Duration, Cost
of programme

officers to deliver
wellbeing, deal with
formal complaints,
attempt reconciliation and
resolve issues in the
workplace.

Work based risk
analysisd an
annual action plan

Aim: to counter stress,
interpersonal and group
conflicts, violence (verbal
and physical aggression,
harassment and sexual
harassment at work.
Approach: Using risk
analysis looking
specifically at: job content,
conditions of
employment,
circumstances of the
employment and
employment relations.

Employers and
employees

5-year action
plan

Various work-
based policies

Aim: to improve work/life
balance. Approach:
Includes parental and care
leave arrangements,
affordable créches, flexible
working hours, anti-
smoking campaigns,
mindfulness at work that
increase concentration
and lead to less work
related stress, exercise
activities etc.

Employees

Continuous

Older people in long

-term care facilities

6 Comi
project

ng ho

Aim: to prevent
depression and dementia
in older people. A project
of the elderly team of the
centre for mental health
care Brussels among (new)
residents of nursing
homes. Approach: By
means of the game
6Ganzebor dd,
make a life review and talk
about former experiences
in different life stages.
This takes place in 10
sessions. It helps new
residents with the

Older people in care
homes
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Programme name

Aim/approach

Stakeholders/target
group

Duration, Cost
of programme

transition to their stay in
the nursing home.

General projects for adolescents

Anti-bullying
campaign week
across Flanders

Aim: to prevent bullying in
schools. Approach:
Various national
campaigns in schools,
training for children and
young people, and
competitions.

Children and young
people

Launched
February 2012

OFit in |
healthy mind)

(

Aim: to prevent mental
illness in adolescents.
Approach: A website with
a test comprising of 10
evidence-based steps to
guide the person towards
a better mental health.
The test includes themes
such as mental resilience,
depressive symptoms,
symptoms of generalized
anxiety, stress and other
mental health problems.

Adolescents

Launched May
2006 and
February 2009

NGO activities and
initiatives

Aim: to reduce stigma of
discrimination for people
with mental iliness.
Approach: Ranges from
telephone helplines for
children and adolescents.
Websites for happiness-
OPl uk je gel
luck), campaigns for
destigmatising mental
illness and support for
relatives of people who

have committed suicide.

General population
to specific groups
such as young
people and
adolescents

Financial responsibility for prevention and promotion

(see below)
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Investments into mental health 8 health, education, soci al development
and economic growth

Both Flemish and French communities have defined prevention and promotion policies
over the past 5 to 10 years. These policies have included targets to prevent depression
and suicide (Flemish community), and to promote mental health and well-being (French
community) in parallel with other public health objectives. In the Flemish community
meeting these objectives has been through collaboration with a range of organisations o
e.g. supporting working group, partner organisat ions, centres of expertise in healthcare
prevention, healthcare workers, other governments and local health networks (LOGOSs).
Delivery of health promotion work at the district level is by LOGOs who include health
and welfare workers. However, in 2010 the rumber of LOGOs was reduced from 26 to 15.

In the French community health promotion at the local level is organised and
coordinated by the Local Centres for Health Promotion (CLPS); and in the German
community health promotion objectives (including promoti on of mental health and well -
being) is supported by the Council for Health Promotion and the Service for Child and
Family at local level, who also cafinance non-profit making organisations.

Benefits to be expected

Prevention of mental illness and promotio n of mental health are expected to help dispel

the 6tabood and stigma surrounding mental heal
attainment in children with learning disabilities. In the workplace it hoped that

programmes would lead to reduced absenteeism and help people get back to work after

a period of absence due to mental iliness. There is a growing awareness of mental health

issues, alongside physical health problems, for people who are entering and resident

within nursing homes and the need for prov ision of appropriate counselling when

needed.

Initiatives to strengthen mental health systems in relation to MHP and
PMI

Due to Belgiumds ageing popul ation, the policy
continued care for older people, as often they are overlooked by organised care.

Problems such as loneliness or social isolation are more prevalent in this group and the

Federal Government wishes to create more capacity and multidisciplinary teams

(geriatricians, neurologists, mental health specialists and the staff of the nursing homes)

for the elderly. Moreover, the aim is to improve coordination of the services of different

care providers and in collaboration with primary care to improve support for older

people who continue to live at home.
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Data sources
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4.3 Bulgaria

Authors and validation

Aneta Genova Mircheva, Bulgarian Helsinki Committee; Dr. Michail Okoliyski, Assistant,
Department Mental Health, National Centre of Public Health and Analysis, Sofia, Bulgaria.

Summary

1 Mental health inpatient services are generally split between psychiatric
dispensaries, psychiatric hospitals and departments within general hospitals.

1 Mental health care is provided through a number of centres for mental
healthcare, sheltered homes, day centres, social care homes and transitional
residences exist.

9 Outward migration of mental health specialists (both psychiatrists and
psychiatric nurses) and the lack of adequate tmining for mental health nursing
have led to a significant shortage of mental health professionals.

9 There is a considerable lack of community-based mental health services,
particularly for those with more severe problems and many institutions operate
in isolation with little coordination with others.

1 Very little attention has been given on prevention of mental illness and
promotion of mental health both at policy level and in terms of activities on the
ground, although a small number of programmes were repo rted in schools and
the workplace.

5FdF F2NJ GKAa O2dzyiNEB LINRPTFTAES gSNBE IFHGIKSNBR Ay GKS
Bulgaria. The research team used these data to prepare a draft country profile and supplemented this with
published data where necessary. The draft profile was submitted for review by a Governmental Expert in

Mental Health and WelBeing from Bulgaria. This expert provided additionataxalate information and

revisions. The country profile was then revised aceuglyi by the lead researcher, checked by the

Governmental expert and a final version validated by them.

Completed and Validated 2012

July 2013 101

T A



Background information

Population (1 January 2011) 7,504,868
Population density Inhabitants per km? (2009) 68.3
Women per 100 men (2011) 106.8
GDP PPP (2010) 0.9
Psychiatric care beds in hospitals per 100,000 inhabitants (2011) 63
Standardised Suicide rate by 100,000 inhabitants 9.4

Gallup Wellbeing index (2010)*
Thriving 6
Struggling 58

*Reprinted with permission of Gallup, Inc

Mental Health Legislation and Policy

Current update and reference to prevention and promotion

No specific mental health legislation exists in Bulgaria. The Public Health Act (pased in
1973) sets out the rules for involuntary admission. A subsequent Health Act in 2004
includes a separate chapter on mental health which provides details on compulsory
treatment, obtaining informed consent, definition of mental health services and

insttt uti ons responsible for patients®& rights.

Inclusion of mental health promotion and mental illness prevention are in part covered
by Regulation 24 of 07 July 2004 which assigns these activities to different health
specialists. Psychiatric specialists, ddors and other supporting staff from centres for
mental health should be involved in providing health education for the general public
and existing patients covering topics relating to risk factors, healthy lifestyle and
behaviour, recovery of mental health and mental iliness prevention.

A national suicide prevention Programme has been set out, although at present this has
not reached an active phase.

The main responsibility for mental health and mental health services rests with the
Ministry of Health and other related Governmental Institutes within the Ministry of
Health, in particular the National Centre for Public Health Protection, other agencies that
are involved include the:

1 Ministry of Health for inpatient psychiatric care;

1 Ministry of Labour and Social Policy for day care centres, supporting housing
and social and nursing homes;
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1 Ministry of Education and Science for the specialized schools;
1 Municipalities for outpatient care in the dispensaries; and
9 Private sector for most psychiatric outpatient care

Collaboration between Ministries has proved difficult. To improve this situation the
Ministers of Health and Labour and Social Policy signed a Framework agreement (on
13" of January 2006) establishing the rules for collaboration and the obligations
between the ministries for the deinstitutionalisation of services for people with mental
disability/severe mental disorders. Key to this endeavour has been a strengthening the
policy ties between different ministries, Ministries of Health and Labour and Social
Policy, Education and Science and Finance. Without this essential crosgovernment
collaboration the successful transfer from institutional care to community -based mental
health services is virtually impossible.

The Ministry of Health has not defined a specific department for mental health but is
supported by the National Council for Mental Health Care, which started its work at the
beginning of 2006, and the National Consultant for Psychiatry. The National Centre for
Public Health and Analysis has a @inctioning role for mental health, including the
planning and implementing of preventive measures and promotion of mental health,

but it does not have decision making powers. There is also a lack of financial support for
the proposed programmes for prevent ion and promotion.

The role of regional governance is limited. The main agencies are the Regional Health
Centres, which are part of the Ministry of Health, and have two main tasks: to collect
information from health facilities in their region and to overs ee these services and
health professionals.

Mental health policy and inclusion of prevention and promotion

The Mental Health Policy of Republic of Bulgaria was approved in 2004 together with an
Action plan for 2005 to 2012. It prioritised equal and adequate access to mental health
care for people with psychological problems; the establishment of a comprehensive
system of community-based mental health services; the integration of mental health
services within the general health system; and other changes. Tk National Health
Strategy 2008-2013, adopted by the Ministry of Health in 2008, makes health promotion
and disease prevention a priority objective, but does not include reference to mental
health.

There is also a oONationa2013&8t rahiegly agabaishgDir o
via the National Addictions Centre.
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Mental health services

Organisation and functioning of mental health systems

Mental health care includes both inpatient and community services. The system is
predominantly institutionally b ased despite policy seeking to establish more community-
based care. Municipalities are responsible for organising community based services.
Outpatient visits usually take place in psychiatric dispensaries and less often in day care
centres and supporting housing. Collaboration between health and social care sectors at
municipal level is relatively weak and often problematic. However, there are some
proposals to enhance the role and responsibilities of municipalities in organising mental
health services in vew of the general process of decentralization currently underway.

Mental health inpatient services include:

1 12 - Psychiatric dispensaries, with total capacity of 1,500 beds, also provide a national
network of outpatient office -based services.

1 12 - Psychatric hospitals, with total capacity of 2,685 beds. Nine are situated in
Northern Bulgaria and three in the South and financed directly through the Ministry
of Health Budget. The amount of resources provided for these is usually determined
by the historical budget taken together with the index of the officially recorded
inflation. These hospitals fall outside the overall scheme of health protection, (i.e.
they do not have contractual relationship with the National Health Insurance Fund
(NHIF), and have nocare pathways. These hospitals have a special regime and the
regular governance mechanisms do not apply to them. This in turn leads to the
persistent delay in reform and innovations in the psychiatric field.

1 21 - Psychiatric departments (Multi-profile hospitals for active treatment (MPHAT)).
These departments receive their finances based on the number of patients. However,
due to the low incomes coming from the NHIF and the protracted stay of their
patients, these departments are not that appealing to the hospitals, as they bring
much lower incomes, compared to the other specializations.

1 There are number of University psychiatry clinics with complex financing systems and
usually at a disadvantage compared to the other university clinics who receive
financial contributions via the care pathways.

All mental health institutions function in an environment of high deficit. Mental health
has been prioritised in policy programme and the law; however there has been no
financing for the development of activities suc h as rehabilitation of people suffering

from mental illness; mental health centres for children and adolescents; inter-regional
specialized expert medical commissions; forensic psychiatry etc. Instead these services
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are regarded as a financial burden by the structures responsible for them and the
resources delegated to mental hospitals, dispensaries and MHATSs reflects the numbers
of patients rather than the amount and quality of the services performed.

Out-of-hospital mental health services are performed by specialists who work with the
NHIF. The centres for mental health which are a specific part of the health system with a
number of special tasks comprise of:

M 12 - Centres for mental health care with 1,450 beds in 2010; and 1,328 in 2011
(National Statistical Institute, 2012).

1 11 - Functioning sheltered home programmes for people with SMI with a total
capacity of 102 people

1 Less than 20- day care centres, each one with an average capacity of 25 persons.
(Missing link, 2010)

9 100 - Social care homes for adults with dementia, elderly people and people with
physical and sensor disabilities, with a total capacity of 6,072 people

1 2 - Transitional residences for adults with mental disorders with capacity for 9 people
in all. ldeally, this kind of service shouldbe in the community but both are based in
the grounds of psychiatric institutions.

Primary health care plays a limited role in the treatment of mental health problems,
including common mental disorders such as depression and anxiety. There is a lack of
supportive liaison (except among some single Balint groups o groups for professional
support and internal supervision) between primary and secondary care, with no
opportunities to discuss criteria for referral, communication, shared care, guidelines or
diffi cult cases.

Access and usage

Access to specialist services is by referral through General Practitioners in primary health
care. GP referrals to specialist services operate through a system which limits the number
of referrals that can be made each month, and the amount of information regarding
possible diagnosis or therapeutic advice that can be shared when communicating with
secondary care professionals.

Access to mental health services for people with severe mental iliness can be difficult for
various reasons, including a lack of available services, such as social care services; lack of
help from other specialists; stigma; bureaucratic procedures; lack of information; and
issues related to the condition.
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A National representative study of common mental di sorders (EPIBUL), with a sample of
5,318 respondents aged over 18 years, interviewed between 20032007, found that the
most common medical treatment (in the 12 months prior to interview) was for people

with panic disorder (59% of cases). The treatment gapfor people requiring specialist care
is also notably high. For example, data from the EPIBUL study shows a high prevalence of
PTSD (posttraumatic stress disorder) but the annual turnover of people with PTSD to a
general practitioner is 31.7%, and to a psychiatrist only 3.7%. The contributing factors
accounting for this large treatment gap include low education, low income, stigma and
the lack of social inclusion. Women were twice as likely to receive less adequate care
compared to men; although men were less inclined to admit to a mental health problem
and to seek help.

Variation and gaps in services

The lack of community-based mental health services, particularly for severe mental
health problems is considerable and many continue to be treated in hospital and
institutions. Many institutions operate in isolation with little coordination for the

provision of care or planning services. There is also an uneven distribution of all
psychiatric services nationally, including inpatient and outpatient services. The
distribution of psychiatric services is characterised by the presence of large hospitals
located in some areas while other parts of the country have limited numbers of inpatient
and outpatient services. Psychiatrists are mostly concentrated in larger cites. There are
no defined catchment areas for services and as a result patients are able to use any
hospital or psychiatric dispensary they prefer.

Financing

The proportion of GDP spent on healthcare: planned budget expenditures for 2012 - 4.0
% (3,261 bilion Leva). The proportion of healthcare expenditure/spending on mental
health care: about and less than 2% from the expenditures on healthcare.

National Health Insurance Fund is the main source of funding for health services
generally. Expenditure for mental health services is complex and mixed. All psychiatric
inpatient services (in mental hospitals, psychiatric dispensaries and psychiatric wards in
general hospitals) are financed by the Ministry of Health. The financing of psychiatric
inpatient care differs from the financing of somatic inpatient care which is financed by

the National Health Insurance Fund (NHIF). Financing of psychiatric inpatient care is
based on the number of admissions, which

The 12 dispensaries are funded through the local municipalities with ear -marked money
from the State. There has been a trend towards privatized care for psychiatric services
where private offices or Centres are now replacing the former policlinics. Private
psychiatrists usually enter into contracts with the health insurance fund, although part of
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their work is based on out-of-pocket payments by the users of these services. A major
part of psychiatric outpatient visits therefore is funded by the National Health Insurance
Fund, although this fund does not cover long -term therapies.

Around 20% of the population (approximately 1 million inhabitants, often those that are
poor with a high prevalence of mental illness) are not insured and only entitled to free
emergency health careor pay out of pocket expenses for non-emergency treatment.

Day care centres, clubhouses and supported housing which form an essential part of
community -based mental health services are delegated to the sector of social welfare
and the main funding should be from the municipalities and Ministry of Labour and
Social Policy.

There is no funding for psychiatric rehabilita
(BPA) has proposed a scheme on O6Modifying the
Health C a r '€hé Proposal aims at improving the quality of psycho-medical services and

overcoming the present problems in this field.

Mental health workforce

Figures for 2009/2010 include a total of: 519 & psychiatrists; and 10950 of all
psychologists. According to the World Health Organization Mental Health Atlas (2011)
there were (per 100,000 population):

6.75 psychiatrists

431.01 | nurses

0.91 psychologists

0.36 social workers

There has been significant migration of mental health specialists from Bulgaria to other
EU countries in Central and Northern Europe. In 2004, there were a total of 610
psychiatrists, already well below the European average, and by 2009/2010 reduced to
519 psychiatrists (a decrease of 14.9%). This shortage of psychiatrists is partitarly
notable in community -based mental health services.

There is lack of trained psychiatric nurses, due to a lack of adequate mental health
training or accredited specialisation, which is also impacting negatively on mental health
care in general and in the development of community based care. Nurses presently
working in psychiatric settings have low status.
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Social workers work both in the mental health care under the Ministry of Health as well
as in the day care centres and supported housing under the Ministry of Labour and
Social Policy. The social workers are the main professional mostly involved in
psychosocial rehabilitation, but they too are lacking in number. There is an urgent need
for launching curricula for psychosocial rehabilitation at all | evels.

Responsibility and delivery of mental health promotion and prevention of mental

illness

Existing mental health services are focused almost exclusively on diagnosing, treating
and managing mental iliness and it is likely that few prevention and prom otion activities
are performed by mental health and social care professionals. However NGOs are also
involved in mental health and their work does include promotion of mental health,
prevention of illness, along with advocacy, training of psychiatric nurses, treatment and
rehabilitation.

There are some mental health promotion and prevention activities, but there is no
systematic or planned approach. Some NGOO&6s, s
(Helsinki Committee), are active in the areas of adwcacy and anti-stigma and

discrimination. One potential approach for developing mental iliness prevention and

mental health promotion activities and support the process of deinstitutionalisation,

would be to include a specialist at regional and national le vel with administrative

responsibilities to develop, coordinate and support promotion and prevention initiatives;

using -macea@ymodel s; that are disseminated thro

Mental health status

Prevalence of mental health int he population

There is a high level of hidden mental disorder in the population. According to findings
from the EPIBUL study the mean statistical risk for developing a mental illness in the
population is 19.5%. One in five residents has experienced some fom of common
mental health problem during their lifetime; the prevalence for which is shown to
increase with age, except for people above the age of 65 years where it decreased.

The lifetime prevalence for anxiety disorders is 11.4% and the 12month prevalence rate
is 7.6%. The relevant data for the affective disorders are 6.2% for lifetime prevalence and
2.8% for 12 month prevalence. The lifetime prevalence of PTSD is 1.9% and the twelve
month rate is 1.2%. In impulse-control disorders the lifetime occurr ence is 1.1% and the
twelve-month is 0.8%, respectively. In substance use disorders the values are: 3.3%
lifetime prevalence, and 1.2% for all types of substances. The risk of developing two
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common mental disorders is 5.4%; and 1.9% for three disorders However, the risk was
lower in older people over the age of 65 years.

Data from 2008 on the percentage of people in the general population who have used
medicines prescribed by a doctor by diagnosis is:

A3.2 %- for depression
A8.2 %- for anxiety disorders
A1 % - for chronic depression

Historically, the prevalence of mental illness rose from 2,656.7 per 10,000 cases in 1990
to 2,892.1 per 10,000 in 2004, and subsequently to 2,287.7 per 10,000 in 2006. For
people with schizophrenia and schizotypal personality disorders the number was 388.2
per 100,000 cases; and 234.8 per 100,000 cases for those with affective disorders.

According to the National Centre of Public Health and Analysis the number of suicides in
Bulgaria for 2011 is 796 with 3,153 registeredsuicide attempts. The ratio is
approximately 4:1, which does not correspond with the data from the literature, giving a
ratio of 6 to 25:1. Most attempts are by people aged between 15 to 45 years. The ratio
for suicides in men/women with is 3.3:1, and the ratio is 1.36:1 for women.

Incidence

No data reported

Protective and risk factors

Risks include drug use, although data are very limited in this area.

Prevention and promotion programmes /activities

Programme Aim/approach Stakeholders/target Duration, Cost
name gro up of programme
Schools
Schools without Aim: to prevent violence. Children Funded by
violence A pilot initiative in 6 UNICEF at a
schools in the city of Sofia. cost of 42 000
BGN
Department for Aim: to offer mental Children,
Information and health promotion adolescents, parents
In-Service information for and families
Training of educational policies
Teachers (DIUU) through distributing
examples of good
pedagogic practices to
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Programme Aim/approach Stakeholders/target Duration, Cost
name group of programme
develop personal
potential and
performance of
adolescents; life skills; and
positive interaction
between school and
parents/family.
Workplace
ViK-lovkovtsi, Aim: to enhance Employees, ministry | 2009-10 &
Veliko Tarnovo competencies and skills. of Labour and Social | funded by the
Two-phase Key competences training: | Policy, National ESF and
programme for teamwork skills and Employment Agency | supported by
key competencies | conflict management in the Ministry
training and teams; communication
enhancing skills and customer
knowledge skills services, leadership skills.
Move Europed Aim: to promote healthy Employees, Running since
Healthy Lifestyles | lifestyles. Mental health managers, 1998. ESF
in the Working promotion in the companies funded
Environmentd workplace and exchange
of good practice.
Older people in long -term c are facilities
No relevant
programme found
Related programmes
National Aim: to increase the People with
Employment and employability and ensure | disabilities, drug
Training employment for all those | addiction

Programme for
Persons with

registered with the
6Labowere 60f f i

Permanent Directorate (e.g. those
Disabilities with permanent

disabilities, or people

successfully completing

addiction treatment.
Programme Aim: to set up People with addiction
established under | information problems;
the National programmes; telephone professionals working
Strategy against hotline for advice; in substance misuse

Drugs 2009-2013

consultations for families;
centres for prevention;
special education for
experts on the treatment
of the addictions;
rehabilitation; analysis of
data and studies.
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Financial responsibility for prevention and promotion

There is no specific budget for mental health promotion and mental iliness prevention.

Investments into mental health 8 health, education, social development
and economic gro wth

None identified.

Initiatives to strengthen mental health systems in relation to MHP and
PMI

The Ministry of Education, Youth and Science (MEYS) is preparing a new Law on
preschool and school education. At present, work is being done to separate the function

of the pedagogical advisor and that of the sch
the work on mental health in schools and to implement a bio -social approach when
wor king on school cases.® There aretotwo curren

incorporate screening/early detection of difficulties in children in all kindergartens
(0Programme for ScreeBbhgantfl Chi pdoendAgadpbDop
children with existing behavioural, emotional and social problems or at risk of

developing these (the Standard for Integrating Education).

Anot her proposal is 0The National Programme of
Prevention and Prophylactics of Republic of Bulgaria201®2 01 6 6. Thi s was prep
experts from the National Centre for the Protection of Public Health in 2010 with the aim

of limiting attempted suicides and to reduce the suicide rate. However, the Programme

has not yet been adopted by the Ministry of Health. Some practical aspects of the

Programme are being implemented on a voluntary basis by mental health experts of the

department of the National Centre for the Protection of Public Health.

The main difficulty, however, is that no budget has been allocated for the above
mentioned projects.

Data sources

Data on National Health Indicators in Bulgaria, National Centre of Public Health and Analysis,
2011.
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4.4 Croatia

Authors and validation

Maja Bajs Janovic, Psychiatristst, University Psychiatric @Gic, KBC Zagreb, School of
Medicine, University of Zagreb & Elizabeta Radonic, Psychiatrist, Polyclinic Neuron, CIBR,
School of Medicine, University of Zagreb

Summary

1 Mental health legislation, national strategies and policies are welldeveloped, but the
implementation is impeded in areas where it relies on financial resources.

9 Psychiatric hospitals and departments and university hospitals are distributed across the country.
Some facilities have bad building conditions and over-occupancy of rooms. Inpatient facilities
represent a large part of mental health services, as the development of a broader range of local
community services has just begun.

i Institutionalized mental health care largely provides similar and standardized diagnostic and
treatment options across the country and for all patients. Modern pharmacotherapy is available
everywhere, but psychotherapy is limited by a lack of therapists in some regions.

I There is a significant gap in supply of both hospital and community child and adolescent
psychiatric services.

1 Community mental health services are at an early stage of development. A network of centres for
mental health is available in every county, but ensuring sufficient staff and funding resources is
often difficult. The centres stress prevention, counselling, early recognition, treatment, public
education and joint programmes in schools and local communities; particularly in the field of
drug and alcohol abuse.

9 Basic health insurance is obligatory for all and covers the costs of care for all mental illnesses and
the cost of psychotropic medication.

1 A range of prevention and promotion programmes were reported with particular emphasis on
children and young people; however these lack proper monitoring and evaluation. Funding for
NGO mental health promotion and prevention programmes is from governmental and local
community funds.

1 There is a lack of community-based psychiatric services, such as day care centres, home visits,
other psychosaocial interventions and half-way, sheltered and assisted housesespecially for
people with long -term mental iliness.

1 Although prevention activities for older people tend to focus on somatic illnesses, individual
activities in long term care facilities exist including initiatives for art and music therapy and socio -
therapeutic groups. Mental health promotion in workplace largely depends on company
initiatives.

I The cooperation among sectors (health, social care, education, work and employment and other
relevant sectors) is often formal and there is a need for true synemgy in planning, implementation
and follow -up of activities.

5FGF F2NJ GKAA O2dzy iNBE LINBFAES gSNB Il GKSNBR Ay (GKS
Croatia. The research team used these data to prepare a draft country profile ansgoped this with

published data where necessary. The draft profile was submitted for review by Governmental Experts in

Mental Health and WelBeing from Croatia. These experts provided additionalaidate information and

revisions. The country profil@as then revised accordingly by the lead researcher, checked by Governmental
experts and a final version validated by them. Completed and validated 2012.
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Background information

Population (1 January 2011) 4,290,612
Population density Inhabitants per km? (2010) 78.1

Women per 100 men (2011) 107.2

GDP per capita (2010) 5.1 (10. 3
Psychiatric care beds in hospitals per 100 000 inhabitants (2010) 96.6

Standardised Suicide rate by 100 0@ inhabitants (2010) 14.7

Gallup Wellbeing index (2010)
Not available

Mental Health Legislation and Policy
Current update and reference to prevention and promotion

Some elements of mental health promotion and prevention of mental disorders are
integrated into national legislation and various policies. The new Health Care Act was
enacted in 2008 and last revised in 2012. Mental health care is provided as part of
primary, secondary and tertiary health care by the Croatian Institute of Public Health and
health care institutions.

The rights of people with mental disorders are also protected by the Law on the
Protection of Persons with Mental Disorders, enacted in 1997 and last revised in 2002.
The Law requires the use of least restrictive proce&lures; as such involuntary admission to
hospital for people with mental illness is only allowed in cases that require immediate
intervention to prevent death or serious harm to the patient or others or to prevent
serious deterioration of the patient's clin ical state; or upon court order. Involuntary
admission is time limited and must be ceased once the risk of danger has passed.

Involuntary hospitalisation must be reported via the court who: 1) must visit an
involuntarily admitted person within 72 hours, 2 ) name an independent expert
psychiatrist who is required to give an expert opinion regarding the necessity for
involuntary hospitalisation; and 3) must make a decision regarding involuntary
hospitalisation within eight days.

The new Law on Social Care wagnacted in 2012. The Law covers a range of services that
are important for mental health prevention such as psychosocial counselling, early
childhood intervention and social inclusion. Community services and civil society
participation are also promoted b y the Law.
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Mental health policy and inclusion of prevention and promotion

The most recent mental health policy is the National Mental Health Strategy 2011-2016.
The strategy objectives are: the promotion of mental health for all; addressing mental
health disorders through preventive activities; promotion of early intervention and
treatment of mental disorders; improving the quality of life of persons with mental

health disorders or disability through social inclusion, protection of their rights and
dignity ; development of the information system, research and knowledge in the field of
mental health. There are six priority areas: 1. Promotion of mental health of the general
population; 2. Promotion of mental health in specific ages groups and vulnerable
populations; 3. Promotion of mental health at workplace; 4. Addressing mental ill health
through prevention, treatment and rehabilitation; 5. Community mental health care; 6.
Crosssectoral collaboration, information and knowledge exchange, research.

The Strategic Plan for the Development of Public Health for 2011-2015 includes goals

concerning mental health promotion, prevention of mental illness, improving the quality
of life of people with mental illness or disability through social inclusion and prote cting
their rights. However, action plans, funding and outcome indicators have not been set
and the new Strategic plan 2012-2015 is still being developed.

Many other policies have also been developed which include elements of mental health
promotion and p revention of mental iliness: The Strategy of Development of Croatia in
21st centuryo; Nati onal S uadeptad m 2009; MatioDad v e | o p me n
Population Policy; National Family Policy; National Gender Equality Policy 20142015;
National Strategy on Equal Opportunities for Persons with Disabilities 2007-2015; Joint
Memorandum on Social Inclusion; National Strategy on Combating Narcotic Drugs
Abuse 2006-2012; National Strategy on Prevention of Alcohol and Drug Abuse and
Related Disturbances, 20112016; National Strategy on Protection against Family
Violence 2011-2016; National Strategy on Prevention of Behavioural Disturbances in
Children and Adolescents 20092012; the National Programme for Youth 2009-2013;
Nati onal Act i on Hdhtaand Intérests 20062012;dNatieral@stion Plan
on Children and Youth Suicide Prevention 201%:2013; and the National Programme of
Helping the Victims of the War.

The implementation of policy measures, though, is impeded in areas that are heavily
dependent on financial resources. In the field of education, the new National Educational
Curriculum, accepted in 2010, provides the basis for the introduction of important
mental health promotion and prevention themes at preschool, primary and secondary
school levels. However, implementation mechanisms have not yet been adequately and
systematically developed.
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Mental health services

Organisation and functioning of mental health systems

Mental health care is provided at primary (GPs, school medical specialistspsychiatrists
and other mental health professionals in mental health centres and public health
institutes), secondary (mental health professionals, mainly psychiatrists) and tertiary
levels (mental health professionals, mainly psychiatrists).

Psychiatric hospitals and departments represent a large part of the mental health
services. Some facilities suffer from bad building conditions and over-occupancy of
rooms. There are 7 special psychiatric hospitals (with 3,414 beds), psychiatric
departments in general (432 beds) and university hospitals (442 beds) and 18 day
hospitals. Hospital facilities are well distributed throughout the country, apart from child
and adolescent mental health services. Specialist psychiatric services (oupatient) for
people with long-term mental iliness are also available.

Outpatient mental health services are available in psychiatric and general hospitals. The
city of Zagreb has one community mental health service integrated in primary health
centre. Prior to 1991, psychiatric ard other mental health outpatient services were
available in every primary health centre, but this is not currently the case.

Twenty Centres for mental health and drug abuse prevention are situated in county
public health institutes and form a national net work of these services. Some additional
counselling services are available in rural areas and islands as part of county public
health services. Services include prevention, counselling, early recognition and early
treatment, public education, joint progra mmes in local schools and communities,
promotion activities in local communities. A significant amount of drug abuse prevention
work is carried out and recently has this scope been broadened to include general
mental health with dedicated services for this purpose. Funding is from the Ministry of
Health and local counties and it is due to be increased.

A network of seventeen Family centres carries out primary prevention activities as part of
the social care system (e.g. counselling for family members, parating skills

development, marital problems, and abuse prevention). Family centres formed a
separate network for family counselling and were involved in many projects concerning
families and victims of war. Following the new Social Care Act (2012) family catres were
integrated within the social care system. The focus of activities is on families, parenting,
and partner relationships, with special care to avoid overlapping of services with social
care centres and other institutions in social welfare system.

The Croatian Institute for Occupational Health Protection and Safety at Work has some
mental health promotion and prevention programme, but most of the activities are
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carried out by mental health professionals (mainly psychologists) employed in larger
companies.

Twenty one county Gerontology centres provide some prevention activities for older
people in the community across the country. These services include psychosocial
interventions, clubs, prevention of somatic and mental health problems, help in everyday
living and are funded by counties, Zagreb municipality and the Ministry of Health.

Access and usage

Patients can freely choose mental health services and professionals, with access to both

local (county) and national services as preferred. GPs usuallyefer people with mental

health problems to psychiatrists in health centres, psychiatric hospitals or general
hospitalsd psychiatric departments. The recent
in county institutes of public health, arising from cent res for drug abuse, is progressing

although is still not fully operational in terms of mental health prevention.

Variation and gaps

Institutionalized mental health care largely provides similar and standardized diagnostic
and treatment options across the country for all patients. Modern pharmacotherapy is
available everywhere, but not psychotherapy which is limited by the lack of available
therapists in some regions. Community based mental health services such as mobile
teams for home visits, half-way houses, sheltered or assisted housing, or day care centres
for chronic patients are scarce. Sufficient provision of child and adolescent psychiatric
services and professionals represents a significant gap in existing mental health services,
which is currently being addressed. Cooperation among sectors (health, social care,
education, work and employment, and other relevant sectors) is often formal and there is
a need for true synergy in planning, implementation and follow-up of activities.

Financing

National insurance-based health system offers universal coverage to all citizens. There is
no separate budget allocation for mental health, apart from drug addictions. Basic
healthcare is available for all and is provided by the Croatian Health Insurance Institute.
This covers the treatment of all mental illnesses and the cost of psychotropic medication.
Supplementary and private insurance is possible but uncommon.

Mental health workforce
According to the Croatian Health Service Year Book (2010) the mental health waokforce
comprises of:

Number of psychiatrists per 100 000 11.8
Nurses in mental health services 1568
Psychologists in mental health services 128
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Social workers in mental health services 45
Occupational therapists 25
Other professionals 138
Psychiatists 524

Responsibility and delivery of mental health promotion and prevention of mental iliness

The responsibility for prevention and promotion of mental health lies with the Ministry of
Health and the Croatian Institute for Public Health, although o ther institutions and
authorities also play a part in these activities. This primarily refers to the Ministry of
Social Policy and Youth, local and regional authorities. Services are delivered by
professionals working mainly in health and social care insitutions. Academic institutions
and professional associations are active in promoting evidence-based mental health
protection programmes. The Croatian Police have a visible role in promotion and
prevention, especially in the field of alcohol and drug abuse. Croatian Education and
Teacher Training Agency supports continuous education of preschool and school
professionals in specific mental health areas. Nationaland local authorities are
increasingly supporting NGOs in delivering mental health promotion and prevention
services.

Mental health status

Prevalence of mental health in the population

According to the Croatian Health Service Yearbook, in 2010 mental health morbidity at
the primary care level accounted for 5.2% of all general morbidity causesd a rate of
1337.8 per 10,000 population. Fifty percent of all mental health diagnoses in primary
health care are for common mental health problems - neuroses, mood disorders, stress
induced disorders and somatoform disorders. Mental health disorders accounted for
7.2% of all hospitalizations in 2010, mental disorders due to use of alcohol being a
leading group of diagnoses, followed by schizophrenia, depressive disorders and
reactions to severe stress (PTSP included). The prevalence for drug misuse in 2010as
253.0 per 100,000 (206.7/100,000 for opiates). Data from the Disabilities Registry show
that 26% of all disability causes or co-morbid diagnoses are due to mental disorders and
mental retardation (codes FOO-F79).

The suicide rate in 2010 was 17.5 per 00,000 according to the Croatian Committed
Suicides Registry. The prevalence for drug misuse was 258.9 per 100,000 (209.2/100,000
for opiates).
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Incidence

Hospital incidence of schizophrenia and schizoaffective disorder is 0.27/1,000 for persons
older than 15, and the estimated prevalence for this age group is 5.3/1,000. Other
incidence data are not available.

Protective and risk factors
No data based on country statistics and follow-up are available.

Prevention and promotion programmes/activities

Programm e name Aim/approach Stakeholders/target | Duration, Cost of
group programme

Schools

Prevention of drug Aim: to educate, raise School children and | Since 2000 in every

abuse in schools awareness, identify adolescents, parents, | county, carried by the
problems, find teachers and regional Centres for
professional help, and educators Protection of Mental
educate educators Health and Prevention

of Drug Abuse. Cost of
programme meme: not
known, depends on
regional allocations

Approach: via interactive
lectures by health and
law professionals from
institutions, sometimes

also by former addicts and needs.
and relevant NGOs.
Prevention of Aim: to prevent the Children, teachers Since 2008 carried by
depression and development of mental and educators in Centre for Crisis
suicide in the city of | illness and allow early primary schools in Situations (NGO); Cost:
Zagreb recognition of the city of Zagreb approx. 010
disturbance. Approach: annually; sponsor City
educating teachers and of Zagreb

educators in primary
schools on risk factors,
symptoms, and
procedures in multi-
disciplinary approach to
children at risk.

National Programme | Aim: to reduce the risk of | School psychologists | Since 2009. Carriecby

of depression, depression, suicideor and educators, social | Centre for Crisis
suicide and conduct | conduct disorder workers and Situations (NGO);
disorders prevention | development and educators, other Costs: appr
in children and improve multi -sectorial | mental health annually; sponsors
adolescents cooperation for children | professionals: Ministry of Health,
and adolescent mental children, Ministry of Social
health protection. adolescents, and Policy and Youth

Approach: education of their families
school and social care
professionals (three-level
programme me);
development of regional

July 2013 119



Programm e name

Aim/approach

Stakeholders/target
group

Duration, Cost of
programme

school, social andhealth
care cooperation
networks (team
development); direct
work with children and
families.

UNICEF Prevention
Progr amme
violence amongst

childreno
elementary schools

Aim: to prevent violence.
Approach: workshops,
media promotion, 7 -step
Programme in schools.
Evaluation: 50% violence
reduction amongst
children in the schools
with programme.

School children

Duration: 5 years.
Costs: unknown,
various sponsorships.

Helping hand

Aim: to prevent peer
violence in schools.
Approach: telephone
help lines, e-counselling,
counselling in person
and workshops

School children

Since 2008, carried by
Tesa (NGO), Costs:
unknown; Sponsor:
Ministry of Science,
Education and Sports

Family, peer violence
and conduct
disorders

prevention

Aim: to prevent family
and peer violence and
conduct disorders
development; Approach:
individual, family and
group counselling;
psychosocial treatment
of perpetrators;
education of other
mental health
professionals.

School children and
youth, family
members, mental
health professionals

Since 2003, carried by
Society for

Psychosocial assistance
and Modus (NGO);
Costs: unknown

Project oP
ambassador

Aim: To reduce violence
in the Osijek county.
Approach: training
Programme for peer
helpers.

School children in
Osijek county

Since 2009. carried by
Promo Vita (NGO)
Costs: unknown

Brave Phone

Aim: to prevent violence
in children and young
people; Approach:
Telephone help-line,
workshops, education of
other professionals.

Children and youth,
parents,
professionals

Since 1997; costs
unknown

Blue phone

Aim: to prevent violence
in children and young
people. Approach:
Telephone help line, e
counselling, in person
counselling, workshops.

Children and youth

Since 1991; costs
unknown
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Programm e name Aim/approach Stakeholders/target | Duration, Cost of
group programme

Dokkica Aim: to promote mental | Primary school Since 2009, carried by
health and prevent children Breza (NGO); costs
antisocial behaviour in unknown
the Osijek county;
Approach: Creative
workshops.

Promotion Aim; to prevent eating General public, Duration: 2 years.

campaign
beauti ful
eating disorders

O

disorders. Approach:
Video spot, brochures
and posters.

students,
adolescents

Carried by PET+ (NGO)
Costs: unknown. Funds
from various resources,
governmental and
private

oOStranger
mirror 0ion
of eating disorders
in the county of
Osijek

Aim: to prevent eating
disorders. Approach:
Workshops delivered by
mental health
professionals.

High school students
in Osijek

Duration: unknown.
Carried by Promo Vita
(NGO) Costs: unknown,
funded by local county

ol want t
friendo |
Programme

0

Aim: to promote
inclusion of children with
disabilities: Approach:
Workshops.

Children,
professionals,
general population

Since 2011; Carried by
Sto koluri (NGO), costs
unknown

Protection of mental
health of children
and family members
of people with
mental health
disturbances

Aim: to protect mental
health of family members
of people with mental
health disturbances.
Approach: Individual and
group support, psycho-
education, early
interaction counselling.

Children and other
family members of
people with mental
health disorders in
the city of Zagreb

Since 2008;, ongoing
carried by the
Community Mental
Health Centre Zagreb
West and Psychiatric
hospital Sv. lvan Costs
010. 000 ann

Project o
i febd i n

H

Aim: to promote healthy
living, social skills, and
ecology. Approach:
Workshops and
education.

School children in
selected schools in
Zagreb

Duration: 2 years.
Carried by PET+(NGO)
Cost s: 0207
funded by various
governmental and
other resources.

Training of life
coping skills

Aim: to improve

resilience and life coping
skills. Various approaches
used.

School children

Duration: on-going.
Carried out by county
public health institutes
Costs: unknown

Project 0
School 6

H

Aim: to promote healthy
living. Various
approaches used.

Children in
elementary schools

Since 1993; costs
unknown; carried by
Croatian Institute for
Public Health and the
School for Public
Heal t mmpar. ¢
(part of European
collaboration project)

Project 0

S

Aim: to raise knowledge

School children in

Duration: unknown.
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Programm e name

Aim/approach

Stakeholders/target
group

Duration, Cost of
programme

for emotio

on emotions. Approach:
workshops by
professionals.

Osijek county

Carried by Promo Vita
(NGO) Costs: unknown.
Funded by the county.

Project (PATHS
RASTEM) 6.

Aim; to implement
evidence-based
prevention Programme
of socio-emotional
learning. Approach:
Educating the educators,
education of children,
research, workshops.

Kindergarten and
school children in
selected schools in
Zagreb and some
other cities.

Duration: 3 years.
Performed by the
Education-
Rehabilitation School
Zagreb with
international partners.
Costs: unknown.

Peer helpers training

Aim: to promote mental
health. Approach: Peer
helpers training on
communication skills,
expressing emotions,
sexuality, non-violent
behaviour.

Adolescents in Rijeka
county

Duration; 9 years;
carried by Potential
(NGO); costs unknown

General note: Various regional programmes and services run by NGOs for families, children and
young people, including psychological counselling for high risk groups (e.g. orphans, abused
children) and drug abuse prevention programmes also exist; this list is restricted to organisations
that responded to the questionnaire and complied with the inclus ion criteria

Workplace

Prevention of
alcohol and drug
abuse in workplace

Aim: to prevent alcohol
and drug abuse.
Approach: Various.
Included in the national
strategy for drug abuse.

Employees

Duration: 10 years.
Cost: unknown, funded
partially by Ministry of
Health, counties, local
communities, other
sponsorships
depending on local
resources.

Prevention
Programme
OEuropean
workplace and
alcohol 0,
European countries

Aim: to develop effective
methods of engaging
with workplaces, and
their workforces, raise
awareness and bring
about organisational and
individual change that
lead to safer alcohol
consumption, and a
reduction in alcohol -
related absenteeism,
presenteeism and
injuries.

Employees, Zagreb
county

Duration: 30 months,
2010-2012, on-going.
Costs: 0986
project, not known for
Croatia).

Project oL
heal thydé ¢
by the Institute for
Public Health Andrija
gt ampar

Aim: to promote mental
and physical health in the
workplace. Approach: 6
topics in educational
workshops on bullying /

Employees, Zagreb
county

Duration: 2 years.
Costs: urknown
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Programm e name Aim/approach Stakeholders/target | Duration, Cost of
group programme

mobbing in workplace,
mental health and
satisfaction in work,
prevention of burn -out,
adaptation to workplace,
exercise in workplace,
relaxation in workplace.
Also educational
brochures.

General note: Some NGOs offer counselling on mobbing / bullying and stress in workplace, but no
Programme or project is officially endorsed nationally. Some activities are offered by mental

health professionals (mainly psychologists) in private companies but there are no available data on
endorsed activities and impact. Smoking in working place and public facilities is forbidden by law.

Older people in long -term care facilities

General note: Prevention activities for older people in long-term facilities are mostly based on the
prevention of somatic illnesses (diabetes mellitus, hypertension, cancer, cerebralvascular disease,
obesity). There are programmes in long-term facilities that include art and music therapy,
occupational therapy, socio-therapeutic groups, support groups, counselling and clubs for the
elderly. It highly depends on the local staff in the institution and local resources. Most have
consultation psychiatrist on call.

Investments into mental health 8 health, education, social d evelopment
and economic growth

The Ministry of Health, the Ministry of Social Policy and Youth, and some regional and
local authorities are the main funders of activities in mental health promotion and
prevention. Other sources of funding come from NGOs and private sector. The recent
economic crisis, however, seriously limits investments in the field of mental health which,
in turn, seriously limits the potential for social and economic growth and well -being.

Initiatives to strengthen mental health systems in relation to MHP & PMI

Policy initiatives to strengthen mental health promotion and prevention are evident,
although not yet adequately financially supported. Community services are being
increasingly developing (in process of development), and addressng mental health
issues through many sectors.
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Data sources

Croatian Bureau of Statistics. Available atwww.dzs.hr(accessed: 4 April 2013)
Narodne Novine d.d. (Croatian Gazette).Available at: www.nn.hr (accessed: 4 April 2013)

Croatian National Institute of Public Health (2011) Croatian Health Service Yearbook 2010
Available at: www.hzjz.hr/publikacije/hzs_ljetopis/Ljetopis_Yearbook HR_2010.pdfaccessed: 4
April 2013)

Report on Public Health. City of Zagreb 2010. Available atwww.zagreb.hr (accessed: 4 April
2013)

lvezi L, S.S., ,JJdkkiLLY. M. HKtupad, TL kvica, A.
health care in community. Lijec Vjesn 132(1-2), 38-42.

Priebe, S., Matanov, A., Demi, N., Blagovcanin Simic, J., et @011) Community Mental Health
Centres Initiated by the South-EasternEurope Stability Pact: Evaluation in Seven Countries.
Community Mental Health Journal. May 27.

Sladjana Strkalj Ivezic, Martina Rojnic Kuzmarand Maja Silobrcic Radic Mental health services in
Croatia. International Psychiatry, 6 (4) October 2009. Reporbn the persons treated for abuse of
psychotropic drugs 2010, Croatian National Institute for Public Health.

July 2013 124

(2010)


http://www.dzs.hr/
http://www.nn.hr/
http://www.hzjz.hr/publikacije/hzs_ljetopis/Ljetopis_Yearbook_HR_2010.pdf
http://www.zagreb.hr/

4.5 Cyprus

Authors
Costas S. Constantinou, University of Nicosia; and validation by Irene Georghiou (on
behalf of the Director of Mental Health S ervices), Ministry of Health

Summary

1 Inpatient and outpatient care for people with mental illness is provided in five
hospitals in specialised psychiatric units that provide a wide range of services
including for mental disability, drug and alcohol addict ion and psychotherapy.

1 The transfer of services from institutionally based care to the community care
has been part of a trend for decentralisation over the past few years. This
process is, so far, successful and orgoing.

1 There is a reported lack of socid workers operating within mental health services
in Cyprus.

9 Inrecent years the emphasis has been placed on mental health problems in
childhood with resultant developments in prevention of mental illness and also
well-being of the population. An assortment of prevention and promotion
programmes is reported for schools and young children but nothing in the
domain of the workplace or for the elderly.

Data for this country profile were gathered in
for Cyprus. The research team used these data to prepare a draft country profile and supplemented
this with published data where necessary. The draft profile was submitted for review by a
Governmental Expert in Mental Health and WellBeing from Cyprus and vaidated by them.

Completed and validated 2012.
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Background information

Population (1 January 2011) 804435
Population density Inhabitants per km? (2009) 86.5
Women per 100 men (2011) 100.7
GDP PPP (2010) 0.9
Psychiatric care beds inhospitals per 100,000 inhabitants (2008) 26.1
Standardised Suicide rate by 100,000 inhabitants 3.6

Gallup Wellbeing index (2010)*
Thriving 45
Struggling 50

*Reprinted with permission of Gallup, Inc

Mental Health Legisl ation and Policy

Current update and reference to prevention and promotion

The current mental health legislation in Cyprus is based on the 1997 Mental Health Law
00On Psychiatric Nursing Cared6, which has
legislation created momentum in the move away from institutional care to the
establishment of community psychiatry. It also set out the rights of patients during
involuntary detention and the minimum standard during their hospital stay. The
Department of Mental Health Services is processing new legislation on out-of-hospital
settings e.g. legislation on Community Mental Health Care.

Mental health policy and inclusion of prevention and promotion

Mental health policy over the past few years has focused attention on the transfer of
services into the community and away from institutional based care. This has been
achieved to a great extent and is still continuing. A framework of cooperation between
the State Service, local community authorities and NGO or volunteer organisations aims
to provide effective and good quality services which are accessible to all.

Alternative structures that are necessary for a successful and modern mental health
service are continuously been developed and expanded. In recent years emphasis has
been on mental health problems in childhood, with the development of Child and
Adolescents Mental Health Services. This has been in parallel with developments in drug
addiction; attention is now being paid to preventing mental illness and promoting

mental health and well-being of the population.
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Treatment, rehabilitation and prevention of mental illness lie at the heart of mental
health policy. The main aim and targets are to:

1 modernise services and therapeutic approaches in line with EU and WHO
recommendations

1 further decentralise community and socially oriented services, through the
sectorisation of Cyprus

1 promote closer cooperation with other public services involved, especially with
primary health care services and social welfare departments.

1 encourage the involvement of voluntary sector and the community in general in
psychosocial Rehabilitation and Prevention (especially in relation to drug
addiction and domestic violence), quality of life and mental health promotion.

Mental health services

Organisation an d functioning of mental health systems

Mental health services range from inpatient to out of hospital care for people with
mental illness. There are 5 hospital units specialising in mental illness. The main
psychiatric units include:

1 Athalassa Hospitald comprising of 7 wards (2 admission wards with a total of 37
beds), 3 rehabilitation wards (with 64 beds), 1 high secure ward (20 beds) and 1
mental disability ward (23 beds). The final number of patients at the end of 2010,
after admissions, readmissions, eleases and deaths was 105.

1 Psychiatric Wing of the Nicosia General Hospital- A voluntary admission unit with 22
beds providing short -term treatment for acute conditions. The unit also acts as a
screening clinic for those who require admission to the Athalassa Hospital. During
2010, 437 patients were admitted with a 10 day average duration of stay.

9 Psychiatric Wing of the Limassol General Hospital is similar in function to the
Psychiatric Hospital in Nicosia with a 24 bed capacity. In 2010 there were 252
admissions of a 12-day average stay.

1 Therapeutic Unit for Addicted Persons (THEMEABP a unit specialising in the physical
and mental rehabilitation of people with alcohol misuse. The Unit operates both on
an in-patients and out-patient basis and in 2010 was transferred to renovated
premises in the Athalassa Hospital. In 2010, 81 individual cases were treated, 39 of
which were new incidences, 42 older cases and 9 who continued treatment from
2009. Al so, THEMEAGs staff r epO7phemdcallso 460
asking for information and 178 applications for admission through the 24hour Open
Telephone Line of Direct Response.
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ANOSIS: The Unit specialises in the physical and mental rehabilitation of adult drug
addicts applying programmes of motiva tion development and preparation of
individuals to be admitted into therapeutic programmes both within the Unit and

other relevant rehabilitation services. In 2010 there were 130 admissions (involving 62
individuals, 14 of whom were new cases) with a succss rate of 79%.

Outpatient departments: a total of 18 primary care outpatient clinics (14 in Nicosia, 1
in Limassol, 1 in Paphos, 1 in Larnaca and one in the free Famagusta area.
Counselling centres are also available for young people aged between 1422 with
drug addictions and their families. The PERS
schools, the Cyprus AntiNarcotic Council and the Army. In 2009, 183 interventions
were delivered to 65 young addicts and their parents.

The TOXOTISCounselling Centre is a collaboration between the Mental Health
Services and the Cyprus AntiDrug Association. Its main objective is the evaluation

and preparation of individuals for admission to in -patient clinics or counselling

support on an out -patient basis if this is not possible. Other drug counselling, day

and rehabilitation centres are also available.

Out-Patient Clinics:A network of out -patient clinics form the basis of community
mental health services. Multi-disciplinary staff include psychiatrists, psychologists,
nurses and occupationaktherapists who offer psycho-social education, counselling,
psychotherapy and intervention in crises and relapses. The majority of the patients

go to these centres for psychiatric treatment. The centres also offer community
nursing. In 2010 there were a total of 57,001 visits to these clinics.

Psychosocial rehabilitation units for people with mental problems: These out-patient
settings promote the social re-inclusion of people with long term mental illness. They
provide opportunitie s for professional training and employment, or, wherever
possible, they promote the development of self -care skills, work and social skills.
There are 4 Day Centres for this purpose: 1 in Nicosia, 1 in Limassol, 1 in Larnaka and
1 in Paphos.

Work Rehabilitation Units: Two of these units are in operation (1 in Limassol, the

other in Nicosia) and work within mental health services in conjunction with the NGO
organi sation, OAssociation for the Protectio
Labour and Sociallnsurance. The programmes and services of these units are backed
by actions under the Programme OEmpl oyment,
of the National Strategic Report Framework (ESPA) for the Cohesion Policy 2007
2013. The main objective is to support individuals with mental health problems

achieve successful labour market reinclusion through assistance in finding
employment and supporting people already in work.

Psychotherapy Department - The Department of Individual and Family Psychotherapy
is situated within the Nicosia General Hospital. It provides specialised psychotherapy
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on an individual, family and group level using modern psychotherapeutic approaches
for mental health issues; raising awareness and the further training of the
professionals in the Service. In 2010, 108 applications were treated for
psychotherapy, of which 31 were new cases. The total number of interviews was 339
(210 individual, 95 family and 34 couples). There were also 120 supervision interviews
and 66 counselling interviews for mental health personnel.

1 Occupational Therapy Serviced Occupational therapists are employed by the Mental
Health Services. Their clinical work spans across Hpatient and outpatient
departments for children/adolescents, adults and older people in both mental health
and addiction services. Their main fields of work include the prevention of mental
illness and the promotion of mental health, organisation and implementation of
individual and group therapy programmes and interventions, training and clinical
supervision. In 2010, occupational therapists served 1,771 adults and 133
children/adolescents.

1 Department of Clinical Psychology 8 Work in this department is mostly on
prevention, administering psychometric tests, therapy and the reduction of th e
patientsd ment al health i ssues -lngdThshe pr omo
involves counselling, psychotherapy support of the individual and family, group
support and rehabilitation. In 2010 there were 21,036 consultations (a rise of 20.71%
compared to 2009), with 2 527 new cases (a rise of 31.82% compared to 2009).

1 Child and Adolescents Mental Health Servicesd Includes 4 Centres (2 in Nicosia and 3
covering other districts) in 2011, for children and adolescents up to the age of 17.
The serviceoperates as an open treatment system and works with other services or
bodies. Their role includes: prevention, diagnosis, intervention, training and research.

Access and usage

Information on usage included above.

Variation and gaps

The main gap in servicesconcerns the lack of social workers in mental health services.

Financing

Tot al spent on ment al health services was 027,
2009. Mental health expenditures by the government health department/ministry are

4.82% of the total health budget (World Health Organization, 2011). Main sources of

funding for services are through tax revenues, out of pocket expenditure, social

insurance and grants.

Mental Health workforce

The current workforce employed in mental health services per 100,000 inhabitants
includes:

July 2013 129



5 Psychiatrists
1.3 | Neurosurgeons

45 | Psychiatric nurses (in the mental health services)
2.6 | Neurologists

6.2 | Psychologists (in the mental health services)

The total number of other staff includes:

2 Social workers {n the mental health services)

38 | Occupational therapists (in the mental health services)

Responsibility and delivery of mental health promotion and prevention of mental iliness

The Mental Health Services work on all three levels of prevention where firancial
resources and expertise allow. The educational psychology services, under the General
Director of the Ministry of Education and Culture includes in its mission the protection
and promotion of mental health and the general development of each individ ual in the
education system. The service is also responsible for the development of social skills,
prevention programmes aimed at promoting mental health, improving communication
and crisis management of traumatic experiences. Programmes are also developedn
cooperation with Municipalities and local communities. These programmes are based on
the involvement of school, teacher, family and youth.

Mental health status

Prevalence of mental health in the population

There are no epidemiological data on the prevalence of mental illness in the general
population or available statistical data on individuals attending Mental Health Services
by diagnosis. A computer register has been initiated using ICD10, but not as yet
complete.

Incidence

No available data

Protective and risk factors

Not reported
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Prevention and promotion programmes /activities

Programme name | Aim/approach Stakeholders/target Duration, Cost
group of programme

Schools

Daphne | | | Aim:toraise awareness, | Teachers, children 2005 to 2010.

assessment and
awareness raising
programme for
bullyingat s c h
and Daphne lI
o0Devel op mg
Implementation of
a school based
training
programme for
teachersé

detect bullying early on
and enhance coping
skills. Approach: Psyche
educational intervention
was implemented for
students, teachers and
parents. The programme
was interstate and in
Cyprus was represented
by the Child Psychiatric
Services Department.

and parents

Funded by the EC
and the Ministries
of Education and
the Health of
each state.

Promotional
material preventing
depression

Aim: to prevent
depression in children
and young people.
Initiative of the Minister
of Health publishing
educational material
aimed at the. It is
planned that the Mental
Health Services will have
a wider role in this area.

Children and young
people, Ministry of
Health

Functional literacy
programme in
secondary schools

Aim: to prevent school
and potential social
exclusion of students by
reducing marginalization,
delinquency, self-
destructive behaviour,
use and abuse of
substances, mental and

physical health problems.

Approach: Targeted at
functionally illiterate
students. Currently in 64
schools with 1 975
students to teach
functional literacy.
Delivered by the
department of
Educational Psychology.

Students in
sewndary schools

On-going

Zones of
Educational Priority
(ZEP): Programme
against the early
school leaving,

school failure and

Aim: to reinforce social
cohesion, reducing the
risk of social
marginalisation and
social exclusion.
Approach: Provides

Students

On-going
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Programme name

Aim/approach

Stakeholders/target
group

Duration, Cost
of programme

delinquency.

additional teaching staff,
and teaching hours with
specialised curriculum,
development of teaching
material according to the
school 6s nee
additional psychosocial
support for students and
parents through the
settings of Information
and Psychologicd
Support Centres.

Workplace

None reported

Older people in long -term care facilities

ALCOVE: Alzheimer
Cooperation in
Europe

Aim: to improve the
quality of care and
services for people with
Al zhei mer &8s
give recommendations
regarding health policy
issues. Approach: An
exchange of knowledge
and experience
programme. Cyprus is an
associate partner though
the Mental Health
Services.

People working with
those with
Al zhei mer d

On-going

Alzheimer
Campaign o

Multi disciplinary
Committee on

Al zhei mer (

Aim: to raise awareness
on al zhei mer
The Director of the
Mental Health Services is
President of the
Multidisciplinary
Committee on

Al zhei mer 6s
Through the
activities 2 Dementia
Centres operate in
Nicosia in the last 5
years. Since 2002 one of
the medications is
offered for free.
Volunteers with
dementia participate in
the Committee to help
raise awareness. There
are also programmes for
patients and carers.

On-going
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Programme name

Aim/approach

Stakeholders/target
group

Duration, Cost
of programme

Training on
dementia

Aim: to train
professionals to work
with people with
dementia. Approach:
Within the framework of
organized care for older
people, community
nurses, psychologists and
occupational therapists
are sent abroad to train
on programmes for
persons with dementia.
They also administer
awareness raising
programmes to educate
and train carers of
people with dementia in
long term care facilities
in urban and rural
settings.

Older people; health
professionals
working in the
community and in
long term care
facilities

On-going

National Strategic
Plan on Dementia

The same Committee is
also involved in drafting
the National Strategic
Plan on Dementia

Other relevant programmes

Campaigns

Aim: to raise awareness
within the framework of
Promotion of Mental
Health and of combating
the stigma of mental
disorders several events
are organized (e.g. World
Mental Health Day) in all
cities. Approach: Events
include art, lectures,
Mass Media interviews
and press releases, as
well as press conferences
by the Minister of Health
and the Director of
Mental Health Services.

General public

Annually

Promotion of
Public Health

Aim: to promote mental
health, raise awareness
and combat stigma.
Approach: A
collaboration between
the Community Mental
Health Committee

General public

On-going
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Programme name

Aim/approach

Stakeholders/target
group

Duration, Cost
of programme

(including mental health
personnel),
representatives of the
Municipalities, service
users with mental health
problems, the
Association Elpidoforos
(Hope Carrier) of the
Mentally I, voluntary
organisations (KAPSY
and of the Association
for the Protection of
Mental Health) lectures
and partnership actions
were organised.

Investments into mental health

and economic growth

d health, education, social development

The level of financial investments into prevention and mental health promotion act ivities
are not known, but resources allocated to mental health services contribute indirectly

towards these.

Initiatives to strengthen MH systems in relation to MHP and PMI

Mental health and related policies state a strong commitment towards prevention a nd
promotion initiatives in mental health. However, it is not clear the extent to which
financial resources have been dedicated to initiatives in these areas.
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Data sources

Gallup, Inc (2010) Gallup Wellbeing Index. (Reprinted with permission of GallupJnc) Available at:
http://www.gallup.com/poll/126977/global -wellbeing-surveysfind - nations-worlds-apart.aspx
(accessed: &' April 2013)

Ministry of Health. Available at:
www.moh.gov.cy/moh/mhs/mhs.nsf/DMLlaw_gr/DMLlaw_gr?OpenDocument

Information on Educational Psychology. Available at:
www.moec.gov.cy/edu_psychology/index.html (accessed: 4th April 2013) and
www.moec.gov.cy/edu_psychology/rolos_ypiresias.html(accessed: 4th April2013)
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4.6

Authors

Czech Republic

Tomas Petr(Chairman of Psychiatric Section of Czech National Nurses Associationand
validation by Ondrej Pec (Chairman of Section for Social Psychiatry of the Czech
Psychiatric Association)

Summary

)l

Inpatient care is divided into acute and after-care services. Theoretically, acute
care should be provided in psychiatric wards in general hospitals and after-care
in psychiatric institutions. However, in practice, 80% of psychiatric beds remain
in institutions where care is still provided.

Regarding community mental health services, day clinics, 50% of which are in
larger inpatient facilities, provide treatment for mental illness. These facilities
are generally situated in larger cities. Other available services include psyclatric
rehabilitation services provided by NGOs. Crisis centres are insufficiently
developed.

There is an imbalance in provision of facilities with a bias towards larger cities.

There is a general lack of psychiatric wards for acute care. During the past
decade, 510 beds are reported as being closed with no substitute provision of
psychiatric wards or community services.

The Czech Republic employs a system whereby schools have an obligation to
create dedicated programmes for primary health prevention, eithe r themselves
or through external contractors, which is built into the school curricula. These
have a wide focus including drug and alcohol use, eating disorders and
bullying. Apart from a wide range of prevention and promotion activities in
schools, there are a myriad of activities directed towards older people and the
general public.

Dat a

for this country profile were gathered in

for the Czech Republic. The research team used these data to prepare draft country profile and
supplemented this with published data where necessary. The draft profile was submitted for review by
a Governmental Expert in Mental Health and WellBeing from the Czech Republic and validated by
them. Completed and validated in 2012.
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Background information

Population (1 January 2011) 10532770
Population density Inhabitants per km? (2009) 135.8
Women per 100 men (2011) 103.8
GDP PPP (2010) 18.5
Psychiatric care beds in hospitals per 1®,000 inhabitants (2009) 103.3
Standardised Suicide rate by 100,000 inhabitants 12.4

Gallup Wellbeing index (2010)*
Thriving 39
Struggling 51

*Reprinted with permission of Gallup, Inc

Mental Health Legislation and Policy

Current update and reference to prevention and promotion

Mental health care is incorporated within general health care legislation rather than
through a separate Mental Health Act. Care for people with mental illness ill is regulated
by several legal norms.On a constitutional level, the Charter of Fundamental Rights and
Freedoms guides the fundamental rights and freedoms of psychiatric patients, with the
Convention of Human Rights and Biomedicine having precedence over national law.

On a statutory level, the provision of health care is set out in general health care
legislation, namely Act 372/2011 Col. on medical services, which came into force on April

1, 2012 replacing Act 20/1966 Col. on care of
involuntary admission is provided in Act No. 99/1963 Coll., Civil Procedure Code, which
details the procedur al rules for the oO0involunt

time limits for decisions by the courts. Other laws regulating psychiatric care are the
Criminal Code, which deals with the issues relating to compulsory treatment, and the
Preventive Detention Act.

There is no legislation, which prioritises mental health promotion and prevention of
mental iliness.

Mental health policy and inclusion of prevention and p romotion

A National Programme of Care for Mental Health has been in preparation since 1992.
The Conceptual Plan for psychiatric care, drawn up by the psychiatric medical
association, was adopted by the Ministry of Health in 2002. The major goals of the plan
are deinstitutionalization by reducing the number of beds in institutions, an increase in
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the number of acute psychiatric wards and the creation of a community based network
of mental health services. Implementation of the plan for psychiatric care, however, has
failed, partly because of the rigid restriction on health care funding (and the lack of
political will). The Conceptual Plan for psychiatric care was revised by the Czech
Psychiatric Society in 2008, but not approved by the Ministry of Health.

The Ministry of Health has introduced a complex healthcare reform, but it is difficult to
anticipate the impact of this on mental health care.

Mental health services

Organisation and functioning of mental health systems

Psychiatric care is provided through a network of facilities whose basic elements are
psychiatric inpatient facilities, outpatient clinics and community care facilities, combining
both psychiatric and social services

Inpatient care: There are two types of inpatient psychiatric cared acute and after-care
services. According to the general strategy acute care should be provided in psychiatric
wards and after-care at psychiatric institutions. However, 80% of all psychiatric beds are
still located within psychiatric institutions, so most acute care is delivered within these
facilities though their main task is to provide long -term treatment and rehabilitation for
people with a psychiatric illness of all ages. In 2009, 17 psychiatric institutions had a total
number of 9,207 beds for adult patients and 3 institutions for children with 260 beds.

The average length of stay in psychiatric institutions in 2009 was 80.7 days (UZIS, 2010).

There were 31 psychiatric wards with 1,383 beds in 2009. Psychiatric wards are usually
part of hospitals, but some exist as seltcontained facilities or are attached to a university
hospital for teaching and educational purposes. The average length of hospital stay in
these wards was 20.4 days in 2009 (UZIS, 2010).

Outpatient care: Psychiatric outpatient clinics are anaher core element of the system of

ment al health care. I n the majority of cases,
psychiatric care takes place. Very often this contact is of longterm, continuous nature

and the psychiatrist providing outpatie nt services becomes a coordinator of a patient's

care 0 providing guidance within the system of psychiatric services, and follow-up

medical and social services. In 2009, there were 971 psychiatric outpatient departments

(UzIS, 2010). Specialized outpatientlinics are also available for children, geronto-

psychiatry, addiction treatment, psychotherapy and other specialized treatments

(Wenigova et al., 2009).
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Community services: Twentyone day clinics provide treatment for people with mental
illness. Roughlyhalf exist as part of a larger inpatient facility and half as independent
facilities. Day clinics are more often found in larger cities. New facilities were being
established during the 1990s, but after 2000 almost no new facility was opened. There
are only three crisis centres with 24-hour availability of a psychiatrist, two in Prague and
one in Brno.

Case management services and the rehabilitation of people through home visits
provided by psychiatric nurses were introduced in 2006. However, only 3 facilties
provide this service - 2 in Prague, 1 in Ostrava.

Psychiatric rehabilitation services (defined as social services) are carried out solely by 29
NGOs, which in 2007 employed 470 social workers who provided direct care for some
4,600 clients (Asociae k o mu n i {Gommupitp Caee Association, 2007). Most of
these services are situated in larger cities, with some regions (e.g. Zlin) having few or
none of these facilities.

Access and usage

Services for the mentally ill are relatively easy to accessHowever, catchment areas of 17
psychiatric institutions, that provide the majority of inpatient care, permit a distance
between home and hospital of more than 100 km. Such distances make regular contacts
between patients and their families (within their ho me environment) or with community
services difficult.

The total number of people released from in-patient psychiatric facilities with a mental
illness (ICD10: FOM9) in 2009 was57,591 (30,552 males and 27,039 females). The number
of outpatient examinati ons per 100,000 population was 24,876.6; for first examinations it
was 4,603.4 per 100,000 inhabitants (UZIS, 2010).

Variation and gaps

Variations in mental health services tend to be those concerning out of hospital and
community services which, where avalable are mainly found in larger cities. There is a
general lack of psychiatric wards for acute care and major gaps in community based
mental health services (e.g. home visits, specialist community services, sheltered
housing). Over the past 10 years on} 510 asylum beds have been closed, with the
number of psychiatric wards and community services remaining unchanged.

Financing

Health care expenditure has been around 7% of GDP in recent years and some 3.5% of

total health care funds are allocated to mental health (Scheffler and Pc
Mental health expenditure is 2.91% of the total health budget (World Health

Organization, 2011).
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Several stable sources of funding finance mental health services in the Czech Republie
The Health Insurance Fund ¢overing inpatient and outpatient psychiatric facilities, daily
clinics and with some exceptions other services); Subsidies from the Ministry of Labour
and Social Affairs and the Ministry of Health to non-governmental non - profit
organisations; subsidies fom the Ministry of Health to health care facilities; out of

pocket payments by recipients of services/patients; Direct payments by service users for
private facilities.

Workforce

In 2009, the number of specialists working in outpatient facilities totalle d 1,270. These
included 730 outpatient physicians, 415 nurses and 84 psychologists. For psychiatric
institutions the number of specialist staff amounted to 5,838 workers, including 550
physicians, dentists and pharmacists; 2,976 nurses; 99 social worker420 psychologists
(UzIS, 2010).

The number of mental health professionals (per 100,000 population) according to the
WHO (2011) Mental Health Atlas included:

Psychiatrists 11.85
Nurses 28.24
Psychologists 2.03
Social workers 0.9
Occupational therapists 0.34
Other workers 17.21

Responsibility and delivery of mental health promotion and prevention of mental iliness

Not reported with regards to mental health services. However, schools are obliged to
create their own programmes of primary prevention, w hich are built into the school
curricula. Schools can implement their own programmes or contract external
organisations to deliver these and can apply to Ministry of Education for funding.
Programmes are focused primarily on prevention of: drug and alcohol use, smoking,
eating disorders, child abuse and neglect, violence, bullying, truancy and theft.
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Mental health status

Prevalence of mental health in the population

Figures for the prevalence and incidence of mental iliness according to ICD10 diagnostic

codes in Czech Republic in 20100 (in psychiatric care):

ICD10 diagnostic code prevalence* incidence*
FO00-09 - Organic, including symptomatic, mental disorders 51.4 14.7
F10- Mental and behavioural disorders due to psychoactive 25.9 6.3
substance use

F11-19 - Mental and behavioural disorders due to psychoactive | 16.7 3.0
substance use

F20-29 - Schizophrenia, schizotypal and delusional disorders 39.5 4.5
F30-39 - Mood (affective) disorders 89.6 16.5
F40-48, F5059 - Neurotic, stressrelated and somatoform 183.2 48.5
disorders; Behavioural syndromes associated with physiological

disturbances and physical factors

F60-63, F6869 - Disorders of adult personality and behaviour 23.4 5.5
F64-66 - Disorders of adult personality and behaviour 2.7 0.5
F70-79 - Mental retardation 17.2 2.5
F80-98 - Disorders of psychological development; Behavioural 21.8 6.7
and emotional disorders with onset usually occurring in

childhood and adolescence

F99- Unspecified mental disorder 2.0 0.7

* per 100,000 inhabitants. So r ¢ e :  ( d Z ITBe fiyures sh@vIprevalence and incidence of treated

cases in psychiatric services, they do not include untreated cases.

Incidence

See above.

Risk factors

The main risk factors for mental iliness are drugs and alcohol; sociod economic factors

(economic hardship, unemployment etc.); other well-known general factors (genetic,
stress etc.), being a migrant and from a minority ethnic group.
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Prevention and promotion programmes /activities

Programme Aim/approach Stakeholders/targ et group | Duration, Cost
name of programme
Schools

State aid Aim: to create a range of | Children and young people. | For 2011-
programme for leisure activities; Stakeholder: NGOs 107 910 000
NGOs working education on healthy CzK

with children and
young people

lifestyle. Approach:
Support is focused on
regular and long term
activities for the widest
range of children and
youth.

Minimize Aim: to find effective Children and young people. | From 2005 to
bullying methods and to reduce Stakeholder: O, Foundation | the present.
the incidence of bullying Finances:not
at schools; to exchange available
educational tools and
procedures for handling
bullying. Approach:
training seminars for
school directors and
teachers.
Safety Line in Aim: to introduce po ssible | Children. Financial

Your Classroom

ways of solving problems
and difficult life situations,
using their own
competences, social
environment and
professional services.
Approach: use of
interactive and
experiential techniques in
groups up to 20 children.

Stakeholder: Safety Lne
Association

support from
the Ministry of
Education
Finances:not
available

Prevention of
social
pathological
behaviour

Aim: to prevent
pathological social
behaviour with focus on
drug use. Approach: using
a set of interactive
workshops and
discussions on various
topics for students,
families and teachers.

Students, families and
teachers. The project was
introduced and is supported
by Ministry of Education.

Not known

Schools without
bullying

Aim: to teach school staff
to work with socially
pathological behaviour in
children and students
relating to bullying.
Approach: to support
teaching staff and provide

Children, students and
teachers.The project is
supported by Ministry of
Education and open to all
schools across the Czech
republic.

Duration: 2010
to 2012.
Finances: not
known
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Programme
name

Aim/approach

Stakeholders/targ et group

Duration, Cost
of programme

education in preventing
bullying and socially
pathological phenomena
at elementary school /
high school.

Are you crazy?
And what?

To: focus on prevention of
mental illness and
promotion of mental
health in schools.
Approach: delivered by
moderators and people
with experience of mental
illness. Uses interactive
and creative techniques
for understanding mental
health issues.

People aged between 1525
years of age. Stakeholders:
European structural funds
and is run by the NGO,
FOKUS Praha

2006 to the
present

VIDA S
Programme for
schools

Aim: to educate students
to become tolerant and
respectful of people with
mental illness. Approach:
discussions and lectures in
schools in Czech Republic
about living with mental
illness. People with mental
health problems are
involved in the project

and visit schools to share
their experiences with
students.

Students. Ministry of Health,
project is run by VIDA
(NGO)

Workplace programmes

International
campaign
in tune with life.
Move Eur ¢

Aim: to collect and
present examples of good
practice of mental health
and wellbeing in the
workplace. Approach: self
evaluation of the level and
quality of activities in
mental health in the
workplace; specific
recommendations for
improve ment. Second
round: Excellent Practice
Models organisations with
the best results in self-
evaluation share their
experience and
knowledge.

Employees and employers.
European Network for
Workplace Health
Promotion; run by The
National Institute of Public
Health in CR

2009-2010
Finances: not
available

Prevention of
violence in the

Aim: to improve the safety
culture in the workplace

Targeted for Trade unions
and social partners. Run by

Funded by
European social
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Programme Aim/approach Stakeholders/targ et group | Duration, Cost
name of programme
workplace, through an accredited Czech-Moravian fund
especially in course. Support the Confederation of Trade

health care and
social service
facilities

development of social
dialogue, particularly
between employees and
employers. Approach:
diagnostic investigations,
the creation of
educational programmes
focusing on knowledge
and skills necessary for
the prevention of
workplace violence,
recognizing violence and
stress at work, practical
skills for managing crisis
communications and
workplace violence,
focusing both on
management and health
care professionals.

Unions under the
supervision of Ministry of
Labour and Social Affairs

Older people

Promotion of
healthy lifestyles
for older people

Aim: promotion of healthy
lifestyles. Approach:
lectures, presentations
and discussions on
various topics, (e.g.the
importance of diet,
physical activity, mental
health and social contacts,
stress and relaxation
techniques, good coping
skills. Lectures are held in
long-term care facilities
and community centres

National Health Promotion
Network NGO

Finances: not
available

Age in motion

Aim: to motivate seniors
to exercise and do so
regularly. Approach: uses
a range of leisure
activities, organisation of
new courses, focusing on
physical and mental
fitness.

ELPIDA Plus, NGO,
Endowment fund GSK

Finances:
170, 000

Moving to a
better life

Aim: to create for older
people and those with
disabilities an outdoor
environment for them to
exercise. Approach: each
client is recommended for

Older people and people
with disabilities. Caritas,
Endowment fund GSK

Cost: 73,0
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Programme
name

Aim/approach

Stakeholders/targ et group

Duration, Cost
of programme

appropriate physical
activity, with a pre-
prepared individual
exercise plan.

Volunteering
connects seniors

Aim; to support seniors
who live in residential
homes or at home.
Approach: provides
regular care by volunteers
to improve their quality of
life.

ADRA, NGO Endowment
fund GSK

Cost: 170,000
KL

Goat's garden
for seniors

Aim: to rebuild lost
confidence and
responsibility in older
people living in shelter
housing. Approach: to
create a suburban garden
for keeping small
domestic animals and to
grow fruit and vegetables.
The garden will also serve
the town of Sokolov,
especially for mothers
with children, nursery and
primary schools.

Older people, mothers with
young children, children of
nursery and primary school
age. Pomoc v nowzi, NGO,
Endowment fund GSK

Cost: 232,000
KL

Other programmes

Programme for
good health
(PPDZ)

Aim: to improve the
physical health of
psychiatric patients
through educational
programmes for
improving diet and
exercise. Aims to prevent
weight gain and promote
weight reduction.
Approach: a 16-week
structured Programme
delivered by trained
psychiatric nurses in 23
centres.

1242 patients with the
diagnosis of schizophrenia-
spectrum disorder
participated.

2004 to June

2009, financially
supported by Eli
Lilly IR

ITAREPS rapid
and targeted
recognition of
early warning
signs of
psychatic
disorder relapse.

Aim: to detect early signs
of relapse in psychosis
and enable early
intervention and prevent
unnecessary
hospitalizations.
Approach: using modern
communication and
information technology

People with psychosis.
Stakeholders: Academia

Medica Pragensis Ltd. for Eli

Lilly and Comp.

Not reported
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Programme
name

Aim/approach

Stakeholders/targ et group

Duration, Cost
of programme

for timely intervention
during initial phase of
relapse. Amobile phone -
based telemedicine
solution for weekly
remote patient
monitoring and disease
management in
schizophrenia and
psychotic disorders in
general.

PREDUKA
programme

Aim: a preventive and
educational programme

against relapse of
psychosis. Approach:
provide patients and their
familiesd inf

about the nature of
schizophrenia and
psychosis, their treatment
and how to prevent
relapses of the disease.
The programme lasts 6
hours.

People with psychosis and
their families. Supported by
EIl i Lilly IR

Not reported

Project Change-
on the national
level

Aim: to fight against
prejudice and
discrimination of people

General public, people with
mental health problems.
Johnson and Johnson, s.r.o.

Financially
supported by
Johnson and

with psychiatric illness. and EI i .rb.iSémey | Johnson, s.r.o.
Approach: a web site and | events were held underthe |and EI i
online initiative to raise auspices of the Mayor of s.r.o.
public awareness about Prague. The partner of the
mental disorders and to project was the Centre of
assist those with mental Social Services Prague.
health problems seek
specialist help and to
changes attitudes of
professionals.
Mental Health Aim: to improve public General public, project is Not known

weeks d on the
national level

attitudes towards the
mentally ill and create a
tolerant society.
Approach: Mental Health
Weeks (between Sept to
Oct) are a series of
humanitarian and cultural
events with a tradition
since 1990 to inform the
public about mental

health issues, mental

run by FOKUS Praha
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Programme
name

Aim/approach

Stakeholders/targ et group

Duration, Cost
of programme

hygiene as the prevention
of mental illness and also
about activities of
organisations working in
health and social sector.

VIDA 8 Medial
group MAJRA

Aim; to carry out
awareness campaigns, in
cooperation with the
media (TV, newspapers,
magazines, etc.).
Approach: make short
documentaries, and
animated spots of
experiences of mental
illness.

Ministry of Health, project is
run by VIDA

Programme to

Aim: to promote greater

Nurseries and schools,

The Programme

support the participation of children at | Ministry of Education is introduced
integration o f risk of social exclusion in every year by
gypsy the pre-school education, Ministry of
community especially in nursery Education, and

schools. Also, to support schools across

the activities that help the Czech

students to overcome Republic can

difficulties during the apply to get

compulsory school support for

attendance and education their projects.

at the secondary school.

Approach: conduct

activities aimed at

increasing the efficiency

of cooperation of families

and schools in the

education of students

from culturally different

backgrounds; and support

of teaching staff including

who work with children,

students from different

socio-cultural

environment in the

preschool and basic

education.
Support for the Aim: to support activities Ministry of Social Affairs, The Programme
integration of such as: legal advice for various NGO across Czech | is introduced
foreigners foreigners, assistance in Republic can apply for grant | every year

finding a job, language

courses, retraining
Integrated Aim: to support European Regional Allocated
Operational transformation and foster | Development Fund, Ministry | money is a
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Programme Aim/approach Stakeholders/targ et group | Duration, Cost
name of programme
Programme: services for better of Social Affairs total of:

Area of employment in the Czech 961252698-K L.

intervention 3.3
Services for
Employment

Republic. Approach: to
build more training centre
s, employment services
and support of
cooperating organisations

implementati on and
support of new active
employment policy tools,
development of
employment service
institutions and
improvement of services
to applicants for
employment

Support for
purposeful
activities for
seniors and
senior
organisations
state-wide

Aim: to support activities
of older people.
Approach: to defend the
interests and rights of
seniors and organise
activities focused on
increasing quality of life of
old people in society

Older people, NGOs
working with older people;
Ministry of Social Affairs.

Not reported

Financial responsibility for prevention and promotion

From the programmes listed above financial support for prevention and promotion in
mental health activities appears largely to be from the Ministry of Education for school
programme, NGOS.

Investments into mental health

Not reported.

0 health, education, social development and economic growth

Initiatives to strengthen mental health systems in rel ation to MHP and PMI

None reported.
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4.7 Denmark

Author

Stuart Frew, Resedrer, Institute of Mental Health, University of Nottingham. Validated by:
Marianne Jespersen, Senior Medical Officer, Danish Health and Medicines Authority,
Copenhagen, Denmark

Summary

1

In a period of 15 years Denmark has carried out a reform of psychiatric care transferring institutional
care to services in the general health sector consisting of short term hospital care and out-patient care
in form of community services.

Access to health care including mental health care is free of charge and publicly funded.

The primary health care sector with GPs, psychologists and practising psychiatrists take care of minor
and moderate mental disorders.

Since 2007, five regions are responsible for providing psychiatric care including hospital departments
with emergency and acute psychiatric services, short term inpatient based treatment, outpatient
treatment and care in psychiatric community centres and different Assertive community teams.

The municipalities are in charge of social services such as counselling, soal support day centres, and
pension and housing for those with long term mental illness.

Challenges to be addressed: are the excess mortality of psychiatric patients, the balance between
inpatient services and outpatient services, lack of psychiatriststhe level of coercive measures and the
number of forensic patients. Lack of coherence between the municipal sociald and the regional
psychiatric health care services provided for the patient. Many attempts have been made to counteract
this problem.

Prevention and promotion is a shared responsibility between regions and municipalities. A reported
64% of municipalities have promotion interventions of some kind for mental health. From 130
identified interventions 28% focused on children 17 years and under, 12.3% on young people 13-25
years. There are several prevention and promotion programmes aimed at the workplace, the elderly
and the general population. There is no systematic data collection documenting the amount of
activities in this area across municigalities.

Data for this country profile were gathered in the first instance by the research team. A draft country profile
was submitted for review by a Governmental Expert in Mental Health andB¥&iy from Denmark. This

expert provided additional upo-date information and revisions where needed. The country profile was then
revised accordingly by the lead researcher, checked by the Governmental expert and a final version validated
by them. Completed and validated 2012.
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Background information

Population (1 January 2011) 5560628
Population density Inhabitants per km? (2009) 128.2
Women per 100 men (2011) 101.7
GDP PPP (2010) 10.2
Psychiatric care beds in hospitals per D0,000 inhabitants (2009) 57.9
Standardised Suicide rate by 100,000 inhabitants 9.9

Gallup Wellbeing index (2010)*
Thriving 82
Struggling 17

*Reprinted with permission of Gallup, Inc

Mental Health Le gislation and Policy

Current update and reference to prevention and promotion

Mental Health legislation in Denmark was introduced in 1938 and thoroughly
modernised in 1989. It primarily regulates involuntary civil commitment, detainment and
restraint use of coercive measures. The latest legislation was enacted in 2010.

New legislation reorganised the local government and the public sector in 2007
constructing five regions containing 98 municipalities, instead of the former 15 counties
and 273 municipalities. At the same time some duties regarding health promotion and
disease prevention were moved from the former counties to the new and bigger
municipalities.

The Danish Health Act from 2006 and later amendments have a focus on citizenr and
patient-oriented disease prevention and health promotion. The responsibility for this is
shared between municipalities and regions, requiring a high degree of cooperation
between them.

Mental health policy and inclusion of prevention and promotion

Over the past 15 years mertal health policy has reformed psychiatric care from

institutional care to community based services. In 2002, Danish health policy turned its

attention to increasing life expectancy, improving the quality of life and reducing health

and social inequalityby i ntroducing O6Healthy throughout Li
placed emphasis on the collective efforts needed to reduce the major preventable

diseases and disorders through primary prevention as well as continuing support and
rehabilitation for patents . The programme was directly | inke
targets for health which largely concern risk factors such as tobacco, alcohol, exercise
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and eating habits, but had a broad scope for prevention and promotion. Its chief aims

are to increase life expectancy, reduce social inequality in health and improve quality of

life.

In January 2008, the government launched afollowu p i ni ti ative to OHeal't
Lifed and created a committee of experts in he
programmes and health economics. The committee represented both the public and

private sector and delivered its recommendations in 2009 on how health promotion and

disease prevention could be improved.

Patientds own efforts ar e s aishiNatamal Baardlofey aspect

Health published a national strategy of psychiatry and mental health. Focus was easy
access to services, early intervention, relevant treatment and care, high quality in care,
gualified staff and more evidence and research. It was hghlighted that patient with
mental diseases lived more than 15 years shorter than the population in general and

somatic diseases and stigma were seen as important reasons. In 2010, the strategy was

followed by various project activities from the government . There have been onrgoing
debates in recent years about psychiatric services and developments in the area. The
regions, municipalities and learned societies have published booklets and documents
setting up clear goals and targets for the future efforts.

In 2012, the government has launched a governmental committee in mental health to
advise the government on the future development of mental health in Denmark. In
relation to the committeeds report the
psychiatry in 2013.

Mental health services

Organisation and functioning of mental health systems
The defining feature of the Danish health system is its decentralized responsibility for
primary and secondary health care. In terms of organisation, the five regions are

responsible for providing hospital, somatic and psychiatric care, and for financing private
practitioners for their public health sector work. Services for people with a mental illness
are provided in cross sectorial collaboration between health and social care sector. The

regions are responsible for health care services, and the municipalities are responsible

for social services, among others- social services for those with long-term mental iliness

gover nn

regarding housing, social support, counseling, etc. Mental health services are delivered in

the primary healthcare sector from GPs and practicing psychiatrists and psychologists.
The secondary healthcare sector provides psychiatric care in psychiatric hospitals and
associated out-patient care, including community mental health care services:
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1 Hospital inpatient services include a total number of 2,832 beds in hospital

psychiatric wards (including child and adolescence psychiatry and forensic psychiatric
wards) for 2011. Between 1980 and 1990 the number ofpsychiatric beds was reduced
dramatically from 8182 to 4906. The number of psychiatric beds per 100,000

population was 57.9 in 2009.

1 Out-patient services include community psychiatric mental health centres, operating
within a local area to provide outpatient care and psychiatric treatment. These
services are sometimes supplemented with home visits by assertive teams. A team
can comprise of doctors, nurses, social workers, occupational therapists,
psychologists, physiotherapists, and other relevant professionals. In some regions
community psychiatric centres are connected with a day care centre. Others are
located in hospital psychiatric departments. Some community psychiatric services
restrict their services to those with long-term and socially disabling diseases, while

others also include services for people with short-term mental illness.

1 Municipalities are responsible for housing and different kinds of social care and
support, especially for people with long term mental iliness. These services also
provide temporary residence and home care arrangements when necessary Nursing
homes are much less used than previously.

Access and usage

Free access to health care is available to all those registered as a resident in Denmark.
GPs are entitled to refer a peron directly to a psychiatric hospital unit. The number of
people contacting a doctor for psychological reasons totalled 65,462 in 2011; and much
higher for women (48,548) compared to men (16,913) (Statistics Denmark, 2012).

The number of referrals to adult psychiatric services in 2010 totalled 49,024, or 11.3
referrals per 1,000 inhabitants. Over the last few years the number of patients using
mental health services has steadily increased for both children and adolescents and
adults. The numbers of patients using psychiatric services from 2007 to 2010 in Denmark

are as follows:

2007 2008 2009 2010
Children and adolescents 14.6 16.5 18.7 21.0
Adults 86.4 87.4 91.7 93.2
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Increases in the number of compulsory admissions have also been noted, which have
risen from 2,190 in 2001 to 3,343 in 2011.

Variation and gaps

Despite some regional variations in the organisation of health care for both general
health and psychiatric services, acute psychiatric hospital 24 hours services, including
emergency rooms and acute visitation wards and different outpatient clinics is available
to all. Regions and municipalities are obliged to make local health agreements regarding
collaboration and coordination with the purpose to establish and improve cross sectional
coherence in care and services.

Financing

Health services in Denmark including mental health are nearly all publically funded
through tax revenues. Eight per cent of the total health budget was allocated to mental
health services in 2009. More recent figures are notavailable (World Health
Organization, 2011).

Workforce
In 2010, the total number of professionals working in adult psychiatric services
amounted to 7,582 staff. This included:

Psychiatrists 1,058

Nurses 2,703

Psychologists | 463

Social workers | 278

Other Staff 3,080

There is a lack of psychiatrists and specialised trained nurses.

Responsibility and delivery of mental health promotion and prevention of mental illness

Responsibility for the delivery of mental health prevention and promotion is devolved to
the regions and municipalities and included within their duties.

Mental health status

Prevalence of mental health in the population

There are few studies on the prevalence of mental illness in the population. A 2004
study found a prevalence of 1.4% for depression and 3.3% for major depression (Olsen
et al., 2004). Mental weltbeing in the general Danish population has remained largely
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unchanged from 1987 to 2005, but is showing an increase in older people and a
decrease in younger age groups (National Institute of Public Health, 2006).

The number of patients treated in regional psychiatric services has almost doubled over
a ten year period, and the diagnostic profiles have broadened and now include a
substantial number of common mental disorders, partic ularly depression and anxiety.
The number of people who received a prescription for antidepressants has risen from
384,000 in 2006 to 462,000 in 2010. In spite of this, the general assessment is that the
incidence and prevalence of these disorders have notchanged.

In keeping with developments in Sweden and Norway there has been a substantial
increase in the number of children, adolescents and adults diagnosed with ADHD, and
the number of patients treated with medication for ADHD has increased from 8,586 in
2006 to 31,754 in 2010 (cited in Bauer et al., 2012). There is considerable regional
variation in the number of those diagnosed and medication prescribed for mental health
problems illustrates the need for clinical guidelines in the area.

Incidence

There is no precise information on the actual incidence of mental disorders in the Danish
population. Based on the incidence of mental disorders in other Western countries it is
estimated that during a one -year period 4-5% (or approximately 200,000) adults n
Denmark will develop a depressive disorder and approximately 10% an anxiety disorder.
It is estimated that more than 20% of the population within one year consumes a health
damaging level of alcohol.

Protective and risk factors

Risk factors for poor mental health according to a 2005 mental health survey of the
Danish population includes: unemployment, divorce, and 10 years or less of school/
vocational training.

Prevention and promotion programs/activities

There is a growing focus on mental health promotion. In 2012, The Danish National
Board of Health launched health promotion packages on mental health with the aim of
supplying municipalities with information on prevention and promotion activities.

At this time there is no official updated data on the a ctivities regarding mental health in
the municipalities. A report from 2009 showed that 64% of the 83 municipalities
surveyed had interventions for promoting mental health. A total of 130 interventions
were identified by a mapping exercise with 28% focused on children under the age of 17,
12.3% on young people aged between 13 and 25 years, 11.5% of programmes targeting
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adults above the age of 18 years and 8.5% all citizens. A few mental health promotion
activities were for those with a disability (5.4%) andthose with a mental iliness (3.8%).

Examples of prevention and promotion of mental health initiatives include:

Programme Aim/approach Stakeholders/target Duration, Cost
name group of programme
Schools

Psychological
counselling in
schools

Aim; to prevent students
from dropping out of
secondary education due to
personal or psychological
problems. Target areas
include young
problems with self-esteem,
loneliness, bullying,
sadness, stress, anxiety and
grief.

Students, vocational
schools. Stakelolder:
Danish Mental
Health Fund (DMHS).

Not reported

Training courses
for teachers

Aim: to teach teachers
about mental health issues.
Training sessions for
teachers by mental health
experts to increase
knowl edge abo
di ssatisfacti
illness in children and
adolescents.

Primary and
secondary schools,
teachers and
counsellors in the
Capital Region.

Not reported

Exam anxiety Aim: to assist young people | Students, Schools, Not known
groups deal with stressful Psychiatry Fund

situations such as exams, Youth Project.

presentations in class

without anxiety or

nervousness spoiling their

performance.
Psychological Aim: to offer psychological Students aged 15- Not known

counselling in
colleges

counselling to young
people (minimum age 15
years) in the Copenhagen
and Frederiksberg
municipalities. Focus on
assisting students to finish
their educational
programmes. For those
with mild conditions deals
with issues as depression,
anxiety, bullying, stress,
self-esteem and
loneliness/isolation.

30, Psychiatric Fund
Youth Project.
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Programme Aim/approach Stakeholders/target | Duration, Cost
name group of programme
delivered by psychologists.
Teaching Youth Aim: to training in mental Students, Psychiatric | Not known
Project health and how to thrive for | Fund.
students in primary and
secondary schools. Also, to
create transparency over
mental health issues, build
tolerance and offer specific
options for students who
have mental health issues.
The 6 Hap p| Aim:to promote Students and school | Operating since
knowledge and openness staff. 2002
around of mental health
issues and combat resulting
stigma and prejudice. Host
of promotion initia tives and
campaigns to assist
children within the school
environment; subjects
include eating disorders,
depression, sadness, social
anxiety and drug abuse.
Workplace
Programmes on Aim: to ensure that any Danish Mental health | Psycho
psycho-education | person who wishes to work | Fund Business education
is able to despite being Psychiatric Centre, course currently
their mental illness. Danish Government. | costs 7000
Focused on depression, Euros (including
anxiety and stress in the VAT).
workplace in particular on
returning to work after a
long absence, suitability of
role for the employee and
handling stressful
situations. Delivered by
professional psychologists.
After-work Aim: to spread knowledge The government, Not known
meetings for regarding the psycho- Danish Mental
municipality and education and counselling Health Fund,
job centre of mentally vulnerable individuals who work
advisors people. To enhance with mentally
working capacity and vulnerable people
employment retention. returning to work,
employers.
Psychiatry Aim: to offer basic The government, On-going
Supervisor knowledge on mental Danish Mental training costing
Training illness and vulnerability and | Health Fund, 26,500 Euros
an insight into the counsellors (excluding VAT)
challenges that occur in the | individuals in labour

July 2013 157



Programme
name

Aim/approach

Stakeholders/target
group

Duration, Cost
of programme

job market.

market settings, e.g.
unions, pension
funds, human
resources,
employers,
employees.

Older people in long term care facilities

E-learning:
Learning about
dementia

Aim: to increase knowledge
about dementia. Danish
Dementia Research Centre
offers four e-learning
modules for people who
work with dementia
patients in municipalities
and hospitals.

People working with
those with dementia.

Not known

Active School for
people with
dementia

Aim: to assist people with
dementia to remain active
and maintain their social
networks.

Government,

Al zhei mer d
Association, people
with dementia,

Cost is currently
2,000 dollars
per participant
(including room

particularly younger | and board)
or early diagnosis
sufferers.
Dementia Day Aim: to offer training and Managers, Not known
present the latest employees in social
knowledge in the subject. It | and health services,
gives an opportunity to relatives.
meet colleagues and
partners working in the
area of dementia. Dementia
Day is held over two days
annually.
Other programs
Conversation Aim: to assist adolescents Adolescents aged Not known
Groups for deal with the potentially 11-16 years.
children of negative effects of having a

parents with
mental health
problems

parent(s) with a mental
health condition.

Financial responsibility for prevention and promotion activities

Responsibility for financing prevention and promotion activities is through taxes in the
municipalities. Regional actiles are tax financed by the state.
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Investments into mental health 8 health, education, social development

and economic growth

Wl SIfaGKe F2NI[AFTSQ OFYLIAIAY AYAGAFGSR AY wnn
300 million dollars. The net expemdlie invested in general health promotion and

prevention activities in 2010 was 80.7 (KR. Capita). In 2011, this increased to 83.0 (KR.

Capita).

Initiatives to strengthen MH systems in relation to MHP and PMI

This is underlined by the public health policies launched over the past 10 to 15 years,
with an emphasis on health promotion and prevention of disease. Mental health
promotion has been gaining attention given its potential to reduce risk behaviour and
prevent sick leave. Numerous municipal health initiatives have taken place and been
mapped by a report published in 2009 by the Danish Board of Health (see section 5.7.4
above). Early intervention and early detection of mental health problems were prioritised
in a psychiatry summit held in 2011.
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4.8 Estonia

Author

Taavi Lai,Researcher and Project Manager at Department of Public Health,University of
Tartu.

Summary

T

There is no stand-alone mental health policy in Estonia.

Psychiatric hospitals provide inpatient services, but there has been a steady decline
in the number of beds.

Outpatient services take priority over inpatient services in healthcare. This is similar
to social care where community and supportive services are prioritised. Independent
organisations such as the Tallin Mental Health Centre and Estonian Association of
Psychosocial Rehabilitation provide and develop other mental health services, often
at regional level.

Although uniform funding in health and social care is a feature across the country,
some are underfunded compared to others as a result of variations in population
sizes in between municipalities. This negativey affects services such as day centres
and community living.

There is a significant lack of mental health professionals in Estonia, particularly
psychiatrists and psychiatric nurses.

Three main bodies provide prevention and promotion activities for gene ral health. A
modest amount of prevention and promotion activities were recorded for schools
and just one programme (for suicide) in the general population.

Data for this country profile were gather erdtori n
for Estonia. The research team used these data to prepare a draft country profile and supplemented
with published data where necessary. The draft profile was submitted for review by a Governmental
Expert in Mental Health and Well-Being from Estonia and validated by them.

Completed and validated 2012.
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Background information

Population (1 January 2011) 1,340,194
Population density Inhabitants per km? (2009) 30.9

Women per 100 men (2011) 116.9

GDP PPP (2010) 0.7

Psychiatric care beds in hospitals per 100,000 inhabitants (2010) 54.5

(3.4 psychiatric beds for childrends sel
Standardised Suicide rate by 100,000 inhabitants 18.3

Gallup Wellbeing index (2010)*
Thriving 17
Struggling 62

* Reprinted with Permission of Gallup, Inc.

Mental Health Legislation and Policy

Current update and reference to prevention and promotion

Mental health legislation in Estonia consists of the Psychiatric Care Act (PsuUhhiaatrilise
abi seadus, passed and implemented in 1997) which regulates psychiatric care in Estonia.
Compulsory psychiatric treatment is issued by the courts according to the Penal Code
and administered in psychiatric hospitals in a ward for compulsory psychiatric treatment
and placed under supervision. The Social Care Act (Sotsiaalhoolekandeseadus, 1995)
addresses social care services which includes specialised social care services for people
with special needs (e.g. mental health problems). Neither Act deals speciftally with wider
mental health questions such as prevention and promotion of mental health. Other
related Acts that bear some relevance to this
Working Place Health and Working Safety Acts, Family Act, Health Insurane Act,

National Retirement Insurance Act, Healthcare Service Provision Act.

All other legislative and strategic documents mentioning mental health either do not
mention prevention/promotion of mental health or only underline the need for mental
health to be taken into consideration. The Development Plan for Children and Families
2012-2020 only highlight some areas for priority action but does not give any concrete
indication what could be done in specific terms.

Mental health policy and inclusion of preven  tion and promotion

There is no stand-alone Mental Health policy in Estonia. A Mental Health Policy

Framework was developed in 2002 following work by a NGO policy research centre after

wi despread consultations. This dbkacument t he,
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alusdokument 4 (|l oosely translated as the OPropg
Estoniad) was presented to Ministry of Soci al
2003 was not taken further and received no state funding.

Health policy objective s ar e summari sed i n t he2002Naét iwhniaclh H
largely aims to increase life-expectancy and without disability. One of the five strategic

objectives under this Plan is to increase social cohesion and create more equal

opportunities. Under that strategic objective a priority area to raise awareness of mental

health issues, including attention to early identification of symptoms of depression and

the availability of high -quality services are listed for government action.

There i s eopneaPlanfod Chéden and Families 20122 0206, currentl y
last phase of public consultation, which intends to improve the wellbeing and quality of

life of children and families, and increase of birth rate through these actions. Other

priority areas for action include the development of need-based healthcare and

consultation services for children with special mental health needs.

Other relevant strategic development plans are the Development Plan of Psychiatric
Speciality (until 2015) and the Devdopment Plan for Primary Healthcare 200952015
which has emphasised the importance of disease prevention and health promotion and
the development of, for example, school health care and mental health nursing.

Mental health services

Organisation and functio ning of mental health systems

The mental health system is divided between health and social care systems with
additional services (such as prevention, promotion and related training activities)
provided by the National Institute for Health Development (a n ational public health
agency under the supervision of the Ministry of Social Affairs) and by local governments
(in relation to social care services). Other Ministries (e.g. Ministry of Education),
government institutions, NGOs and citizen/patient/specialist collaborations also play an
important role in terms of mental health care.

The main types of psychiatric services include inpatient and outpatient care.

Inpatient care beds & In 2010 the number of psychiatric beds per 100,000 was 54.5 (3.4
psychiatricbe ds f or c¢chil drends services), with an av
number of psychiatric beds has declined steadily over the past few years (in 2003 the

rate was 58.7 per 100,000).

The number of services that currently hold licences include:
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13 Psychiatric services (hospitals)
Psychiatric consultations

1 Psychiatric services for courtordered psychiatric cases

90 Adult Outpatient psychiatric services

6 Day care services

2 Childrends Outpatient services

Outpatient services are prioritised over inpatient services in healthcare, particularly since
Estonia regained independence in 1991. Similar trends can be seen in social care where
community and supportive services have been prioritised over psychiatric asylum based
services, especially inast two years. The level of mental health promotion and

prevention of mental health problems in these services is unclear and it is likely to be
quite low, with the exception of some services that are not funded by the state. These
services can be eithercompletely pro-bono or have varying degrees of funding from

local governments or other sources such as the European Social Fund (ESF) for projects
relating to, for example, prevention and promotion activities in the workplace.

Other mental health servicesinclude the:

1 Tallinn Mental Health Centre (TMHC; http://www.mhcenter.ee/) - A social welfare
institution that provides and develops mental health services for adults with
psychiatric special needs. TMHC offers comprehensive support that is focused on
individual needs and is intended to support different aspects of mental wellbeing.
Examples of work to reduce stigma and increase social inclusion include information
campaigns (e.g. o0Be aware of mental healtho
newly diagnosed patients.

1 Estonian Association of Psychosocial Rehabilitation (EPRYiitp://www.epry.ee/ ) - This
institution has been active in popularising psychosocial rehabilitation (including the
training of respective specialists). A network of regional support points has been
developed for improved regional coverage of activities. Specific projects are often
carried out using ESF financing for example rehabilitation and training services for
people with special mental health needs, their families and people working with them

(project oOlncreasing Soci al Il nclusion of Peo
Persons Close to Them through Support and SelfHelp GroupsdDUO Pr oj ect 0,
http://www .epry.ee/en/dua/).
1 Foundation Mental Health Care Centre of Tartu (FMHCCThttp://www.tartuvthk.ee/ ) -
Targets people of working age and older people with mental health needs. Services
provided in addition to rehab ilitation include training on readiness assessment for
psychosocial rehabilitation, case management, service planning, assigning services to
clients, and improving services in order to fulfil needs of the clients and/or guarantee
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their rights. The FMHCCT arries out projects fully or partially funded by ESF for
example project PEHIT which support of carers of people with special mental health
needs and finding employment for them.

1 Tallinn Children's Mental Health Centre - is currently being planned and will seek to
integrate all childrends ment al heal th
user-friendliness of such services.

Access and usage

Access to healthcare services is uniform throughout the country. There are two possible
entry points to specialist services. GPs refer to most services, but specialist psychiatric
care can also be accessed directly. Access to social care system is either with referral
from healthcare (either GP or psychiatrist) or directly. While primary healthcare and non
specific social care services are accessible, close to, or in the community, the more
specialised services tend to be more centralised. An example from healthcare is that GPs
work locally, psychiatric out-patient care is centralised to regional centres while acute
psychiatric in-patient care is available in two central hospitals. Thus, unequal access can
arise if a person needs direct access to psychiatric care or specialised social care (e.g.
specialist counselling) but lacks adequate transportation. Another possible source of
unequal access can arise where norspecific social care services partially funded by
municipalities.

The number of people using outpatient and inpatient psychiatric services in 2010 is listed
below:

Year Type of service Number of | Days of Cost (EEK)
persons treatment
2010 Out-patient 59,517 989,392 79,101,002
In-patient day care 140 5,465 1,556,515
In-patient 7,601 184,909 210,514,367

Source: Estonian Health Insurance Fund

Variation and gaps

Funding in health and social care systens is stable and regionally distributed uniformly,
but there can be significant differences in social care services funded by municipalities.
This is due to the large range in size of municipalities, from 200 to approximately 400
000 people. This difference in population size has an impact on services such as day
centres, supported living, community living etc. These services are not specifically
targeted toward people with mental health problems but to older people who may have
comorbid mental health probl ems.
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The lack of mental health professionals, particularly psychiatrists and psychiatric nurses
also represents a major gap in services is (see section on Workforce below).

Financing

Mental health care expenditure comes within the budget of the Estonian H ealth
Insurance Fund (EHIF). Expenditure on these services is 5.78% of the total healthcare
budget (World Health Organization, 2011). All specialised medical care costs are
reimbursed by the EHIF. Since 2002 funds allocated to outpatient psychiatric services
have been increasing. In 2007 25% of funds allocated to mental health care were spent
on outpatient services.

Out-of-pocket (OoP) payments constituted 20.3% of total healthcare expenditure in
Estonia in 2009. The OoP is mainly cgpayment for medicatio n which can be problematic
for patients with severe mental illness. There is also a 15% cepayment for long -term
care in healthcare system which can also have an effect on service use.

Workforce

Mental health care is provided mainly by psychiatrists, psychatric nurses, nurses and
psychologists. Despite an increased in the number of psychiatrists, from 174 in 2002 to
181 in 2006 and the number of psychiatric nurses working at health care providers has
increased from 113 to 190 in 2006, the lack of human resurces in mental health care
provision is a growing problem. The number of psychiatrists in 2009 was 14.0 per
100,000. For psychiatric nurses this was 18.1 per 100,000.

Responsibility and delivery of mental health promotion and prevention of mental illness

There are three main institutions or groups that provide prevention and promotion
activities in the area of health d the National Institute for Health Development (NIHD);
Estonian Health Insurance Fund (EHIF); and the European Social Fund (ESF) (see setti
on prevention and promotion activities below).

Mental health status

Prevalence of mental health in the population

In 2008 the prevalence of mental disorders in the population was 8.4% (WHO HFA
database).

Incidence of mental illness

Data from the Natio nal Institute for Health Development shows that in 2009 the
registered incidence of all mental illness (FOGF99) was 4772.5 per 100,000 population.
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Incidence was higher in women compared to men - 4871.4 vs. 4656.8 per 100,000
population respectively.

Protective and risk factors

One of the foremost risk factors for mental illness in Estonia is alcohol consumption.
Volume of absolute alcohol per capita was 12.6 litres at its highest in 2007. Since then
the consumption declined to 9.7 litres in 2010. Other risk factors for mental health in
Estonia include socio-economic factors such as employment and income.

Prevention and promotion programs/activities
The following Institutes and organisations are involved in health promotion and
prevention activities:

The National Institute for Health Development (NIHD) - performs almost all state funded,
public health activities as dictated by national strategies. The prevention and promotion
activities target population groups and not specific health areas (with the exception of
cancer, cardiovascular disease, tuberculosis and HIV/AIDS where approaches are more
mixed). The population group based activities usually address mental health along with
other health topics relevant to these groups. The most important population groups
targeted by NIHD non-disease specific prevention and promotion activities are children
(both in kindergarten and school) and working age people (i.e. workplace prevention and
promotion activities).

Moreover, NIHD is the main centre for continuous tr aining of public health, health

promotion and disease prevention specialist in Estonia. NIHD additionally prepares and

provides training manuals, guidelines, information materials etc. to the health promotion

specialists and wider public as well. An exampé of training materials includes a manual

for health promotion specialists working in schools that details identification of

childrends ment al health problems with guidel:|
and prevent mental health problems at schoolé6, devel oped by NI HD and |
EHIF). NIHD is also responsible for supporting the development of municipal health

profiles and strategies. The NIHD also provides grants for health promotion and

prevention projects in municipalities targeting various he alth areas including mental

health. Grants are provided using both state budgets and European Social Fund

resources.

Projects funded through European Social Fund (ESPH The ESF progr amme OAct
support healthy choices 20102 01 36 mai nl y df workiggedgs, bupadsothd e

wider population, and delivered by municipalities and counties, health promotion

specialists in municipalities, people from companies that have joined health promotion
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networks, general practitioners, family nurses, physicianin the area of occupational
health, providers of workplace health services, specialists on workplace health, health

promotion specialists other than in municipalities, community leaders and support
personnel in social care system. Ministry of Social Affais is responsible for the project as
a whole while NIHD is the managing institution of the programme. Projects supported

include the:

1 Development of a network to prevent unemployment resulting from health related

causes and to increase productivity of workforce

1 Development of work environment supportive to health in order to reduce work
related morbidity and to increase effectiveness of work

1 Increase access to counselling that is intended to prevent morbidity and risky health
behaviour and to promote health y lifestyle with intention to support employment
opportunities and health status of people and families

1 Improve knowledge of Estonian population on health risks and healthy behaviour to
reduce health related unemployment

Main areas of prevention and promoti 0 n

ar e:

chil

drenods

healthy lifestyle; early detection of malignant tumours; cardiovascular diseases; injuries
and poisoning; complex activities integrating different areas. Projects related to mental

health are:
Programme Aim/approach Stakeholders/ | Duration,
name target group Cost of
programme

Schools
Bereavement Aim: to provide bereavement Bereaved 2010. Not
counselling for counselling for children. The children, EHIF | reported
children who have | concept of a grief camp was
close family introduced and two such camps
members took place in 2010. More than 40

school-aged children participated

in these camps. They provide

support to counselling centres also

continued in 2010 and 10 families

were further able to participate in

family support groups.
Health promotion | Aim: to promote health in children. Children in Not reported
in kindergartens The project coordinates municipal schools, NIHD,
and schools action in this particular health topic. | EHIF

It has trained and kept active 18
health promotion coordinators for
kindergartens and 16 for schools
with good geographical coverage
of Estonian municipalities.
Consultations with 300 hundred
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Programme Aim/approach Stakeholders/ | Duration,
name target group Cost of
programme

kindergartens and 344 schools were
provided by these coordinators in
collaboration with health

promotion specialists from NIHD.

Health promoting | Aim: to train local health promotion | Kindergarten Not reported
schools specialists active in kindergartens and school
and schools. The network of health | children, EHIF
promoting kindergartens and
schools expanded in 2010 as 18
new kindergartens and 16 new
schools joined the network 2010.

Provision of Aim: to monitor the health of Schools, EHIF | Not reported
school health pupils, support development of
service healthy behaviours, prevent

morbidity, improve healthiness of
study environment and to provide
first aid in case of health problems.
School health service is provided
(by school physician and/or school
nurse) in all primary and secondary

schools.
Other programmes
Estonian-Swedish | Aim: to prevent suicide and General public | Not reported
Mental Health promote good mental health in
and Suicidology general. Numerous guidelines for
Institute (ERSI; various target groups and topics of
www.suicidology.e | mental health have been produced.
e) The Ministry of Social Affairs has

provided conti nuous financial
support to their activities from state
budget.

Financial responsibility for prevention and promotion activities
Responsibility for financing prevention and programmes is with Estonian Health
Insurance Fund (EHF).

Investments into mental health & health, education, social development
and economic growth

Overall, it is important to note that mental health does not have a fixed budget
allocation in healthcare or social funding. There is no information available on expected
benefits or cost savings from the investments into promotion of mental health and
prevention of mental health problems.
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Initiatives to strengthen mental health systems in relation to MHP and
PMI

Not reported

Data sources

Estonian Health InsuranceFund (2011) Current data from public annual reports. Available at:
www.haigekassa.eeaccessed: 4 April 2013)

Gallup, Inc (2010) Gallup Wellbeing Index. (Reprinted with permission of Gallup, Inc) Available at:
http://www.gallup.com/poll/126977/global -wellbeing-surveysfind - nations-worlds-apart.aspx
(accessed: &' April 2013)

Health Statistics and Health Reseech Database (2011) Morbidity: Mental and behavioural
disorders. Available at:

http://pxweb.tai.ee/es f/[pxweb2008/Database_en/Morbidity/05Mental%20and%20behavioral%20
disorders/05Mental%20and%20behavioral%20disorders.aspaccessed: 4 April 2013)

Koppel, A., Kahur, K., Habicht, T., Saar, P., Habicht, J. and van Ginneken, E. (2008) Health Systems
in Trangtion. Estonia. Health system review,Vol. 10 No. 1. Available at:
www.euro.who.int/__data/assets/pdf_file/0011/80687/E91372.pdf(accessed: 4 April 2013)

National Institute for Health Development (2011) Demographic health data. Available at:
http:/pxweb.tai.ee/esf/pxweb2008/dialog/statfile2.asp (accessed: 4' April 2013)

Pertel, T., Koppel, A., KaldaR., Téemets, T., Vaask, S. and Viilup, J. (2010) Mapping the status of
disease prevention and health promotion at primary health care level in Estonia. World Health
Organization Regional Office for Europe. Available at:
www.euro.who.int/__data/assets/pdf_file/0006/97782/E93354.pdf(accessed: 4 April 2013)

Social Insurance Board (2011) Current data from public annual reports. Available atwww.ensib.ee
(accessed: &' April 2013)

Statistics Estonia (2011) Statistical database, Social Life (Health). Available at:
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World Health Organization (2012) European Health for All Database. Available at:
www.euro.who.int/en/what -we-do/data -and-evidence/databases/european-health-for-all-
database-hfa-db2 (accessed: 4 April 2013)

World Health Organization (2011) Mental Health Atlas. World Health Organization. Available at:
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4.9 Finland

Author
Kristiina Harkapaa, Professor (Rehabiliation Science), University of Laghd.

Summary

9 Since the 1990s, there has been a major shift away from institutional inpatient care
towards outpatient community care. Inpatient care is provided in both psychiatric
hospitals and psychiatric units in general hospitals.

I Outpatient services include Mental Health Centres which are often situated in local
health centres. These are staffed by multidisciplinary teams including psychologists,
psychiatrists, psychiatric nurses and social workers. Long term care includes residential
homes, shared gartments and day care centres.

i There is considerable variation in service provision between municipalities, especially for
outpatient services. This is apparent from regional disparities in the quality and
availability of mental health services. Improved cooperation between primary health
care, social health care, social welfare and occupational health would be advantageous.

 Municipalities are required to organise mental health activities to strengthen protective
factors and minimise risk factors assocated with mental illness. Some programmes were
recorded for prevention and promotion in schools and the workplace with significantly
more for the population in general.

Data for this country profile wer e gantryhcellaberdtori n
for Finland. The research team used these data to prepare a draft country profile and supplemented
this with published data where necessary. The draft profile was submitted for review by Governmental
Experts in Mental Health and WellBeing from Finland. These experts provided additional up-to-date
information and revisions. The country profile was then revised accordingly by the lead researcher,
checked by Governmental experts and a final version validated by them. Completed and validatedin
2012.
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Background information

Population (1 January 2011) 5375276
Population density Inhabitants per km? (2009) 17.6
Women per 100 men (2011) 103.7
GDP PPP (2010) 1.2
Psychiatric care beds in hospitls per 100,000 inhabitants (2011) 75.8
Standardised Suicide rate by 100,000 inhabitants 18.3

Gallup Wellbeing index (2010)*
Thriving 75
Struggling 23

*Reprinted with Permission of Gallup, Inc.

MH Legislation and Policy

Current update and reference to prevention and promotion

The Finnish Constitution requires government to safeguard fundamental human rights,
including the right to equal treatment and essential care. Public authorities must
guarantee adequate social, health and medical services for everyone and promote the
health of the population.

The Mental Health Act (1116/1990) provides details of the treatment of mental disorders,
including the promotion of mental well -being, the ability to cope and personal growth of
the individual, and the prevention, curing and alleviation of mental illness and other
mental disorders. Mental health care encompassed both social and health care services
provided for persons suffering from a medically diagnosed mental iliness or other
mental disorder. This work also includes improving the living conditions of the

population to prevent mental disorders and supporting the organisation of mental
health services. Despite the emphasis on prevention and community servicesin practice
mental health services deal mostly with institutional care and the treatment of severe
illnesses and requires amendments (National Audit Office, 2009).

The Health Care Act (1326/2010, with Primary Health Care Act 66/1972 and Specialized
Medical Care Act 1062/1989) andSocial Welfare Act (710/1982) prescribe duties for
municipalities and hospital districts with the aim of promoting and maintaining the

health and welfare of the population, work and functioning ability, and social security,
and to reduce inequalities in health. Municipalities organise the mental health services
referred to in the Mental Health Act in their areas as part of public health care and social
welfare, and joint municipal boards for hospital districts organise mental health services
regarded as specialized medical care. In addition, the Health Care Act, states that
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municipalities shall organise mental health work to strengthen factors t hat protect
mental health and reduce risk factors for mental health. Mental health work includes (1)
guidance and counseling on protective and risk factors, and psychosocial support for
individuals and families, (2) psychosocial support in sudden traumatic situations, and (3)
mental health services, i.e., examinations, mental health care andehabilitation. The
Health Care Act emphasises better and earlier cooperation between primary care and
specialized medical care.

Mental health policy and inclusion of prevention and promotion

Over the past decade the Ministry of Social Affairs and Healthhas organised several

national programmes such as the Suicide Prevention Programme, the Schizophrenia

Programme, the National Depression Programme, Meaningful Life, Mental Health in

Primary Services and the Masto project to reduce depressionrelated work disability. As a

result there has been a shift in approaches fr
workerd to o6client and familydé, from instituti
particular themes to more broad and holistic approaches.

In the 2000’s, the goal of policy makers has been to incorporate mental health policy
into general health and wellbeing policies. Although this has the advantage of being
inclusive, this risks neglecting important mental health specific issues (e.g. Wahlbeck et
al., 2008). Many of the present strategies and programmes deal with health and
wellbeing, participation and social inclusion. These include, for example the:

1 Socially sustainable Finland 2020: Strategy for social and health policy (STM, 2010) to
achieve asocially sustainable society in which people are treated equally, everyone
has the opportunity to participate, and ever
supported, emphasizing everyoneods right to s
best health possible.
1 Health 2015 programme (Government Resolution 2001) to extend people’s healthy
and functional life and reduce health inequalities between population groups. The
programme stresses the need to secure mental health services for children, but
mental health issues are not otherwise prominent (Wahlbeck et al., 2008).
1 National Action Plan to Reduce Health Inequalities (20082011) to reduce inequalities
between socio-economic groups in terms of their work ability and functional
capacities, selfrated health, morbidity and mortality. The main approaches are (1)
adapting social policy measures to influence poverty, education, employment,
working conditions and housing, (2) supporting healthy lifestyles, (3) improving the
equity and need-based availability of social and health services.
1 Policy programme for health promotion (2007 62011) to improve public health (e.g. to
strengthen the structures of health promotion, achieve lifestyle changes, develop
working and living conditions, strengthen basic social and health services and
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develop new ways of promoting health, and strengthen the activities and role of
organisations.

1 Policy programme for the well-being of children, youth and families (2007 6 2011) for
preventive work and early intervention. The aims are, e.qg, to further a child-friendly
Finland which supports the everyday wellbeing of children and families, reduces
social exclusion and ensures that youth participate and are consulted more and are
better informed of their rights.

1 The 2009 National Plan for Mental Health and Substance Abuse Work(Mieli, 2009;
2010) to develop work that promotes mental health and substance -free lifestyles and
prevents related problems, alongside the delivery of services. Key recommendations
include the principle of low -threshold, single entry points for access to treatment at
social and health centres and the introduction of integrated community care for
mental health and substance abuse services. According to Proposal 18, the Ministry
of Social Affairs and Health should update the Mental Health Act, the Act on Welfare
for Substance Abusers and the Temperance Work Act and look into the possibility of
consolidating the Mental Health Act and the Act on Welfare for Substance Abusers.

Mental health services

Organisation and functio ning of mental health systems

Finland has a highly diversified, decentralized health care system, althoughthe general
planning, guidance and oversight of work on mental health is managed by the Ministry

of Social Affairs and Health. The provision of health care has been gradually delegated to
local authorities, for example, municipalities are responsible for arranging public health
care and social services for their residents. Municipalities organise outpatient mental
health care and rehabilitation services through the primary health care system provided
at health centres and through social services. A municipality can produce the services for
itself or jointly with other municipalities, by forming a cooperation area responsible for
primary care. Specialisel mental health services comprise inpatient services arranged
through hospital districts, as well as outpatient services given by hospital districts and
health centres. The country has 21 hospital districts providing specialized health care.

As municipalities have taken a greater share of responsibilities for arranging health
services, the role of primary health care in organising mental health services has grown.
Since the early 1990°s, there has been a major shift away from institutional inpatient care
for psychiatric patients towards outpatient community care. According to Mieli 2009
(2010), more resources are needed to accomplish this transformation.

Mental health services include:
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identification of mental health problems and disorders,

treatment of m ental health problems and disorders at the primary level,
psychiatric outpatient care,

psychiatric inpatient care,

psychiatric rehabilitation.

=A =4 4 4 =2

Inpatient services: are provided in psychiatric units in hospitals, some of which are
located in general hospitals and others operate as separate psychiatric hospitals. The
latter provide mental health examinations and treatment for people whose care is
regarded as dangerous or particularly complex.

According to the World Health Organization Mental Health Atlas (20 11), the number of
psychiatric beds in general hospitals is 67.34; and in psychiatric hospitals is 8.42 per
100,000. This gives a total of 75.76 per 100,000 inhabitants.

Specialist outpatient services: are provided by health centres, mental health centresand
psychiatric hospital outpatient departments. Mental health Centres are staffed by
multidisciplinary teams with psychiatrists, psychologists, psychiatric nurses and social
workers and other professionals. Many Mental Health Centres have been transferredto
the administration of health centres and vary in number across the country. Long-term
outpatient psychiatric care comprises of residential homes, rehabilitation homes, shared
apartments, day hospital and day care centres, and sheltered housing are provded by
municipal mental health and social services. In some parts of Finland these types of
supported living services are provided mainly by the private sector or NGOS.

Municipalities can also arrange counselling servicesfor mothers, children and families to
support the healthy growth and wellbeing of children. These functions are implemented
in collaboration with primary health - and social-care, and other service providers. The
municipality is also obliged to arrange school and student health care services for pupils
in comprehensive schools and upper secondary vocational schools. School and student
health care also includes promoting the wellbeing of the school community. These
functions are implemented in cooperation with parents, teachers and other school or
student care personnel (e.g., psychologist or school welfare officer).

The precise number of services was not available but in a mapping of Finnish mental
health services by Pirkola et al. (2009) in 308 municipalities in 2004 found: 69% had 24
hour emergency services, 66.9% had mobile services.

Access and usage
Access to mental health services starts at the primary care level and referral to psychiatric
outpatient treatment or inpatient care as needed.
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The number of psychiatric inpatient admissions was 30,600 (5.7 per 1,000 inhabitants) in
2009, 4% less than in 2008, with slightly more men (51%) being admitted. There were
relatively large differences in admissions between hospital districts ranging between 7.7-
7.8 per 1,000 in Eastern Finland to 4.2er 1000 inhabitant in Central Finland.

The number of psychiatric outpatient visits in 2009 was 400 per 1,000 inhabitants (a total
of 2,147,808). There has been an increase in client numbers in psychiatric housing
services, and the number of clients was wer 7,160 at the end of 2009. Of these clients,
51% received 24 hour care.

Variation and gaps

Mental health services vary considerably between municipalities, particularly in the
development of outpatient services. The main challenge is to reduce regional disparities
in the quality and availability of services and ensure comprehensive mental health
planning at local levels. Better cooperation between primary health care, social welfare
and occupational health care is also needed.

Financing

The proportion of the total healthcare budget spent on mental health services is 3.86%
(World Health Organization, 2011).The main sources of funding are tax revenues, social
insurance, out of pocket expenditure and private insurances. The Social Insurance
Institute reimburses part of the private psychotherapy fees incurred by over- 16s who are
threatened by incapacity to work or study, or who are unable to return to employment

or studies without the support of psychotherapy.

Workforce

Figures on the number of different mental health professionals were not provided.
However, according to the World Health Organization Mental Health Atlas (2011) there
were 28.06 per 100,000 psychiatrists. The number of psychiatric nurses per 100,000 prior
to 2005 was 180; psychologists79; and social workers 150 (World Health Organization
Mental Health Atlas, 2005).

Responsibility and delivery of mental health promotion and prevention of mental iliness

Municipal social and health services are responsible for the prevention and early
recognition of mental health problems. The Health Care Act obliges municipal authorities
to prepare a cross-sectoral plan on measures to promote health and well-being, to
prevent health problems, and monitor their implementation. Key recommendations laid
out by the Quality Recommendation for Health Promotion (2009) aimed at clarifying and
structuring the broad field of health promotion and establishing the promotion of health
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and wellbeing as a high priority in all local municipalities, targeting particularly a reas
such as older people.

Employers also have a duty to arrange occupational health services based on the
Occupational Health Care Act. It aims at preventing diseases and accidents, advancing
healthiness and safety at work, promoting health, work ability and functional capacity of
employees in every stage of their careers, and advancing weHlbeing of work
communities. One of the tasks of the occupational health staff is to give rehabilitation
counselling to an employee and to guide her/him to medical or v ocational rehabilitation
when needed. More than 90% of all employees are cover by occupational health care.
Employers receive social insurance reimbursement of the costs of preventive activities
arranged by occupational health services.

Mental health stat us

Prevalence of mental health in the population

The proportion of the population aged between 15 to 64 years who experienced
symptoms of depression was 16% (Health Behaviour and Health among Finnish Adult
Population, THL, 2009). The table below shows theprevalence of depressive symptoms
by age group. The highest proportion was in women aged between 15-24 years.

Age group Men Women
15064 13 18
15-24 11 25
25-34 13 21
35-44 11 16
45-54 17 15
55-64 12 15

The table below provides the 12-month prevalence (%) of mental disorders according to
DSM-1V from the Health 2000 survey (Pirkola et al., 2006).

Disorder/symptom Males Females | Total
Depressive disorders

major depressive disorder 3.4 6.3 4.9
dysthymic disorder 1.9 3.0 2.5
any depressive dsorder 4.5 8.2 6.5
Anxiety disorders
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panic disorder 1.4 2.4 1.9
social phobia 1.1 0.9 1.0
agoraphobia 11 1.2 1.2
generalized anxiety disorder 1.3 1.3 1.3
any anxiety disorder 3.7 4.8 4.2
Alcohol use disorders

alcohol dependence 6.5 1.4 3.9
alcohol use disorder 7.3 1.4 4.3

Based on the Health 2000 Study, the estimatedlifetime prevalence of all psychotic
disorderswas 3.5% (including schizophrenia 1%; all noraffective psychoses 2.3%), for
affective psychoses (bipolar | disorder ard major depressive disorder with psychotic
features) 0.6%, and substance abuse psychoses 0.4% (Peréla et al., 2007).

Incidence

Not reported

Protective factors

Communal social resources and social support (Ellonen et al., 2008).

Risk factors

Having at least one childhood adversity, parents with mental health problems or alcohol
abuse, being bullied at school, childhood family discord, low social support (both at work
and in private life) (Pirkola et al., 2005b; Sinokki, 2011; Sinokki et al., 2009ab; 2010ab)

Prevention and promotion programs/activities

Programme Aim/approach Stakeholders/ Duration, Cost
name target group of programme
Schools

The Koulumiete
Project

Aim:to suppor
mental health, prevent

t

p

marginalization and promote

positive development.

Conducted in 7 schools (two

elementary and five

secondary). The programme
notes school absences for

early recognition and prompt

help for pupils with hig

h

absence rates. The wel

being profile included

Elementary and
secondary school
children and
students.

Commenced
2002,
operationalized
and continues
to be used
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Programme
name

Aim/approach

Stakeholders/
target group

Duration, Cost
of programme

components of school
conditions (having), socid
relationships (loving), means
of self-fulfillment (being) and
health.

The KiVa Program

Aim: to reduce bullying in
schools. A programme with
emphasis on influencing
onlookers, who are neither
bullies nor victims, to make
them show they are against
bullying and help them
support the victim, rather
than encourage the bully.

The activity is
supported by the
Ministry of
Education and
Culture.

Not reported

Training in mental

Aim: to provide pupils with

Children and

Not reported

wellbeing for health education. The young people.
teachers (Mielen empowerment-oriented Teachers and
Hyvinvoinnin learning material is in use in | Welfare services.
opetus) about 400 schools. Materials | Arranged by the
support pupi | sl Mental Health
development, wellbeing and | Assodation of
life skills. Also lectures Finland in
pl anned f or p a cooperationwith
meetings. Also training for the Ministry of
employees in pupil welfare Education and
services to strengthen their Culture.
mental health skills.
Workplace

Forum for well-
being at work.
Making wellbeing
at work a strength
- activities and
opportunities for
participation

Aim: to expand cooperation
for prom oting wellbeing at
work. Also to increase health
and safety, en
physical, psychological and
social well-being,
meaningfulness at work, etc.

Ministry of Social
Affairs and Health

2009

The Masto project

Aim: to prevent and reduce
depression-related work
disability by promoting: 1)
practices increasing
wellbeing and mental health
at work, 2) prevention of
depression for risk groups
(e.g., psychosocial support,
stress management
methods, peer support and
exercise), 3) early recognition

of depression and early

Ministry of Social
Affairs and Health

An action plan
for years 2008
2011 2007
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Programme
name

Aim/approach

Stakeholders/
target group

Duration, Cost
of programme

support in tackling work
ability problems, 4) good
treatment for depression,
rehabilitation and support in
returning to work.

Other programmes

Health and
Wellbeing: our
Common Goal.
Part of the
National
Development
Programme for
Social Welfare
and Health Care

Aim: to enhance social
inclusion and reduce social
exclusion, enhance wellbeing
and health. The programme
encompasses 39 national
measures to support the
achievement of the
objectives. The objectives are
sought to be achieved by:

Ministry of Social
Affairs and Health,
municipal social
welfare and health
care carried out by
local government
and joint
municipal boards.

Central
government
transfers have
been set aside
for
development
projects - EUR
24.8 million in

Targets all age 2008, about
2008-2011. 1) preventing problems from | groups. EUR 29 million
arising and addressing in 2009 and
problems that arise about
at an early stage, EUR 27 million
2) ensuring the adequate in 2010 and
supply and skills of 2011.
employees,
3) creating integrated sets of
services and effective
operating models within
social welfare and healthcare.
Promoting and Aim: to promote and protect | Children, young EUfunded

Protecting Mental
Health
Supporting Policy
through
Integration of
Research, Caent
Approaches and
Practices
(ProMenPol)
project

mental health. An online
database & toolkit manual
including experiences of field
trials and the creation of a
global network on mental
health promotion. The
ProMenPol Database
contains a structured
selection of more than 400
Mental Health Promotion
(MHP) tools to support the
practices and policies of
mental health promotion in
schools, workplaces and old
people's residences.

people, older
people and
employees

projects (20070
20009).

Training for

Mental Health
Promotion (T-
MHP) project

Aim: to continue the
ProMenPol project work and
support teachers, HR
professionals and care
workers to understand the

Employees in

schools,
workplaces and

ol der peo
services

A two-year
project (20090
2011). Life Long
Learning
Programme,
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Programme
name

Aim/approach

Stakeholders/
target group

Duration, Cost
of programme

factors critical for lifelong
mental health maintenance
and promotion in schools,
workplaces and older
peopl ebds servi
implement and monitor
policy and programme
development within their
organisations. A training
course (faceto-face and e-
learning) was developed in
mental health promotion fo r
the three settings.

Leonardo Da
Vinci Funded

2009-2011

Time out! Getting
Life Back on Track

Aim: to develop a psycho-
social support programme
for preventing exclusion
among young men through
research and development.
Delivered as part of the
health and social services
organised by municipalities:
1) comprehensive support
considering the
developmental stage of the
adolescent; 2) integration of
preventive and promotion
strategies; 3) client oriented,
tailored support; and 4)
avoiding stigmatization
when seeking help.

The target group
consists of men
who are exempted
from service at the
call-up for
conscripts or who
interrupt military
or civilian service

Commenced in
2005 and on-

Mental Health
Promotion
Handbooks (MHP
Hands)

Aim: to enhance the mental
well-being of young people,
the labour force and older
people. This project will
enable professionals working
in these areas to acqure the
appropriate skills and
knowledge to address these
issues through effective
mental health promotion.

201052013

The Effective
Family Project

Aim: to train welfare workers
around Finland, and develop
new methods for improving
the situation of childre n
whose parents have mental
health problems.

Funding from
the Academy of
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Financial responsibility for prevention and promotion activities

Not reported.

Investments into mental health 8 health, education, social development
and economic growth

Investments in health and wellbeing programmes have been supported and funded by
central government. These programmes incorporate mental health promotion and
prevention of mental health problems within them. The Kaste programme has received
significant amounts of funding during the course of its implementation (see section on
prevention and promotion programmes for details).

Initiatives to strengthen mental health systems in relation to MHP and

PMI

By investing in major health and wellbeing programmes the Mi nistry of Health and Social
Affairs has set out to strengthen all service structures by revising and better integrating
social welfare, health (including mental health) and primary health care services.
Cooperation between specialised medical care and primary healthcare is to be
strengthened and the collaboration and division of duties among hospitals intensified.
The future development of social welfare and health care services includes the
establishment of social and health centres that provide access tolocal services through a
low-threshold single entry point. So far there are only few combined social and health
centres in the country (Mieli 2009; 2010).
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4.10 France

Author
Bernard E. Gbézo, BEG INTERACTS Consulting & Training.

Summary

91 The delivery of mental healthcare for adults is organised within regions of equal
population based around a central coordinating hospi tal. These areas account for
approximately 40% of psychiatric hospitals and 80% of psychiatric beds. Other
services include day hospitals, clinics/units and Mental Health Centres.

T Ment al health services across ter rsimbsor
recent Mental Health Plan is attempting to address this.

1 There is a shortage of psychiatrists working in the public sector. This is linked to the
relatively high proportion of psychiatrists working in the private sector so.

1 Mental health professionals generally focus on prevention of mental illness rather
than mental health promotion.

1 Prevention and promotion activities focused on schools and families with a smaller
number in the workplace and none for the elderly. Programmes were also aimed at
the general population.

Data for this country profile were gathered in the fi
for France. The research team used these data to prepare a draft country profile, supplemented with

published data where necessay and edited. The draft profile was submitted for review by

Governmental Experts in Mental Health and WellBeing from France but was not validated.

Completed 2012, but not validated.
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Background information

Population (1 January 2011) 65075373
Population density Inhabitants per km? (2009) 101.4
Women per 100 men (2011) 106.5
GDP PPP (2010) 11
Psychiatric care beds in hospitals per 100,000 inhabitants (2009) 88
Standardised Suicice rate by 100,000 inhabitants 14.9

Gallup Wellbeing index (2010)*
Thriving 35
Struggling 60

*Reprinted with permission of Gallup, Inc

Mental Health Legislation and Policy

Current update and reference to preven tion and promotion

The latest Mental Health legislation in France was enacted June 1990, French Law No. 90

527. It provides governance on the rights and protection of people who require

compulsory admission to hospital due to mental illness. This Lawuphod s a per sonds
liberties, the most important being freedom of movement and the safeguarding of these

rights during involuntary hospitalisation.

Two methods for involuntary hospitalisation are detailed within the Law and are based

on different conditio ns and circumstances. Hospitalisation at the request of a third party
("HDT"-Hospitalisation ° | a Demande dodun Tiers)
may cause a danger to himself if the person is: a) in a state that requires immediate care

and constant supervision in a hospital setting, and b) suffering from a mental disorder

making consent impossible.

Mental health policy and inclusion of prevention and promotion

In 2005, the Psychiatry and Mental Health Plan 20052008 (Psychiatry and mental health
2005-2008 plan), a key policy initiative, was launched to: Improve coordination between
psychiatric and preventive mental health care; reinforce informal carers' rights; improve
the quality of care and research; and introducing targeted programmes for specific
diseases or patient groups. The Plan included sought to reduce the number of suicides,
reduce social exclusion and stigmatization of people with mental disorders and increase
the number of patients receiving appropriate treatment. The policy was to be
implemented by regional offices competent in public health, the education sector,
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Judicial Protection of Youth and other relevant stakeholders. In terms of actions, the
strategy to prevent suicide and depression was structured around four priority ar eas:
promoting screening for suicidal crisis, reduce access to lethal means, improve the
management of suicidal patients and to gain further epidemiological knowledge.
Improving the mental health of children and adolescents included the implementation of
specific programmes including enhancing the identification and management of children
with psychiatric disorders (especially via the development of a repository of training on
the identification of developmental disorders and manifestations of psychological
suffering in children and adolescents).

For improving mental health at work the government launched in year 2009 emergency
plan for the prevention of stress at work, which included the 1,500 firms employing over
a thousand employees. This launched was acompanied by a legal obligation for
employers to protect the physical and mental health of their employees.

The 'Ageing Well' Plan launched in 2007 aimed to identify and prevent, at the time of
retirement, risk factors related to aging. Based on the report "Mental health and well -
being of the elderly”, commissioned in early 2011, the government will launch in 2012
the second national "Aging Well" to provide the keys to a " successful aging ", both in
terms of individual health as social relations, enhancng the organisation and
implementation of appropriate preventive actions.

Other plans include a second Occupational Health Plan (20102014) prioritized to mental
health in the workplace and combat work -related stress. It focuses on four main areas:
developing research to establish a prevention approach, strengthening support for
companies, especially SMEs, reform occupational health services.

Mental health services

Organisation and functioning of mental health systems

The shift towards community based mental health services took place during the second
part of the 20th century. Generally services for people with mental illness are currently
organised across three levels: At the local level within the territory of health: the
psychiatric sector in collaboration with elected officials, social, medical and, social
territorial level of hospitalization, and regional and interregional levels of expertise and
specialization.

Adult public mental health care is provided within geographical areas of theoretically
equivalent population size, called mental health care (care of sanity; MHC) areas
(sectors). Care within each area is coordinated by a hospital (a public hospital in more
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