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

New EU Israel,
countries Norway and South-eastern
SECtOTS EU15 since 2004 Switzerland Europe ClIs Total

collectingdata_[No. % __[No._[% _[No_[% _No. % _[No._[% _[No[% _[No. [% ]

POLICIES AND PRACTICES FOR MENTAL HEALTH IN EUROPE

Hospital
Yes 26 96 15 100 11 92
No 1 4 0 0 1
Information 0 0 0 0 0
not available

Community mental health
Yes 22 81 12 80 10 83
No 1 4 0 0 1
Information 4 15 3 20 1
not available

Social services
Yes 13 48 7 47 6 50
No 3 11 0 0 3 25
Information 11 41 8 53 3 25
not available

Greece: although there has been defined
alist 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

100 6 86 5 100 40 95

0 0 0 0 0 1 2

0 1 14 0 0 1 2
2 67 5 71 4 80 33 79
0 0 0 0 0 1 2
1 33 2 29 1 20 8 19
2 67 4 57 4 80 23 55
0 0 0 0 20 4 10
1 33 3 43 0 0 15 36

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
dictionary?.

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.datadictionaryadmin.scot.nhs.uk/isddd/9215.html,
accessed 8 May 2008).



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

New EU
countries
Sectors EU15 since 2004
Yes
No 4 15 3 20 1
Information not 0O 0 0 0 0
available

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 EU1S
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

Israel,
Norway and South-eastern
Switzerland Europe CIs Total

collecting data m-m-m-m-m-m-m-

0 0 2 29 1 20 7 17
0 0 1 14 0 0 1 2

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.

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

M ves:
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 Leon and Catalonia), Sweden, Switzerland,
United Kingdom (England and Wales and Scotland)

M 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

Information not available:
Montenegro
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Table 12.3. Allocation of public funds to mental health research in groups of countries

New EU Israel,
countries Norway and South-eastern
Allocation of since 2004 Switzerland Europe CIs Total
No. % |
18 67

public funds No. % [No. [% _INo. [% [No. % [No. [% [No [% |
Yes 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 O 0 0 0 0 0 0 0 1 14 0 0 1 2
available

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

Proportion (4 _| 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 185 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 (E4 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

Proportion of mental health research budget (%)

Health promotion and
Country Service research 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) O (Chief Scientist Office) 87 (Chief Scientist Office)
0 (Health Department 66 (Health Department 33 (Health Department

Analytical Services Division Analytical Services Division Analytical Services Division
of the Scottish Executive)  of the Scottish Executive) of the Scottish Executive)



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.

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

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

B ves:
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 Ledn, Catalonia,
Extremadura, Galicia and Murcia), Sweden,
the former Yugoslav Republic of Macedonia,
United Kingdom (England and Wales and Scotland), Uzbekistan

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

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
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countriesishigherthanthe totalmental health
budget of some lower-income countries in the
European Region. Slightly surprisingis 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.
Consideringthefewcountriesinvestingheavily
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

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 gainsin 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, ashasbeenillustrated
by past attempts. The most promising area is
probably identifying and disseminating good
evidence, allowing local agencies to adapt this
for local implementation.



( ( This report is the first ambitious attempt
to bring together data on mental health
policy and practice from across the

European Region of WHO ) )



(( If one word could summarize
this report, it would

be diversity ) )



13. Conclusion

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
asmall and local scale.

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
exampleiscommunityservices,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
acrosstheRegioninpractice,related tocultural,
political and health system tradition and
development. Acommunity-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,
interventionsandservicesshowatrendtowards
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
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internationalnongovernmental 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

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 thismilestone,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 Europe'
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:aninternational briefing paper. Edinburgh, Health Scotland,
2008 (http://www.healthscotland.com/uploads/documents/6421-
Stigma_Guidebook_for_Action%202635.pdf,accessed 8 May2008).
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).



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.

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
equalrepresentation. Veryfewcountriesreport
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
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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
thelack of partnerships with employment and
housing in some countries. Itisnot 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 isa 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.

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



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
alwaysverylow, probably absentin 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,
incorporatingmanyoftheprioritiesandactions
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

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.
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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
commitmentin 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 mnetwork 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;



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

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.
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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.

. Werecognize 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.

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.

We note resolutions that support an action programme on mental health. Resolution EBI09.R8,

adopted by the WHO Executive Board in January 2002, supported by World Health Assembly resolution

WHAS5.10 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.

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,
homelessnessand 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.
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Scope
6. Wenote 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:
L. 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 carers' 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:

L. 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;

II. 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.
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VIL

VIIL

IX.

X.

XL
XIIL.

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

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;

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

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;

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

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

provide fair and adequate financial resources to deliver these aims;

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:

L.

IL

III.
V.

V.

VL
VIL

VIIL

IX.

XL

XIIL
XIIL

enforce mental health policy and legislation that sets standards for mental health activities and
upholds human rights;

coordinate responsibility for the formulation, dissemination and implementation of policies and
legislation relevant to mental health within government;

assess the public mental health impact of government action;

eliminate stigma and discrimination and enhance inclusion by increasing public awareness and
empowering people at risk;

offer people with mental health problems choice and involvement in their own care, sensitive to
their needs and culture;

review and if necessary introduce equal opportunity or anti-discrimination legislation;

promote mental health in education and employment, communities and other relevant settings
by increasing collaboration between agencies responsible for health and other relevant sectors;
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;

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

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

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

enforce measure that end inhumane and degrading care;

enhance partnerships between agencies responsible for care and support such as health, benefits,
housing, education and employment;
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XIV. includementalhealthinthe curriculaofall health professionalsand 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;

XVIIL 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;

II. 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;

VL. developing local services that target the needs of marginalized groups;

VIL. running help lines and internet counselling for people in crisis situations, suffering from violence
or at risk of suicide;

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

(b) Health information

L. 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 servicesin
Member States.

(c) Research
L. establishanetwork 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
L. 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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III.
IV.

offer assistance with setting up “train the trainer” programmes;

initiate exchange schemes for innovators;

assist with the formulation of research policies and questions;

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

(e) Advocacy

L

IL

IIIL.

IV.

V.

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;
empower users, carers and nongovernmental organizations with information and coordinate
activities across countries;

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

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

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

14. Werequest 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.
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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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