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technically different, not all countries had 
a budget allocated for mental health, and 
expenditure can be assumed to be a close 
approximation. The years are the latest 
available, mostly 2004–2006.

Some countries with a decentralized health 
care system and countries with a federal 
structure could not provide this information. 
In these countries, budgets are established at 
the local or regional level, and data on these 
are not always collected nationally. Some 
countries had information for some particular 
regions (for example, Bosnia and Herzegovina 
(Federation of Bosnia and Herzegovina) 
informed about the Tuzla Region). If proxies 
were available, these are specified in the 
comments column (Table 8.1, Fig. 8.1).

Countries had great difficulty in being 
precise about numerators and denominators. 
Although the requested denominator was the 
total health budget, some countries could only 
provide specialist or secondary care budgets. 
If countries specified in the comment column 
that mental health in primary care is not 
included in the numerator, the overall primary 
care budget may have been omitted from the 
denominator, as is the case in England and 
Wales.

The comment on the numerator did not 
always specify what services are included and 
excluded, especially if expenditure was not a 
central responsibility. Although information 
on some components of the budget or 
expenditure may be mostly available (such as 
for inpatient services), other components of 
the mental health budget were harder to find. 
Particularly difficult to identify were:

mental health services provided in primary •	
care, which represent a significant part 
of overall mental health care in some 
countries;
reimbursement of drugs;•	
private psychiatric practices contracted by •	
health insurance;
some outpatient services;•	
mental care in nursing homes;•	
expenditure on mental health promotion •	
programmes or mental disorder prevention 
programmes;

Reforming mental health care requires the 
scrutiny of costs and spending on mental 
health services. Traditionally, a very large 
proportion of the budget had been allocated to 
operating mental hospitals, mostly as a block 
grant, based on historical spending rather 
than need. Gradually, as a consequence of the 
closure of hospital beds and the development 
of community-based forms of care, money was 
shifted to community services, with declining 
proportions spend on mental hospital care. 
Simplistically, a declining proportion of the 
mental health budget allocated to hospital 
care may indicate reform.

This shift from a monolithic provision to 
diverse services from a range of providers, 
typically combining state, local and 
independent agencies, meant that public 
authorities had to make choices about budget 
allocation. The needs-based approach of 
community services resulted in pressure to 
increase capacity, diversity and quality, with 
implications for the budget. A first step was 
transparency about spending.

A challenge in analysing mental health 
budgets is that only a proportion of the mental 
health money comes from the health budget, 
and the move towards community-based 
services increases the need for decentralized 
spending. For example, local government and 
government departments responsible for social 
care are often responsible for accommodation 
and day care. Local spending on welfare and 
social care can also be increased by local taxes. 
These figures are very hard to identify, since 
they are rarely ring-fenced, and this hides the 
real public cost of mental health care.

This survey focused on the health budgets 
and expenditure and attempted to identify 
spending on a variety of services to determine 
the diversification of mental health care.

Mental health budget or expenditure 
as a proportion of the total health 
budget or expenditure
This survey asked about the mental health 
budget or expenditure as a proportion of the 
total public health budget or expenditure. 
Although budget and expenditure are 
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Allocation of the national mental 
health budget or expenditure 
(or aggregated regional or local 
budgets)
The distribution of the budget or expenditure 
would be more informative about investment 
in services than overall budget allocation.

Most countries have had difficulty in providing 
funding allocation for different components. 
This survey asked for a breakdown of the 
budget in the latest year available by:

psychiatric beds in general hospitals•	
mental hospitals•	
community-based services (excluding beds)•	
mental health care in primary care services•	

expenditure from local authorities; and•	
out-of-pocket expenditure (formal or •	
informal).

The mental health budget figures include such 
components inconsistently across countries. 
Any cross-country comparisons should 
therefore be made with caution. The budget 
probably approximates central mental health 
expenditure but often underestimates total 
expenditure on mental health. The more 
advanced the community-based care and 
primary care mental health services and the 
more decentralized the funding of mental 
health services, the higher the additional 
expenditure is likely to be.
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Fig. 8.1. Mental health budget or expenditure as a proportion of the total health budget or expenditure in countries 
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Table 8.2. Allocation of mental health expenditure for all psychiatric beds in all settings and those in district 
general hospitals in countries

Country

Mental health expenditure used for psychiatric beds (%)

All settings District general hospitals

Albania 97 Information not available

Portugal 89 44.5

Azerbaijan 85 0

Moldova 85 0

Latvia 80 Information not available

Bosnia and Herzegovina (Republika Srpska) 80 32.6

Poland 78.1 Information not available

Georgia 76 0

Sweden 70 70

Bosnia and Herzegovina (Federation of 
Bosnia and Herzegovina)

68.7 Information not available

Malta 67 17

Czech Republic 63 10

United Kingdom (Scotland) 62.5 7.1

Switzerland 59 8.4

Spain (Extremadura) 43 Information not available

Cyprus 43 7.5

Bulgaria 38 8.2

Lithuania 38 Information not available

Germany 32 Information not available

Spain (Catalonia) 30.4 9.8

Estonia 28 Information not available

United Kingdom (England and Wales) 26 Information not available

residential beds or nursing homes•	
mental health promotion programmes•	
mental disorder prevention programmes•	
psychotropic drugs•	
others.•	

The responses countries provided reflected 
the differences in funding mechanisms across 
Europe and the specificity of information.

In some countries different services are funded 
from the same pot – the amounts cannot be 
disaggregated. In other countries, information 
on some service components is not available, 
either because other funders (such as for 
social care institutions) are responsible or (if 
within the health sector) because complicated 
analysis would be required – which is beyond 
the capacity of this project.

The service component for which information 
is most frequently available is mental hospital 
beds. Twenty-two countries provided 
information on the proportion of the mental 
health budget allocated to all mental hospitals 

and psychiatric beds in district general 
hospitals (Table 8.2).

Some countries appear to allocate a very high 
proportion of expenditure to beds in hospitals. 
In many cases, such as Albania, this is due to 
great mental hospital expenditure. In some 
instances this can be explained by spending 
on district general hospitals. Table 8.2 shows  
the proportion of spending on district general 
hospitals for the 13 countries that provided 
the disaggregated data, showing mostly high 
expenditure on mental hospitals. However, 
several countries with few mental hospitals and 
high expenditure on district general hospitals, 
such as Italy and England, are not included. 
The 89% of expenditure by Portugal is almost 
equally split between mental hospitals and 
district general hospitals. The 70% identified 
by Sweden is all spent on district general 
hospitals. Presumably the district general 
hospital budgets in both countries also include 
some community services funded from the 
district general hospital budget, which could 
not be identified separately.
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Free access (at least 80% covered) 
to psychotropic medication and 
psychotherapy
The survey asked about financial access to 
psychotropic medication and psychotherapy, 
in particular whether they are free of charge 
at the point of access in mental hospitals, in 
community services and in primary care.

Medication
All the countries reported that the public 
sector pays at least 80% of the cost of 
psychotropic medication in mental hospitals. 
Most countries (33 of 42, 79%) also report 
that at least 80% of the cost of medication is 
covered in community services and 34 of 42 
countries (81%) in primary care (Table 8.3). 
Supply may nevertheless be a problem in some 
of the less affluent countries, where hospitals 
and pharmacies may not be able to offer the 
medication to which people are entitled. The 
following are a few examples.

Hospital settings
Azerbaijan: according to legislation and •	
rules, psychotropic medication is free of 
charge in hospitals. However, hospitals 
are poorly stocked with medication, 
and people therefore often have to buy 
medication in pharmacies.
Bulgaria: in inpatient care, drug therapy is •	
included in the overall treatment plan. The 
allocation between drug reimbursement 
and other therapeutic interventions, 
especially psychosocial rehabilitation, 
heavily favours drugs – more than 60% of 
the total expenditure is on drugs.
Lithuania: different tariffs. People with •	
schizophrenia do not pay for medicine. 
People with organic psychoses pay 50% of 
the cost.

Community services
Austria: a co-payment is necessary.•	
Bulgaria: in outpatient care, the National •	
Health Insurance Fund covers the cost 
of the psychotropic drugs up to 100% for 
severe mental disorders prescribed by 
specialists. General practitioners can also 
prescribe them free of charge when referred 
by specialists.

Some budget calculations can result in 
misleading percentages. The low percentage of 
hospital expenditure in Bulgaria may be due 
to medication being excluded from hospital 
expenditure, since it is considered a separate 
budget line.

Very few countries provided meaningful 
information on the remaining components. 
Ten countries specified spending on 
community-based services excluding beds, 
which ranged from 30% in Sweden to 0% in 
Georgia and Moldova. The median was 9%. 
However, the interpretation of the coverage 
of this funding, which did not include 
contributions from other sources such as local 
governments, varies to such an extent that this 
data cannot meaningfully be interpreted.

Four countries provided the proportion 
of spending on residential beds or nursing 
homes: the Czech Republic 2.0% (includes 
homes for psychiatric patients and community 
residential care, partly social funds of local 
authorities), Germany: 33.0% and United 
Kingdom (England and Wales): 14.0% (National 
Health Service 52%, local authorities 48%). 
Malta spent 0%, reflecting its high spending on 
mental hospitals.

Information on mental health promotion 
and mental disorder prevention programmes 
was not available for 88% (37 of 42) of the 
participating countries. For the few countries 
that provided these data, the combined 
percentages of budget allocated to mental 
health promotion and mental disorder 
prevention programmes were typically about 
or below 1%.

Information on expenditure on psychotropic 
drugs was not available for 81% of the countries 
(34 of 42). The percentages of the total mental 
health budget ranged from 3% in Germany, 7% 
in Moldova and 12.4% in Switzerland to 20% in 
Estonia, 23% in the Czech Republic and 37% in 
Lithuania. The variation is likely to be due to a 
combination of the absolute level of the budget 
and the ability to absorb the relatively high cost 
of medication (Germany), supply restrictions 
and co-payments (Moldova) and high levels of 
prescribing of antidepressants (Lithuania).
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reimbursement rates determined for 
each product (such as 50%, 75% or 85% 
reimbursement) at a pharmacy. People with 
chronic diseases, children and older people 
can get up to 100% reimbursement.
Finland: the Social Insurance Institution of •	
Finland reimburses people for part of the 
cost of necessary medication prescribed by 
a doctor.
Hungary: GPs can prescribe psychotropic •	
medication with a higher reimbursement 
rate for a limited time period if a board-
certified psychiatrist will initiate it and 
evaluates it periodically.
Italy: only benzodiazepines are not free of •	
charge.
Poland: in primary care, the situation •	
varies from free of charge up to full price 
and depends on the type of medicine and 
the extent to which the disease is chronic. 
Medicines on the list approved by the 
Ministry of Health are reimbursed.

Psychotherapy
Psychotherapy can be accessed in hospitals 
with public funds paying at least 80% of the 
cost in 34 of 42 countries (81%) (Table 8.4). 
Fewer countries (27 of 42, 64%) report this 
in community services. This includes 12 of 
the 15 (80%) EU15 countries and 5 of the 12 
(42%) countries that joined the EU after 2004. 
Fewer countries (20 of 42, 48%) indicate that 
psychotherapy is free of charge in primary 
care.

The former Yugoslav Republic of Macedonia:  •	
the situation in the community mental 
health services is almost the same as in the 
hospital setting as described above.
Lithuania: in outpatient care, according to •	
the lists approved by Ministry of Health, 
medicines are reimbursed 100%, 90%, 80% 
or 50%. For people with schizophrenia and 
schizoaffective disorders, all antipsychotic 
drugs (including all new neuroleptics) are 
covered 100%, severe depressive or bipolar 
disorders 80% and organic psychoses 50%. 
The person who needs the medicine must 
pay the difference. If the medicine is not 
on the list of reimbursable medicine, the 
person who needs the medicine pays for it.
Poland: in hospitals and intermediate •	
care facilities such as day treatment and 
care units, funded by public sources, all 
medicines are free of charge.
Russian Federation: in the state health care •	
system (not in the private sector).

Primary care
Bosnia and Herzegovina – Federation of •	
Bosnia and Herzegovina: drugs on the list 
approved by the Ministry of Health are 
reimbursed, but this varies from region to 
region.
Denmark: only antidepressant and •	
antipsychotic medicines are eligible 
for general reimbursement. General 
reimbursement means that people 
automatically get reimbursement for 
medicine according to the different 

Table 8.3. Psychotropic medication free of charge (at least 80% covered by public funds) in community services 
and primary care in groups of countries 

Psychotropic 
medication 
free of charge 

EU EU15

New EU  
countries 
since 2004

Israel, 
Norway and 
Switzerland

South-eastern 
Europe CIS Total

No. % No. % No. % No. % No. % No. % No. %

Community services

   Yes 21 78 14 93 7 58 2 67 7 100 3 60 33 79

   No 3 11 1 7 2 17 0 0 0 0 1 20 4 10

   Not  
   applicable

0 0 0 0 0 0 0 0 0 0 1 20 1 2

   Information  
   not available

3 11 0 0 3 25 1 33 0 0 0 0 4 10

Primary care

   Yes 23 85 13 87 10 83 2 67 7 100 2 40 34 81

   No 3 11 2 13 1 8 0 0 0 0 3 60 6 14

   Information  
   not available

1 4 0 0 1 8 1 33 0 0 0 0 2 5
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Italy: does not apply in Italy. Outside the •	
public specialist system, people have to pay 
for private psychotherapy.
Lithuania: after a psychiatrist prescribes •	
psychotherapy, the Health Insurance Fund 
covers up to 24 psychotherapy sessions 
per year for one person according to 
tariffs certified by the Ministry of Health. 
Very few mental health centres provide 
psychotherapy services; they are mostly 
provided privately.
Luxembourg: if provided by a psychiatrist •	
and not if provided by a psychologist.
Netherlands: self-employed •	
psychotherapists in the community. 
Primary care psychologists will become 
available.
Portugal: psychotherapy is covered at least •	
80% by public funds but is not available at 
all in community services.
Switzerland: psychotherapy that is •	
anticipated to last longer than 10 sessions 
must be reported after the sixth session 
to the medical examiner of the relevant 
insurer. This report serves simultaneously 
as an application for approval of the 
assumption of costs for 30 further sessions 
initially. Thereafter, a more complete report 
to the medical examiner and a further 
application for approval of the assumption 
of costs is required. For really long-term 

In hospital
Bulgaria: the National Health Insurance •	
Fund does not pay for psychotherapy. In 
the hospital, psychotherapy is part of the 
rehabilitation activities before discharge.
Hungary: extremely limited availability.•	
Italy: this only refers to treatment in acute •	
crisis settings directed by the community-
based department.
Portugal: psychotherapy is covered at least •	
80% by public funds but is not available at 
all hospitals.
United Kingdom (England and Wales): •	
psychotherapy is free of charge in the 
National Health Service, fee-for-service in 
the private sector and low and variable fees 
in various charitable clinics.

Community services
Austria: available in some services (no •	
general rules).
Belgium: there is discrimination between •	
psychiatrist psychotherapists (covered) 
and non-psychiatrist psychotherapists (not 
covered).
Denmark: it is free of charge from GPs and •	
psychiatrists.
Finland: included in public services but •	
availability is limited.
Hungary: extremely limited availability.•	

Table 8.4. Psychotherapy free of charge (at least 80% covered by public funds) in hospitals, community services 
and primary care in groups of countries 

Psychotherapy 
free of charge 

EU EU15

New EU  
countries 
since 2004

Israel, 
Norway and 
Switzerland

South-eastern 
Europe CIS Total

No. % No. % No. % No. % No. % No. % No. %

Hospitals

   Yes 23 85 14 93 9 75 2 67 6 86 3 60 34 81

   No 4 15 1 7 3 25 0 0 1 14 2 40 7 17

   Information  
   not available

0 0 0 0 0 0 1 33 0 0 0 0 1 2

Community services

   Yes 17 63 12 80 5 42 2 67 6 86 2 40 27 64

   No 8 30 3 20 5 42 0 0 1 14 3 60 12 29

   Information  
   not available

2 7 0 0 2 17 1 33 0 0 0 0 3 7

Primary care

   Yes 11 41 7 47 4 33 2 67 5 71 2 40 20 48

   No 14 52 7 47 7 58 0 0 2 29 3 60 19 45

   Information  
   not available

2 7 1 7 1 8 1 33 0 0 0 0 3 7
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Only a few countries indicate that the budget 
allocation takes into account multiple 
indicators: in the United Kingdom (England 
and Wales), funding is distributed using 
complex needs formulas. Services are then 
commissioned locally based on detailed local 
needs assessment.

Main activities initiated or 
developed since 2005 related to 
funding of mental health services

Ireland: A vision for change acknowledges •	
that substantial extra funding is required 
to finance implementation (about €150 
million). Additional funding of €51 million 
was provided in 2006 and 2007. A vision 
for change recommends that capital and 
human resources be remodelled and that 
funds raised from the sale of lands attached 
to former psychiatric hospitals be used to 
finance the development of mental health 
services (such as community-based mental 
health services).
Latvia: financing for reconstruction and •	
development of mental health facilities in 
regions (including mental hospitals) is a 
priority. The mental health system is one of 
the most important priorities in EU-funded 
programmes. New policy draft documents 
indicate money for the development of 
community care (outpatient clinics and 
community residential facilities).
United Kingdom (Scotland): Delivering for •	
Mental Health targets reducing the use of 
antidepressants and initiatives to increase 
the use of psychological interventions by 
2010.

therapy, a report is required at least 
annually.
United Kingdom (England and Wales): •	
free of charge where available; investment 
in the Improving Access to Psychological 
Therapies (IAPT) programme is currently 
addressing high levels of underprovision.
Uzbekistan: provision with •	
psychotherapists is extremely insufficient, 
and there are none in communities.

Allocation of the local or regional 
budget for mental health based on 
a formula taking into account the 
relative needs of the population
Several countries note that the budget 
allocation is based on a needs assessment of the 
target population, although little specification 
is offered, and most do not use formulas  
(Table 8.5).

In Croatia, there is no actual formula, and 
local authorities estimate specific needs based 
on relevant data (such as a high proportion 
of specific diagnostic groups such as post-
traumatic stress disorder in some areas; 
percentage of older people; or the number of 
psychoactive substance abusers). Resources are 
then distributed through special programmes 
on a yearly basis.

Denmark’s five regions usually take into 
account the proportions of various population 
groups in their local area as part of their mental 
health care planning.

In the Russian Federation, the allocation of 
funds takes into account the total number of 
adults and children, the total health budget in 
the region and several other parameters.

Table 8.5. Allocation of the local or regional budget for mental health care based on a formula taking into 
account the relative needs of the population in groups of countries 

Allocation 
taking  
account of the 
population's 
needs

EU EU15

New EU  
countries 
since 2004

Israel, 
Norway and 
Switzerland

South-eastern 
Europe CIS Total

No. % No. % No. % No. % No. % No. % No. %

   Yes 9 33 8 53 1 8 0 0 2 29 1 20 12 29

   No 17 63 7 47 10 83 0 0 1 14 3 60 21 50

   Information  
   not available

1 4 0 0 1 8 3 100 4 57 1 20 9 21
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the mental health budget. This is surprising, 
considering the richness of initiatives 
identified in previous chapters. Many such 
initiatives may be small scale and funded by 
local or independent funding sources, such 
as employers. Considering the centrality of 
mental health promotion and mental disorder 
prevention to policy-making in response 
to the high burden resulting from mental 
health problems and their high profile in the 
Mental Health Declaration for Europe and EU 
policy activities, this is an area that deserves 
close scrutiny for opportunities for effective 
investment.

Quite consistently, medication was available 
free of charge or fully reimbursed for people 
with severe mental health problems, 
particularly in hospital settings, which was 
100% covered. Community and primary care 
settings showed high coverage but greater 
variation. Some countries distinguished 
along diagnostic lines, with such disorders 
as schizophrenia always qualifying for free 
reimbursement but depression in some 
countries requiring co-payment. All countries 
use some form of means testing, exempting 
the poorest and most vulnerable people from 
payment. However, the survey also identified 
that medication free of charge cannot always be 
guaranteed due to supply problems. In some of 
the lower-income countries, a limited quantity 
of medication was available free of charge, and 
once exhausted, people are expected to pay 
themselves. For some medication, this could 
imply a substantial part of their income. It 
could also easily result in abuse.

Access and reimbursement to psychotherapy 
is quite strictly controlled in some countries 
and not always available, particularly in 
primary care. This is ironic, considering 
the evidence of its cost-effectiveness and 
lack of side effects. Some countries are now 
actively investing in increasing their capacity 
to address needs in this area, particularly 
by training staff in cognitive behavioural 
therapy.

The distribution of funding determines the 
equitable allocation to vulnerable areas, 
groups and individuals. Funding formulas may 

Discussion
This chapter addresses the investment in 
mental health, the distribution of funding 
and equitability of access. It provides some 
important information, partly by the presence 
of data and partly by its absence.

Table 8.1 and Fig. 8.1 on the proportion of 
the health budget allocated to mental health 
show a familiar variation in distribution, with 
higher-income countries spending higher 
proportions on mental health. Since higher-
income countries also generally invest a higher 
proportion of their gross domestic product in 
health, the effect is that spending on mental 
health is much higher in the EU15 countries, 
especially compared with south-eastern 
Europe and CIS countries. This is reflected 
in the complex mental health systems 
developed in some of the EU15 countries, as 
described in the earlier chapter on services. It 
also might explain the lack of services in the 
countries with fewer resources. Implementing 
and delivering community-based services on 
a very low budget is challenging. Countries 
with low spending on mental health such as 
Portugal and Bulgaria might be struggling to 
implement reforms, and higher investment 
seems necessary. Countries with high 
mental health spending tend to invest lower 
proportions of their budget on mental hospital 
care.

These national figures do not take into 
account local spending, particularly on 
community services and social care, which 
are often the responsibility of regional or 
local governments, whereas mental hospitals 
are often a national responsibility. The lack 
of disaggregation of mental health budgets in 
most countries and the inability to identify 
local spending on mental health services is 
one of the consequences of decentralization of 
provision, offering only a partial picture. It may 
mean that real spending on mental health care 
is much higher than national budget figures 
indicate.

Few countries provide figures on spending 
on promoting mental health and preventing 
mental disorders, but the data available are 
consistently very low, at most about 1% of 
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produce such a distribution on an objective 
basis, incorporating weighting for factors such 
as the age of the population, socioeconomic 
deprivation, unemployment and ethnic 
minority groups. Few countries apply such 
formulas. Instead distribution seems to be 
based on historical allocation or more informal 
allocation arrangements. Countries could 
exchange experiences in this field.

Some serious challenges remain. First, much 
information is lacking altogether or lacks 
precision. Much of the data in this chapter are 
indicative, collected in different ways, but also 
including and excluding various variables. 
Numerators and denominators are not always 
identical. Specific data about local government 
investment in social care, including residential 
facilities, are very rarely reliably collected.

A second problem running throughout this 
report is that countries have different health 
and social care systems and are at very different 
stages of development. What is meant by 
investment in certain areas and on what the 
money is being spent are not always clear.

The lack of transparency about some of the data 
and the absence of so much detail raise questions 
about governance. If countries really have such 
few data on spending, how is effectiveness 
judged and how are future investment decisions 
decided? This theme re-emerges in Chapter 11 
(on information and research). This is a great 
challenge for the future activities of WHO and 
the further implementation of the Mental 
Health Declaration for Europe and Mental 
Health Action Plan for Europe.
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Such interventions are not effective if they 
only target health. They need to encompass all 
the areas that have the potential to contribute 
to inclusion in the community, especially 
those that will support an integrated and 
decent life such as housing, employment and a 
fair income. All these need to be grounded on 
protection from discrimination. A particular 

People with mental health problems are at 
high risk of social exclusion due to a variety of 
factors. They encounter discrimination in all 
areas of their life: from accessing employment, 
health care, education, housing, social security 
and public services to the justice system, their 
communities and social networks, home 
life and personal and intimate relationships. 
Many live in housing or institutions identified 
with mental illness and are therefore avoided 
by members of communities. The negative 
consequences of their disorders can result in 
disability, including self-imposed stigma and 
discrimination. Social inclusion is recognized 
as a key issue on the political agenda of 
decision-makers in health and other sectors, 
especially in the EU countries.

Intervention by governments is therefore 
crucial to enhance the quality of life and social 
inclusion and stop stigma and discrimination. 

9. Social inclusion and welfare

Definition
For the purposes of this project, social 

inclusion has been defined as the process 

that ensures that those at risk of poverty 

and social exclusion gain the opportunities 

and resources necessary to participate 

fully in economic, social and cultural life 

and to enjoy a standard of living and well-

being that is considered normal in the 

society in which they live.
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Fig. 9.1. Proportion of people receiving social welfare benefits or pensions because of disability due to 
mental health problems in countries 
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for which data are available report proportions 
ranging from 44% in Denmark to 8% in the 
Russian Federation. The lack of data in other 
countries can be explained because the social 
care authorities or institutions responsible for 
people with all disabilities are responsible for 
welfare benefits and pensions.

Due to the complexity and diversity of social 
welfare systems, data are not always directly 
comparable across countries.

Mental illness as a cause of sick 
leave
Information on mental illness as a cause of 
sick leave is available for 16 of 42 countries, 
and the variation is by more than 10 times 
(Fig. 9.2). The very large differences between 

challenge is how to distinguish between 
policies that exclusively target the needs of 
people with mental health problems and those 
that aim to support all people with disabilities, 
focusing on integration.

Social welfare benefits or pensions 
because of disability due to mental 
health problems
The importance of addressing the 
consequences of disability caused by mental 
health problems is powerfully made when the 
contribution of mental disorders to the burden 
of disability is considered (Fig. 9.1). Data on 
the proportion of disabled people who are 
receiving social welfare benefits or pensions as 
a consequence of mental health problems are 
available for 17 of 42 countries. The countries 
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Fig. 9.2. Proportion of people on sick leave due to mental illness during the last available year in countries 
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neighbouring countries such as Sweden and 
Norway and the very low rates in countries 
such as Austria and especially Lithuania 
suggest that several factors may explain the 
variation and hinder comparability, such as 
validity of recording, but also possibly legal 
reasons and stigma.

There are very different reasons why data on 
the causes of sick leave are not available. In 
Denmark, Italy and the Russian Federation, 
such information is confidential and legislation 
does not allow specification. In France, the 
cause of sick leave does not have to be justified. 
In Portugal, the data exist but are difficult to 
collect from the authorities responsible for 
collecting this information.

Policies and programmes to improve 
social inclusion
Most countries address this area, indicating the 
general acceptance that people with mental 
health problems are at risk of social exclusion 
and discrimination. Of the 42 countries, 34 (81%) 
have either policies or programmes aimed at 
increasing the level of social inclusion for people 
with mental health problems, very consistently 
across all groups of countries, although the 
ambition and scope of programmes differ 
(Box 9.1). Far fewer countries have introduced 
legislative procedures solely to protect people 
with mental health problems. The benefits of 
such exclusive measures can only be judged in 
the context of the needs of people with mental 
health problems and already available general 
rights.

Box 9.1. Social inclusion programmes in the United Kingdom (England and Wales)
SHIFT is part of the Care Services Improvement Partnership, a government-funded 

organization that supports positive changes in services and in the well-being of vulnerable 

people with health and social care needs. SHIFT is a five-year initiative (2004–2009) in 

England to tackle stigma and discrimination surrounding mental health issues. The work is 

set out in a plan called From Here to Equality. SHIFT’s aim is to create a society in which 

people who experience mental health problems enjoy the same rights as other people. To 

work towards this, SHIFT works with young people, public services, private, voluntary and 

professional organizations and the mass media, drawing on expertise in public health and 

mental health promotion, communications, disability rights, service redesign, research and 

evaluation. SHIFT builds on the mind out for mental health campaign, which ran from 2001 to 

April 2004.

The Care Services Improvement Partnership is working to offer more choice to all people 

who use mental health services. The Our Choices in Mental Health programme continues 

to explore how people who use mental health services and their carers can exercise more 

choice over their treatment and care. It provides a best-practice framework for providers to 

extend choices, practical support and examples of service models from across England.

The Improving Access to Psychological Therapies programme seeks to deliver on the 

government’s 2005 general election manifesto commitment to provide improved access 

to psychological therapy for people who require the help of mental health services. It 

also responds to service user’s requests for more personalized services based on their 

individual needs. It will test the effectiveness of providing increases in evidence-based 

psychological therapy services to people with “common” mental health problems such as 

anxiety and depression, in providing improvements in health, well-being and in maintaining 

people or returning people to employment and community participation. The programme 

has two national demonstration sites, in Newham and Doncaster, and a national network 

of local psychological therapy programmes in each of the eight Care Services Improvement 

Partnership regional development centres.
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Box 9.1. continued
The Whole Life Programme is led by the Eastern Development Centre of the Care Services 

Improvement Partnership, working in partnership with the South West Development 

Centre since 2003. There are now 11 development sites and systems linked to the Whole 

Life Programme, and close links are being established with the National Social Inclusion 

Programme. The overall aim of the Whole Life Programme is to ensure that local service 

delivery can more closely reflect the needs and aims of individual service users in all 

their dimensions and provide a much more person-centred, holistic empowering response 

involving a growing range of mainstream resources in local communities as well as local 

statutory and independent service providers. The programme focuses particularly on 

establishing a more explicit and appropriate value base for those working at all levels in 

local services and ensuring that this is put into operation at all levels of the system from the 

strategic vision set by commissioners and senior managers through the work of individual 

practitioners working in frontline services. It is believed that changing the thinking of 

practitioners, managers and service users will influence practice and provide a powerful 

driver for system reform and responsive services. A Whole Life value base essentially reflects 

the principles advocated in the overlapping agendas around user and carer involvement, 

social inclusion, recovery, values into practice, individualized budgets, choice, outcomes, 

development of new community services and service improvement.

Mental health promotion: Standard One of the National Service Framework for Mental Health 

states that health and social services should: promote mental health for all, working with 

individuals and communities; and combat discrimination against individuals and groups with 

mental health problems and promote their social inclusion. Many people working locally have 

felt a sense of isolation in advocating for mental health promotion. To help address this, the 

National Institute for Mental Health in England is bringing together a national Mental Health 

Promotion Advisory Group, whose chief aims are:

to raise the national profile of the commitment in Standard One of the National Service ––
Framework for Mental Health: “to promote mental health for all, working with individuals, 

organizations and communities”;

to support Goal 2 in the National Suicide Prevention Strategy – “To promote mental well-––
being in the wider population” – as part of the effort to reduce deaths from suicide and 

undetermined injury by 20% by 2010;

to assemble and disseminate evidence of effective interventions in promoting the mental ––
health of the whole population at the national, regional and local levels;

to develop resources to support the work of Standard One leads at the regional and local ––
levels;

to establish baseline measures of the mental health of the population and/or its known ––
determinants and a method for monitoring progress;

to work with the Department of Health and other government departments on the wider ––
determinants of mental health, in the context of the Wanless report Securing good health 

for the whole population, the public health consultation Choosing Health and Tackling 

Health Inequalities: a Programme for Action.
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Table 9.1. Presence of legislative provisions on protection from discrimination (housing, dismissal and lower 
wages) solely because of mental disorder in groups of countries

Legal  
protection 
from  
discrimination

EU EU15

New EU  
countries 
since 2004

Israel, 
Norway and 
Switzerland

South-eastern 
Europe CIS Total

No. % No. % No. % No. % No. % No. % No. %

Legislative or financial provisions

   Enforced 13 48 10 67 3 25 2 67 3 43 2 40 20 48

   Not enforced 6 22 1 7 5 42 1 33 0 0 2 40 9 21

Legislation 
or financial 
provisions 
being planned 

1 4 0 0 1 8 0 0 0 0 0 0 1 2

No legislation 
or financial 
provisions 

7 26 4 27 3 25 0 0 4 57 1 20 12 29

It is not always known whether these 
programmes have the intended impact, 
since few have been evaluated. Examples 
of programmes aiming to increase social 
inclusion are:

Finland: fountain houses (from 1998 to •	
the present) and Law on Social Enterprises 
(1351/2003).
Georgia: State Program of Social Integration •	
for Disabled People (including people with 
mental disabilities), 2006–2007.
Ireland: A vision for change (7–10 years).•	
Italy: projects related to the EQUAL •	
Initiative funded by the European Social 
Fund.
Latvia: EQUAL Initiative project on •	
integration of people with mental 
disturbances and mental illnesses in 
the labour market; work for mental 
health service users; integration into the 
labour market; support in the workplace; 
assessment (2005–2007).
Netherlands: protected employment for •	
100 000 people with disability, including 
chronic mental health problems. This is an 
ongoing programme initiated 50 years ago.
Sweden: mental health care reform •	
(1995–1998).
Stability Pact for South Eastern Europe •	
countries: South-eastern Europe Mental 
Health Project from 2003 to the present.

Legal protection from discrimination: 
housing, dismissal and lower wages
Anti-discrimination legislation covering 
housing, dismissal and lower wages has been 
adopted and enforced in 20 of 42 countries 

(Table 9.1). Such legislation is typically aimed 
at protecting all the people with disability 
(including those with mental disorders) 
from unfair treatment solely on account of 
their disability. This includes 10 of the EU15 
countries and 3 of the 12 countries that have 
joined the EU since 2004. Another nine 
countries indicated that, although legislation 
has been adopted, it is not enforced.

Some countries have dedicated anti-
discrimination legislation with clear 
mechanisms for implementation and have 
assigned institutions in charge of overseeing 
their enforcement.

In Ireland, the Employment Equality •	
Act 1998, the Equal Status Act 2000 and 
the Equality Act 2004 provide legislative 
protection against discrimination in 
employment and in the provision of goods 
and services. The Department of Justice, 
Equality and Law Reform is responsible 
for these acts. They define disability as (a) 
the total or partial absence of a person’s 
bodily or mental functions, including the 
absence of a part of a person’s body, (b) the 
presence in the body of organisms causing, 
or likely to cause, chronic disease or illness, 
(c) the malfunction, malformation or 
disfigurement of part of a person’s body, (d) 
a condition or malfunction that results in a 
person learning differently from a person 
without the condition or malfunction or (e) 
a condition, illness or disease that affects 
a person’s thought processes, perception 
of reality, emotions or judgement or that 
results in disturbed behaviour, and shall be 
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are incorporated into various legislative 
documents addressing employment, social 
protection, etc.

Adopting legislation does not guarantee that 
people with mental health problems are 
protected against discrimination. It is doubtful 
that the following two examples are exclusive.

Georgia has no such separate legislation or •	
other provisions. The Law on Psychiatric 
Care refers to patients’ social protection and 
right to education and retraining. Article 5  
notes that the patient is entitled to enjoy 
all rights provided under the legislation 
of Georgia. Article 6 reads: “Restriction 
of patient’s rights solely on the basis of 
mental disorder is inadmissible. Any kind 
of restriction determined by Georgian 
legislation should be based not only on 
the diagnosis of mental disorder but on 
the mental health state of person and the 
level of his/her social adaptation.” However, 
in reality people with mental disorders 
suffer discrimination, since they cannot 
receive relevant and high-quality health 
care; their rights to education, employment 
and provision of living space are infringed. 
The present system of mental health care 
cannot ensure their effective treatment and 
reintegration into society.
In Lithuania, legislative provisions on •	
protection from discrimination are 
implemented in the law on mental health 
care, in the law on social integration of 
people with disabilities and the law on equal 
opportunities. But in real life discrimination 
does take place.

Subsidized housing for people with  
severe mental disorders
People with severe mental disorders are 
entitled to subsidized housing in 28 of 42 
countries, including 12 of the EU15 countries 
and 8 of the 12 countries joining the EU since 
May 2004 (Table 9.2). Legislation guaranteeing 
this entitlement is not enforced in five of 
these countries. Further, two countries (both 
EU) report that plans are currently under 
development for legislation or financial 
provisions.

taken to include a disability that exists at 
present or that previously existed but no 
longer exists or that may exist in the future 
or that is imputed to a person.
In Romania, legislation on protection •	
against discrimination was adopted in 2000 
(Government Ordinance No. 137/2000 
on preventing and penalizing all forms of 
discrimination), and a National Council 
for Combating Discrimination has been 
established to monitor the enforcement 
of the legislation. The Council has the 
means and capacity to pursue cases of 
discrimination and has done so in some 
health and non-health areas. So far no case 
of discrimination has been filed on mental 
grounds.
In the United Kingdom (England and •	
Wales), the Disability Discrimination Act 
2005 includes some groups of people with 
mental disorders. It provides protection 
from discrimination in employment and in 
the provision of goods and services.
In Germany’s labour law, no regulations •	
have been adopted for specific protection 
against discrimination because of mental 
illness. Mental disorders are treated in 
the same way as physical illnesses. Hence, 
according to the Continuation of Wage 
Payments Act, people suffering from mental 
disorders are entitled to the continued 
payment of wages in cases of occupational 
disability for which they are not at fault, or 
in the wake of illness, regardless of the type 
of illness. The Protection against Dismissal 
Act also makes no differentiation between 
physical and mental illness regarding the 
social justification of the termination of 
employment because of illness. In addition, 
legal provisions regulate the specific 
protection against unfair termination for 
severely disabled people. Here, again, the 
severity of the disability and not the type 
of disability is decisive (General Equal 
Treatment Act and the Severely Disabled 
Persons Act in Volume 9 of the Social Code, 
Part 2).

In other countries (such as Georgia and Italy), 
measures for protecting against discrimination 
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In countries in the eastern part of the WHO 
European Region (such as Azerbaijan and 
Uzbekistan), subsidized housing refers to 
social institutions where people with severe 
disorders, once admitted, usually live for the 
rest of their lives.

Some of the countries joining the EU since 
2004 and countries in south-eastern Europe 
are in the process of transition between large 
institutions with poor living conditions and a 
minimal level of health care to a modern model 
of protected housing and financial support 
for independent living. This is reported to be 
the case in Albania, Bosnia and Herzegovina 
and Romania, albeit at a very small scale. The 
health sector has initiated pilot initiatives, 
often benefiting from international funding. At 
the same time, the social sector is increasingly 
active in several countries that joined the EU 
after 2004 (such as Lithuania and Romania), 
although this remains largely disconnected 
from initiatives in the health sector.

Supported employment for people 
who are disabled due to mental 
disorders
Legislative or financial incentives for employers 
to hire employees that are disabled due to 
mental disorders have been adopted in 28 of 
42 countries (67%) and are implemented in 23 
of the 42 countries (55%). These provisions are 
reportedly adopted and enforced in 10 of the 
EU15 countries, 6 of the 12 countries joining 
the EU since 2004, 2 of the 5 CIS countries and 
3 of the 7 countries in south-eastern Europe 
(Table 9.3).

The meaning of subsidized housing differs 
across the WHO European Region. In most of 
the EU countries, it refers to financial support 
for people with severe disorders to cover 
housing expenses, protected houses, shelters, 
hostels and other forms of integrated living.

Austria: rules differ for each province; for •	
example, Styria has legislative and financial 
provisions (the law includes a definition of 
several types of subsidized housing; people 
with mental disorders who comply with 
the requirements have the right to obtain 
the accommodation needed).
France: people with long-term mental •	
disability can benefit from different forms 
of housing adapted to their needs, on a 
temporary or a long-term basis. There are 
more medicalized solutions for highly 
dependent people (specialized welcoming 
houses and medical hostels). Act No. 2007-
290 of 5 March 2007 instituting the right to 
housing and providing for diverse measures 
supporting social cohesion guarantees the 
right to healthy and independent housing 
by the state to any person permanently 
living in France who cannot access it on his 
or her own or cannot stay there.
United Kingdom (England and Wales): •	
local authorities provide housing benefit 
to people on low incomes to assist with 
their rental payments. People with severe 
and enduring mental health problems are 
a large proportion of the groups claiming 
incapacity benefit and as such would also 
be claiming housing benefit.

Table 9.2. Presence of legislative or financial provisions on subsidized housing for people with severe mental 
disorders in groups of countries 

Legislative 
or financial 
support for 
subsidized 
housing

EU EU15

New EU  
countries 
since 2004

Israel, 
Norway and 
Switzerland

South-eastern 
Europe CIS Total

No. % No. % No. % No. % No. % No. % No. %

Legislative or financial provisions

   Enforced 18 67 11 73 7 58 3 100 0 0 2 40 23 55

   Not enforced 2 7 1 7 1 8 0 0 2 29 1 20 5 12

Legislation 
or financial 
provisions 
being planned 

2 7 1 7 1 8 0 0 0 0 0 0 2 5

No legislation 
or financial 
provisions 

5 19 2 13 3 25 0 0 5 71 2 40 12 29
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type that apply only to people with mental 
disorders. 
Related laws: Volume 9 of the Social Code 
– Rehabilitation and Participation; the 
Obligation to Employ Disabled Persons, 
Article 72. Employment of special groups of 
severely disabled people: 
(1) �Within the framework of fulfilling the 

obligation to employ disabled people, 
the following groups are to be employed 
in appropriate measure: 
a. �severely disabled people, who are 

extremely disadvantaged in working 
life due to their disabilities, especially 
those who: a) require a long-term 
special assistant to perform their 
work because of their disability; or 
b) whose employment as a result of 
their disability is not only temporarily 
connected with unusual expense for 
the employer; or c) who, as a result 
of their disability, are obviously 
appreciably less productive for longer 
than just a temporary period; or d) 
for whom a degree of disability of at 
least 50% results from intellectual or 
mental disorder or from seizures; or e) 
who, because of the type or degree of 
their disability, have never completed 
vocational training as defined by the 
Vocational Training Act; and

b. �severely disabled people over 50 years 
of age.

(2) �employers with places for occupational 
training, especially apprentices, shall 
place an appropriate proportion of 
disabled people in these places within 

While 11 of 42 countries indicate that no 
such legislation provisions exist, 3 countries 
(Cyprus, Moldova and Slovakia) noted that 
they are currently planning to develop such 
legal initiatives.

The following are specific country examples.
Austria: the Behinderteneinstellungsgesetz •	
(Federal Disability Equality Act). In 
practice, it is easier for people with physical 
disability to obtain a job than for people 
with mental disorders, similar to other 
countries; a company may also be fined for 
not employing a person with disability.
Bulgaria: the employers receive financial •	
incentives to hire people with mental 
health disability. There is a Law on 
Integration of the People with Disabilities 
(including mental disability). The part 
on employment, §24–27, describes the 
conditions for hiring people with long-term 
disability by regular employers. There is 
also a registry of specialized companies and 
enterprises where people with (mental) 
disability can be hired. The Agency for 
People with Disabilities maintains the 
registry. Other relevant regulations such as 
the Labour Code and Law for Protection, 
Rehabilitation and Social Integration of 
Disabled People have stipulations about 
these opportunities.
Germany: in general, if employers employ •	
20 people or more, at least 5% of the 
employees are required to be people with 
severe disability. This means, however, that 
the severity and not the type of disability 
plays a role. There are no regulations of this 

Table 9.3. Presence of legislative or financial provisions for employers to hire employees who are disabled due 
to mental disorders in groups of countries 

Legislative 
or financial 
support 
employment

EU EU15

New EU  
countries 
since 2004

Israel, 
Norway and 
Switzerland

South-eastern 
Europe CIS Total

No. % No. % No. % No. % No. % No. % No. %

Legislative or financial provisions

   Enforced 16 59 10 67 6 50 2 67 3 43 2 40 23 55

   Not enforced 3 11 2 13 1 8 0 0 2 29 0 0 5 12

Legislation 
or financial 
provisions 
being planned 

2 7 0 0 2 17 0 0 0 0 1 20 3 7

No legislation 
or financial 
provisions 

6 22 3 20 3 25 1 33 2 29 2 40 11 26
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place in 11 of the EU15 countries (73%) versus 
only 6 of the 12 countries that joined the EU 
since 2004 (50%). None of the CIS countries 
report such partnerships.

The following sections show some examples 
of partnerships. Note the high number of 
partnership initiatives that rely on funding 
and delivery by external agencies.

Primary health care and community health
Bosnia and Herzegovina (Republika •	
Srpska): cooperation between centres 
for mental health and the Red Cross in 
municipal programmes to offer support 
in social care, which includes people with 
mental health problems. Cooperation with 
nongovernmental organizations in some 
specific educational projects for young 
people.
Czech Republic: the Centre for Mental •	
Health Care Development is responsible for 
educating GPs.
Georgia: preparation of family doctors for •	
diagnosing some types of mental disorders 
and their management only; however, this 
has not been introduced in practice yet.
United Kingdom (England and Wales): The •	
National Social Inclusion Programme links 
with the Improving Access to Psychological 
Therapies primary care programme 
through workforce development.
United Kingdom (Scotland): programmes •	
are in place in local agencies to address the 
needs of people with mental illness in a 
variety of settings.

HIV and AIDS
Bosnia and Herzegovina: cooperation •	
with mental health centres in a project 
for preventing sexually transmitted 
infections, supported by the Association 
for Sexual and Reproductive Health XY (a 
nongovernmental organization) and the 
United Nations Population Fund (UNFPA).
Russian Federation: with the Ministry of •	
Education (HIV prevention in educational 
institutions) and Ministry of Justice (HIV 
prevention in the penitentiary system) 
– there is no comprehensive national 
programme, and the activities are at 
interinstitutional level.

the framework of the fulfilment of their 
obligation to employ disabled people.

Switzerland: financial support and •	
advice to employers about hiring people 
with health-related restrictions on their 
performance (including that determined 
by mental disorders). The 5th Revision of 
the Disability Insurance Act that entered 
into force on 1 January 2008 includes 
integration measures that are available 
for mentally ill people in particular. These 
integration measures are intended to 
bring mentally ill people back into the 
world of work in the context of “supported 
employment”. Employers receive financial 
support for this as well as targeted coaching.

Formal collaborative programmes 
between mental health departments 
and agencies and other parts of the 
health sector and other sectors
Countries were asked to assess the interagency 
cooperation aimed at increasing the level 
of support offered to people with mental 
health problems and at facilitating their social 
inclusion.

Partnerships within the health sector
Within the health care sector, information 
was collected about partnerships between the 
department or agency responsible for mental 
health and:
•primary health care and community health
•HIV and AIDS
•reproductive health
•child and adolescent health
•substance misuse.

The most frequent partnership is between 
mental health and substance misuse – 33 of 
42 countries (79%) report formal collaborative 
programmes (Table 9.4).

In contrast, partnerships with departments or 
agencies responsible for reproductive health 
have been established in 13 of 42 countries 
(31%).

The partnership with primary health care and 
community health is crucial to ensure the 
continuity of care after discharge from specialist 
services. Such collaborative programmes are in 

S
o

c
ia

l
 i

n
c

l
u

s
io

n
 a

n
d

 w
e

l
f
a

r
e



P
o

l
ic

ie
s
 a

n
d

 p
r

a
c

t
ic

e
s
 f

o
r

 M
e

n
ta

l
 H

e
a

lt
h

 i
n

 E
u

r
o

p
e

136

Table 9.4. Formal collaborative programmes addressing the needs of people with mental health issues between 
the department or agency responsible for mental health and others within the health sector in countries 

Country
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Albania

Austria

Azerbaijan

Belgium

Bosnia and Herzegovina

Federation of Bosnia and Herzegovina

Republika Srpska

Bulgaria

Croatia

Cyprus

Czech Republic

Denmark

Estonia

Finland

France

Georgia

Germany

Greece

Hungary

Ireland

Israel

Italy

Latvia

Lithuania

Luxembourg

Malta

Moldova

Montenegro

Netherlands

Norway

Poland

Portugal

Romania

Russian Federation

Serbia

Slovakia

Slovenia

Spain

Castilla y León

Catalonia

Extremadura

Galicia

Murcia

Sweden

Switzerland

The former Yugoslav Republic of 
Macedonia

Turkey

United Kingdom

England and Wales

Scotland

Uzbekistan

 Yes     No    Information not available
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More than half the countries have partnership 
programmes in place between the department 
or agency responsible for mental health and 
the education, welfare, child protection, older 
people and criminal justice sectors, although 
many programmes are small scale and local.

Partnerships with the employment sector 
have been established in 43% of the countries, 
including 73% of the EU15 countries but only 
33% of the countries that joined the EU since 
2004, 14% of the countries in south-eastern 
Europe and no CIS country.

Another important partnership, that with 
the housing sector, is in place in only 16 of 42 
countries: 67% of the EU15 countries, 25% of 
the countries that joined the EU since 2004, 
14% of the countries in south-eastern Europe 
and no CIS country.

Main activities initiated and 
developed since 2005 related to 
social inclusion and partnership
Social inclusion of people with mental 
health problems

Social inclusion activities
Advocacy campaigns and a few pilot •	
projects aiming to create income-
generating activities or social activities 
(Albania).
Activities aimed at supporting service users •	
in finding appropriate daytime activities, 
such as work, education, leisure activities 
and meetings (Belgium).
Inclusion programmes for children in •	
special schools (Bosnia and Herzegovina 
(Federation of Bosnia and Herzegovina)) or 
regular schools (Bosnia and Herzegovina 
(Republika Srpska)).
Activities focused on supported housing for •	
people with psychotic disorders (Cyprus).
Implementation of projects funded by the •	
European Social Fund (Czech Republic and 
Latvia).
Creation of mobile psychiatric teams •	
(France); projects aimed at improving 
the integration of people with (mental) 
disability into the labour market and 
offering funding for people with mental 
disability (Germany).

Serbia: United Nations Development •	
Programme (UNDP) programme with 
local nongovernmental organization and 
the Ministry of Health – Global Fund to 
Fight AIDS, Tuberculosis and Malaria 
programme.
Spain (Catalonia): special units for mental •	
health and AIDS.
Uzbekistan: National AIDS Centre •	
programme funded by the Global Fund to 
Fight AIDS, Tuberculosis and Malaria for 
psychological support of people living with 
HIV and preventing depression. A manual 
on telephone psychological counselling was 
published in 2005.

Child and adolescent health
Belgium: the centres for student •	
counselling make formal agreements with 
the mental health centres in their region 
(Flemish Government).
Russian Federation: with the Ministry of •	
Education; within the Federal Programme 
“Children of Russia”, implementation of 
an anti-drug prevention programme in 
institutions for children and adolescents 
(schools, education and leisure centres); 
specialist training for professionals in 
education and mental health. Introduction 
of an integrative approach for a healthy 
environment for children by municipal 
education departments.
Uzbekistan: WHO/UNICEF programme on •	
child development and joint programme 
of the Cabinet of Ministers and Women’s 
Committee on family education for 
children younger than five years including 
the mental development of children.

Partnerships between the health sector 
and other sectors
Countries were asked to provide information 
on partnerships in place between the mental 
health sector and other sectors (Table 9.5):

education•	
employment•	
housing•	
welfare•	
child protection•	
older people•	
criminal justice•	
other departments and agencies.•	
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Table 9.5. Formal collaborative programmes addressing the needs of people with mental health issues between 
the department or agency responsible for mental health and other sectors in countries

Country
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Albania

Austria

Azerbaijan

Belgium

Bosnia and Herzegovina

Federation of Bosnia and Herzegovina

Republika Srpska

Bulgaria

Croatia

Cyprus

Czech Republic

Denmark

Estonia

Finland

France

Georgia

Germany

Greece

Hungary

Ireland

Israel

Italy

Latvia

Lithuania

Luxembourg

Malta

Moldova

Montenegro

Netherlands

Norway

Poland

Portugal

Romania

Russian Federation

Serbia

Slovakia

Slovenia

Spain

Castilla y León

Catalonia

Extremadura

Galicia

Murcia

Sweden

Switzerland

The former Yugoslav Republic of 
Macedonia

Turkey

United Kingdom

England and Wales

Scotland

Uzbekistan

 Yes     No    Information not available
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Activities on preventing violence among •	
children and adolescents and needs 
assessment and awareness-raising 
programme for bullying in schools 
(Cyprus).
Between the health sector and the Ministry •	
of Education on depression among children 
(Malta).

Policy framework for partnerships
The National Social Inclusion Programme •	
is a cross-government (20 government 
departments) and interagency (50 affiliated 
organizations) Programme working in 
partnership to improve the life chances of 
people with severe mental health problems. 
Annual reports are available at http://www.
socialinclusion.org.uk/resources/index.
php?subid=55 (United Kingdom (England 
and Wales)).
The Department of Health’s Improving •	
Access to Psychological Therapies 
programme is a cross-government and 
interagency programme working to 
support and help people recover from 
depression and anxiety. For further details, 
see http://www.mhchoice.csip.org.uk 
(United Kingdom (England and Wales)).

Discussion
The data in this chapter confirm the very 
high proportion of disability that can be 
attributed to mental disorders. Although 
registration varies across countries and is 
probably strongly influenced by differences 
in regulation, data are quite consistent. 
Mental health problems also contribute 
significantly to sick leave. In combination, 
this underlines the major influence of mental 
health problems on personal suffering, family 
burden, social activities, economic deprivation 
and the productivity of the workforce. Added 
to this are the consequences of stigma and 
discrimination that accompany the presence 
of any disability. However, long-term mental 
health problems particularly reduce the 
chances of employment and reinforce 
the spiral of deprivation, both materially 
and socially. This chapter shows that most 
countries recognize such social exclusion and 
are attempting to redress this.

Increasing the places in community •	
rehabilitation services and developing 
specific programmes for people with 
mental health problems in prisons (Spain 
(Catalonia)).
Programmes aimed at supporting carers •	
in facilitating the social reintegration 
of service users upon discharge (Spain 
(Castilla y León)).
Development of a network of community •	
mutual-help houses (Poland).

Social inclusion in policies
Adoption of new legislation on social •	
inclusion (Bulgaria).
Inclusion of provisions in health legislation •	
(Denmark).
Adoption of policies on social inclusion and •	
the integration of people with disabilities 
(Estonia, Georgia and Romania).
Ensuring that social inclusion is reflected in •	
current health policy (Norway) and mental 
health policy (Lithuania).

Other
Establishment of a National Economic •	
and Social Forum project team in 2006 to 
examine mental health and social inclusion 
(Ireland).
Implementation of the South-eastern •	
Europe Mental Health Project in nine 
countries in south-eastern Europe.
Implementation of the National Social •	
Inclusion Programme (United Kingdom 
(England and Wales)); delivering on the 
new social inclusion targets in the Closing 
the Opportunity Gap approach (United 
Kingdom (Scotland)).

Partnership for intersectoral working

Development of partnership projects
Between the Ministry of Health, the •	
Ministry of Civil Affairs, the Ministry 
of Human Rights and Refugees and 
governments of neighbouring countries on 
providing housing and other benefits for 
people with mental problems displaced 
during the war in the 1990s (Bosnia and 
Herzegovina (Federation of Bosnia and 
Herzegovina)).
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vital. There are many formal arrangements 
between mental health and other health 
departments and agencies and between mental 
health agencies and other sectors, especially in 
the EU. There are some worrying gaps, such as 
partnerships with the employment, housing 
and welfare sectors. Of added concern is 
that some of the arrangements are very local 
and small scale, especially in the eastern 
part of the WHO European Region, where 
nongovernmental organizations fund and 
deliver many initiatives. This raises questions 
about sustainability and diffusion. The gap 
between some of the universal programmes 
in western EU countries and the local pilot 
programmes in other countries is striking.

The tremendous variety and creativity of 
initiatives in all the countries is positive, even 
though many are small scale. There is great 
diversity and great enthusiasm, which offers 
much scope for sharing and learning.

Finally, this chapter again demonstrates 
the importance of collecting consistent 
information. Although some conclusions 
can be made with confidence, more precise 
comparisons are very unreliable due to the 
variation in concepts and differences in the 
collection of information.

A challenging question is whether disabilities 
should be addressed as a group or whether 
certain specific conditions result in such 
high risk of or severity of exclusion and 
discrimination that targeted action or 
interventions are necessary. Such action 
also needs to be designed carefully to 
prevent unintentional additional stigma and 
discrimination by singling out and separating 
already stigmatized groups. Most countries 
seem to have chosen an integrated approach: 
disability rights and legislation that are 
based on the level of disability and not on 
the condition. This chapter has provided few 
examples of targeted interventions.

Most countries appear to have put in place 
legislation that guaranteed financial support 
for housing or incentives to employ people with 
disability, especially in the EU. A concern is that 
these entitlements are not always enforced 
and especially that people with mental health 
problems may be disproportionately excluded 
from employment opportunities. Further 
work on equitable access and the effectiveness 
of scrutiny will be worthwhile.

Mental health problems are strongly associated 
with wider social problems, either as cause or 
effect. Multi-agency partnerships are therefore 



There is a strong correlation between 
trends in mental health expenditure, 

trends in the development of community 
mental health services and the 

involvement of users and carers
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The Mental Health Declaration for Europe 
and Mental Health Action Plan for Europe 
identify the empowerment of service users 
and carers as one of the key priorities for 
the next decade. Specifically, Member States 
should work to recognize the experience and 
knowledge of service users and carers and 
use this experience as an important basis 
for planning and developing mental health 
services. Many of the areas for action explicitly 
state the importance of the contribution by 
users and carers, and the empowerment of 
users and carers is also a cross-cutting theme 
in both the Mental Health Declaration for 
Europe and the Mental Health Action Plan 
for Europe. Users and carers can contribute 
unique insights based on their personal 
experiences, which complement the expertise 
of planners, academics and providers and can 
help to ensure that services are designed to be 
efficient, effective and acceptable to users. This 
recognition reflects the experience of other 
sectors such as industry that consumer views 
must be reflected in product development 
and in continuous quality assurance – 
there is a moral, practical and business case 
for user empowerment. In addition, user 
empowerment has a therapeutic role for the 
individual.

10. �Opportunities for the empowerment and  
representation of service users and carers

Definitions
In this chapter, service users, clients, patients and consumers are defined as the people 

receiving mental health care. These terms are used interchangeably in this report, as no one 

term is current in all settings and countries, and different groups of practitioners and people 

with mental disorders have traditionally used different terms. Their historical, cultural and 

personal meaning carry considerable significance (for example, patient implies to some 

people the passive receipt of health care), but this is beyond the scope of this report.

Carers or families are people who are living with, or informally looking after, people with 

mental health problems. This excludes the alternative of carer meaning employed mental 

health personnel.

Empowerment means giving increased responsibility and control to users and carers in 

planning services, treatment and care. The concept is based on a range of differing but not 

necessarily incompatible principles:

moral and political concepts such as active citizenship;––
consumerism;––
concepts of product design and quality being fit for purpose and responsive; and––
enhancing control for therapeutic and humane reasons.––

Member States assumed responsibility to 
deliver on this priority at the national level 
and committed themselves to offering 
people with mental health problems choice 
and involvement in their own care, sensitive 
to their needs and culture and to support 
nongovernmental organizations active in 
the mental health field and stimulate the 
creation of nongovernmental and service user 
organizations. Echoing these commitments, 
the WHO European Member States agreed in 
the Mental Health Action Plan for Europe on 
a milestone to be achieved between 2005 and 
2010: to ensure representation of users and 
carers on committees and groups responsible 
for planning, delivering, reviewing and 
inspecting mental health activities.

Representation of service users on 
committees and groups responsible 
for mental health services
Representation was selected as an indicator of 
empowerment, since it can reflect respect and 
involvement. At best, representation means 
a voice in decision-making and, at worst, 
passive attendance without any power. It is 
hoped that representation would stand for the 
former level of involvement.

�Opp
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Some countries have well-defined 
requirements for the representation of service 
users on committees and groups responsible 
for planning mental health services.

In Ireland, the recently adopted policy •	
document A vision for change notes that 
change is also required from service users 
and carers, since much greater involvement 
and responsibility is envisaged for these 
groups. It also notes that service users 
must be at the centre of decision-making 
at the individual level in terms of the 
services available to them, in the strategic 
development of local services and in 
developing national policy.
The Netherlands has a Law on Client •	
Participation in Health Services, which 
requires every health service to institute 
a clients’ council with strong advisory 
powers over the institution’s policies, 
including the composition of the board.

Other countries have requirements to involve 
service users, but they are rather broad.

In Italy, representation is suggested in the •	
national policy (P.O. 1998–2000) but not 
with details regarding specific sectors.
In Lithuania, the mental health strategy •	
requires the involvement of service 

According to the survey responses, 
government directives cover the participation 
of service users in planning activities in 
17 of the 42 countries (40%). Service users 
are represented on groups or committees 
responsible for planning mental health 
services in 20 of 42 countries (49%) (Tables 
10.1 and 10.2). Users are involved in such 
committees in 12 of the EU15 countries 
(80%) and in 4 of the 12 countries that joined 
the EU after 2004 (33%). Austria, the Czech 
Republic, Denmark, Finland, Italy and the 
United Kingdom (Scotland) indicate that, 
although there are no directives, service 
users are represented on these committees in 
practice. No CIS country participating in the 
survey has policy requirements to ensure the 
representation of service users, and they are 
not involved in any of the activities of these 
committees in practice. This questionnaire does 
not enable the assessment of the consistency of 
the involvement of service users in the many 
national, regional and local planning groups 
or the impact and credibility of service users 
on committees. This is likely to vary not only 
between countries but also between places 
and meetings and to depend on the quality 
and interaction of both professionals and 
service users. Some countries recognize this, 
and several countries have given examples.

Table 10.1. Types of representation of service users in committees and groups that are common practice in 
groups of countries  

Representation  
of service 
users in 
committees 
and groups 
responsible for 
mental health 
services

EU EU15

New EU  
countries 
since 2004

Israel, 
Norway and 
Switzerland

South-eastern 
Europe CIS Total

No. % No. % No. % No. % No. % No. % No. %

Planning

   Yes 16 59 12 80 4 33 1 33 3 43 0 0 20 48

   No 9 33 2 13 7 58 0 0 4 57 5 100 18 43

   Information  
   not available

2 7 1 7 1 8 2 67 0 0 0 0 4 10

Implementation 

   Yes 12 44 10 67 2 17 1 33 2 29 0 0 15 36

   No 13 48 4 27 9 75 0 0 4 57 5 100 22 52

   Information  
   not available

2 7 1 7 1 8 2 67 1 14 0 0 5 12

Review

   Yes 15 56 11 73 4 33 1 33 1 14 0 0 17 40

   No 10 37 3 20 7 58 0 0 5 71 4 80 19 45

   Information  
   not available

2 7 1 7 1 8 2 67 1 14 1 20 6 14
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Table 10.2. Representation of service users on committees and groups responsible for planning, implementing and reviewing mental health 
services required by government directives and common in practice in countries

Country

Government directives on the representation of service users on 
committees and groups responsible for mental health services:

Representation of service users on committees and groups 
responsible for mental health services:

Planning Implementation Review Planning Implementation Review

Albania

Austria

Azerbaijan

Belgium

Bosnia and 
Herzegovina

   Federation  
   of Bosnia and  
   Herzegovina

   Republika Srpska

Bulgaria

Croatia

Cyprus

Czech Republic

Denmark

Estonia

Finland

France

Georgia

Germany

Greece

Hungary

Ireland

Israel

Italy

Latvia

Lithuania

Luxembourg

Malta

Moldova

Montenegro

Netherlands

Norway

Poland

Portugal

Romania

Russian Federation

Serbia

Slovakia

Slovenia

Spain

   Castilla y León

   Catalonia

   Extremadura

   Galicia

   Murcia

Sweden

Switzerland

The former Yugoslav 
Republic of 
Macedonia

Turkey

United Kingdom

   England and Wales

   Scotland

Uzbekistan

 Yes     No     Information not available
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policy on mental health services (Table 10.2). 
Service users’ involvement in monitoring the 
implementation of services is most frequent 
in the EU15 countries (10 of 15) and least in 
CIS countries. None of the CIS countries report 
that government directives formally require 
such representation or that this is common 
practice.

Denmark, Finland, Italy and the United 
Kingdom (Scotland) indicate that, although 
there are no formal requirements, service 
users are nevertheless involved in committees 
and groups responsible for implementing 
mental health services. Similar to other policy 
areas, several countries report that existing 
formal requirements are not translated into 
practice (Albania, Latvia, Poland and Spain 
(Catalonia)). This is probably common.

Finally, service users are reported to be 
represented on committees and groups 
responsible for reviewing mental health 
services in 17 of 42 countries. In five countries 
(the Czech Republic, Denmark, Finland, Italy 
and the United Kingdom (Scotland)), service 
users are represented on these committees by 
choice rather than in response to government 
directives. In contrast, in some countries in 
which policy requires that service users be 
represented, they are not involved in such 
committees in practice (in Albania, Bosnia 
and Herzegovina (Federation of Bosnia 
and Herzegovina and Republika Srpska) or 
information is not available on their actual 
involvement (Slovakia). Such countries as 
Sweden and Switzerland note local variation 
within the country in the involvement of 
service users in such committees.

Representation of service users on 
committees and groups responsible 
for anti-stigma, mental disorder 
prevention and mental health 
promotion activities
The rationale for having service users on 
committees addressing anti-stigma activities 
is that they have been subject to the stigma 
and resulting discrimination and can therefore 
advise based on the strength of personal 
experiences. More complex is the case for 
involvement in activities for preventing 

users. Details of how this policy will be 
implemented will be outlined in the 
upcoming action plan.

The type and level of involvement vary across 
regions in the same country (such as Italy and 
Sweden) and across countries.

In Albania, service users are represented •	
in the National Steering Committee for 
Mental Health.
The Czech Republic service users’ •	
organization is an advisory group to the 
Ministry of Health.
In France, the National Federation of •	
Association of Users and Ex-Users of 
Psychiatry (Fnapsy) and the National 
Union of Friends and Families of People 
with Mental Illness (UNAFAM), the carers’ 
organization, are represented in all the 
administrative commissions and meetings 
relating to mental health conducted by the 
Minister for Health.
In Italy, service users’ associations are still •	
relatively rare but are involved where they 
exist.
In Latvia, service users have an advisory •	
function for the “Special Regular Work 
Body” in the Ministry of Health.
In the Netherlands, service users and •	
carers are consulted in the design 
of care programmes and treatment 
guidelines. Individual institutions consult 
organizations of service users on specific 
themes. It is not common practice to 
have service users or carers represented 
on planning, implementation or review 
commissions.
In Georgia, two representatives from the •	
organization of service users and carers 
are members of the Mental Health Policy 
Development Council in the Ministry. This 
involvement is formal.
However, in Bulgaria, where the board of •	
trustees of hospitals is the only body with 
representation of service users, the Health 
Facilities Act stipulates that a board of 
trustees will not be established for mental 
health hospitals.

Fewer countries (15 of 42) indicate that 
service users are represented on committees 
and groups responsible for implementing 
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Table. 10.3. Representation of service users on committees and groups responsible for planning, implementing and reviewing anti-stigma, 
mental disorder prevention and mental health promotion activities required by government directives and common in practice in countries 

Country

Government directives on the representation of service users on 
committees and groups responsible for anti-stigma, mental disorder 
prevention and mental health promotion activities: 

Representation of service users on committees and groups 
responsible for anti-stigma, mental disorder prevention and mental 
health promotion activities:

Planning Implementation Review Planning Implementation Review

Albania

Austria

Azerbaijan

Belgium

Bosnia and 
Herzegovina

   Federation  
   of Bosnia and  
   Herzegovina

   Republika Srpska

Bulgaria

Croatia

Cyprus

Czech Republic

Denmark

Estonia

Finland

France

Georgia

Germany

Greece

Hungary

Ireland

Israel

Italy

Latvia

Lithuania

Luxembourg

Malta

Moldova

Montenegro

Netherlands

Norway

Poland

Portugal

Romania

Russian Federation

Serbia

Slovakia

Slovenia

Spain

   Castilla y León

   Catalonia

   Extremadura

   Galicia

   Murcia

Sweden

Switzerland

The former Yugoslav 
Republic of 
Macedonia

Turkey

United Kingdom

   England and Wales

   Scotland

Uzbekistan

 Yes     No     Information not available
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involvement of service users on committees 
responsible for implementing anti-stigma, 
mental disorder prevention and mental health 
promotion activities. Only about a third of 
the countries report that service users are 
indeed represented on committees or groups 
responsible for implementing and reviewing 
anti-stigma, mental disorder prevention and 
mental health promotion activities.

Denmark, Finland and Italy report that no 
government directives support service users’ 
involvement in committees implementing 
activities, but service users are often 
represented in practice. Additionally, Latvia 
and the Russian Federation indicate that 
service users are active in committees dealing 
with reviewing anti-stigma, mental disorder 
prevention and mental health promotion 
activities, although government directives do 
not specifically require this.

Representation of families or 
carers on committees and groups 
responsible for mental health 
services
The involvement of carers in planning mental 
health services is similar to that of service users: 
18 of 42 countries have adopted government 
directives requiring their representation 

mental disorders and promoting mental 
health, since the target groups for mental 
disorder prevention are people at risk and, for 
mental health promotion, the general public. 
Representatives need to be selected based 
on background and expertise relevant to the 
planned activities. The meaning of service user 
needs to be interpreted broadly in this section, 
referring to members of the target groups with 
some relevant experience and credibility.

Slightly fewer countries (17 of 42) indicate 
that users are represented on committees and 
groups responsible for planning anti-stigma, 
mental disorder prevention and mental health 
promotion activities (Table 10.3) compared 
with planning mental health services (20 of 
42 countries). In Austria, Denmark, Finland, 
Italy, Georgia (the only CIS country to report 
such involvement) and Latvia, service users 
are usually involved in anti-stigma activities, 
even though there are no specific policy 
requirements for this. Ireland and Sweden 
have adopted government directives requiring 
the representation of service users on such 
committees, but information is not available 
on whether this practice is common or not.

Six of the EU15 countries and 3 of the 12 
countries joining the EU since 2004 require the 

Table 10.4. Types of representation of families or carers in committees and groups that are common practice in 
groups of countries 

Representation  
of families 
or carers in 
committees 
and groups 
responsible for 
mental health 
services

EU EU15

New EU  
countries 
since 2004

Israel, 
Norway and 
Switzerland

South-eastern 
Europe CIS Total

No. % No. % No. % No. % No. % No. % No. %

Planning

   Yes 16 59 12 80 4 33 1 33 3 43 0 0 20 48

   No 9 33 1 7 8 67 0 0 4 57 4 80 17 40

   Information  
   not available

2 7 2 13 0 0 2 67 0 0 1 20 5 12

Implementation 

   Yes 14 52 11 73 3 25 1 33 3 43 0 0 18 43

   No 11 41 2 13 9 75 0 0 3 43 4 80 18 43

   Information  
   not available

2 7 2 13 0 0 2 67 1 14 1 20 6 14

Review

   Yes 15 56 11 73 4 33 1 33 2 29 1 20 19 45

   No 10 37 2 13 8 67 0 0 4 57 4 80 18 43

   Information  
   not available

2 7 2 13 0 0 2 67 1 14 0 0 5 12
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Table 10.5. Representation of carers on committees and groups responsible for planning, implementing and reviewing mental health services 
required by government directives and common in practice in countries  

Country

Government directives on the representation of carers on committees 
and groups responsible for mental health services: 

Representation of carers on committees and groups responsible for 
mental health services:

Planning Implementation Review Planning Implementation Review

Albania

Austria

Azerbaijan

Belgium

Bosnia and 
Herzegovina

   Federation 
of Bosnia and 
Herzegovina

   Republika Srpska

Bulgaria

Croatia

Cyprus

Czech Republic

Denmark

Estonia

Finland

France

Georgia

Germany

Greece

Hungary

Ireland

Israel

Italy

Latvia

Lithuania

Luxembourg

Malta

Moldova

Montenegro

Netherlands

Norway

Poland

Portugal

Romania

Russian Federation

Serbia

Slovakia

Slovenia

Spain

   Castilla y León

   Catalonia

   Extremadura

   Galicia

   Murcia

Sweden

Switzerland

The former Yugoslav 
Republic of 
Macedonia

Turkey

United Kingdom

   England and Wales

   Scotland

Uzbekistan

 Yes     No     Information not available
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Representation of families or 
carers on committees and groups 
responsible for anti-stigma, mental 
disorder prevention and mental 
health promotion activities
Representatives of carers, as was the case for 
users, need to be selected based on relevance. 
Their relevance is high for anti-stigma 
activities but depends on the type of activity 
and target group for promoting mental health 
and preventing mental disorders.

Carers are more likely to be represented on 
committees and groups that implement (14 
of 42 countries) rather than on those that 
monitor or review the implementation of 
anti-stigma, mental disorder prevention and 
mental health promotion activities (11 of 42 
countries).

None of the CIS countries report the 
involvement of service users on these 
committees, but two (Georgia and the 
Russian Federation) indicate that carers are 
represented.

In Austria, Denmark, Finland, Italy and the 
Russian Federation, families and carers are 
represented on committees and groups 
responsible for planning, implementing 
and reviewing anti-stigma, mental disorder 
prevention and mental health promotion 
activities, although there are no directives. 
In Austria and Georgia, they are represented 
only on planning committees.

Government support for 
organizations of service users and 
carers
Governments need to support organizations 
of service users and carers both financially 
and by providing infrastructure to ensure the 
availability of the expertise of service users 
and carers for planning, implementing and 
reviewing activities. This can be delivered 
either by central funding or by directives and 
earmarked money, aiming to stimulate local 
developments.

on groups and committees, and 20 of 42 
countries report that this is common practice 
(Table 10.4).

In Austria, the Czech Republic, Denmark, 
Finland, Italy, Latvia and the United 
Kingdom (Scotland), carers participate in 
planning activities despite the absence of 
directives (Table 10.5). In some countries 
where carers’ participation is required, they 
are either not involved in practice (Bosnia 
and Herzegovina (Federation of Bosnia and 
Herzegovina) and Slovakia) or information 
about involvement is not available (Bosnia and 
Herzegovina (Republika Srpska), Portugal and 
Switzerland).

Examples of carers’ involvement in planning 
mental health services are identical to the 
examples of the involvement of service 
users. In most countries, service users and 
carers are probably regularly invited to the 
same meetings. Although this is positive in 
principle, it would be interesting to have 
examples of how the opinions of these groups, 
which can represent very different interests 
in some circumstances, are distinguished and 
the influence of each type of opinion.

Carers’ role in implementing and reviewing 
mental health services again reflects user 
representation closely, both for policy 
requirements and practice. Denmark, Finland, 
Italy, Latvia and the United Kingdom (Scotland) 
involve carers in practice in implementing 
services, but without written policies, and 
14 of 42 countries combine policy and good 
practice. Altogether, 18 of 42 countries 
indicate carers’ representatives commonly 
participate in practice in committees and 
groups responsible for monitoring mental 
health services. In Turkey, service users are not 
involved in either of these types of committees, 
but carers are reported to be involved in all of 
them.
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Table 10.6. Representation of carers on committees and groups responsible for planning, implementing and reviewing anti-stigma, mental 
disorder prevention and mental health promotion activities required by government directives and common in practice in countries

Country

Government directives on the representation of carers on committees 
and groups responsible for anti-stigma, mental disorder prevention 
and mental health promotion activities:

Representation of carers on committees and groups responsible for 
anti-stigma, mental disorder prevention and mental health promotion 
activities:

Planning Implementation Review Planning Implementation Review

Albania

Austria

Azerbaijan

Belgium

Bosnia and 
Herzegovina

   Federation  
   of Bosnia and  
   Herzegovina

   Republika Srpska

Bulgaria

Croatia

Cyprus

Czech Republic

Denmark

Estonia

Finland

France

Georgia

Germany

Greece

Hungary

Ireland

Israel

Italy

Latvia

Lithuania

Luxembourg

Malta

Moldova

Montenegro

Netherlands

Norway

Poland

Portugal

Romania

Russian Federation

Serbia

Slovakia

Slovenia

Spain

   Castilla y León

   Catalonia

   Extremadura

   Galicia

   Murcia

Sweden

Switzerland

The former Yugoslav 
Republic of 
Macedonia

Turkey

United Kingdom

   England and Wales

   Scotland

Uzbekistan

 Yes     No     Information not available
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In Bulgaria, local governments in •	
some regions provide support to 
nongovernmental organizations and 
collaborate to create a local mental health 
policy.
In the Russian Federation, governments do •	
not fund activities; charities fund them or 
they are carried out by volunteers.
In Germany, support is low. Examples of •	
government funding include:

family self-help (Federal Association of •	
Relatives of Mentally Ill People (BApK));
Federal Organization of (ex-)Users and •	
Survivors of Psychiatry in Germany 
(BPE);
promotion of self-help associations in the •	
individual Länder; and
the governments of the Länder fund •	
consumer organizations.

Between 16 and 19 countries report that 
governments provide targeted funding for 
associations of service users and carers active 
in:

providing community-based services •	
involving service users;
developing the caring and coping skills and •	
competencies of families and carers;
developing and implementing mental •	
health promotion and mental disorder 
prevention initiatives for service users and 
carers; and
advocacy and legal representation of the •	
rights of service users (Table 10.8).

Only 2 of the 12 countries that have joined the 
EU since 2004 (Estonia and Slovenia), 1 of the 
7 countries in south-eastern Europe and none 
of the CIS countries report that governments 
fund the establishment and operation of 
associations of service users or consumers 
or associations of family members or carers 
(Table 10.7).

Such funding is made available for associations 
of service users or consumers in most of the 
EU15 countries. The exceptions are Finland, 
Greece and Italy, which do not formally support 
these associations. However, local government 
and charities provide considerable funding for 
associations in Finland.

Similarly, associations of family members and 
carers also receive national funding in all but 
four EU15 countries (Finland, Greece, Italy and 
Sweden), but for Finland the carers’ support 
is identical to the service users’ funding. 
Information about government support for 
organizations of service users or carers is not 
available for Portugal.

Of the countries indicating that government 
funds these associations, the level of funding 
differs substantially.

In Bosnia and Herzegovina (Federation •	
of Bosnia and Herzegovina) with two 
associations of service users, funds are 
made available in many of the regions 
but not every year. In Tuzla, the local 
government allocates small amounts yearly 
(€10 000 to €15 000 in 2007).

Table 10.7. Systematic government funding for establishing and operating associations of service users or 
consumers and associations of family members or carers in groups of countries 

Associations 
with  
government 
funding 

EU EU15

New EU  
countries 
since 2004

Israel, 
Norway and 
Switzerland

South-eastern 
Europe CIS Total

No. % No. % No. % No. % No. % No. % No. %

Service users or consumers

   Yes 13 48 11 73 2 17 2 67 1 14 0 0 16 38

   No 13 48 3 20 10 83 0 0 6 86 5 100 24 57

   Information  
   not available

1 4 1 7 0 0 1 33 0 0 0 0 2 5

Family members or carers

   Yes 12 44 10 67 2 17 2 67 1 14 0 0 15 36

   No 14 52 4 27 10 83 0 0 6 86 5 100 25 60

   Information  
   not available

1 4 1 7 0 0 1 33 0 0 0 0 2 5
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 Yes     No     Information not available

Table 10.8. Initiatives for service users and carers in countries
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Albania

Austria

Azerbaijan

Belgium

Bosnia and Herzegovina

Federation of Bosnia and 
Herzegovina

Republika Srpska

Bulgaria

Croatia

Cyprus

Czech Republic

Denmark

Estonia

Finland

France

Georgia

Germany

Greece

Hungary

Ireland

Israel

Italy

Latvia

Lithuania

Luxembourg

Malta

Moldova

Montenegro

Netherlands

Norway

Poland

Portugal

Romania

Russian Federation

Serbia

Slovakia

Slovenia

Spain

Castilla y León

Catalonia

Extremadura

Galicia

Murcia

Sweden

Switzerland

The former Yugoslav Republic of 
Macedonia

Turkey

United Kingdom

England and Wales

Scotland

Uzbekistan
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Support for organizations of service 
users

Bosnia and Herzegovina (Federation of •	
Bosnia and Herzegovina): the Ministry of 
Health grants some funds to associations 
of service users and family members. This 
practice became regular after the WHO 
European Ministerial Conference on 
Mental Health.
In Finland, the municipalities fund •	
nongovernmental organizations and not 
the government. On a national level, the 
main source of funding is Finland’s Slot 
Machine Association.
Germany: the health insurance funds •	
promote the further development of 
patient and consumer counselling. 
The establishment of an association 
for independent patient counselling in 
Germany has given rise to a national 
network of independent counselling 
services (22 local counselling offices, 
4 services extending beyond local 
regions and a unified national telephone 
counselling hotline) since January 2007.
Norway: the perspective of service users •	
has been a very strong focus in Norway 
during the past decade. An action plan for 
including service users was published in 
2006.

Countries with no developments since 2005 
are Azerbaijan, Bulgaria, Croatia, Greece, Malta, 
Montenegro, Portugal, Romania, Slovakia, 
Switzerland and Uzbekistan. Information is 
not available for Belgium, Poland and Turkey.

Discussion
This chapter identified the extent to which 
service users and carers are recognized as 
partners in the decision-making process in 
planning, implementing and monitoring 
mental health services and in mental health 
promotion, mental disorder prevention and 
anti-stigma activities in European countries.

Associations of service users and consumers 
and of family members and carers are entitled 
to be members of such committees and groups 

Governments in the EU15 countries are very 
active in all these areas. This survey cannot 
identify the level and range of funding, which 
probably differs considerably. For example, in 
some countries, funding can comprise regular 
earmarked grants available for initiatives in 
these areas. Other countries rely on small-
scale initiatives from nongovernmental 
organizations they fund.

Main activities initiated and 
developed since 2005 related to 
empowering mental health service 
users and carers
Activities aimed at empowering service users 
and carers have been initiated and developed in 
many countries. The following are examples.

Establishment of organizations of service 
users

Italy: establishment of the National •	
Council of Associations (Consulta 
delle associazioni, http://www.
ministerosalute.it/saluteMentale/
paginaSempliceSaluteMentale.
jsp?id=391&menu=consulta).

Representation on boards and 
committees

Albania: involvement of representatives •	
of associations of service users and carers 
on the National Steering Committee for 
Mental Health.
Austria: service users and carers are •	
represented on the Advisory Board for 
Mental Health at the Austrian Federal 
Ministry of Health.
Czech Republic: service users participate in •	
an advisory group of the Ministry of Health.
Ireland: the Health Service Executive •	
established an interim National Service 
User Executive in January 2007. Service 
users are part of the National Mental Health 
Expert Advisory Group. Service users are 
invited to take part in interview boards for 
staff selection. Additional investment has 
been made in advocacy services through 
voluntary organizations. Peer advocacy is 
available in all acute admission sites and 
many community service sites.
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of concern if service users and carers and 
their representative groups were seen as 
being interchangeable or being included as 
a gesture rather than standing for a unique 
perspective. A more sophisticated form of 
representation may need to be developed 
that offers the respective groups rights and 
involvement based on their needs but also 
based on their unique expertise.

3. �Although representation on formal 
committees is often a formality currently 
in some countries, a high number of 
countries reporting policies that support 
representation is a sign of increasing 
awareness of the acceptance in principle that 
the beneficiaries of the services and their 
families and carers should have a say in their 
treatment and care. However, it is also clear 
that strong representation can occur in the 
absence of regulation, and regulation alone 
is not sufficient. A culture of empowerment 
and mutual respect may be more important 
than legislation in practice.

4. �It can be underestimated how demanding 
and stressful representation can be for 
people who recently were subjected to 
treatment, possibly compulsory, from the 
same authorities with whom they are now 
sitting at the table on a presumed equal basis. 
It is hardly surprising that service users and 
carers can be perceived as silent without any 
significant contribution to make. Support 
and training is necessary and should be a 
component of user empowerment if it is to 
be taken seriously. At the very least, more 
than a single representative should be 
invited.

The data in this chapter clearly raise many 
questions, particularly qualitative in nature. It 
would be of particular interest to determine the 
influence of groups of service users and carers 
on policy and practice, both at the national 
and local levels, and how this is related to 
other political, social, cultural and economic 
factors. It is hopeful that the importance and 
rights of groups of service users and carers are 
recognized in so many countries, but it is also 
clear that further progress can be made, and 
this deserves to be monitored over the next 
few years.

in many countries. The findings need to be 
interpreted in the light of the different cultures 
and economies of the countries, some relying 
more strongly on explicit policy statements 
and directives than others, some stimulating 
the development of civil society more than 
others and some having more money to 
allocate to groups.

Several conclusions emerge.
1. �There is a strong correlation between trends 

in mental health expenditure, trends in the 
development of  community mental health 
services and the involvement of users and 
carers. These are thus strongest among the 
EU15 countries. In many countries in the 
eastern part of the WHO European Region 
where the institutional model of care still 
dominates, user and carer movements 
are in a developmental stage. A survey 
of this kind cannot provide insight into 
the characteristics of organizations in 
different parts of the Region, but many 
nongovernmental organizations in western 
Europe are large and sophisticated agencies 
with high levels of funding. In some CIS 
countries, service user groups are small 
scale and often initiated and led by highly 
committed psychiatrists, with minimal 
funding that may have been obtained from 
foreign donors. Although it is questionable 
whether such groups are proper service user 
groups, there have been examples where 
such small beginnings lead to powerful 
developments.

2. �It is not surprising that various 
representative rights are strongly correlated: 
if service users and carers are involved in 
planning, they are likely to be involved 
in implementation and monitoring. This 
reflects the culture of the country and the 
stage of development of mental health 
services. Moreover, the respective rights 
of service users and carers are very similar, 
both in directives or regulation and in 
practice. This applies to country groups 
and to individual countries. At one level 
this is not a surprise, since service users 
and carers are often perceived as equally 
worthy, and joint representation seems to 
achieve a fair balance. However, it would be 
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Human rights protection is a central 
issue in the care of people with mental 

health problems, who are vulnerable 
and exposed to neglect and abuse
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People with mental health problems are 
among the most vulnerable people in society 
and can find themselves in circumstances 
where they require protection. This chapter 
focuses on the mental health service element 
of protecting human rights.

Human rights is a key consideration for the 
development and quality of mental health 
interventions and services. Many human 
right conventions refer either directly or 
indirectly to the rights of people with mental 
health problems and the duty of the state 
and service providers1, 2.  Conventions relate 
to discrimination, quality of access and care, 
protection against neglect and abuse and 
safeguards in the case of treatment or care 
without consent by the person being treated.

Protecting the human rights of people with 
mental health problems remains a major 
challenge in the WHO European Region, 
emphasized by the many countries in which 
treatment and care for mental disorders is 
provided mainly in large institutions, either 
psychiatric hospitals or social care institutions. 
The Mental Health Declaration for Europe 
sets a milestone for all Member States to “end 
inhumane and degrading treatment and care 
and enact human rights and mental health 
legislation to comply with the standards of 
United Nations conventions and international 
legislation”.

Mechanisms in place to monitor and 
review the human rights protection 
of users of mental health services
A key part of protecting human rights is 
monitoring and reviewing the conditions and 
practices in care institutions. Table 11.1 shows 
the functions of national and/or regional 
review bodies assessing the human rights 
protection of users in mental health services. 
Countries were asked to indicate whether 
national-level and/or regional-level review 
bodies have the following functions:

1	 WHO resource book on mental health, human rights and legislation. 
Geneva, World Health Organization, 2005 (http://www.who.int/
mental_health/policy/legislation/policy/en, accessed 8 May 2008).

2	 Mental health legislation and human rights (Mental health policy and 
service guidance package). Geneva, World Health Organization, 
2003 (http://www.who.int/mental_health/resources/en/
Legislation.pdf, accessed 8 May 2008).

11. Human rights and mental health

Definitions
Review bodies are agencies or group 

of people responsible for monitoring, 

reviewing, inspecting or checking the 

functions, operations or conditions of 

health services.

Restraint means the limitation or 

restriction of movement due to the 

application of a mechanical device or 

chemical means.

Involuntary admission refers to admission 

to mental health facilities that occurs 

without the voluntary consent of the 

individual. Involuntary admission is 

typically permitted when a person with 

a mental disorder is likely to cause 

self-harm or harm to others or suffer 

deterioration in condition if treatment 

is not given. Involuntary admission is 

typically governed by mental health 

legislation.

Seclusion is the state of being locked 

away on one’s own for a period of time.

regularly inspecting mental health •	
facilities;
reviewing involuntary admission and •	
discharge procedures;
reviewing processes of investigating •	
complaints;
reviewing the restriction of liberty;•	
reviewing restraints; and•	
imposing sanctions (such as withdrawing •	
accreditation, imposing penalties or closing 
facilities that persistently violate human 
rights).

Most of the 42 countries have national and/or 
regional review bodies assessing the human 
rights protection of the users of mental 
health services. The EU15 countries especially 
have the most comprehensive monitoring 
mechanisms in place. Only four countries 
(Azerbaijan, Latvia, Lithuania and Turkey) 
indicate that national- or regional-level review 
bodies perform none of these functions.
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 Yes     No     Information not available

Table 11.1. Functions of national and/or regional review bodies assessing the human rights protection of the 
users of mental health services in countries
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Albania

Austria

Azerbaijan

Belgium

Bosnia and Herzegovina

Federation of Bosnia and 
Herzegovina

Republika Srpska

Bulgaria

Croatia

Cyprus

Czech Republic

Denmark

Estonia

Finland

France

Georgia

Germany

Greece

Hungary

Ireland

Israel

Italy

Latvia

Lithuania

Luxembourg

Malta

Moldova

Montenegro

Netherlands

Norway

Poland

Portugal

Romania

Russian Federation

Serbia

Slovakia

Slovenia

Spain

Castilla y León

Catalonia

Extremadura

Galicia

Murcia

Sweden

Switzerland

The former Yugoslav Republic of 
Macedonia

Turkey

United Kingdom

England and Wales

Scotland

Uzbekistan



159

In Bulgaria, the only organization which •	
monitors psychiatric establishments in 
practice is a nongovernmental organization 
that has an agreement with the Ministry 
of Health for regular monitoring – the 
Bulgarian Helsinki Committee. The other 
body that performs such visits once every 
four years is the European Committee for 
the Prevention of Torture and Inhuman or 
Degrading Treatment or Punishment under 
the Council of Europe.
In Lithuania, the regional office of •	
the Global Initiative on Psychiatry, 
an international nongovernmental 
organization, and some other 
nongovernmental organizations perform 
inspections at their own initiative. The first 
patient attorney activity in mental health 
institutions started in Vilnius in 2006.

The review bodies have different remits.
In Bulgaria, the aim of national monitoring •	
is reporting and distributing reports and 
selecting strategic cases for litigation. The 
official accreditation procedure performed 
by the Ministry of Health includes a 
requirement to provide evidence of human 
rights protection, but in practice this is 
ineffective and formal.
The former Yugoslav Republic of Macedonia •	
has regulations addressing the protection 
of human rights of service users and 
institutions assigned to monitor their 
enforcement. However, there is an evident 
lack of implementation of the human rights 
issues in practice.
In Switzerland, the supervisory and •	
inspection agencies addressing the human 
rights aspects of the treatment of people 
with mental disorders are positioned at the 
cantonal level. The cantonal regulations 
differ significantly.
In Georgia, the Public Monitoring Council •	
under the Office of the Public Defender 
(Ombudsman) monitored all large 
psychiatric institutions in Georgia in 
2006–2007 to examine issues related to 
living conditions in institutions, restraint 
of freedom and the use of involuntary 
measures. Twice a year the Public Defender 
prepares a report for the Parliament, 

Countries vary in the functions covered by 
review bodies. The most frequent function 
is the reviewing of involuntary admission 
and discharge procedures undertaken in 
34 of 42 countries. Review bodies review 
complaint investigation procedures in 31 of 
42 countries.

The function least frequently implemented 
in the participating countries is imposing 
sanctions, which is within the remit of review 
bodies in 21 of 42 countries. In many of the 
other countries, it may be assumed that review 
bodies will submit recommendations to other 
parties such as ministries, which will have the 
power to act.

Some countries have well-established 
mechanisms for monitoring the protection of 
human rights of people with mental health 
problems.

In Italy, ad hoc national commissions •	
appointed by the Parliament perform 
some tasks for specific problems, as do 
regional councils on mental health. Other 
responsibilities are part of the tasks of local 
bioethics committees. Finally, a national 
body called the Tribunal for Patients’ Rights 
has a role to play.
In the United Kingdom (England and •	
Wales), the Mental Health Act Commission 
(soon to be merged with the Healthcare 
Commission and the Commission for Social 
Care Inspection to form the Care Quality 
Commission) regularly visits hospitals and 
closely monitors the patterns of involuntary 
admissions, including distribution by sex 
and ethnicity. It publishes a detailed annual 
report highlighting areas of concern. The 
Healthcare Commission performs annual 
ratings of the quality of hospital care, 
including the environment and staff and 
patient evaluations.

In other countries, arms-length groups 
undertake the functions of review bodies, 
either appointed by governments or at the 
initiative of nongovernmental organizations.

In Albania, the review bodies are mainly •	
teams of experts sent by the Ministry of 
Health to review the mental health facilities.
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The proportion of hospitals covered by 
inspections (in countries where inspections 
took place) varies. Twelve countries report 
that all their mental hospitals had external 
inspections during the last year available: 
Albania, Austria, Bosnia and Herzegovina 
(Republika Srpska), Bulgaria, Cyprus, Germany 
(Länder (regions): Berlin, Brandenburg, 
Mecklenburg–West Pomerania, Saxony and 
Schleswig-Holstein), Ireland, Portugal, Serbia, 
Spain (Castilla y León), the former Yugoslav 
Republic of Macedonia and the United 
Kingdom (England and Wales).

Other countries indicate that such inspections 
did take place, but not in all hospitals: Germany 
(Baden-Württemberg: 20%, Bavaria: 60%), 
Denmark (about 20%), Greece (10%), Russian 
Federation (about 5%) and Turkey (37.5%).

These lists show that some countries 
have regional variation, subject to their 
competence.

The frequency of inspections also varies from 
country to country.

In France, the regional commissions on •	
psychiatric hospitalization (CDHP) are in 
charge of visiting the mental hospitals at 
least twice a year.
In Netherlands, the Health Care •	
Inspectorate does not visit the mental 
hospitals on a regular yearly basis. Hospitals 
are inspected only when serious events 
have occurred or when they are included in 
a national assessment.

Fewer countries report that external 
inspection took place in community-based 
inpatient psychiatric units (17 of the 39 
countries that had these facilities). Another 
17 of 39 countries did not have information 
on whether such inspections were organized.

Seven countries report that inspections took 
place in all the community-based inpatient 
psychiatric units: Albania, Austria, Cyprus, 
Germany (Länder: Berlin, Brandenburg, 
Mecklenburg–West Pomerania, Saxony and 
Schleswig-Holstein), Ireland, the former 
Yugoslav Republic of Macedonia and United 

including the report of the Public 
Monitoring Council. The Medical Activity 
Regulation Agency of the Ministry of 
Health, Labour and Social Affairs examines 
the quality of psychiatric services and 
considers complaints.
In the Russian Federation, the human rights •	
protection of users admitted to mental 
health services is assessed in response 
to complaints but not yet on a regular 
basis. More than 100 nongovernmental 
organizations that have the duty to protect 
human rights and the interests of users 
of mental health services as stated in 
the statutes of these organizations carry 
out assessments. They usually carry out 
assessments in their regions. In December 
2007, the Government of the Russian 
Federation decided to establish as of 
2008 the Service for the Protection of 
Psychiatric Patients’ Rights (implementing 
the corresponding article of the Law on 
Psychiatric Care (1993) that had not been 
implemented earlier). It will regularly 
assess and survey conditions in mental 
health hospitals.

External inspection of human rights 
protection of the users of mental 
health services in different types of 
facilities
The previous section indicates the existence 
of monitoring and inspection agencies and 
their roles. This section shows the proportion 
of countries that inspected facilities for people 
with mental disorders that had been subjected 
to external inspection of human rights 
protection of people using mental health 
services during the last year available. Countries 
were asked to provide data on annual external 
inspections in mental hospitals, community-
based inpatient psychiatric units, community 
residential facilities and residential facilities 
that are not health care (social institutions). 

Most countries report that mental hospitals 
had external inspection of human rights 
conditions at least annually (28 of the 
42 countries that have mental hospitals). 
Information was not available for 10 of the 42 
countries (Table 11.2).
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 Yes     No     Not applicable     Information not available

Table11.2. External inspection of human rights protection of service users during the last year available in 
countries
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Albania

Austria

Azerbaijan

Belgium

Bosnia and Herzegovina

Federation of Bosnia and 
Herzegovina

Republika Srpska

Bulgaria

Croatia

Cyprus

Czech Republic

Denmark

Estonia

Finland

France

Georgia

Germany

Greece

Hungary

Ireland

Israel

Italy

Latvia

Lithuania

Luxembourg

Malta

Moldova

Montenegro

Netherlands

Norway

Poland

Portugal

Romania

Russian Federation

Serbia

Slovakia

Slovenia

Spain

Castilla y León

Catalonia

Extremadura

Galicia

Murcia

Sweden

Switzerland

The former Yugoslav Republic of 
Macedonia

Turkey

United Kingdom

England and Wales

Scotland

Uzbekistan
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External inspections of social institutions were 
organized in 18 of the 41 countries with such 
facilities. While 5 countries report that these 
institutions have not been inspected, another 
16 countries could not provide information 
(Fig. 11.10). The lack of information can 
be explained by the fact that social care 
institutions in most countries are not under 
the authority of the health ministries, and 
inspections (if organized) are therefore not 
reported to the health authorities.

In Austria, Bosnia and Herzegovina (Federation 
of Bosnia and Herzegovina and Republika 
Srpska), Germany and the United Kingdom 
(England and Wales), all such facilities were 
inspected in the last available year.

In Azerbaijan, the European Committee for 
the Prevention of Torture and Inhuman or 
Degrading Treatment or Punishment under 
the Council of Europe inspected two mental 
health hospitals in 2006 and found that human 
rights are commonly violated in psychiatric 
institutions.

Representation of service users and  
carers on review bodies
Since the monitoring and inspection bodies 
focus on the experiences of service users and 
carers involved with mental health services, 
their inclusion on visiting teams would add 
great value and credibility. In the Mental 
Health Declaration for Europe, Member States 
commit themselves to ensuring that users and 
carers are involved in reviewing and inspecting 
mental health services. This section reports on 
national practices.

Of the 29 countries reporting that external 
inspections took place last year, 9 indicated 
that users were represented on the review 
bodies assessing the human rights in these 
facilities and 6 indicated that family members 
or carers were involved in the inspections 
(Table 11.3).

Users’ involvement in human rights 
inspections in different countries includes the 
following examples.

Kingdom (England and Wales), overlapping 
considerably with mental hospital 
inspections.

Countries in which external inspections 
covered a limited number of community 
psychiatric inpatient units are:  Bosnia and 
Herzegovina (Republika Srpska) – 80% of 
facilities;  Greece – 10%; Spain (Castilla y León) 
– 6–7%.

External inspection of community residential 
facilities took place in 12 of the 24 countries 
with such facilities. As many as 10 of 24 
countries with such facilities did not provide 
information (Fig. 11.9).

External inspection covered all the community 
residential facilities in Austria, Bosnia and 
Herzegovina (Republika Srpska), Germany, 
Ireland, The former Yugoslav Republic of 
Macedonia and the United Kingdom (England 
and Wales).

In Austria, residents’ advocates in •	
residential facilities have to be informed 
about any restriction of liberty and also 
have the right to perform unannounced 
inspections (legal regulation within the 
law on restriction of liberty in residential 
facilities).
In Denmark, the municipalities inspect the •	
community-based residential facilities and 
the social institutions, but the frequency of 
inspection is up to the municipality.
In Germany, the Medical Advisory Board •	
of the Health Insurance Funds (MDK) 
has been obligated by the Social Code to 
monitor long-term care facilities since 
1996. This can take place without prior 
notice but is not expected to be undertaken 
annually. In addition, the Nursing Home 
Act prescribes monitoring activities that 
are to be undertaken at least once a year by 
the responsible authorities. The authorities 
responsible for overseeing such homes can 
vary depending on the Land but are usually 
local authorities.
In Italy, some inspections have been •	
conducted at the local level, but 
information is not available on the 
proportion of facilities inspected.
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interviews both the residents and the home 
advisory boards. Every resident and the 
home advisory boards can appeal to the 
home monitoring authorities. The Medical 
Advisory Service of the Health Insurance 
Funds also involves service users in their 
reviews.
In the United Kingdom (England and •	
Wales), service users are always involved as 
members of the review teams.

Examples of carers’ involvement in human 
rights inspections in different countries 
include the following.

In France, family and carers are actively •	
involved in inspections and other activities 
related to health services for people with 
mental health problems, particularly the 
National Union of Friends and Families of 
People with Mental Illness (UNAFAM).
In the United Kingdom (England and •	
Wales), carers are also always involved as 
members of the review teams.
Bulgaria and Romania report that carers •	
are not involved in inspections organized 
in mental health facilities because “they 
do not want to be involved”. There are 
no carers’ associations in either of these 
countries.

Availability of protocols for 
involuntary admission, restraint and 
violence management
Monitoring and inspection is facilitated by 
the availability of standards of good practice, 
such as protocols that have been developed 

In Albania, the mental hospital in Elbasan •	
has been visited by a team of experts, and 
a user representative has been part of the 
team.
In Austria, patients’ advocates have a •	
permanent office in each psychiatric 
hospital with constant monitoring of 
conditions (legal regulation within 
the Law on Civil Commitment 
(Unterbringungsgesetz)).
Bulgaria has no users’ organizations; during •	
inspections they are always interviewed in 
detail, but “they do not want to be involved 
in such activities because of the additional 
trauma”.
In Denmark, service users are not •	
represented on the review bodies. 
However, members of the national-level 
review body are elected members of 
Folketinget (parliament), who thus – in a 
sense – inspect on behalf of the population. 
Service users are interviewed during the 
inspections. Members of the other type 
of national-level review body (from the 
Ombudsman) consist of civil servants. 
During these inspections, service users are 
also interviewed, in private if they so wish.
In Georgia, users of services participated •	
in monitoring of only three psychiatric 
hospitals. They also participated in 
designing the assessment of these three 
services, which the European Commission 
supported financially.
In Germany, the home review board •	
established by the Law on Homes, 
Residential Homes for the Elderly and 
Nursing Homes for Older Residents 

Table 11.3. Representation of service users and carers in national and regional review bodies assessing the 
human rights protection of the users of mental health services in groups of countries 

Representation 
in national and 
regional review 
bodies

EU EU15

New EU  
countries 
since 2004

Israel, 
Norway and 
Switzerland

South-eastern 
Europe CIS Total

No. % No. % No. % No. % No. % No. % No. %

Users 

   Yes 5 19 5 33 0 0 0 0 2 29 2 40 9 21

   No 16 59 6 40 10 83 0 0 4 57 3 60 23 55

   Information  
   not available

6 22 4 27 2 17 3 100 1 14 0 0 10 24

Carers

   Yes 3 11 3 20 0 0 1 33 1 14 1 20 6 14

   No 18 67 8 53 10 83 0 0 5 71 4 80 27 64

   Information  
   not available

6 22 4 27 2 17 2 67 1 14 0 0 9 21
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The presence of laws and protocols cannot 
always be assumed to imply familiarity or 
adherence. Some countries admit that these 
protocols are not always followed.

Bosnia and Herzegovina (Federation of •	
Bosnia and Herzegovina): it is not clear to 
what degree protocols are implemented.
The former Yugoslav Republic of •	
Macedonia: legislation regulates the 
involuntary admission, but the remaining 
problem is the use of this regulation in 
everyday practice.

The meaning of protocols for managing 
violence differs across countries. Thus, in 
some countries they refer to procedural 
requirements included in legal documents 
(such as Denmark), whereas in others they are 
policy documents specifying practice (such as 
in the United Kingdom (England and Wales)).

In Denmark, every time a person is subjected 
to involuntary admission, treatment or 
restraint, a separate protocol has to be filled 
out, as required by the Mental Health Act. This 
protocol is recorded in the patient record, and 
all the records are available at any time for 
review or inspection in the department for the 
staff, the regional medical officer and other 
inspection authorities. All this information is 
also reported to the National Board of Health, 

nationally, regionally or locally. Especially 
relevant for human rights monitoring are 
protocols for involuntary admission, restraint 
and violence management.

The large majority of countries indicate they 
have protocols for both involuntary admission 
(36 of 42 countries) and for restraint (35 
of 42 countries) (Table 11.4). Protocols for 
violence management are available in 25 of 42 
countries.

The protocols for involuntary admission 
and restraint are typically specified in legal 
documents, for example:

in Finland, in the Mental Health Act No. •	
1116/1990;
in France, in specific legislation for the •	
protection of individual liberties, sections 
L.3212-1 et seq., L.3213-1 et seq. of the 
Public Health Code;
in Georgia, in the Law on Psychiatric Care, •	
Article 18 and Ministry of Health, Labour 
and Social Affairs Decree No. 87/n;
in Ireland, in the Mental Health Act 2001, •	
which regulates involuntary admissions, 
and the Mental Health Commission rules, 
which govern the use of seclusion and 
mechanical means of bodily restraint; and
in the Russian Federation, in the Law on •	
Psychiatric Care.

Table 11.4. Availability of protocols for involuntary admission, restraint and violence management in groups of 
countries 

Protocols

EU EU15

New EU  
countries 
since 2004

Israel, 
Norway and 
Switzerland

South-eastern 
Europe CIS Total

No. % No. % No. % No. % No. % No. % No. %

Involuntary admission 

   Yes 23 85 14 93 9 75 2 67 7 100 4 80 36 86

   No 4 15 1 7 3 25 0 0 0 0 1 20 5 12

   Information  
   not available

0 0 0 0 0 0 1 33 0 0 0 0 1 2

Restraint

   Yes 23 85 15 100 8 67 2 67 7 100 3 60 35 83

   No 4 15 0 0 4 33 0 0 0 0 2 40 6 14

   Information  
   not available

0 0 0 0 0 0 1 33 0 0 0 0 1 2

Violence management

   Yes 16 59 12 80 4 33 2 67 6 86 1 20 25 60

   No 7 26 1 7 6 50 0 0 1 14 3 60 11 26

   Information  
   not available

4 15 2 13 2 17 1 33 0 0 1 20 6 14
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In Georgia, involuntary admission, restraint •	
and seclusion are recorded in separate 
wards only in the medical documentation 
completed by nurses. They are not gathered 
at the level of hospital administration.
In the Netherlands, the Health Care •	
Inspectorate, designated by law as the 
registering agent, registers involuntary 
admission at the national level.

The following are examples of registration of 
restraint.

In Austria, restraint is only registered at the •	
hospital level.
In Bosnia and Herzegovina (Federation of •	
Bosnia and Herzegovina), each incident of 
restraint is registered in a nursing report.
In Croatia, restraint is registered in hospital •	
and court documents.
In Lithuania, restraint is recorded in the •	
medical case record of the patient.
In the Netherlands, restraint is registered at •	
the institute or hospital.
In the Russian Federation, restraint and •	
the reasons are registered in the patient’s 
medical records.

Seclusion is registered in a similar manner 
as restraint. Three countries indicate that 
seclusion of users of mental health services 
does not take place.

which prepares annual reports that are 
published on its web site. Significant efforts 
are made to validate the data collected at the 
national level. This system ensures systematic 
monitoring of involuntary admission, 
treatment and restraint.

Registration of involuntary 
admission, restraint and seclusion
Most countries report that involuntary 
admission, restraint and seclusion are 
registered (37 of 42, 34 of 42 and 26 of 42 
countries, respectively) (Table 11.5). The 
manner in which involuntary admission and 
restraint are registered varies considerably 
from country to country.

The following are examples of registration of 
involuntary admission.

In Bulgaria, the registered cases of •	
involuntary admission are not available 
at the national level because of the lack of 
a national information system that could 
analyse such data. The cases of restraint and 
seclusion are kept in the hospital records 
but are not processed at the national level.
In the Czech Republic, the data on •	
involuntary admission are not collected 
centrally but only registered in patients’ 
documentation.

Table 11.5. Registration of involuntary admission, restraint and seclusion in groups of countries 

Registration

EU EU15

New EU  
countries 
since 2004

Israel, 
Norway and 
Switzerland

South-eastern 
Europe CIS Total

No. % No. % No. % No. % No. % No. % No. %

Involuntary admission 

   Yes 24 89 15 100 9 75 2 67 6 86 5 100 37 88

   No 2 7 0 0 2 17 0 0 0 0 0 0 2 5

   Information  
   not available

1 4 0 0 1 8 1 33 1 14 0 0 3 7

Restraint

   Yes 22 81 15 100 7 58 2 67 6 86 4 80 34 81

   No 4 15 0 0 4 33 0 0 0 0 1 20 5 12

   Information  
   not available

1 4 0 0 1 8 1 33 1 14 0 0 3 7

Seclusion

   Yes 16 59 11 73 5 42 2 67 6 86 2 40 26 62

   No 4 15 0 0 4 33 0 0 0 0 3 60 7 17

   Not  
   applicable

3 11 2 13 1 8 0 0 0 0 0 0 3 7

   Information  
   not available

4 15 2 13 2 17 1 33 1 14 0 0 6 14
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 Yes     No     Not applicable

Table 11.6. Availability of rates of involuntary admission, restraint and seclusion in countries 
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Albania

Austria

Azerbaijan

Belgium

Bosnia and Herzegovina

Federation of Bosnia and Herzegovina

Republika Srpska

Bulgaria

Croatia

Cyprus

Czech Republic

Denmark

Estonia

Finland

France

Georgia

Germany

Greece

Hungary

Ireland

Israel

Italy

Latvia

Lithuania

Luxembourg

Malta

Moldova

Montenegro

Netherlands

Norway

Poland

Portugal

Romania

Russian Federation

Serbia

Slovakia

Slovenia

Spain

Castilla y León

Catalonia

Extremadura

Galicia

Murcia

Sweden

Switzerland

The former Yugoslav Republic of Macedonia

Turkey

United Kingdom

England and Wales

Scotland

Uzbekistan
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The meaning of “right” can be ambiguous in 
this context. Most countries report that people 
involuntary committed to mental health 
facilities have the right to access to free legal 
representation. An exception is Malta. Israel 
could not provide information on this issue.  
However, the enforcement of this right is poor 
in some countries.

In Bulgaria, the formal recognition of this •	
right is extremely ineffective. In practice, 
the lawyers do not take any active role in 
the hearings. They are only present and 
often have never talked to their clients.
In Georgia, people admitted involuntary •	
have this right in principle, but there are no 
legal services that would not charge these 
people, and the large majority cannot afford 
to hire a lawyer.
In the former Yugoslav Republic of •	
Macedonia, even if there are formal 
instruments that should ensure this right, 
there are very few examples of it being 
respected in practice.
In Turkey people involuntarily committed •	
have the right to access to free legal 
representation. But there is no information 
as to whether anybody has exercised this 
right.

Main activities initiated and 
developed since 2005 related to 
protecting the human rights of 
people with mental health problems

Albania: regular inspection of mental •	
health services; raised awareness of the 
mass media to the human rights of people 
with mental disorders; new regulation of 
the mental health services.
Bosnia and Herzegovina (Republika •	
Srpska): establishment of commissions 
for inspection of psychiatric hospitals 
and monitoring the implementation of 
the Mental Health Law. Inclusion of users 
in commissions. Establishment of users’ 
associations.
Denmark: the National Board of Health, •	
the administrative regions and the patient 
organizations have created a nationwide 
project using the Breakthrough Series 

In Bosnia and Herzegovina (Federation •	
of Bosnia and Herzegovina), there is no 
seclusion in institutions.
In Denmark, seclusion is not permitted •	
according to law, except in the one existing 
high-security department for people with 
mental disorders that have been convicted 
of a crime and committed by the courts as 
being highly dangerous, where it is allowed 
to lock the door of the patient’s own 
room at night and for brief periods in the 
daytime. This department has 30 beds.
In Italy seclusion is not allowed in public •	
services.

Although involuntary admission, restraint and 
seclusion are registered in some way in most 
countries, this does not mean that countries 
can make these data available. Only 22 of 
42 countries produced rates for involuntary 
admission, 10 of 42 for restraint and 7 of 42 
for seclusion (Table 11.6).

Although these countries produced rates 
on involuntary admission, restraint and 
seclusion, the way data had been collected 
and presented was quite inconsistent across 
countries, and publication in such a format 
would be misleading.

One intriguing example of feedback from 
a non-EU country stated that “patients 
are influenced to sign the document 
regarding their agreement with voluntary 
hospitalization”. This country did not report 
any involuntary admissions.

Right to access to legal 
representation free of charge for 
people committed involuntarily
If human rights are to be respected and 
reinforced, people committed involuntarily 
require the right of appeal and access to legal 
representation. Considering that many such 
people and their relatives are unable to afford 
to pay such representation from personal 
means, such representation should be made 
available for free at request, and these people 
need to be informed of their rights.
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Discussion
Human rights protection is a central issue 
in the care of people with mental health 
problems, who are vulnerable and exposed 
to neglect and abuse. Findings on monitoring, 
the presence of protocols and the availability 
of national data for involuntary admission, 
restraint and seclusion show considerable 
variation and are not always reassuring.

The proportion of countries reporting the 
presence of inspection bodies is high, and many 
performed a wide range of functions, especially 
in the EU15 countries. Many of these countries 
seem to have invested in intensive systems of 
monitoring and inspection. However, even in 
these countries the representation of users 
and carers on visits to mental facilities, a 
commitment in the Mental Health Declaration 
for Europe, was far from standard.

Some countries reporting positively on 
the existence of inspection bodies and 
representation of users and carers acknowledge 
that the practice is very limited. For example, 
in some instances a single visit was made to 
a hospital, organized by a nongovernmental 
organization. However, the recognition that 
involving users and carers is good practice is 
positive, and it is to be hoped that countries 
can learn from these examples and build 
on them. The constructive role of many 
nongovernmental organizations in this field 
should be acknowledged.

Of concern is that only a few countries  
provided data on rates of involuntarily 
admission, restraint or seclusion, even though 
more than 70% of the countries report that 
national and regional review bodies are 
assigned to review these functions and register 
them in some form.

This report indicates that protocols, 
particularly for involuntary admission and 
restraint but less so for violence management, 
are widely available across the European 
Region. The next question is the comparability 
and quality of these protocols and the degree 
of their distribution and adherence.

method to develop a culture at the hospital 
units to improve the quality of compulsory 
treatment. A new Mental Health Care Act 
improves statutory rights. The Act was 
passed in 2006 and entered into force on  
1 January 2007.
Estonia: a review mechanism by the •	
Chancellor of Justice was implemented 
in 2003; the Code of Civil Procedure has 
changed the procedure for involuntary 
admissions, mainly endorsing safeguards 
since 2006.
The former Yugoslav Republic of •	
Macedonia: the Parliament adopted the 
Mental Health Law in June 2006, focusing 
mainly on human rights issues.
Georgia: in 2005, the Public Monitoring •	
Council was established under the Office 
of the Public Defender (Ombudsman). In 
2006, Parliament adopted the new Law on 
Psychiatric Care.
Ireland: the Mental Health Act 2001 was •	
implemented on a phased basis. It became 
fully operational in November 2006.
Montenegro: adoption and enforcement •	
of the Law on the Protection of and the 
Exercise of the Rights of People with 
Mental Disorders.
Norway: an action plan for reducing the •	
use of involuntary treatment in 2006; 
initiatives for an Anti-Discrimination Act 
that entered into force on 2006; a national 
strategy to reduce social inequality in 
health from 2006.
Poland: amendments to the Mental Health •	
Act concerning the ombudsmen of the 
rights of psychiatric hospital patients 
(2005).
Romania: implementation rules for the •	
Mental Health Law (2 May 2006) and a 
Ministerial Order for monitoring human 
rights in psychiatric hospitals (27 March 
2006).
Sweden: introducing involuntary treatment •	
in outpatient care.
United Kingdom (England and Wales): •	
passage of new national mental health 
legislation in 2007 includes, for example, 
rights to independent advocacy. A new 
Mental Capacity Act in 2006.
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These findings show that further efforts are 
needed to collect basic data to allow more 
in-depth analysis of comparative data and 
dissemination of good practices related to 
safeguarding the human rights of people with 
mental disorders. This could include reviewing 
procedures to prevent poor practices and 
abuse related to involuntary admission and 
involuntary treatment and reviewing the 
availability and effectiveness of alternatives to 
restraint or seclusion.

Finally, access and affordability to legal 
representation is very poor in some countries, 
despite the legal right to such free legal 
representation. Without such representation, 
the people with mental health problems 
are unlikely to be in a position to enforce 
their rights, and this needs to be redressed 
urgently.

Many countries are making progress in this 
area, and it is to be hoped that these data will 
stimulate countries toward further progress.
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hospitals, and most of the countries also collect 
data from the community mental health 
sector (Table 12.1). Information on whether 
data are collected from the social care sector 
is not available in 15 of 42 countries. There 
seems to be a surprising inverse correlation 
between the complexity of the social care 
system and the collection of data in the social 
care sector. Thus, social care data are more 
available in the lower-income countries in 
the CIS and south-eastern Europe than in EU 
countries. The reason is that data collected in 
the CIS countries, south-eastern Europe and 
many of the EU countries joining since 2004 
are simple, mostly consisting of numbers of 
residents in institutional social care settings, 
as explained in the country examples.

The following are examples of country 
activities.

Finland: in practice data are collected very •	
well in institutional settings but are less 
reliable and extensive in primary health 
care, basic social services and community-
based mental health care.
Georgia: social care residences do not •	
complete special statistical forms but 
regularly write brief reports to the Ministry 
of Health. At the end of each year, all mental 
health facilities send a special statistical 
form to the Centre for Disease Control and 
Medical Statistics of the Ministry of Health.
Germany: in hospital practice, the BaDo •	
(basic documentation) system has 
established itself as a kind of standard, 
although it is seldom implemented in 
the recommended form in hospitals. 
The situation has become even more 
confusing, since the items in the most 
widespread version of BaDo (DBPPN 
Version – A, E, ZA and ZE items) have been 
changed repeatedly in the past years. Not 
only for this reason but also because of 
the particular interests of the individual 
software providers that work with the 
hospitals, most of the BaDo applications 
have compatibility problems with other 
BaDo sets. More uniformity has been 
achieved only in certain geographical 
areas (Baden-Württemberg, for example) 
because of obligations concerning 
documentation.

The governance of health systems relies on a 
valid data set to monitor trends, especially at a 
time of reform when input, process, output and 
outcome measures may indicate the success or 
failure and a need for intervention at the policy 
level1. Eurostat collects some variables at the 
international level  on behalf of the European 
Commission. Research programmes such as 
the European Study of the Epidemiology of 
Mental Disorders (ESEMeD) project collect 
data for some detailed but more limited data 
sets2. 

Earlier chapters in this report identified some 
major gaps in information and needs for 
research. This chapter outlines the present 
status of information systems at the local 
or national level in European countries. A 
distinction has been made between health 
and other systems. Since community-based 
mental health services rely heavily for 
effective functioning on partnerships across 
sectors, it would have been ideal to know 
about compatibility, but this question was not 
considered realistic.

This chapter also reports on research 
investment. The objective of community-
based mental health care is to develop services 
responding to the needs of the population and 
individuals. This requires epidemiological 
data and needs assessments to inform 
policy-makers and planners. Finally, the 
survey enquired about agencies in countries 
responsible for producing and disseminating 
guidelines, encouraging consistent standards 
of practice.

Information on mental health
Data collection systems in mental health 
facilities
Nearly all countries collect a minimum set of 
data based on defined indicators from mental 

1	 Health statistics. Key data on health 2002. Data 
1970–2001. Luxembourg, Office for Official 
Publications of the European Communities, 2002. 
Health in Europe. Results from 1997–2000 surveys. Luxembourg, 
Office for Official Publications of the European Communities, 
2003.

2	 Alonso J et al. Use of mental health services in Europe: results from 
the European Study of the Epidemiology of Mental Disorders 
(ESEMeD) project. Acta Psychiatrica Scandinavica, 2004, 109(Suppl 
420):47–54.

12. Information and research on mental health
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mental health services; and 2) for clinical 
psychiatric discharge summaries. These are 
no minimum data sets because collection 
of each of the data items they contain is 
not mandated. However, they do mandate 
that when a data item is collected, it must 
be collected in the nationally agreed 
format. See the Health and social care data 
dictionary3. 

Reports covering mental health data
Reports covering mental health data are being 
published by or on behalf of the government 
health department in 34 of 42 countries 
(Table 12.2). Some countries produce reports 
that include analysis of the findings, whereas 
others release statistical data.

Some countries publish dedicated mental 
health reports (such as Austria, Germany, 
Ireland, the Netherlands and the United 
Kingdom (England and Wales)), and other 
countries present mental health data as part 
of overall health reports (such as Bosnia 
and Herzegovina (Federation of Bosnia 
and Herzegovina), Bosnia and Herzegovina 
(Republika Srpska), Bulgaria, Georgia, Russian 
Federation and the former Yugoslav Republic 
of Macedonia).

3	 Health and social care data dictionary. Edinburgh, Information 
Services Division, NHS National Services Scotland, 2008 (http://
www.datadictionar yadmin.scot.nhs.uk/isddd/9215.html, 
accessed 8 May 2008).

Greece: although there has been defined •	
a list of indicators since 1996 (DATAPSY), 
such data are not collected.
Hungary: there is a unified database •	
within certain clinics and hospitals but 
no nationwide network (with all mental 
health facilities included in the country).
Lithuania: the Health Information Centre •	
under the Ministry of Health collects  and 
analyzes statistical information about 
the health status of the population and 
the activity and resources of health care 
institutions, including human resources. It 
also coordinates a public health monitoring 
programme that includes mental health.
Poland: the Institute of Psychiatry and •	
Neurology has collected and published 
annually (statistical yearbook) data on 
mental health services, including their 
human and material resources since 1968.
Russian Federation: an official reporting •	
form for primary registration is completed 
in the mental health institution 
(dispensaries and psychiatric hospitals) for 
every person receiving mental health care.
Serbia: the data are regularly collected •	
in official reports made quarterly. Each 
institution submits data to the Republic 
Institute for Public Health.
United Kingdom (Scotland): there are •	
clinical data standards for: 1) encounter 
and intervention recording in community 

Table 12.1. Collection of a formally defined mental health data from different sectors (minimum data set) in 
groups of countries 

Sectors 
collecting data

EU EU15

New EU  
countries 
since 2004

Israel, 
Norway and 
Switzerland

South-eastern 
Europe CIS Total

No. % No. % No. % No. % No. % No. % No. %

Hospital

   Yes 26 96 15 100 11 92 3 100 6 86 5 100 40 95

   No 1 4 0 0 1 8 0 0 0 0 0 0 1 2

   Information  
   not available

0 0 0 0 0 0 0 0 1 14 0 0 1 2

Community mental health

   Yes 22 81 12 80 10 83 2 67 5 71 4 80 33 79

   No 1 4 0 0 1 8 0 0 0 0 0 0 1 2

   Information  
   not available

4 15 3 20 1 8 1 33 2 29 1 20 8 19

Social services

   Yes 13 48 7 47 6 50 2 67 4 57 4 80 23 55

   No 3 11 0 0 3 25 0 0 0 0 1 20 4 10

   Information  
   not available

11 41 8 53 3 25 1 33 3 43 0 0 15 36
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Table 12.2. Availability of regular reports covering mental health data published by or on behalf of the 
government health department in groups of countries

Sectors 
collecting data

EU EU15

New EU  
countries 
since 2004

Israel, 
Norway and 
Switzerland

South-eastern 
Europe CIS Total

No. % No. % No. % No. % No. % No. % No. %

Yes 23 85 12 80 11 92 3 100 4 57 4 80 34 81

No 4 15 3 20 1 8 0 0 2 29 1 20 7 17

Information not 
available

0 0 0 0 0 0 0 0 1 14 0 0 1 2

Research on mental health
Funding of mental health research
Public money is funding research in mental 
health in 25 of 42 countries (Fig. 12.1). 
Information on the proportion of the overall 
health research budget allocated to mental 
health research is not available in 27 of 42 
countries. In countries for which information 
is available funding varies considerably, both 
in absolute terms and as a proportion of the 
overall research budget (Tables 12.3 and 12.4). 
The tables below show that only the EU15 
countries, Israel, Norway and Switzerland 
could afford to invest in research, and even in 
these countries the large majority of countries 
did not provide any information.

Switzerland: the Swiss National Science •	
Foundation database system does not allow 
for segregation of the above mentioned 
categories. In 2006, 59 research projects on 
mental health–related topics – including 
basic brain research – were up and running, 
for a total of Sw.fr. 17.3 million (average 
Sw.fr. 293 000 per project).
United Kingdom (England and Wales): There •	
is a government-funded national mental 
health research network. Research to better 
understand mental illness and the impact 
of mental health services continues to be 
a priority for the Department of Health. In 
March 2007, the National Director of Mental 
Health announced £1 million in new funding 
for research to support implementation of 
the Mental Health Act, and in April 2007 
the Department of Health announced a 
further £45 million for research into mental 
health, such as services in primary care and 
improving physical health for people with 
severe mental illness. The Department of 
Health has already awarded more than £7.4 
million to mental health trusts in the current 

fiscal year through the new National Institute 
for Health Research funding streams. The 
National Institute for Health Research is, and 
intends to continue to be, a major funder of 
mental health research.
Netherlands: 368 research projects in •	
mental health and addiction funded by 
ZonMw (organization for health research 
and development in the Netherlands) with 
average budgets of €100 000 per year = €37 
million on a total budget of €100 million.
Germany: research focus on psychotherapy •	
(eating disorders, social phobias, attention 
deficit disorder, anxiety disorders and 
psychosis), 2006–2010, €13 million; 
Competency Network on Depression and 
Suicidality, 1999–2008, €15.1 million; 
Competency Network on Schizophrenia, 
1999–2009, €14.5 million; Competency 
Network on Dementia, 2002–2007, €12.7 
million.

Information not available: 
Montenegro

No: 
Albania, Austria, Azerbaijan, Cyprus, Georgia, Greece, Hungary, 
Latvia, Malta, Poland, Romania, Serbia, Slovakia, 
Spain (Extremadura, Galicia, Murcia), the former Yugoslav 
Republic of Macedonia, Turkey, Uzbekistan

Yes: 
Belgium, Bosnia and Herzegovina (Federation of Bosnia and 
Herzegovina and Republika Srpska), Bulgaria, Croatia, 
Czech Republic, Denmark, Estonia, Finland, France, Germany, 
Ireland, Israel, Italy, Lithuania, Luxembourg, Netherlands, 
Norway, Portugal, Moldova, Russian Federation, Slovenia, 
Spain (Castilla y León and Catalonia), Sweden, Switzerland, 
United Kingdom (England and Wales and Scotland)

Fig. 12.1. Allocation of public funds to mental 
health research in countries 
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Table 12.3. Allocation of public funds to mental health research in groups of countries 

Allocation of 
public funds

EU EU15

New EU  
countries 
since 2004

Israel, 
Norway and 
Switzerland

South-eastern 
Europe CIS Total

No. % No. % No. % No. % No. % No. % No. %

Yes 18 67 13 87 5 42 3 100 2 29 2 40 25 60

No 9 33 2 13 7 58 0 0 4 57 3 60 16 38

Information not 
available

0 0 0 0 0 0 0 0 1 14 0 0 1 2

Table 12.4. Proportion of the overall health research budget allocated to mental health research in countries 

Country Proportion (%) Comments

Bulgaria 6 Planned but not spent in 2006. The budget for 2007 was the same but the 
money was not available.

Czech Republic 3.8 Estimate

Germany 9

Ireland 18.5 Includes €5 million allocated to autism research in 2006. The total amount for 
new research in mental health was about €6 million.

Israel 7.7

Italy 5 Data refer only to research funding of the Research Department of the 
Ministry of Health.

Poland 10 Rough estimate for 2003

Spain (Castilla y Léon) 17

Switzerland 12.9 Global Swiss National Science Foundation budget: CHF 430.8 million. 
Biomedical research: CHF 134.2. million. Mental-health-related research: CHF 
17.3 million´. Federal Social Insurance Office disability research programme: 
CHF 3 million for three years, of which CHF 1 million (33.3%) is research into 
mental causes of disability

United Kingdom

   England and Wales About 7–10 £40.2 million (additional £34 million for neuroscience research). Exact total 
spending on health research is not available.

   Scotland 7.5 Chief Scientist Office (£4 million); Health Department Analytical Services 
Division of the Scottish Executive: two discrete programmes of research 
(about £650 000 annually).

Table 12.5. Allocation of mental health research budget to different types of research in countries 

Country

Proportion of mental health research budget (%)

Service research
Health promotion and 
disorder prevention Other areas (%)

Bulgaria 6 Information not available Information not available

Georgia 0 0 0

Israel 0 28 72

Italy 35 15 50

Switzerland 80 0 20

United Kingdom

   England and Wales 31 4 65

   Scotland 13 (Chief Scientist Office) 
0 (Health Department 
Analytical Services Division 
of the Scottish Executive)

0 (Chief Scientist Office) 
66 (Health Department 
Analytical Services Division 
of the Scottish Executive)

87 (Chief Scientist Office) 
33 (Health Department 
Analytical Services Division 
of the Scottish Executive)
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producing and disseminating evidence-based 
treatment guidelines for mental health (Box 
12.1, Fig. 12.2).

Denmark has a national policy of producing 
guidelines for all common health conditions, 
including mental health. In practice, the 
responsibility for producing guidelines 
is not assigned to one single institution. 
Various institutions such as the National 
Board of Health or professional societies have 
produced guidelines for several mental health 
conditions.

Discussion
This chapter reinforces the major divide across 
the European Region between countries with 
well-developed information systems that also 
invest in research and dissemination, typically 
the EU15 countries, and the countries that do 
not. If these data were cross-tabulated with the 
presence of community services and diversity 
of workforce, a clear correlation would be 
found.

All countries systematically collect hospital 
information data. Data on community mental 
health and social care activities are less 
comprehensively collected. These data sets 
are probably not linked in many countries, 
possibly even using incompatible software. 
This is a great challenge for the future.

This survey mostly provides qualitative data, 
but the research investment in some EU 

No: 
Albania, Austria, Azerbaijan , Cyprus, Denmark, Greece, Malta, 
Montenegro, Portugal, Moldova, Slovakia, Switzerland, Turkey

Yes: 
Belgium, Bosnia and Herzegovina (Federation of Bosnia and 
Herzegovina and Republika Srpska), Bulgaria, Croatia, 
Czech Republic, Estonia, Finland, France, Georgia, Germany, 
Hungary, Ireland, Israel, Italy, Latvia, Lithuania, Luxembourg, 
Netherlands, Norway, Poland, Romania, Russian Federation, 
Serbia, Slovenia, Spain (Castilla y León, Catalonia, 
Extremadura, Galicia and Murcia), Sweden, 
the former Yugoslav Republic of Macedonia, 
United Kingdom (England and Wales and Scotland), Uzbekistan

Fig. 12.2. Presence of an organization responsible 
for producing and disseminating evidence-based 
treatment guidelines for mental health in countries 

Countries struggled to answer how the 
mental health research budget is distributed 
across different research areas such as mental 
health services, mental health promotion, 
mental disorder prevention or other research 
areas. About 80% of the countries reported 
that this kind of information is not available  
(Table 12.5).

Organizations responsible for producing 
and disseminating evidence-based 
treatment guidelines for mental health
Most countries (29 of 43) have assigned an 
organization or organizations responsible for 

Box 12.1. Producing and disseminating evidence-based treatment guidelines for 
mental health in the Netherlands
The National Steering Committee for Multidisciplinary Guidelines Development in Mental 

Health Care has been in operation since January 1999. This Committee comprises the 

professional associations for primary care doctors, psychiatrists, psychotherapists, 

psychologists and nurses. The Committee is supported by the Dutch Institute for Health Care 

Improvement and the Trimbos Institute (Netherlands Institute of Mental Health and Addiction, 

www.trimbos.nl). The Steering Committee is further supported by an Advisory Board 

comprising employers in mental health care, health insurance funds, the national government, 

universities and the Netherlands Health Care Inspectorate. The Steering Committee has 

(advisory) subcommittees for client involvement and for implementation. The Steering 

Committee is responsible for developing and implementing multidisciplinary guidelines in 

collaboration with the Trimbos Institute and the Dutch Institute for Health Care Improvement. 

The secretariat of the Committee is at the Trimbos Institute.
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is essential, if only for translation purposes, 
and since implementation relies on local 
ownership, a national role is justifiable, but 
there may be a place for close collaboration 
that could deliver considerable gains in quality 
and efficiency.

These findings confirm that international 
collaboration could be productive in 
information and research. However, the 
challenges of the availability and reliability of 
data are major obstacles, as has been illustrated 
by past attempts. The most promising area is 
probably identifying and disseminating good 
evidence, allowing local agencies to adapt this 
for local implementation.

countries is higher than the total mental health 
budget of some lower-income countries in the 
European Region. Slightly surprising is the lack 
of information about investment in specific 
categories, possibly due to decentralized 
research funding bodies.

Many countries have agencies responsible 
for producing and disseminating evidence-
based treatment guidelines for mental health. 
Considering the few countries investing heavily 
in research, most countries probably have no 
access to original research. This suggests that 
most agencies are analysing identical research, 
presumably to publish comparable treatment 
guidelines. Although some adaptation to the 
unique characteristics of individual countries 



This report is the first ambitious attempt 
to bring together data on mental health 

policy and practice from across the 
European Region of WHO
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None of these developments is homogeneous 
across the Region. If one word could 
summarize this report, it would be diversity. 
Many sentences and tables in the chapters are 
characterized by diverse differences.

Diverse differences can be exemplified by 
the numbers of psychiatrists, which most 
countries were able to provide reliably, since 
registries for this specialist profession that 
requires licensing and certification exist 
everywhere. The rates are diverse, varying 
more than 10-fold across the European 
Region. Nevertheless, there is more behind 
these data than diversity of rates. Psychiatrists 
work within different health systems and 
different cultures, have different roles and 
responsibilities and apply different skills, 
which cannot be elucidated systematically 
in a survey. Although psychiatrists consider 
themselves as carrying a well-defined identity 
determined by commonalities in values and 
skills and shared memberships of professional 
organizations, they also possess many 
unquantifiable differences. This applies even 
more so to less precisely defined categories 
such as nurses and psychologists.

Some categories are even more fluid. An 
example is community services, despite careful 
definitions that were discussed and agreed in 
advance in principle. However, concepts such 
as community or user involvement can have 
very different meanings or interpretations 
across the Region in practice, related to cultural, 
political and health system tradition and 
development. A community-based psychiatric 
inpatient unit in one country can be an 
institution in another. Perceived involvement 
of service users in one country is oppression in 
another. This report has attempted to clarify 
such conceptual variability by presenting 
examples from a range of countries.

The European Region is still diverse, but 
evidence emerging from this baseline 
survey shows that mental health policies, 
interventions and services show a trend towards 
convergence. Most policies and legislations 
cover a comparable scope. Most countries now 
provide some community services, although 
in some on a small pilot scale and supported by 

This first European baseline survey, conducted 
by the WHO Regional Office for Europe and 
co-funded by the European Commission, 
offers an overview of the status of mental 
health activities in the WHO European Region. 
A large majority of the European Member 
States, 42 countries representing every part of 
the Region, completed the questionnaire. The 
report, therefore, offers an impression of the 
state of development in countries across the 
European Region and permits some cautious 
analysis of the state of mental health policies 
and programmes.

The WHO Regional Office for Europe 
coordinated the data collection, working 
closely with its counterparts in countries. 
Data were produced on behalf of the health 
ministries of countries and usually involved 
several departments within the ministries. 
Submissions were checked and queried 
repeatedly, but the resulting data are the 
responsibility of countries and have not been 
independently validated or cross-checked. 
This would have been very challenging in any 
case, since no independent sources exist apart 
from very few research projects that have 
focused on narrow fields also covered in this 
report such as number of beds and admissions 
or levels of funding, using different methods.

Overall, the chapters present a picture of 
progress in many of the areas covered by 
the Mental Health Declaration for Europe 
and Mental Health Action Plan for Europe. 
Some European countries lead the world in 
the vision and quality of activities. The large 
majority of countries now have mental health 
policies and legislation, and many, but not all, 
countries are making some progress towards 
implementing community-based mental 
health services. The role of primary care in the 
care of people with mental health problems 
is growing, and partnerships with other 
agencies are being established. Most countries 
are creating an increasingly diverse and 
competent workforce. Countries are gradually 
accepting the involvement of service users and 
carers as good practice, and most countries 
are establishing programmes for the social 
inclusion of service users, if often initially on 
a small and local scale.

13. Conclusion
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role in delivery. Programmes targeting 
the mental health of students in school 
settings are inconsistently implemented, 
although most countries have mental 
health specialists available in schools. Few 
countries have developed programmes that 
systematically address mental health in the 
workplace. Related to this, several countries 
have developed policies to prevent stress in 
the workplace in partnership between the 
employment and health sectors.

These data do not inform about local 
initiatives, and many schools and workplaces 
may well have initiated excellent practices, 
irrespective of national policies. If so, they 
have not been disseminated effectively.

Striking was the lack of evaluation of 
programmes covered by this milestone, despite 
the investment. This is likely to hinder the 
adoption of such programmes elsewhere. Two 
recent joint publications by Health Scotland 
and the WHO Regional Office for Europe1  
describe a good example of a systematic and 
comprehensive approach to developing, 
implementing and evaluating an anti-stigma 
campaign.

2. �Scrutinize the mental health impact of 
public policy

Just over one third of countries perform a 
health impact assessment, mostly in the 
form of population mental health surveys or 
service accreditation. Mental health impact 
assessment of policy – systematic evaluation 
of the effects of implementing policy on the 
mental health of the population or vulnerable 
groups – was not mentioned. This subject 
has raised interest, and some initiatives have 
taken place under recent EU presidencies. 
More wide-ranging attempts need to be 
undertaken, technology developed and results 
disseminated.

1	 Stigma: an international briefing paper. Edinburgh, Health Scotland, 
2008 (http://www.healthscotland.com/uploads/documents/6421-
Stigma_Guidebook_for_Action%202635.pdf, accessed 8 May 2008). 
Stigma: a guidebook for action. Edinburgh, Health Scotland, 2008 
(http://www.healthscotland.com/uploads/documents/6422-
Stigma_An_International_Briefing_Paper_2704.pdf, accessed 8 
May 2008).

international nongovernmental organizations. 
The involvement of service users and carers is 
mostly accepted as good practice, although 
implementation differs. It is to be hoped that 
this convergence will progress, eventually 
offering the comprehensive range of mental 
health activities stated by the priorities of the 
Mental Health Declaration for Europe:
i.	� foster awareness of the importance of 

mental well-being;
ii.	� collectively tackle stigma, discrimination 

and inequality, and empower and support 
people with mental health problems and 
their families to be actively engaged in this 
process;

iii.	� design and implement comprehensive, 
integrated and efficient mental health 
systems that cover promotion, prevention, 
treatment and rehabilitation, care and 
recovery;

iv.	� address the need for a competent 
workforce, effective in all these areas; and

v.	� recognize the experience and knowledge 
of service users and carers as an important 
basis for planning and developing mental 
health services.

The discussion at the end of each chapter has 
already raised many of the challenges and 
priorities for further action. More specifically, 
it is important to judge the data in this report 
against the 12 milestones in the Mental Health 
Action Plan for Europe. These were agreed with 
Member States who committed themselves 
to move towards these milestones by 2010. 
This survey indicates progress on each of the 
milestones.

1. �Prepare policies and implement activities 
to counter stigma and discrimination and 
promote mental well-being, including in 
healthy schools and workplaces

Almost 80% of countries have carried out 
activities to tackle stigma and discrimination, 
although fewer countries in south-eastern 
Europe and CIS countries. Government 
agencies are involved in most countries, 
especially as funders, but nongovernmental 
organizations and, to a lesser extent, 
professional associations often play an active 
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Quite consistently, more women attended 
outpatient clinics, whereas admission to 
hospitals was more balanced, with a bias 
towards men. There are many possible 
explanations, including women more often 
targeted or more receptive to prevention 
activities and asking for help at an earlier 
stage.

Few countries could offer information on the 
number and distribution of beds and places 
by sex. The explanation for this was the need 
for flexibility, allowing mixed occupancy as 
required. This raises the question of whether 
wards are mixed in some countries and how 
this is managed to create a safe and dignified 
environment, especially for women.

5. �Prioritize services that target the mental 
health problems of marginalized and 
vulnerable groups, including problems 
of comorbidity, i.e. where mental health 
problems occur jointly with other 
problems such as substance misuse or 
physical illness

About two thirds of countries have developed 
policies or programmes to prevent mental 
health problems among vulnerable groups. 
The target groups vary considerably, from the 
Roma population in south-eastern Europe to 
minorities and refugees in many countries in 
western Europe.

A specific challenge for ethnic and minority 
groups is access to services. This is very 
inconsistent, if known at all, with 25% of 
countries reporting underrepresentation and 
equal representation. Very few countries report 
overrepresentation. This has to be interpreted 
in the light of very different combinations 
and characteristics of minority groups across 
countries, and this is an important subject for 
further analysis.

A concern is the neglect of physical health 
care offered to people diagnosed with a 
mental disorder. There are numerous formal 
arrangements between mental health services 

3. �Include the prevention of mental health 
problems and suicide in national policies

About one quarter of countries introduced 
policies or programmes to prevent suicide 
by reducing access to lethal means or by 
recognizing and treating at-risk population 
groups in primary health or specialized care 
settings during the past five years. In some 
groups of countries, the number of countries 
that have policies is higher than the number 
that had implemented programmes. This is 
either due to a lag period of implementation 
or because some countries have wide-
ranging policies that are beyond the scope 
of implementation. In contrast, some EU15 
countries had programmes but not policies.

Especially many EU15 and other high-income 
countries have introduced policies and 
programmes that aim to prevent depression, 
targeting the whole population. Far fewer 
countries have developed and implemented 
programmes targeting vulnerable groups, such 
as the children of parents with mental health 
problems, women (postpartum depression), 
employees or bereaved widows and widowers. 
Considering the greater effectiveness and 
efficiency of targeted programmes, this is an 
area for potential development.

4. �Develop specialist services capable of 
addressing the specific challenges of the 
young and older people, and gender-
specific issues

Young people are mostly reasonably 
well addressed in stigma and well-being 
campaigns. In contrast, few countries reach 
out to older people. Fewer specialist services 
are generally available for older people as 
compared with children and adolescents. 
The exception is residential facilities. These 
have very different functions for these two 
groups and cannot therefore meaningfully 
be compared. More countries offer specialist 
training to psychiatrists for treating children 
than for psychiatrists for  older people. The 
impression is of bias against old people.
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A few countries have introduced regulation 
and guidance that could form a model of 
good practice, possibly in partnership with 
international agencies committed to this 
field such as the European Union of Medical 
Specialists.

Remarkably few countries could provide 
information about the number of psychiatrists 
and nurses immigrating or emigrating. Since 
this is a source of major concern for workforce 
planning, particularly in lower-income 
countries, this is issue needs attention.

8. �Define a set of indicators on the 
determinants and epidemiology of mental 
health and for the design and delivery of 
services in partnership with other Member 
States

All countries collect a minimum data set 
covering hospital information data. Data on 
community mental health and especially 
social care activities are less often available. In 
many countries, such data sets are probably 
not collected, and some countries are still in 
the process of developing software. There are 
no known examples of different countries 
using identical or compatible software on a 
national scale.

Attempts have been made repeatedly to agree 
on indicators, particularly across the EU. Some 
basic indicators are available, predictably 
mostly related to hospital activities. Although 
it is easily agreed that indicators need to be 
specific, measurable, achievable, realistic 
and timely (SMART), their development is 
quite challenging for a dynamic area such as 
mental health. The lack of precise responses 
from many countries to a proportion of the 
questions in this survey, agreed and tested 
in advance, shows the challenge ahead. 
Nevertheless, this priority cannot be avoided 
if countries intend to manage their reform and 
desire to benefit from advances elsewhere.

9. �Confirm health funding, regulation and 
legislation that is equitable and inclusive of 
mental health

and other health agencies covering primary care, 
HIV and AIDS, reproductive health, adolescent 
health and substance misuse disorders. It would 
be valuable to have data on the number of cross-
referrals, treatment offered and particularly the 
experience of service users.

6. �Develop partnership for intersectoral 
working and address disincentives that 
hinder joint working

Formal collaborative agreements often 
exist between the mental health sector and 
education, welfare, services for older people 
and the criminal justice system, especially in 
the EU. There are some relative gaps, such as 
the lack of partnerships with employment and 
housing in some countries. It is not known how 
effectively these formal partnerships operate 
in practice, particularly under pressure.

Some of the initiatives are local and small scale, 
especially in the eastern part of the Region, 
where nongovernmental organizations 
fund and deliver many activities. This raises 
questions about sustainability and diffusion. 
There is a great difference between some of the 
universal programmes in EU15 countries and 
the local pilot programmes in other countries. 
Few evaluations of such pilot services are 
available. Comparative work is necessary to 
determine whether some of the large-scale 
programmes in high-income countries in 
Europe could be efficient in less affluent 
countries.

7. �Introduce human resource strategies to 
build up a sufficient and competent mental 
health workforce

Fewer than half the countries have a national 
workforce strategy. The variation in numbers, 
skill mix and training of the workforce is 
considerable, even within countries, raising 
questions about quality across the Region and 
consistency in treatment and care practices.

Continuing education lacks regulation; it 
is often informal and provided by external 
agencies, sometimes with a conflict of interest. 
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choice and access to a range of services, as 
detailed in this report. The reliance on mental 
hospitals is still high in parts of the Region 
but declining gradually. The gap between 
policy and practice in the coverage of some 
essential components of community-based 
services such as 24-hour crisis care needs to 
be addressed with some urgency.

Nevertheless, some countries have given 
examples of degrading practices that are 
still in existence, particularly related to 
institutions such as mental hospitals and social 
care homes. These countries express their 
commitment to change but are struggling due 
to a combination of infrastructure limitations, 
economic pressure, workforce shortages and 
cultural factors. Changing conditions and care 
practices in these places is one of the highest 
priorities for the next few years, which will 
require the solidarity of other countries in the 
WHO European Region.

Information needs to be collected on 
safeguarding the human rights of people 
with mental disorders, such as reviewing 
procedures to prevent poor practices and 
abuse related to involuntary admission and 
treatment and the effectiveness of alternatives 
to restraint or seclusion.

Despite the legal right to legal representation 
free of charge in almost all countries, access 
and affordability of legal representation is 
very poor in some countries. Without such 
representation, service users are unlikely to 
be in a position to enforce their rights, and this 
needs attention.

11. �Increase the level of social inclusion of 
people with mental health problems

Mental health problems are the major cause 
of disability in many countries. People with 
mental health problems have lower workforce 
participation than that of people with other 
health problems. Most countries recognize 
the challenge this poses and have introduced 
disability legislation that includes disability 
due to mental health problems.

Investment in mental health is generally 
higher as a proportion of the health budget in 
higher-income countries than lower-income 
countries, with implications for service 
development, quality of care and equity. The 
proportion of spending on mental health 
promotion and mental disorder prevention is 
always very low, probably absent in some of the 
lowest-income countries, with implications 
for inclusiveness and fairness.

Medication should be freely available for 
vulnerable people, at least in principle. In the 
lowest-income countries, supply is not always 
sufficient, and families and service users may 
end up paying out of pocket. Psychosocial 
therapy more often relies on co-payments. 
Since some forms of brief psychological 
interventions are as effective and cost the 
same as medication, with fewer unwanted 
side effects, shifting investment might be 
worth considering.

Distribution of funding should favour the 
most vulnerable and poorest population 
groups. Few countries distribute funding 
based on an equitable formula. A comparison 
of techniques and formulas used across the 
Region might be instructive.

10. �End inhumane and degrading treatment 
and care and enact human rights and 
mental health legislation to comply 
with the standards of United Nations 
conventions and international legislation

Most countries have modern policies and 
legislation, many developed since the Mental 
Health Declaration for Europe was endorsed, 
incorporating many of the priorities and actions 
of the Declaration. It is less clear whether 
these countries have implemented these 
policies and legislation. This report describes 
some instances of the implementation of good 
practice without the presence of policy. The 
role of primary care in diagnosing and treating 
people with common and severe mental 
health problems is an example.

The development of community-based 
services in many countries has increased 
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Most countries have legislation that 
guarantees financial support for housing or 
incentives to employ people with disability, 
particularly in the EU. These entitlements are 
generic: addressing the group of people with 
disability as a whole, and not always enforced, 
and people with mental health problems can 
be selectively excluded from employment 
opportunities. Further information on 
equitable access for people with mental health 
problems is important.

12. �Ensure representation of users and carers 
on committees and groups responsible 
for the planning, delivery, review and 
inspection of mental health activities

There has been considerable progress in the 
recognition of service users and carers as 
partners on bodies that are responsible for 
planning, running and monitoring mental 
health activities, although mainly in EU15 
countries. This is one of the areas with 
the sharpest gradation across the Region. 
Involvement of service users is strongly 
associated with the involvement of carers and 
government support.

Representation of service users and carers 
on inspection visits to mental facilities, a 
commitment in the Mental Health Declaration 
for Europe, is far from standard in every part 
of the Region. A differentiation also needs to 
be made between acting as a full member of 
a statutory review team and being included 
on a visit of a foreign nongovernmental 
organization, without any status. The 
recognition that the involvement of service 
users and carers is good practice is a hopeful 
sign of future progress. This is an area where 
lessons can be learned from the experiences 
of the countries that have introduced such 
practices.

WHO action
The conclusions of this report indicate the 
need for future activities the WHO Regional 
Office for Europe needs to pursue on behalf 
of its Member States and as mandated in the 
Mental Health Declaration for Europe. To meet 
the challenges and opportunities identified 

in this survey, the WHO Regional Office for 
Europe will:

(a) Partnership
i.	� encourage cooperation in this area 

with intergovernmental organizations, 
including the European Commission 
and the Council of Europe;

(b) Health information
i.	� support Member States in developing 

mental health surveillance;
ii.	� produce comparative data on the state 

and progress of mental health and 
mental health services in Member 
States;

(c) Research
i.	� establish a network of mental 

health collaborating centres that 
offer opportunities for international 
partnerships, high-quality research and 
the exchange of researchers;

ii.	� produce and disseminate the best 
available evidence on good practice, 
taking into account the ethical aspects 
of mental health;

(d) Policy and service development
i.	� support governments by providing 

expertise to underpin mental health 
reform through effective mental health 
policies that include legislation, service 
design, promoting mental health and 
preventing mental health problems;

ii.	� offer assistance in setting up train-the-
trainer programmes;

iii.	� initiate exchange schemes for 
innovators;

iv.	� assist in formulating research policies 
and questions;

v.	� encourage change agents by setting up 
a network of national leaders of reform 
and key civil servants;

(e) Advocacy
i.	� inform and monitor policies and 

activities that will promote the human 
rights and inclusion of people with 
mental health problems and reduce 
stigma and discrimination against 
them;
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health programmes and activities, aiming to 
shift from institutional practices to person-
centred community-based care. The very large 
majority of countries have made significant 
progress over the past few years, and several 
are among the leaders in the world in such 
areas as mental health promotion, mental 
disorder prevention activities, service reform 
and human rights. However, this report 
also identifies weaknesses in Europe, some 
systematically so, such as the lack of consensus 
on definitions and the absence of compatible 
data collection, and others that show a high 
degree of variation, such as the need for 
development and investment in several areas. 
We anticipate that the next few years will see 
further progress towards the vision and the 
milestones of the Mental Health Declaration 
for Europe. WHO is committed to assist this 
process.
 

ii.	� empower the users of mental health 
services, carers and nongovernmental 
organizations with information and 
coordinate activities across countries;

iii.	� support Member States in developing 
an information base to help empower 
the users of mental health services;

iv.	� facilitate international exchanges of 
experience by key regional and local 
nongovernmental organizations; and

v.	� provide the mass media, 
nongovernmental organizations and 
other interested groups and individuals 
with objective and constructive 
information.

In summary, this report co-funded by 
the European Commission shows that 
countries in the WHO European Region are 
committed to transforming their mental 
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Annex 2. Mental Health Declaration for Europe
Facing the Challenges, Building Solutions

WHO European Ministerial Conference on Mental Health
Helsinki, Finland 12-15 January 2005

Preamble
1.	� We, the Ministers of Health of Member States in the European Region of the World Health Organization 

(WHO), in the presence of the European Commissioner for Health and Consumer Protection, together 
with the WHO Regional Director for Europe, meeting at the WHO Ministerial Conference on Mental 
Health, held in Helsinki from 12 to 15 January 2005, acknowledge that mental health and mental well-
being are fundamental to the quality of life and productivity of individuals, families, communities and 
nations, enabling people to experience life as meaningful and to be creative and active citizens. We 
believe that the primary aim of mental health activity is to enhance people’s well-being and functioning 
by focusing on their strengths and resources, reinforcing resilience and enhancing protective external 
factors.

2.	� We recognize that the promotion of mental health and the prevention, treatment, care and rehabilitation 
of mental health problems are a priority for WHO and its Member States, the European Union (EU) 
and the Council of Europe, as expressed in resolutions by the World Health Assembly and the WHO 
Executive Board, the WHO Regional Committee for Europe and the Council of the European Union. 
These resolutions urge Member States, WHO, the EU and the Council of Europe to take action to relieve 
the burden of mental health problems and to improve mental well-being.

3.	� We recall our commitment to resolution EUR/RC51/R5 on the Athens Declaration on Mental Health, 
Man-made Disasters, Stigma and Community Care and to resolution EUR/RC53/R4 adopted by the 
WHO Regional Committee for Europe in September 2003, expressing concern that the disease burden 
from mental disorders in Europe is not diminishing and that many people with mental health problems 
do not receive the treatment and care they need, despite the development of effective interventions. 
The Regional Committee requested the Regional Director to:
• �give high priority to mental health issues when implementing activities concerning the update of the 

Health for All policy;
• �arrange a ministerial conference on mental health in Europe in Helsinki in January 2005.

4.	� We note resolutions that support an action programme on mental health. Resolution EB109.R8, 
adopted by the WHO Executive Board in January 2002, supported by World Health Assembly resolution 
WHA55.10 in May 2002, calls on WHO Member States to:
• adopt the recommendations contained in The world health report 2001;
• �establish mental health policies, programmes and legislation based on current knowledge and 

considerations regarding human rights, in consultation with all stakeholders in mental health;
• �increase investment in mental health, both within countries and in bilateral and multilateral 

cooperation, as an integral component of the well-being of populations.

5.	� Resolutions of the Council of the European Union, recommendations of the Council of Europe and 
WHO resolutions dating back to 1975 recognize the important role of mental health promotion and 
the damaging association between mental health problems and social marginalization, unemployment, 
homelessness and alcohol and other substance use disorders. We accept the importance of the provisions 
of the Convention for the Protection of Human Rights and Fundamental Freedoms, of the Convention 
on the Rights of the Child, of the European Convention for the Prevention of Torture and Inhuman 
or Degrading Treatment or Punishment and of the European Social Charter, as well as the Council of 
Europe’s commitment to the protection and promotion of mental health which has been developed 
through the Declaration of its Ministerial Conference on Mental Health in the Future (Stockholm, 1985) 
and through its other recommendations adopted in this field, in particular Recommendation R(90)22 
on protection of the mental health of certain vulnerable groups in society and Recommendation 
Rec(2004)10 concerning the protection of the human rights and dignity of persons with mental 
disorder.



Scope
6.	� We note that many aspects of mental health policy and services are experiencing a transformation across 

the European Region. Policy and services are striving to achieve social inclusion and equity, taking a 
comprehensive view of the balance between the needs and benefits of diverse mental health activities 
aimed at the population as a whole, groups at risk and people with mental health problems. Services are 
being provided in a wide range of community-based settings and no longer exclusively in isolated and 
large institutions. We believe that this is the right and necessary direction. We welcome the fact that 
policy and practice on mental health now cover:
I.	 the promotion of mental well-being;
II.	 the tackling of stigma, discrimination and social exclusion;
III.	 the prevention of mental health problems;
IV.	� care for people with mental health problems, providing comprehensive and effective services and 

interventions, offering service users and carers1  involvement and choice;
V.	� the recovery and inclusion into society of those who have experienced serious mental health 

problems.

Priorities
7	� We need to build on the platform of reform and modernization in the WHO European Region, learn 

from our shared experiences and be aware of the unique characteristics of individual countries. We 
believe that the main priorities for the next decade are to:
I.	� foster awareness of the importance of mental well-being;
II.	� collectively tackle stigma, discrimination and inequality, and empower and support people with 

mental health problems and their families to be actively engaged in this process;
III.	� design and implement comprehensive, integrated and efficient mental health systems that cover 

promotion, prevention, treatment and rehabilitation, care and recovery;
IV.	 address the need for a competent workforce, effective in all these areas;
V.	� recognize the experience and knowledge of service users and carers as an important basis for 

planning and developing mental health services.

Actions
8.	� We endorse the statement that there is no health without mental health. Mental health is central to the 

human, social and economic capital of nations and should therefore be considered as an integral and 
essential part of other public policy areas such as human rights, social care, education and employment. 
Therefore we, ministers responsible for health, commit ourselves, subject to national constitutional 
structures and responsibilities, to recognizing the need for comprehensive evidence-based mental 
health policies and to considering ways and means of developing, implementing and reinforcing such 
policies in our countries. These policies, aimed at achieving mental well-being and social inclusion of 
people with mental health problems, require actions in the following areas:
I.	� promote the mental well-being of the population as a whole by measures that aim to create 

awareness and positive change for individuals and families, communities and civil society, 
educational and working environments, and governments and national agencies;

II.	� consider the potential impact of all public policies on mental health, with particular attention to 
vulnerable groups, demonstrating the centrality of mental health in building a healthy, inclusive 
and productive society;

III.	� tackle stigma and discrimination, ensure the protection of human rights and dignity and 
implement the necessary legislation in order to empower people at risk or suffering from mental 
health problems and disabilities to participate fully and equally in society;

IV.	� offer targeted support and interventions sensitive to the life stages of people at risk, particularly 
the parenting and education of children and young people and the care of older people;

1	 The term “carer” is used here to describe a family member, friend or other informal care-giver.

188

P
o

l
ic

ie
s
 a

n
d

 p
r

a
c

t
ic

e
s
 f

o
r

 M
e

n
ta

l
 H

e
a

lt
h

 i
n

 E
u

r
o

p
e



V.	� develop and implement measures to reduce the preventable causes of mental health problems, 
comorbidity and suicide;

VI.	� build up the capacity and ability of general practitioners and primary care services, networking 
with specialized medical and non-medical care, to offer effective access, identification and 
treatments to people with mental health problems;

VII.	� offer people with severe mental health problems effective and comprehensive care and treatment 
in a range of settings and in a manner which respects their personal preferences and protects them 
from neglect and abuse;

VIII.	� establish partnership, coordination and leadership across regions, countries, sectors and agencies 
that have an influence on the mental health and social inclusion of individuals and families, groups 
and communities;

IX.	� design recruitment and education and training programmes to create a sufficient and competent 
multidisciplinary workforce;

X.	� assess the mental health status and needs of the population, specific groups and individuals in a 
manner that allows comparison nationally and internationally;

XI.	� provide fair and adequate financial resources to deliver these aims;
XII.	� initiate research and support evaluation and dissemination of the above actions.

9.	� We recognize the importance and the urgency of facing the challenges and building solutions 
based on evidence. We therefore endorse the Mental Health Action Plan for Europe and support its 
implementation across the WHO European Region, each country adapting the points appropriate to 
its needs and resources. We are also committed to showing solidarity across the Region and to sharing 
knowledge, best practice and expertise.

Responsibilities
10.	�We, the Ministers of Health of the Member States in the WHO European Region, commit ourselves 

to supporting the implementation of the following measures, in accordance with each country’s 
constitutional structures and policies and national and subnational needs, circumstances and 
resources:
I.	� enforce mental health policy and legislation that sets standards for mental health activities and 

upholds human rights;
II.	� coordinate responsibility for the formulation, dissemination and implementation of policies and 

legislation relevant to mental health within government;
III.	� assess the public mental health impact of government action;
IV.	� eliminate stigma and discrimination and enhance inclusion by increasing public awareness and 

empowering people at risk;
V.	� offer people with mental health problems choice and involvement in their own care, sensitive to 

their needs and culture;
VI.	� review and if necessary introduce equal opportunity or anti-discrimination legislation;
VII.	� promote mental health in education and employment, communities and other relevant settings 

by increasing collaboration between agencies responsible for health and other relevant sectors;
VIII.	� prevent risk factors where they occur, for instance, by supporting the development of working 

environments conducive to mental health and creating incentives for the provision of support at 
work or the earliest return for those who have recovered from mental health problems;

IX.	� address suicide prevention and the causes of harmful stress, violence, depression, anxiety and 
alcohol and other substance use disorders;

X.	� recognize and enhance the central role of primary health care and general practitioners and 
strengthen their capacity to take on responsibility for mental health;

XI.	� develop community-based services to replace care in large institutions for those with severe 
mental health problems;

XII.	� enforce measure that end inhumane and degrading care;
XIII.	� enhance partnerships between agencies responsible for care and support such as health, benefits, 

housing, education and employment;
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XIV.	� include mental health in the curricula of all health professionals and design continuous professional 
education and training programmes for the mental health workforce;

XV.	� encourage the development of specialized expertise within the mental health workforce, to 
address the specific needs of groups such as children, young people, older people and those with 
long-term and severe mental health problems;

XVI.	� provide sufficient resources for mental health, considering the burden of disease, and make 
investment in mental health an identifiable part of overall health expenditure, in order to achieve 
parity with investments in other areas of health;

XVII.	�develop surveillance of positive mental well-being and mental health problems, including risk 
factors and help-seeking behaviour, and monitor implementation;

XVIII.	� commission research when and where knowledge or technology is insufficient and 
disseminate findings.

11.	� We will support nongovernmental organizations active in the mental health field and stimulate the 
creation of nongovernmental and service user organizations. We particularly welcome organizations 
active in:
I.	� organizing users who are engaged in developing their own activities, including the setting up and 

running of self-help groups and training in recovery competencies;
II.	� empowering vulnerable and marginalized people and advocating their case;
III.	� providing community-based services involving users;
IV.	� developing the caring and coping skills and competencies of families and carers, and their active 

involvement in care programmes;
V.	� setting up schemes to improve parenting, education and tolerance and to tackle alcohol and other 

substance use disorders, violence and crime;
VI.	� developing local services that target the needs of marginalized groups;
VII.	� running help lines and internet counselling for people in crisis situations, suffering from violence 

or at risk of suicide;
VIII.	� creating employment opportunities for disabled people.

12.	�We call upon the European Commission and the Council of Europe to support the implementation of 
this WHO Mental Health Declaration for Europe on the basis of their respective competences.

13.	�We request the Regional Director of WHO Europe to take action in the following areas:
(a)	 Partnership

I.	� encourage cooperation in this area with intergovernmental organizations, including the European 
Commission and the Council of Europe.

(b)	Health information
I.	� support Member States in the development of mental health surveillance;
II.	� produce comparative data on the state and progress of mental health and mental health services in 

Member States.

(c)	 Research
I.	� establish a network of mental health collaborating centres that offer opportunities for international 

partnerships, good quality research and the exchange of researchers;
II.	� produce and disseminate the best available evidence on good practice, taking into account the 

ethical aspects of mental health.

(d)	Policy and service development
I.	� support governments by providing expertise to underpin mental health reform through effective 

mental health policies that include legislation, service design, promotion of mental health and 
prevention of mental health problems;
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II.	� offer assistance with setting up “train the trainer” programmes;
III.	� initiate exchange schemes for innovators;
IV.	� assist with the formulation of research policies and questions;
V.	� encourage change agents by setting up a network of national leaders of reform and key civil 

servants.

(e)	 Advocacy
I.	� inform and monitor policies and activities that will promote the human rights and inclusion of 

people with mental health problems and reduce stigma and discrimination against them;
II.	� empower users, carers and nongovernmental organizations with information and coordinate 

activities across countries;
III.	� support Member States in developing an information base to help empower the users of mental 

health services;
IV.	� facilitate international exchanges of experience by key regional and local nongovernmental 

organizations;
V.	� provide the media, nongovernmental organizations and other interested groups and individuals 

with objective and constructive information.

14.	�We request the WHO Regional Office for Europe to take the necessary steps to ensure that mental health 
policy development and implementation are fully supported and that adequate priority and resources 
are given to activities and programmes to fulfil the requirements of this Declaration.

15.	�We commit ourselves to reporting back to WHO on the progress of implementation of this Declaration 
in our countries at an intergovernmental meeting to be held before 2010.

Minister of Health and Social Services of Finland	 WHO Regional Director for Europe
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This WHO report, co-funded by the European Commission, gives an overview of policies and practices for mental health 

in 42 Member States in the WHO European Region. Nearly all countries have made significant progress over the past 

few years, and several are among the leaders in the world in such areas as mental health promotion, mental disorder 

prevention, service reform and human rights. Nevertheless, this report also identifies weaknesses in Europe: some 

systematic, such as the lack of consensus on definitions and the absence of compatible data collection, and others that 

show great variation across countries, such as the stage of community services development and the level of investment 

in various areas. It also identifies gaps in information in areas of strategic importance for the development of mental 

health policies. This report is a baseline against which progress can be measured towards the vision and the milestones 

of the Mental Health Declaration for Europe.
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