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Summary

A wide range of funding mechanisms, organizational structures, political institutions and cultural and professional traditions characterize the mental health service systems of Australia, Canada, England, Italy, New Zealand, Scotland, and the United States. Despite these differences, an analysis of policy documents and reports from these seven countries reveals a striking national-level policy consensus about the need for substantial if not radical change of their respective mental health systems. The congruence of vision, values, and priorities in their reform efforts strongly argues for the importance of ongoing international dialog and exchange. This implicit agreement on a change agenda invites opportunities for collaboration in systems design and planning, innovation and implementation, and strategies for change, along with services research.

Comparison of the national mental health system reform movements of these seven countries raises several questions: What are the elements of their reform plans? Do they share similar priorities and strategies for change? What could they potentially learn from each other?

Numerous local and national considerations have motivated the impulse for change in policy, systems organization, service delivery and clinical practice. During the past 10-plus years, three common concepts that transcend international borders have emerged as pivotal in forming the basis for consensus. They are:

•
The emergence of the recovery paradigm

◊
Evidence shows clearly that contrary to earlier beliefs, people do recover from mental illness and succeed as members of the community. The hopeful expectation of recovery should underlie the design and practice of mental healthcare services.

•
The rise of consumer activism

◊
Consumers and their associations are more organized, stronger and more unanimous in their voice, and have a more important role to play in designing and delivering care services and in setting the policy agenda. 

•
A trend toward a more holistic and integrated view of mental and physical health as well as social care and services

◊
Mental well-being is increasingly understood as a combination of biological, psychological, and social factors that should be approached in a more comprehensive manner, both in terms of treatment and in promotion and prevention.

This study of the seven nations’ mental health policies strongly suggests that these three common concepts play a major role in shaping the emerging international consensus about values, priorities, and strategies for change.

The existence of other forces and trends that have influenced mental health policy development in a variety of ways also must be acknowledged. These trends include:

•
increased awareness of the prevalence of mental illness and its disabling effects

•
expansion of mental health services to attend to common mental health problems other than severe mental illness

•
increased attention to the special needs of different age groups, particularly children and older adults

•
extension of services into a range of settings, including , homes, schools, workplaces, residential facilities, and other locations in the community at large

•
increased diversity of communities—characterized by divergent traditions and cultural beliefs about mental health and illness—requiring tailored and culturally sensitive and competent services

•
scientific discoveries related to the functioning of the brain

•
growing awareness among consumers of the availability of effective treatments and services.

This study is based on a review of national policy papers and expert reports, as well as consultation with in-country collaborators and interviews with policy-makers involved in reform efforts. While England, Australia, New Zealand and Italy began producing national mental health plans in the 1990s, other countries—notably, the United States and Scotland—have only recently undertaken this work, and Canada is still in the process of elaborating national recommendations
.

The basic framework for the analysis and comparison of the mental healthcare systems of these countries was derived from Improving the Quality of Health Care for Mental and Substance-use Disorders, a study published in 2006 by the U.S.-based Institute of Medicine (IOM). The comprehensive research and consultation process of the study employed a three-step model of analysis: 

1.
examination of the core values on which a system is built and the vision of the future mental healthcare system

2.
the system’s operational rules and the problems or deficiencies that affect its functioning

3.
the key priorities for reform and the strategies or levers to achieve transformation.

In addition, the IOM identified six priority areas for reform of the American mental healthcare system. These priorities specified the need for:

1.
patient-centered mental healthcare and a recovery focus

2.
the application of evidence and quality improvement tools to mental healthcare

3.
coordination and integration of mental healthcare with general healthcare and other sectors 

4.
the use and development of information technology in mental healthcare

5.
development of the mental health workforce to support necessary changes

6.
development and funding mechanisms and market incentives to leverage change.

This international comparison is funded by the U.S.-based Substance Abuse and Mental Health Services Administration (SAMHSA) in part to better understand whether or not the IOM’s priorities for mental health systems transformation could also be found in the reform plans of other countries with very different organizational, political and financial contexts.

In fact, the national plans and policy statements across virtually all of the seven study countries include six major common themes of vision and values:

1.
Mental health must be considered a critical component of well-being, and mental health problems should not be a source of stigma or discrimination.

2.
Community-based services constitute the preferred service setting or mode, and systems ought to achieve an appropriate balance between inpatient, residential and facility-based and community-based services in order to respond to different degrees of the individual’s needs, stages in recovery, and preferences.

3.
Mental healthcare should be based on a therapeutic-healing partnership between clinician(s) and consumer; the foundation for this alliance is respect of dignity and rights, choice, independence and autonomy, involvement, empowerment, and recovery.

4.
Mental healthcare must be personalized and individualized, taking into consideration the unique needs, preferences, and diverse cultural beliefs of each person served. Services, therefore, should be appropriate and responsive to ages, development, gender and sexual orientation, ethnic and racial background, and other defining characteristics of each person served.

5.
Mental healthcare must be integrated and coordinated through linkages with primary care and other traditional social services (including housing, employment, and education) or any other community resource (such as self-help, consumer-operated services, or befriending). As a consequence, care should be performed by a workforce that is multidisciplinary and able to work in teams across agencies and systems.

6.
Mental healthcare must be based on evidence, focus on effective treatments, and best practices, and result in measurable outcomes.

In addition, all seven countries, independent of their particular financing and organizational mechanisms, have identified a very similar set of problems and deficiencies that impact their systems and influence their plans for change. Those commonly reported problems and deficiencies include:

1.
a lack of focus on mental health

2.
inadequate system capacity and workforce resources and competencies to respond to the demand for services, often resulting in an insufficiently diversified range of services and barriers to equitable access

3.
insufficient involvement of consumers and caregivers in service planning that is fully responsive to individual needs and preferences and appropriately coordinated with other social and rehabilitation activities

4.
great variability in service provision and in the quality and effectiveness of care provided, complicated by a lack of coordination among agencies

5.
delays in application of evidence-based practices, quality improvement tools and information technology.

In response, the seven countries have individually established priorities for reform that attempt to resolve those principal problems. Review, integration and synthesis of all the reports and planning documents reveal a perhaps surprising consensus on six international priorities:

1.
making mental health a public priority, promoting mental well-being, and diminishing the stigma and discrimination associated with mental illness

2.
improving access and enhancing the range of available services

3.
assuring an adequate, competent and skilled mental health workforce

4.
making consumer involvement, response to individual needs, and recovery and wellness the focus of mental healthcare

5.
integrating and linking mental healthcare with general healthcare and other sectors and services

6.
promoting evidence-based, measurable, and accountable mental healthcare.

Despite the lack of direct point-to-point correspondence, a significant convergence between the United States IOM’s findings and the issues identified in the six other countries is obvious.

This study also examined the various strategies, the levers of change, and the organizational solutions proposed and/or adopted by the seven countries in order to achieve change. The aim of this study is to identify trends and convergence or divergence in the approaches taken to put the priorities into practice. The common (but not necessarily universal) strategies for each priority can be articulated in six groupings:
1.
Making mental health a public priority, promoting mental well-being and diminishing the stigma and discrimination associated with mental illness

•
promoting mental health as critical to well-being as physical health

•
central commitment and leadership

•
activation of cross–government mental health promotion and prevention programs

•
long-term national education campaigns.

2.
Improving access and enhancing the range of available services

•
expansion and specialization of mental health services beyond severe mental illness

•
increased public funding

•
grants for innovative projects

•
financial incentives and earmarking of mental health funds

•
training in mental health for healthcare workers at system entry points

•
strengthening the role and capability of primary-care physicians to respond to mental health needs.

3.
Assuring an adequate, competent and skilled mental health workforce

•
initiatives to build capacity, including pipeline strategies to meet anticipated as well as existing needs
•
development and application of recovery-oriented core competencies
•
revisions to curricula and re-training of the existing workforce
•
training and employing increasing numbers of consumers and family members
•
increasing the racial and ethnic diversity of the workforce to better reflect the communities served and promote culturally competent systems
•
creation of national occupational standards.
4.
Making consumer involvement, a response to individual needs, and recovery and wellness the focus of mental healthcare

•
promoting shared decision-making between clinician(s) and consumers

•
personalizing care through individual recovery plans

•
removing inequities often faced by racial and ethnic minorities

•
empowering consumers as peer service providers,, service planning, design and policy (as part of boards and commissioning teams), and in the education of the mental health workforce.

5.
Integrating and linking mental healthcare with general healthcare and other sectors and services

•
promotion of integrated care plans and case management to enable transitions across care settings and among service providers
•
psychiatric consultation, training of GPs in mental health, and co-location of primary-care physicians and mental health professionals
•
shared assessment and information systems aimed at assisting the coordination between mental health services and general healthcare and primary care
•
integration of mental health with social services, such as supported employment, housing, education, and welfare benefits
•
programs designed to reduce the social exclusion of consumers
•
creation of new forms of local partnerships and collaborations at the level of service planning and commissioning.
6.
Promoting evidence-based, measurable, and accountable mental healthcare

•
international collaborations

•
evaluating and compiling databases of evidence-based practices and programs in mental health

•
disseminating guidelines and monitoring their adoption

•
use of routine health outcome measurements at care delivery level, and through service standards and minimum mental health data sets

•
definition of state, regional and national performance indicators related to mental healthcare.

The national mental health reform movements in Australia, Canada, England, Italy, New Zealand, Scotland, and the United States reflect a high degree of similarity and convergence—although each nation may have its own emphasis or focus that is subject to change over time. The systems in these countries experience problems and difficulties in common, and likewise the leaders in these countries have developed a common or parallel vision of future mental healthcare. Based on this vision, they have set priorities for reform and adopted a broad spectrum of strategies. Critical ingredients in their approaches have included:

•
a renewed focus on mental health within the larger public health agenda

•
creation of cross-government and advisory committees dedicated to mental health

•
increasing investment of public money in the redesign of mental health systems

•
creation of new types of partnerships for service planning and commissioning

•
efforts to improve the capacity and competency of the mental health workforce.

This strong commonality should compose a fertile ground for exchanges and collaborations among the countries considered in this analysis, along with joint evaluations of their efforts.

Section I. Introduction

The international trends in mental health policy and system reform create a compelling opportunity for comparative study and analysis despite differences in the organization and financing of systems. What is similar and convergent among the approaches to systems change in many countries? Conversely, how do their approaches differ? What can officials in these countries learn from each other? Which strategies are most successful in enacting change? What lessons can be learned and shared? In which ways, if any, should these countries collaborate? Do opportunities for sharing research in services and policy development exist? The overall aim of this comparative study is to identify the reasons as well as the critical ingredients that characterize this wave of transformation and reform. Most studies of mental healthcare systems concentrate on the policies and services within individual countries. International comparisons in mental health policy are rare.

The potential value of comparative information should be evident. The Canadian Senate Committee on Mental Health, for example, commissioned a report
 on mental health policies in other countries to evaluate future options for Canada. Comparative information has the potential to be helpful not only for policy-makers but also for mental health providers. Understanding international trends in mental health reform and the results of system-wide interventions in other countries can help guide future initiatives in local service delivery.

This study analyzes the national reform processes of mental healthcare systems in seven countries:

•
Australia

•
Canada

•
England

•
Italy 

•
New Zealand

•
Scotland

•
Unites States of America.

These seven countries were chosen because they are at differing stages of their change process or formulation of national strategies for reform. While England, Australia, New Zealand, and Italy started producing national mental health plans in the 1990s, the United States and Scotland have only recently undertaken this work, and Canada is still in the process of articulating national recommendations. 

In the case of federal countries, this study is limited to a focus on national plans for reform. The details of state, provincial or regional strategies are beyond the scope of this overview. Their exclusion should not be perceived as denial of the importance of local initiatives, such as that of the Canadian province of Ontario, which has vigorously pursued reform of its own provincial mental health system independent of the national government. The translation of national policies into local and decentralized plans is clearly of great interest and significance, and could well be the subject of further studies.

Additionally, this study considers reform of only mental healthcare systems. References to the service delivery system for substance use and addiction problems are included only for discussion topics that are at the interface of the two areas.

The need for reform

The mental healthcare systems of most developed countries have undergone several phases of reform during the past 40 years. As early as the 1960s, as the term “de-institutionalization” came into use in reference to an initial phase of reform. This wave of change was characterized by an attempt to shift the primary locus of mental healthcare away from stand-alone publicly operated psychiatric hospitals, with an accompanying redirection to care in psychiatric wards within local general hospitals and more community-based outpatient clinics. The impetus for this first change is attributed to many factors, including the realization that care in mental health facilities tended to be inhumane and created dependence and long-term disability. Institutional care in overcrowded and understaffed facilities often resulted in detrimental clinical outcomes, including increased apathy, loss of social skills and aggressiveness.

The shift to care in general hospitals and community settings also reflected a desire to integrate treatment of mental disorders into general healthcare, as a means of overcoming the traditional separation between mental and physical healthcare and associated stigma. De-institutionalization, therefore, reinforced the idea that mental health should be viewed as a critical determinant of general well-being, commensurate with physical health. In addition, the introduction of antipsychotic medications as well as antidepressants and other psychotropic drugs into psychiatric treatment contributed to general hope that effective treatments and even cures for mental illness were available, and that people who had been diagnosed with mental illness and were receiving appropriate care could live comfortably in the community.

In a second phase of reform, (which typically occurred more slowly than the de-institutionalization process) countries have attempted to develop or enhance a range of community-based services to provide alternatives to hospitalization along with support in the community. This phase led to the development of the first community mental health centers, day centers, residential care facilities, and similar service programs and facilities. More recently, mental health systems have inaugurated assertive outreach teams, mobile and crisis resolution teams, and other new services that allow health professionals and multidisciplinary teams to serve patients and their families directly in the community or at home. In this phase, professionally driven medical and rehabilitative models of care have been predominant, and traditional notions of disability, chronicity and dependence associated with metal illness remained guiding principles for service delivery systems.

Since the mid-1990s, many countries have been attempting what can be considered a third phase of service redesign and systems reform. This phase encompasses planning and developing a diversified array of mental healthcare services that are:

•
organized in an ideal continuum

•
informed by the awareness that mental disorders are highly prevalent and disabling

•
based on the notion that people can and do recover from mental illness.

The trend partially reflects a desire to expand the traditional focus of the mental healthcare system beyond severe mental illness, to include care and resources for more common mental disorders. The conditions that constitute the focus of this expansive trend affect a great proportion of the population, and result in diminished community productivity and well-being.

The expansion and diversification of mental health services also reflects the acknowledgment that most modern societies are pluralistic, encompassing a variety of cultures, sets of beliefs, and ethnic traditions. This pluralism is accompanied by divergent views of what constitutes mental well-being and recovery, as well as differing expressions of distress and symptoms in ways that often do not correspond to the predominant Western medical model of diagnosis and practice. In several developed countries this phenomenon has played a role in creating great disparities in access to mental health services and quality of care. As a result, a higher disease burden is often experienced by members of racial and ethnic minorities and other vulnerable groups. The response to these mental health inequalities has been a dramatic shift in the policies and politics that surround mental health service delivery. Agencies in the United States, the United Kingdom and New Zealand are pursuing the development of policies, services, and a correspondent workforce capable of delivering inclusive, culturally competent services tailored to the needs of specific groups, with a special attention to racial and ethnic minorities
,
,
.

Many countries encounter difficulties on multiple fronts as they aim to reform, if not transform, existing care delivery systems and provide mental health services that:

1.
can cover the whole lifespan of a population (from early childhood to later life)

2.
can cover different stages of mental illness progression and severity, with attention to emerging common mental health problem as well as severe and persistent mental illness and co-occurring substance-use problems

3.
are targeted to specific groups, including ethnic minorities, people in correctional facilities, women, gay/lesbian/transgender individuals, and vulnerable groups, 

4.
 respond to specific needs—for instance, by developing group-specific disease assessment and monitoring tools and a workforce that can mirror the needs and cultural backgrounds of those same groups of consumers

5.
can be provided in settings such as homes, schools, workplaces, and other settings outside of traditional facility based practice

5.
are increasingly linked to other types of social and human services such as housing, employment and training opportunities, and activities promoting social interaction and inclusion.

Awareness of the diversification of mental healthcare services, their increased complexity, and linkages with other sectors, has become increasingly evident in the policy statements, plans and official reports of several developed countries. These changes are being made in recognition of the need for improvements in system coordination, rationalization and development of new ad hoc policies requisite of a coherent 21st-century mental health system (see figure 1). The United States, Australia and Canada, initiated such change through development of national mental health agendas, strategies and plans, with the aim of decreasing the degree of fragmentation and variation in service delivery that is typical of largely decentralized systems. The formulation of these policies has implied the creation of a consensus at state or province level, and among a variety of stakeholders, on the priorities for mental health system change.

Other countries with a stronger and more centralized approach to organizing their health and mental health service delivery systems have, in contrast, opted for the creation of cross-government committees or collaborations as a possible approach to better system coordination. These committees often gather senior representatives of government agencies and departments that influence mental health services, such as departments overseeing health, employment, pensions, disability, housing and criminal justice. These committees and partnerships often work to assure the consideration and inclusion of mental health matters in the policies and reform of other public systems. They seek enactment of high level policies that mirror the type of integration and multi-systems approach that is required for delivery of effective mental health services at the local level.

The increased complexity of mental healthcare systems is not the only reason that many countries have elevated the priority of mental health in their public policy agenda, with a focus on radical changes, transformation or reform. The World Health Organization has calculated that mental health disorders rank second in the global burden of disease
 and that five out of ten leading causes of disability are mental health conditions. Mental illness is also the fastest growing cause of disability benefits claims in several countries; unemployment, absenteeism and other adverse effects of mental illness on general productivity can be observed
. Several countries have reached the conclusion that the increased prevalence and impact of mental disorders is complicated by gaps in mental health policy, the funding organization and delivery of services, and issues of equity as well as the quality of care. Mental healthcare reform advocates in several countries are proposing a new and modern vision of mental healthcare for their citizens to address these problems (see figure 1).

New concepts stimulating reform

The field of mental health has benefited in the last decade from a better understanding of brain functioning and mental illness. That increased understanding is attributable to developments in neuroscience, molecular biology, pharmacology, brain imaging and rehabilitation. These discoveries have consolidated the scientific basis for the treatment of mental disorders, helped to integrate biological with psychosocial approaches to treatment, and increased the available range of demonstrably effective therapies
. In addition, the mental health field has begun to embrace the general movement in healthcare toward evidence-based practice with the development of national clinical guidelines in several countries for the treatment of the most prominent mental disorders.

In addition to advancements in understanding the causes of mental illness and the availability of effective treatments, compelling new concepts and trends are greatly influencing emerging mental health policy. Those developments, in turn, are shaping the expectations of service users and their families and prompting a broad range of changes in the organization and provision of mental health services. Three fundamental and interrelated concepts are critical to understanding the drive toward systems change. They encompass the concepts of recovery, consumer activism, and a more holistic view of mental health and illness (figure 1).
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Figure 1. Factors promoting the reform of mental healthcare systems.

1. Recovery

That notion that people with mental illness could improve, recover and lead a meaningful life in society is a concept that began to emerge in the lay writing of consumers in the early 1980s. Testimonials of people affected by serious mental disorders described how they had managed to overcome symptoms and improve their quality of life
. Consumer organizations have promoted experiences of recovery, often positioning them as critiques of the traditional psychiatric system and its medical and pharmacological approach. The reality of recovery from mental illness beyond anecdote has been confirmed by landmark longitudinal studies that clearly demonstrated how deterioration was not the inevitable course of severe mental illness
. Recovery, as it is intended nowadays, does not represent a final state of cure from the symptoms of mental illness; rather, it is understood as a “healing” process created by each consumer on an individual basis according to one’s goals, hopes, aspirations, and strengths. The notion of recovery supports the idea that each consumer has the ability to live with, if not beyond, his or her mental illness, control and manage its manifestations, and have a meaningful, productive life within the community at large.

The recovery idea conceptually can be traced to psychiatric rehabilitation theory, which espouses that services should be designed to support consumers in regaining functional ability. Such a focus requires emphasis on treating the consequences of mental illness—such as impairment, dysfunction, disability, and disadvantage—and not just the illness per se
. However, many consumers have come to view psychiatric rehabilitation as a process in which clients are merely passive recipients of services. In contrast, recovery implies the proactive participation of clients in their individual journeys towards wellness and community integration.

In the 1990s the concept of recovery was crystallized by William Anthony, who is often credited with articulating the paradigm that has guided and revolutionized mental health policy and service development for the past 15 years
. Anthony’s conviction that people could recover should be the cornerstone of the healing relationship between consumers and clinicians. Moreover, it should permeate the entire system so that “each service is analyzed with respect to its capacity” to be recovery-oriented and “ameliorate people’s impairment, dysfunction, disability, and disadvantage”
. 

Incorporating the recovery paradigm in service planning and policy formulation has clearly highlighted the need for a revision of mental health services away from a model of dependency and chronicity. Such a shift may require a radical change in the attitude of public health and healthcare professionals toward mental illness. It also has given rise to numerous questions that must be considered and resolved as part of the systems reform process.

•
There is a need to develop a generally accepted definition of recovery that respects the individual and personal nature of each person’s recovery journey, that can also be used to support and inform systems level policy.

•
Mental health services advocates also have kindled a keen interest in developing mechanisms by which to measure recovery in order to monitor outcomes and progress and to establish lines of accountability for service outcomes. Several studies and experts are attempting to create recovery indicators, scales, and monitoring tools that could chronicle the steps of the recovery process and be incorporated into performance measures.

•
Factors that can hinder or promote recovery and its core ingredients must be identified as the basis for planning and policies. Soliciting the opinions and analyses of consumers who have experienced recovery has been shown to be effective in documenting the efficacy of recovery approaches.

The model emerging from this evidence indicates that recovery is the product of a dynamic interaction among individual characteristics (including hope, and sense of meaning and self), environmental factors (including opportunities for satisfying basic material needs, social relationships, meaningful activities, and peer support), and features of the service delivery system (including choice and empowerment, independence, and interdependence)
. Several domains, together and interdependently, along with symptom relief, are common to the experience and promotion of recovery for many individuals. These domains are:

•
Personhood: hope and sense of purpose or meaning. This concept is characterized by an internal sense of self, inner strivings, a sense of purpose, meaning and the capacity to have goals and optimism, together with the support of clinicians, staff and friends with positive attitude. Such support can promote self-esteem, self-agency—as in living one’s life on one’s own accord—and, in the end, recovery. Hope seems to be critical in advancing through the recovery journey. The result of the recovery process is a progressive empowerment of the consumer, who becomes the agent capable of improving his/her life situation and self direction.

•
Basic material resources: the possibility of having a livable income, decent housing, transportation and means of communication. That prospect contributes a sense of safety that can start and sustain a recovery process. Recovery also involves a strong social component—the notion of belonging to a community and its social networks and engaging in meaningful activities that connect one to the community, such as job opportunities, education, and volunteering.

•
Choice and independence: the possibility of having information and access to a range of choices and options concerning treatment, housing, employment, and other aspects of independent living. The experience of independence can reinforce the process of a consumer’s empowerment and his or her exercise of self-determination.

•
Interdependence and social relationships: the capacity for engaging in relationships and establishing mutuality in a therapeutic alliance with clinicians and staff. Giving and obtaining support from peers and in self-help groups can function as critical components of the recovery process. Sharing experiences through peer support and self-help activities generate a transfer of “referent” power from an authority to the consumer, who consequently feels motivated and able to overcome the sense of disempowerment that often accompanies mental illness and disability.

2. Consumer activism

Another stimulus for the most recent cycle of mental healthcare systems reform is the consolidation of the consumer movement. The movement arose in the 1970s in the United States and several European countries out of a growing dissatisfaction with the medical approach to mental illness and inhumane conditions in mental health hospitals
. Consumers’ advocacy aspirations and underlying values have been inspired by the struggles of the larger human rights movement. Their efforts have prompted the development of a variety of alternative services in the form of self-help groups, drop-ins and peer support. Such programs have substantially expanded the type and range of mental health services and support programs available to people with mental health problems. These services have been shown to be very beneficial to consumers. Over time, consumer organizations have increased their organizational and financial capacity, resulting in increased collaboration, unity, and presence in the policy process and in promoting mental health system reform. The increased potency of consumer organizations is manifested in increased support for the involvement of consumers in service planning, mental health research, and policy level decision-making.

This level of consumer empowerment and participation is progressively accepted in several countries, and in some cases is even more advanced than in other areas of general healthcare. Even so, the consumer movement has continued to struggle in its efforts to influence the ways in which clinicians relate to consumers. In response to the resistance they’ve encountered, many consumer organizations have begun creating services and supports independent of traditional mental health services.

Recently, two factors have reinforced the consumer movement in its search for a change at this level:

1.
The general acceptance of the recovery concept has strengthened the very raison d’etre of the consumer movement. It has demonstrated that empowerment and self-agency are per se beneficial for the health of consumers and are necessary aspects of health and well-being. The consumer movement in many ways embodies the most tangible reflection of consumers’ view of recovery. It embodies taking control of their own lives, the exercise of self-determination and advocacy, contributing to the community, and caring for each other through self-help and peer support services, along with hope for healing and improvement.

2.
Patient activism has extended to many areas of general healthcare. The movement has encouraged patients to demand more comprehensive information about their illnesses, choice in treatment options and more transparency about provider performance. Most of all, the movement advocates a sharing of power and control between patient and clinician and calls for creation of a patient-clinician partnership in which the patient has a high level of control in the decisions concerning treatment Consistent with these developments, several countries have undertaken initiatives to promote consumer employment in formal mental health services, revision of mental health professional education and training curricula, and the involvement of consumers in health professional education.

3. Holistic view of mental health and mental illness

Many countries have been moving toward a more holistic public health or biopsychosocial approach to the promotion, prevention and treatment of mental illness. This perspective is based on the idea that the causes of mental illness and the path to well-being are closely linked to a variety of environmental, societal, psychological and biological factors in multiple and complex ways. The complexity of mental health requires a multifaceted approach to policy and service delivery. 

This new awareness has been reflected by several countries in their development of national mental health promotion and prevention strategies. The changes that have been enacted often span a variety of sectors that influence mental well-being; they encompass healthcare, neighborhood development, education, community membership and innumerable other aspects of life in contemporary society. These strategies typically involve multi–agency collaborations and are similar to the approach taken in other public health strategies related to other complex multifactorial diseases such as cancer or cardiovascular problems. 

A more holistic view of mental illness inevitably requires a greater integration of services that may transcend traditional healthcare sector boundaries . Effective mental health treatment entails attention to the needs of the whole person and may include concerns related to income and support, decent housing, employment, and involvement in the community and social networks. This understanding has led to new ways of delivering and designing mental healthcare services. In many countries, enhanced coordination and integration of services are among the main priorities for system change.

Study design

The data for this study are derived from a review of a broad collection of policy papers and expert reports published in the different countries. The accuracy and relevance of the data was confirmed and in some cases supplemented by consultation with in-country collaborators, interviews with policy-makers involved in the reform process, and a care provider survey. 

The framework for the analysis and comparison between countries was derived from a recently published study titled “Improving the Quality of Health Care for Mental and Substance-use Disorders,”
 conducted by the United States-based Institute of Medicine (IOM). This study and report were commissioned by several federal agencies involved in behavioral healthcare as well as charitable foundations. 

The Institute of Medicine is an independent organization that provides expert advice to the American government on matters related to medicine, science, and technology. Through a combination of literature and science-based studies in 2000, 2001, and 2005, the IOM has explored the quality of healthcare in America. The initial report examined the fundamentals of safety and medical errors. The second and anchor report in the series, “Crossing the Quality Chasm; A New Health System for the 21st Century,”
 outlined the key values (“Six Aims”) for the design of healthcare and a set of ten rules for implementing a transformed system of healthcare. The latest report specifically examines ways in which to improve the quality of healthcare for both mental and substance use conditions.


This group of reports, known as the Quality Chasm Series, provides a useful framework and functional guidelines for the analysis of health policy both in the United States and internationally. The six aims embrace the notion that care should be

•
safe

•
effective

•
patient-centered

•
timely

•
efficient

•
equitable.

These aims seem to have a universal quality and resonate well with consumers and policy makers as the basis for a practical agenda for systems change leading to service quality improvement.

The ten rules form a key architectural matrix describing how care should be delivered. They encompass the idea that:

1.
care is based on continuous healing relationships

2.
care is customized to respond to patient needs and values

3.
the patient should be the source of control

4.
knowledge is shared, resulting in a free flow of information

5.
decision making is evidence-based

6.
safety is a system property

7.
transparency must be promoted and maintained at all levels of decision making

8.
needs are anticipated

9.
waste is continuously decreased

10.
clinicians cooperate to meet patient needs.

Building on the framework of the original Quality Chasm report, the IOM embarked in 2003 on a study to examine the nature and quality of care for mental and substance use conditions. Utilizing the basic aims and rules outlined in this section, the IOM generated a report that creates a blueprint by which to improve healthcare for these conditions. The report is the result of a comprehensive research and consultation process and is based on a three-step model of analysis: 

1.
The examination of the core values on which a system is built and the vision of the future mental healthcare system

2.
The operational rules on which the system operates, and problems or deficiencies that affect its functioning

3.
The key priorities for reform, and the strategies or levers to achieve transformation in health systems and public policy.

Response to these three issues can produce a common tool by which to compare initiatives and examine both their similarities and differences across countries. It also can serve as a mechanism to examine any unique features that may have been incorporated or ignored in policy initiatives.

The IOM report, in addition, has identified six priority areas for reform of the American mental healthcare system. These priorities identify the need for:

1.
patient-centered mental healthcare and a recovery focus

2.
the application of evidence and quality improvement tools to mental healthcare

3.
coordination and integration of mental healthcare with general healthcare and other sectors 

4.
the use and development of information technology in mental healthcare

5.
development of the mental health workforce to support necessary changes

6.
development and funding mechanisms and market incentives to leverage change.

This research was intended, in part, to explore whether these themes for transformation of the mental health system also could be found in the reform plans started by other countries in very different organizational, political and financial contexts.

This study is organized in two parts. The first part summarizes the healthcare and mental health systems of the seven countries, in order to highlight the main lines of responsibility in planning and decision-making about mental health services. In addition, analyses of the most important or comprehensive national mental health plans of each country have been conducted by extracting the three-step model used in the IOM report: the vision of the mental healthcare system, problems and deficiencies, and priorities for reform. 

This analysis has brought into view six areas of convergence in priorities and initiatives for reform:

1.
making mental health a public priority, promoting mental well-being and diminishing the stigma and discrimination associated with mental illness

2.
improving access and enhancing the range of available services

3.
assuring an adequate, competent, and skilled mental health workforce

4.
making consumer involvement, a response to individual needs, and recovery and wellness the focus of mental healthcare

5.
integrating and linking mental healthcare with general healthcare and other sectors and services

6.
promoting evidence-based, measurable, and accountable mental healthcare.

These six areas of convergence correspond well with the questions raised by the IOM report; these concerns are common across different countries. However, within each country the priority or relative importance of one issue over another may differ.

The second part of this study consists of a cross-country comparison of the detailed strategies and levers for change, as well as the organizational solutions adopted to respond to reform priorities
. In this section, the general trend is described and specific examples are illustrated in separate “innovations and strategies” examples.

In “A Users Guide for the Quality Chasm,”
 Berwick asserts that four functional levels within a healthcare system must be given consideration in any reform effort. They are:

Level 1.
the experiences of individuals, families, and communities

Level 2.
microsystems of care—the point of patient-clinician interaction

Level 3.
larger healthcare organizations and systems

Level 4.
the external environment of care, including policy, financing, and regulation.

Berwick argues that in order for reform to succeed, changes must occur at all four levels; at the same time, the effect and merit of these changes must always be measured by the patients’ experience. Because this study largely focuses on national policies, most of the identified change strategies refer to the last two levels of the mental healthcare system. Whenever possible, the effects of these policies on the relationship between clinician and consumer, as well as the individual’s experience of care, is discussed.

Section II. Setting priorities for reform

Country profiles

The country profiles in this section describe the visions, problems, and priorities for reform within each of seven countries:

•
Australia

•
Canada

•
England

•
Italy

•
New Zealand

•
Scotland

•
United States of America

Australia

Population: 20 million

Federal state (6 states and 2 territories, each with 200.000 to 6.6 million people)

Universal healthcare coverage

General health

•
In Australia, 70% of healthcare funding is derived from public sources.

•
One in three Australians has private health insurance, mainly to supplement the range of services offered in the public system.

•
46% of healthcare spending derives from the national universal insurance plan “Medicare,” which is under the control of the national government or Commonwealth and is based on general taxation and payroll taxes.

◊
The Commonwealth is responsible for public health policy, regulation of private industry and directly funds physician and drug services, residential aged care and stipulates an annual agreement (Australian Healthcare agreements) with the states for the financing of hospital services.

•
24% of public healthcare spending is contributed by state governments and territories through a combination of general taxation, user charges and federal grants.

•
The states and territories are responsible for regulating and accrediting healthcare providers and managing and delivering services in public hospitals, community and residential settings.

Mental healthcare system

•
National spending for (specialty) mental healthcare constitutes 6.6% of total healthcare costs.

•
Since 1992 all states and territories have agreed on a common national policy for mental health. They have developed—with the Commonwealth and specifically the Department of Health and Ageing and the Australian Health Ministers’ Advisory Council (AHMAC) National Mental Health Working Group—three five-year National Mental Health Plans (called the National Mental Health Strategy).

◊
Drug and alcohol problems are considered public health issues, separate from mental health. They are planned in a separate national strategy and the service delivery system is distinct from the one for mental health problems.

•
At state and territory level, the State Mental Health Director is responsible for the mental health budget.

•
Since the creation of a national policy promoting deinstitutionalization and shift to community-based services, federal funds have decreased in proportion, and states are progressively more responsible for financing mental healthcare services.

•
Federal sources constitute only 3% of annual state spending on mental healthcare, and mainly are used for special initiatives or promotion and prevention programs.

The National Mental Health Working Group of State Mental Health Directors plays an important advisory role to the federal Department of Health and Ageing in all matters related to mental health and the national strategy.

At sub-state level, the organization of the mental healthcare system depends on whether the state has been divided into regions; at local level, services are managed according to mental health areas or catchment areas and differentiated according to the target populations (youth, adult, elderly, specialty) that they are intended to serve.

In 1997 the National Mental Health Council of Australia was created as an advocacy organization, with responsibility for gathering information from all main non-governmental entities involved in mental health. The council has a strong voice in the evaluation of the national strategy.

•
At service level, 5,5% of total state mental health expenditure is allocated to non-government programs supporting consumers in the community, and the role of mental health NGOs in Australia has expanded during the past decade.
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Figure 2. The mental healthcare system in Australia.

In 1992 the Australian Health Ministers’ Advisory Council (AHMAC) National Mental Health Working Group published “National Mental Health Policy”
, the first document to describe guiding principles and set an agenda for the development and reform of the whole Australian mental health system. The document represented a joint statement of the Health Ministers of all states and territories, as well as the federal government, or Commonwealth, and was considered relevant for both public and private mental health sectors.

This manifesto highlighted two main principles: 

•
provision of mental health services must comply with the United Nations’ declaration on the rights of people with mental illness

•
mental health services ought to be part of general mainstream healthcare at organizational, administrative, and financial levels.

From this first document, three five-year National Mental Health Plans or Strategies were formulated in 1992, 1998, and 2003. Progress on the National Strategy has been documented in the Annual Reports on Mental Health that consolidate accurate data on yearly expenditures and their allocation. These annual reports also consider progress across other dimensions, including consumers’ involvement in service planning and policy development. A Mental Health Parliamentary Committee is in the process of elaborating further recommendations during the course of 2006.

Vision of the mental health system

1.
Overarching principles

•
Mental health is critical concern for the Australian health system.

•
Mental health problems are common and greatly affect families and communities.

•
Mental healthcare is part of the mainstream health system.

2
Principles guiding service development

•
Because mental health is the product of biological, psychological, and social factors, health services should be multifaceted and multidisciplinary.

3
Principles guiding the delivery of mental health services

Mental healthcare should:

•
guarantee the participation of consumers and communities in decision-making about the development of services and an individual’s own treatment

•
respect the rights of people who have mental health problems

•
take advantage of the potential for and promote the right of people with mental disorders to take advantage of opportunities for personal growth and recovery

•
be tailored to individual needs, with recognition that some groups of service-users have special needs

•
be based on a balanced mix between community and inpatient services

•
be linked with housing, employment, training, community, and domiciliary care services

•
be focused on early intervention, prevention. and promotion

•
be focused on primary healthcare providers as the first point of contact.

________________________________________________________________________

System problems and deficiencies

Problems with the range of services available to the population

•
high levels of unmet needs

Problems with the infrastructure of the mental health system

•
isolation of mental health services from other health services leads to stigma and lower status for mental health workforce

•
lack of a national policy

•
lack of a coherent funding mechanism

•
variability in the range of services and in the quality of care between states and territories, and between urban and rural areas

•
mal-distribution of mental healthcare services among public and private agencies

•
lack of consistent collection of mental health data across states and territories

•
low priority of mental health research.

Priorities for service reform

The first National Mental Health Strategy
 mirrored the contents of the “National Mental Health Policy” report and coincided with the process of de-institutionalization and the shift to community care. Accordingly, the report primarily focused on services for people with severe mental health problems or requiring ongoing and intensive treatment.

The Second Mental Health Strategy
 was intended to consolidate existing reform activity and extend it to problems related to common mental health disorders. In particular, the plan highlighted the need to embrace a population health approach, with a focus on promotion and prevention activities. Maximizing the mental health and well-being of populations as well as individuals, and integrating mental health into the broader public health promotion agenda, were chief objectives. This focus on mental health promotion was further advanced with the development in 2000 of a “National Action Plan for Promotion, Prevention and Early Intervention in Mental Health.”
 This plan included recommendations for outcome measures and performance indicators
, along with concrete measurement tools and databases for monitoring progress in the implementation of this agenda.

The Second Mental Health Strategy also reinforced the need for clinical and policy-level partnerships, as well as strategic alliances and regional networks. The plan suggested that consumers and families, general practitioners, the private mental health sector, the wider health and welfare sectors, other government services and the broader community—including employers and community leaders—should be involved in such collaborations.

The Third Mental Health Strategy
 in 2003 introduced the concept of recovery as the principal driver for service delivery. Recovery was defined as “the development of new meaning and purpose in the consumer’s life and both as a process and an outcome.” Key directions in this area include the expansion of self-help resources and advocacy agencies, the support and participation of consumers and carers, and the enhancement of employment opportunities for consumers. The plan also focused on the need to strengthen the responsiveness and quality of services, through better access and care pathways. It is accompanied by a series of national initiatives aimed at defining quality and safety indicators
, introducing outcome measurements in routine clinical practice, and developing key performance indicators for future benchmarking of mental health providers and national service and practice standards for the workforce.

Objectives for the service delivery system
1.
protecting consumers’ rights and guaranteeing their participation in the decision-making process at individual and service planning levels

2.
integrating mental health into mainstream general health services for both in-patient and community care

3.
guaranteeing networks of specialized mental health services and intersectorial linkages through partnerships at clinical and policy levels

4.
Providing incentives for innovative projects and new resources for the transfer of services to the community

5.
Promoting the mental health of the population and preventing mental illness

6.
Improving the quality and safety of care and developing tools for their measurement and evaluation

7.
Increasing service responsiveness and a recovery orientation in service delivery

8.
Creating a coordinated and innovative mental health research agenda.

Canada

Population: 32 million

Federal state (10 provinces and 3 territories, each with 30.000 to 12 million people)

Universal healthcare coverage

General health

•
The healthcare system in Canada is based on five basic principles: universally available, comprehensive, accessible, portable, and publicly administered, described in the 1962 Canada Health Act.

•
The Canada Health Act defines the requirements for services for which Canadians are insured and the federal government transfers funds to the provinces. Psychiatric hospitals are not included in the act and, therefore, are not subject to reciprocal billing arrangements between provinces. In addition, the act does not cover professionals other than physicians—excluding, for example, psychologists.

•
The system, called Medicare, covers 71% of healthcare costs. Canada’s provinces and territories are responsible for administering their own healthcare plans covering hospital and medical care, public health. and drugs. Some aspects of coverage might vary among provinces.

•
Medicare is funded both by the federal and provincial or territorial governments. The federal government transfers block funds to the provinces and territories (Canadian Health and Social Transfer) on a per-capita basis.

•
Resources for healthcare are derived from general taxation, and provinces can complement funding with local taxation or, in some cases, with earmarked healthcare taxes.

•
While most providers remain public, some provinces recently have started to contract out services and create public-private partnerships for the financing of hospitals.

Mental healthcare system

•
In Canada policies, programs, and legislation in the fields of mental health and addiction are the responsibility of both provincial or territorial jurisdictions and the federal government. Organization, governance, funding, and delivery of services and supports remain primarily the responsibility of provincial and territorial governments.

•
Provinces and territories also govern the mental health legislation related to involuntary treatment provision in their jurisdictions. Although the Canadian Charter of Rights and Freedoms must be respected at the national level, significant differences exist among jurisdictions.

•
The federal government is responsible for direct service delivery only to certain specific groups—notably, Indians and Inuit, military, veterans, inmates, arriving immigrants, and federal public servants. It also is responsible for the mental health promotion and prevention agenda, mental health research, and employment disability benefits.

•
Spending for mental health represents 
() of total healthcare costs. The Canada Health and Social Transfer does not specifically earmark funding for mental health or addiction services. As an exception, Ontario has established a Behavioural Insurance Model in which a percentage of revenues dedicated to addiction services and treatment. Additional federal funds are specifically dedicated to mental health programs and initiatives, including “Citizens for Mental health,” a partnership between the federal government and the voluntary sector, the National Homeless Initiative, and—between 1997 and 2000—the Health Transition Fund that supported a pilot project in evidence-based health policy encompassing several aspects of mental health.

•
Canada has no comprehensive national mental health policy or plan; each province or territory develops its own mental health strategy. In the past Canada maintained a Federal/Provincial/Territorial Advisory Network on Mental Health, but it lost support and importance. Even so, a Standing Senate Committee on Social Affairs, Science and Technology, also called the Kirby Committee, has been formed to investigate mental health and services in Canada. After several consultations, the committee at the end of 2005 recommended creation of a Mental Health Commission. Members of the commission, who will be appointed during 2006, will develop recommendations for a national mental health strategy.

•
The provincial and sub-provincial organizational structure for the management and funding of mental health services varies among provinces, which are still experimenting with different degrees of regionalization and devolution.

•
The health agencies of some provinces may have a separate division or directorate, such as that in New Brunswick, that is responsible for all mental healthcare services in the province. Alternatively, a provincial health department might be supported in issues related to mental health by a mental health advisory committee or council, without funding or a managing role, as in Manitoba. Only British Columbia, among all provinces, maintains a separate Ministry of State for Mental Health and Addiction Services. In all other provinces, mental health and addiction services tend to be under the control of separate agencies.

•
The mental health division or directorate might be responsible for direct funding of certain services, such as community and support services, but, in general, responsibility for service delivery originates with Regional Health Boards and Authorities. Regional Health Boards consist of members elected by the community and have responsibility for management and funding of all healthcare services in the area. Ontario has established 14 Local Health Integration Networks, instituted as not-for-profit organizations, which have been assigned the planning and financing role of regional authorities and the duty of integrating, at local level, services and stakeholders interested in health. In Quebec, regional health authorities are responsible for 95 health and social services centers and networks that deliver services at the local level.
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Figure 3. The mental healthcare system in Canada.

In 2003 the Standing Senate Committee on Social Affairs, Science and Technology, also known as the Kirby committee, was assigned a mandate to study the state of mental health services and addiction treatment in Canada, with the aim of developing recommendations for the creation of a common national mental health strategy. This mandate was the beginning of a period of consideration and reflection within the Canadian government on how best to organize and reform mental healthcare services with the intention of harmonizing the diverse experiences and programs of the individual provinces and territories. The need for a national policy framework and action plan had been strongly supported by several of the nation’s interest groups, including the Canadian Alliance on Mental Illness and Mental Health comprising more than 20 mental health non-governmental organizations
.

In its proceedings, The Kirby Committee has stated that development of a national strategy in Canada should classify mental health and addiction as public priorities. Such a determination would be intended to help fight stigma and discrimination and, at the same time, promote elimination of barriers that prevent mental healthcare from being viewed on par with treatment of other chronic diseases and disabilities. A national plan also would help to build a consensus among the provinces and territories on national mental health goals. and could lead to development of a results-oriented partnership with federal government leadership
.

The committee has published four reports:

1.
an analysis the general condition of the Canadian mental health system

2.
an analysis of mental health policies in selected countries, including Australia, England, the United States, and New Zealand
 

3.
an analysis of potential options for reform

4.
a final report identifying key areas for action, recommendations for the reform of the Canadian mental health system, and a specific discussion of the role of the federal government in the process 
 

The first three reports constitute a strong critique of the Canadian mental health system’s current status. The Committee raised questions about how best to decentralize mental health and addiction care at the level of the provinces and territories. The dramatic ways in which poor care and management of mental illness are affecting disability levels and productivity in Canada make the case for an urgent reform agenda. The three reports also highlight how several provinces have attempted in their mental health plans to better rationalize their systems, create an infrastructure for change, and introduce new concepts and values in mental health service delivery. However, none of these approaches constitutes a suitable national model.

In the final report, the Senate Committee instead put forward a clear vision of a reformed mental health system and established recovery as the goal of mental health reform. Recovery is defined as different from “being cured”—it is the notion of “living a satisfying, hopeful and productive life, even with the limitations raised by mental illness.” The committee considers choice of treatments and services, community-based services and supports, and integration across all sectors as the fundamental goals to convert the system into a recovery focus. The recommendations in this last report are directed mainly to the newly created Mental Health Commission appointed at the end of 2005. According to the Senate Committee, the Canadian Mental Health Commission should be viewed as a not-for-profit organization separate from government agencies and other stakeholders involved in mental health, able to work as “facilitator, enabler” and “catalyst” for national initiatives in mental health and in charge of education programs, anti-stigma campaigns and collection of best practices in mental health in a National Knowledge Exchange Centre. The Senate Committee estimated that the commission would require a $17 million annual budget.

________________________________________________________________________

Vision of the mental health system

1.
Overarching principles

•
Providers, the public and government agencies should view mental health with the same importance accorded physical health.

Mental health stakeholders appear to have attained consensus that mental healthcare in Canada should be:

•
patient-centered and recovery-focused

•
tailored to the needs of individual patients, with personalized care plans and financial resources linked to the plan
•
delivered by a culturally competent workforce with the right mix of skills
•
timely
•
strongly anchored to community-based delivery
•
based on early diagnosis and interventions, especially during childhood, adolescence, and young adulthood
•
accessible at all entry points

1. of high quality

2. well coordinated, and integrated in a seamless system

3. able to take advantage of information databases, technology and research

4. based on a stronger system of accountability and performance measurement.

________________________________________________________________________

System problems and deficiencies

Problems with the range of services available to the population:

•
lack of a comprehensive range of services, with a continuum of adequate responses to individual needs

•
inadequate specific treatments and outcome indicators relevant to children

•
lack of services for dual diagnosis patients, with the means to eliminate barriers and encourage access to treatment in both the mental health and the addiction systems

•
insufficient systematic approaches and assessment tools to identify co-occurring disorders

•
inadequate cross-training of the workforce to enable improvement treatment of co-occurring disorders

•
deficient acknowledgement that services beyond a medical model are needed in order to support individuals’ recovery.

Problems with the quality of services

•
an institutionally driven philosophy of care that is not patient-centered

•
widespread stigma in the public and within the healthcare system

•
uneven regional distribution and quality of services, especially in rural and remote areas.

Problems with the infrastructure and organization of the mental health system

•
high fragmentation throughout the system, resulting in poor connections between mental health services and general healthcare, with other support services and self-help initiatives, as well as a lack of integration with addiction services

•
lack of homogeneity in information and recording systems among a broad array of providers, agencies, and access points

•
under-funding

•
human resource shortages as well as a lack of central planning and a national workforce database

•
an uneven distribution of professionals, with concentration in urban centers

•
long waiting lists and delays

•
insufficient measures of accountability, with vaguely defined roles and responsibilities and information systems incapable of supporting coordination

•
inadequate training of primary-care physicians in mental health and addiction problems, resulting in their lack of familiarity with early detection and intervention tools
•
limitations on the amount of mental health services that can be billed by family physicians.
Priorities for service reform

The final report of the Senate Committee defines several areas in need of reform of the mental health system, and proposes concrete steps in order to achieve progress in each. The key areas are:

•
legal issues related to the right to privacy—revision and harmonization across provinces and territories of the rules for information sharing with families, advance directives and substitute decision makers

•
fiscal—financial incentives and funding from the federal government to provinces and territories in order to shift the mental health system from institutional to community-based

•
children and youth mental health—creation of school-based programs, resolving mental health professional shortages, involvement of families, revision of age cut-offs for transition from adolescent to adult services, and collaboration with education and justice sectors

•
seniors—research on best practice, information exchange among specialists in senior mental health, and development of services with housing units, home care, and long-term facilities

•
workplace—promotion among employers of best management practices to encourage mental well-being, improvement of employee assistance programs, development of supported employment programs and benefits in collaboration with the Department of Human Resources and Social Development, revision of disability benefits, and removal of barriers preventing return to work

•
addictions—development and support of peer support and self-help services, recognition of gambling as an emerging problem, strengthening of evidence on treatment and primary-care capability to detect early signs of mental illness, and expansion of dual diagnosis services

•
self-help and peer-support—expansion of paid workforce and services, creation of a consumer and family-led certification and accreditation system, and development of networks among services

•
research—a national mental health research agenda in collaboration with the Canadian Institute of Health and Institute of Neurosciences, Mental health and Addiction, a comprehensive national mental illness surveillance system managed by the Public Health Agency, and development of research partnerships

•
telemental health—promotion and reimbursement mechanisms for the adoption of telemental health services, determination of cost-effectiveness, and inclusion in curricula for medical schools

•
federal role—comprehensive strategy for all groups directly served by the federal government, inventory of all existing services, particular focus on Aboriginal people inclusion in the workforce and equity of access.

•
mental health promotion and illness prevention—inclusion of mental health in the Integrated Pan-Canadian Healthy Living Strategy, development of a Mental Health Guide for Canadians, and a national suicide prevention strategy

The Senate Committee proposes the creation of a Mental Health Transition Fund for a total amount of $536 million per year. That amount would be subdivided into a Basket Community Services program ($215 million per year) as additional funding to provinces and territories for the development of community-based services and collaborative care initiatives, and a Mental Health Housing Initiative ($224 million per year) for rent supplements and development of affordable housing for people with mental illness. The remaining amount should fund $50 million annually for services in co-occurring mental health and addiction disorders, $2.5 million for telemental health, $2.5 million for peer-support services, and $25 million for mental health research. The Senate Committee suggested that a five-cent increase in the excise duty on alcoholic beverages could generate the required amount of funding.

Priorities for reform in Canada, according to the Senate Committee

1.
concentrating public and government attention on mental health as a public priority

2.
increasing funding and incentives to promote the shift to a community-based system

3.
guaranteeing a comprehensive range of services with specific attention to expanding services for children and youths, seniors, dual diagnosis, self-help and peer support

4.
promoting return to work, and supporting employment and retention strategies for people with mental health problems

5.
supporting consumers by means of rent supplements and developing affordable housing

6.
developing a mental health agenda for Aboriginal People and guaranteeing equity of access to services

7.
developing a mental health promotion and disease prevention agenda

8.
establishing a coordinated research agenda and mechanisms for exchanging knowledge and best practices

9.
revising and harmonizing the legal framework around privacy and consent.

England

Population: 50 million 

Unitary state that is one of four constituent parts or nations of the United Kingdom (which consists of England, Wales, Scotland, and Northern Ireland)

Universal healthcare coverage primarily funded by public sources derived from general taxation

General health 

•
In 1998, mental health became one of the national priorities in the British government health plan.

•
Spending for mental health constitutes about 12 to 13% of total healthcare costs in England. The National Health Service (NHS) under the Department of Health (DoH) funds 80% of healthcare costs, while 15% comes from the social services budget (under the control of local authorities) and 3% comes from special mental health grants from central government

•
A specific Mental Health Task Force, established at the NHS Executive level, is chaired by the National Director of Mental Health. Service standards are specified in the National Service Framework for Mental Health. Services for the treatment of drug and alcohol addictions are administered under a separate program of DoH.

•
The National Institute of Mental Health England (NIMHE), a unit of DoH, is dedicated to mental health policy. NIMHE is organized in eight development centers and, with more than 20 programs, works with health professionals in the NHS in enacting national policies and meeting national targets for mental health.

•
NIMHE oversees the work of 80 Local Implementation Teams (LITs). LITs gather local stakeholders interested in mental health, including service users, caregivers, representative of healthcare trusts, local, and health authorities. Together they develop a local implementation plan aimed at achieving the national targets.

•
DoH is led by a cabinet-level Secretary of State for Health, who is responsible for national health and social policy.

◊
Separate responsibilities are held by the Secretaries of State for Scotland, Wales, and Northern Ireland.

•
DoH has the overall responsibility for England’s NHS, which is split into several Trusts, each of which is responsible for local services.

◊
The network of trusts includes Primary Care Trusts (PCTs), Acute Trusts, Mental Health Trusts, Health and Social Care Trusts, and Ambulance Trusts.

◊
75% of the NHS budget is distributed among 300 Primary Care Trusts on a capitation basis.

◊
PCTs directly perform primary care and community health services, and commission services from the other Trusts.

•
The DoH Chief Executive is supported by National Clinical Directors, and is responsible for attainment of service standards and targets expressed in the National Service Frameworks.
•
Monitoring and strategic planning for DoH is delegated to 28 Strategic Health Authorities (SHAs). The SHAs are:

◊
directed by boards of professionals and lay people appointed by the Secretary of State, serving catchment areas ranging from 200.000 to 1 million people

◊
responsible, together with local authorities, for Health Improvement Programmes (HimP), which conduct the health and social services of their catchment area

◊
required to monitor the performance of local NHS organizations.

Mental healthcare system

•
Primary-care physicians operate as gatekeepers for specialists and inpatient mental healthcare services.
•
PCTs commission specialty mental healthcare from Mental Health Trusts (MHTs).
•
MHTs were created only in the late 1990s to form a single local provider of specialist and community-based services.
•
England has about 80 MHTs, with great variability in focus and services provided.
•
Most providers of mental healthcare services are publicly owned, but private for-profit providers for residential and forensic care also exist.
•
Numerous non-governmental organizations or charities offer residential and community-based services, including drop-ins, befriending, and self-help, often with financial support from the publ[image: image9.png]Helping You Make the Difference



ic sector.
Figure 4. The mental healthcare system in England 
.

In 1998 the British Government set a new public health agenda and announced in “Our Healthier Nation”
 that mental health was a priority area for policy in the healthcare sector on par with cardiovascular diseases and cancer. In the same year, the white paper “Modernising Mental Health Services: Safe, Sound and Supportive”
 analyzed the main problems of the British mental health system and proposed that “radical changes” were needed. It also set the vision for the future mental healthcare system in the U.K.

Vision of the mental healthcare system

1.
Overarching principles

•
Mental health problems are common problems, with the potential to affect everybody in the community.

•
Mental health is considered as critical to general well-being as physical health.

•
Mental health is interrelated with physical health.

2.
Principles guiding service development

Mental healthcare should be:

•
safe, to protect patients and the public and based on good risk management through prompt and skilled assessment, treatment planning in event of a crisis, crisis responses, recognition of early symptoms, enough beds and with the right mix of 24-hour staffed, acute and secure beds, and outreach services to reduce hospital readmission. To be safe, it needs to be supported by a modern legislative framework.
•
sound, to be responsive to patients’ needs through a full range of services accessible 24 hours per day, 365 days per year, based on effective and cost-effective treatments and a coordinated care process, shared between health and social sectors, firmly connected to primary care, and based on better information flow through use of electronic patient records. The full range of services needs to be planned by health and local authorities after a thorough needs assessment, and must be included in their joint Health Improvement Program; Primary Care Trusts as main agents for service commissioning need to participate in the planning with health and local authorities and other trusts.

•
supportive, in working with users, families and caregivers, by assessing individual needs as well as the needs of communities, giving autonomy and opportunity for choice, access to employment, education, housing and welfare benefits (in partnership with local authorities and the non-statutory care sector), based on the promotion of good mental health,
System problems and deficiencies

Problems with the range of services available to the population
•
a lack of a full range of services—shortage in beds, long waiting lists for psychological interventions, lack of support after discharge

•
a lack of needs assessment at the local level

•
overburdened families and caregivers.

Problems with the quality of services

•
little involvement of users and caregivers in service commissioning and delivery

•
inequity in access to services

•
difficulty in retaining contact with patients, especially certain particularly isolated groups with severe mental illness.

Problems with the infrastructure of the mental healthcare system

•
inefficiencies in managing resources and under-funding

•
variations in the performance and practice of healthcare organizations and professionals, with little performance improvement infrastructure

•
problems in recruiting and retaining staff, and poor staff morale

•
an outdated legal framework—with a specific reference to the Mental Health Act and the regulation of compulsory treatment in the community

•
little use of computerized record keeping and different systems for recording treatment and care among health and local authorities
•
the need to reduce stigma and social exclusion.
Priorities for service reform

In England, the vision of mental healthcare established in 1998 was explicitly translated into priorities for service reform and redesign in two sets of policy papers: the National Service Frameworks (NSF), 10 year-plans describing the service standards to be met at the national level, and the 2000 NHS Plan
 that created concrete targets for future service development and expansion.

The National Service Framework for Mental Health
 in 1999 focused specifically on consumers between 18 and 65 years of age. The framework was organized around seven standards grouped in five sub-domains:

•
mental health promotion

•
care for people with common mental health problems

•
care for people with serious mental illness

•
caregivers and their well-being

•
suicide prevention.

The document stipulated that the focus of the mental health system must extend beyond individuals with severe problems. The framework established that prompt and effective access to care for all consumers was a priority for the mental healthcare system. All entry points essential to general practitioners, NHS help-line services (NHS Direct) and A&E departments, therefore, require reinforcement of their capacity to respond to both common and serious mental health problems and to appropriately refer consumers to specialist mental health services. Even more importantly, consumers undergoing crisis must have rapid access to in-patient facilities, close to home and with appropriate diversification of services according to severity of disease. The NSF also reinforced the value of the care program approach (CPA), introduced in 1991 as a tool for the management of serious mental illness. An analysis of the situation had showed that CPA—which required generation of a written individual care plan for each consumer with serious mental illness—was in reality poorly and inappropriately used. The analysis also showed that the health and social sectors had adopted different formats of care planning, creating unnecessary discontinuity in care. The NSF aimed at harmonizing the two processes, at enforcing the use of CPA, and at further defining the content of the care plan.

The framework for mental health service development set in the NSF became, in 2000, actual performance targets in the NHS Plan. The NHS promised, among other things, to strengthen primary care by introducing or expanding new professional roles, such as graduate mental health workers and community gateway workers. Other targets for the NHS were expansion of services for early intervention, crisis resolution, and assertive outreach as well as inpatient and residential care. NHS objectives are improvements in the availability of resources to provide respite for caregivers, and supporting the establishment of combined mental health and social trusts to facilitate the integration of these two service types.

The NSF for Mental Health was completed in 2001 by the National Service Framework for Older People
 (over 65 years of age) and in 2004 by the National Service Framework for children, youth, and maternity services
 (under 18 years of age). The two frameworks presented standards specifically dedicated to mental health and mirrored the values and structure of the original NSF for Mental Health. Both standards underline how older people, children and youths with mental health problems need to access “timely, integrated, high quality, multi-disciplinary mental health services.” Key areas of interventions are mental health promotion, early detection and the development of services and a mental health workforce with skills specific for these age groups. Priorities for older people focus on dementia and depression, management of co-morbidities, and use of settings such as domiciliary and residential care. In contrast, priorities for children and youths are concentrated on developing multi-disciplinary teams specialized in the mental health of children and adolescents, and in integrating services in schools and other settings easily accessible to children.
Since 1998, progress on the NSF for Mental Health has been internally evaluated in the “National Service Framework for Mental Health—Five years On.”
 This evaluation, in combination with the work of the NIMHE, has helped to encourage refining and expanding the priorities for reform in England to encompass additional considerations, including choice, social inclusion (with specific attention to generating employment opportunities for consumers), dual diagnosis services, and mental health services for black and ethnic minorities
.

Priorities for improvement and development of the English mental health system

1.
establishing a role for health and social services in mental health promotion, in fighting discrimination against individuals with mental health problems, and in promoting their social inclusion

2.
guaranteeing a full range of services for people with common mental health problems and those with severe mental illness

3.
guaranteeing easy and prompt access to services through all entry points, from primary care to NHS telephone services

4.
reinforcing the use of care planning and making it uniform across health and social services

5.
strengthening primary care with the introduction of new mental health professional roles in support of the general practitioner

6.
providing support to caregivers

7.
promoting social inclusion by creating coordination with employment, education, and volunteering opportunities

8.
helping consumers choose appropriate mental health services providers

9.
developing services for dual diagnosis within mainstream mental health services

10.
reducing health inequalities in mental health and developing services for the black and ethnic minority communities.

Italy

Population: around 60 million

Unitary state (shift to a federal state under discussion; 20 regions, each with 100.000 to 9 million people)

Universal healthcare coverage

General health

•
The Italian healthcare system is based on guaranteeing healthcare coverage to the whole population, financing for which is derived from general taxation.

•
In the 1990s the country underwent a process of devolution in which responsibility for healthcare service planning and, partially, financing and tax-raising powers, was transferred to the twenty regional governments.

•
The possibility of transforming Italy into a federal state is under discussion. The central government is responsible for guaranteeing a minimum level of healthcare assistance and negotiates the healthcare budget every year with each region.

◊
The budget is on an adjusted per-capita basis, complemented by cross-regional fund transfers from richer to poorer regions.

◊The Ministry of Health monitors the activity and spending of the regions through the Agency for Regional Healthcare Services.

•
Regional governments devolve to Local Health Authorities (LHAs), of which Italy has about 200.

◊
LHAs, which are responsible for service planning and funding in their catchment areas, are led by a General Manager appointed by the Regional Government.

◊Local Health Authorities are funded by their respective regions on a per-capita basis. They can either perform mental healthcare services using their own personnel and facilities or, to some extent, reimburse private accredited providers.

•
The largest and richest of the Italian regions, Lombardy, has opted for a model of purchase-provider split and internal market in which all public hospitals and community providers are considered independent and in competition with private accredited facilities or providers. The patient, in addition, is free to decide in which structure to be treated.

Mental healthcare system

•
Negotiations among the central government and regions has given rise to a proposal calling for allocation of about 5% of Italy’s total healthcare costs for mental healthcare. Despite this agreed target, mental healthcare spending varies greatly among regions.

•
In the 1990s before the devolution process, the Ministry of Health generated two National Mental Health Plans that are still considered the basis and the guideline for the formulation of Regional Plans for Mental Health. The Health Directorate within each regional government produces a Regional Play, through a consultation process with a variety of stakeholders involved with mental health services.

•
The organizational structure in charge of enacting the plan at local level is the Department of Mental Health (DMH) for each region. The 211 DMHs in Italy are associated with their respective Local Health Authorities. The two national plans clearly establish DMH targets for workforce capabilities and the types of services that they must provide:

◊
Community Mental Health Centers and ambulatory care for outpatient, emergency and domiciliary care, counseling, support to families, welfare interventions and job finding, often associated with Health and Social Services District Units correspondent to control areas of Local Authorities

◊
inpatient care in general hospital psychiatric wards, university psychiatric clinics, private accredited clinics, and day hospitals

◊
semi-residential care in day centers

◊
Residential care in therapeutic communities with a maximum of 20 beds.

•
Each DMH is required to operate a mental health information system linking all services under its control and a unit of quality evaluation and improvement. The diverse classifications of health professionals employed by the DMH encompass psychiatrists, psychologists, social workers, and nurses, constituting 48% of the total healthcare workforce.

•
In 2005 Lombardy introduced a new mental health organizational structure, the Mental Health Coordinating Body, at the level of every LHA. The objective was integration of several stakeholders, including LHAs, DMH, hospitals, and NGOs in planning mental healthcare services.

•
While the majority of mental health services are offered by public providers, some regions have a high proportion of accredited private entities, such as private hospitals and social cooperatives, offering inpatient and residential psychiatric care or support services in the community under contract with the public sector.

•
Mental health advocacy groups and associations have a strong voice in Italy. Since 1993 they have been organized under a common umbrella, the National Union of Mental Health Associations.
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Figure 5. The mental healthcare system in Italy.

In 1994 Italy elaborated the first National Mental Health Plan, the “Progetto Obiettivo Tutela della Salute Mentale 1994–96”
. The plan was based on the internationally renowned Law 180 or Basaglia law, approved in 1978, which initiated the process of de-institutionalization in Italy and set about guiding mental health policy
 by establishing four core principles:

•
a gradual phasing out of mental hospitals with cessation of all new admissions

•
establishment of general psychiatric wards for acute admissions with a maximum of 15 beds

•
restriction of compulsory admissions

•
creation of community mental health centers that perform care for populations within defined geographic areas.

Though well-known for its innovative character, the law failed to establish a budget dedicated to mental health and system reform, or standards for service provision. Regions were entrusted with defining the norms and procedures for implementation. Over time, this decentralization generated a high level of variability among regions, and by the early 1990s triggered the need for a national plan.

Vision of the mental health system

1.
Overarching principles

•
Mental health problems are common and significantly affect society.

•
Mental well-being is the responsibility of the entire community.

2.
Principles guiding service development

Mental healthcare in Italy should:

•
be proactive and anticipate needs by functioning directly within the community and in homes, schools, workplaces, and other settings, in collaboration with NGOs and voluntary organizations, primary-care physicians and other social and health services

•
be individualized with clear responsibilities and review deadlines

•
be integrated with other healthcare services (especially primary care), social services, and support community services for employment, housing, and social inclusion initiatives

•
be evidence-based 

•
involve families in treatment planning and evaluation while maintaining the responsibility for care with the service

•
re-engage users who have been uncooperative or have lost contact with service agencies

•
support and engage self-help and caregiver networks as well as social inclusion interventions

•
promote mental well-being, combat stigma and discrimination, and increase community solidarity.

System problems and deficiencies

Problems with the range of services available to the population

•
high levels of unmet needs

•
a high burden on families and the not-for-profit sector

•
shortfalls in services for children and adolescents

•
shortages in residential facilities for clients who need additional support

•
neglect of cases of dual diagnosis and co-morbidities

•
neglect of mental health in correctional facilities

•
scarce interventions in primary and secondary prevention
•
low turnover of patients in residential care, and lack of diversification in the types of residential care options offered to consumers.
Problems with the quality of service

•
lack of consumer and family involvement in the decision-making process and of collaboration with consumer associations

•
poor adoption of evidence-based clinical guidelines

•
lack of recognition of the need for social and rehabilitation activities.

Problems with the infrastructure of the mental health system

•
great variability among regions

•
lack of coordination and leadership in planning and policy implementation

•
lack in systematic evaluation of resource investment and monitoring of spending

•
lack of precise accountability and definition of professional roles within mental health services

•
workforce shortages and high turnover, complicated by lack of a workforce development plan
•
lack of planning and requirements for services performed by NGOs, social cooperatives and private providers

•
lack of joint planning with local authorities for an inter-sectorial approach

Priorities for service reform

The first National Plan prioritized the creation of Departments of Mental Health (DMHs), each overseeing defined geographical areas, as organizations responsible for all mental health services, from community-based to inpatient and residential care. Great care was taken to define the characteristics of these new entities, the type of services they needed to guarantee, their capacity, and required staffing.

The second National Plan in 1998
 further developed this policy direction by requiring DMHs to:

•
each generate a workforce plans

•
create an Evaluation and Continuous Quality Improvement Unit to monitor quality of services, staff and perception of care

•
create a mental health information system through which to gather data from all mental health service providers, including private accredited entities and the non-statutory sector.

In addition to specifying requirements for the development of the mental health infrastructure, the plan highlighted other priorities for the mental health system. Those priorities included mental health promotion and prevention; reduction of disability by enhancing emotional, personal, and social relationships and strengths of the service-users; improving quality of life for consumers, caregivers and families; promoting social inclusion; and developing services for children and adolescents, who were historically underserved.

With the devolution process of the 1990s, Italian regions have taken the lead in developing their health policies. That activity has coincided with the formulation of Regional Mental Health Plans. Most regional plans have been strongly influenced by the National Mental Health Plans, and at the same time reflect innovation with the creation of individualized care pathways, introduction of the role of case manager, and creation of bodies able to gather various stakeholders for coordination of service planning
.

Even though regions are now directly responsible for the healthcare they deliver, the 2003–05 National Health Plan
 (“Piano Sanitario Nazionale”) included a section on mental health, that contains some guidelines and priorities for further action. Some priorities refer to improving and broadening service development through decreasing shortages in patient and residential services, strengthening crisis and emergency services, and reducing waiting times for psychotherapy. Other priorities that focus on the quality of services declare the need for multidisciplinary recovery pathways, procedures for management of co-morbidities, and involvement of clients in every aspect of care, including choice of care setting. The latest National Health Plan also urges initiation of mental health prevention and promotion programs and public education campaigns.

Priorities for further development and change in the mental health system

1.
guarantee a comprehensive range of services from community-based to inpatient, covering the life span

2.
respond to common mental health problems in partnership with primary care physicians

3.
coordinate community and specialist mental health services under one organization, creating linkages with general healthcare and other sectors, especially employment

4.
improve the quality of life of consumers and families

5.
strengthen the quality improvement and information infrastructure of mental health service providers.

New Zealand

Population: 4 million

Unitary state

Universal healthcare coverage

General health

•
New Zealand’s healthcare system is based on universal coverage.

•
Public sector funds cover 78% of costs, with the remainder contributed through out-of pocket-payments and private health insurance. Financing for healthcare is derived from general taxation.

•
Policy and planning for healthcare resides with the central government, and in particular with the Ministry for Health.

•
Funding and provision of services at local level is under the responsibility of 21 District Health Boards (DHBs) whose catchment areas vary from less than 50.000 people to more than 400.000 people.


DHBs comprise of up to 11 members, some elected at local level and others appointed by the Ministry of Health.

◊
DHBs are responsible to the Ministry for Health and receive a three-year funding package.

◊
DHBs are in charge of strategic planning and of providers’ performance within their respective geographic areas. Each one also functions as the board for at least one large public hospital, because hospitals do not normally have their own boards.

◊
DHBs can directly provide care, or may contract with non-governmental organizations to offer services.

•
Spending for mental healthcare constitutes 
() % of total healthcare costs in New Zealand.

•
Resources are allocated to the DHBs by the Ministry for Health (MoH). the responsibilities of which include mental health. To guarantee a continuous investment of resources in mental health, the Ministry of Health has earmarked funding to DHBs for this specific purpose.

•
Within the Ministry for Health, the Mental Health Directorate is charged with developing policy and supporting the Minister in all functions related to mental health and alcohol and drug abuse problems.

◊
The Mental Health Directorate has so far developed two National Mental Health Plans, the most recent of which (2005–2015) specifically refers to both mental health and addiction problems, indicating further integration in the planning and delivery of these services.

•
In 1996 the Mental Health Commission was established with specific mandates to monitor and make recommendations to the central government on the performance of the MoH and DHBs in engaging the national plan.

◊
The commission released a Blueprint for Mental Health Services establishing clear targets for specialist mental health services, and has regularly published progress reports about the implementation of the national strategy.

•
At local level, DHBs are responsible for funding and delivering a comprehensive range of mental health and (alcohol and drug addiction treatment services, ranging from community-based to inpatient acute care—conducted mostly in psychiatric wards in general hospitals.

◊
All but two psychiatric facilities have been closed. The two remaining facilities administer services for forensic patients.

◊
Because several of the DHBs cover a limited number of people, DHBs are grouped in regional mental health networks with a common strategic plan and pool funds to provide specialty mental health services at regional level.

◊
DHB services often are aimed at more specific consumer populations, such as forensic patients, consumers with eating disorders, and mothers.

◊
Funds for regional services are determined by Inter-District Flows mechanisms, which apply across all healthcare services.

•
To extend the ranges of services, DHBs contracts with non-governmental mental health organizations that conduct residential, community support, and vocational training services. DHB officials estimate that 28% of services for mental health are performed by NGOs.

•
The main entry point to access mental healthcare services remains the family doctor.

◊
Patients are charged fees when accessing primary care but a recently introduced reform proposal envisions reorganization of primary-care providers into primary care organizations (PHOs) with the aim of reducing these charges.

•
Because 15% of New Zealanders belong to the M_ori tribe, a mental health strategy specifically targeted to this population segment has been designated a priority within the Mental Health Directorate.
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Figure 6. The mental healthcare system in New Zealand.

The core elements of New Zealand’s national mental health policy were set for the first time in 1994 in “Looking Forward: Strategic Directions for the Mental Health Services”
 and further refined in 1998 by the Mental Health Commission in “Blueprint for Mental Health Services in New Zealand”
. These two documents described the nation’s vision and service provision requirements for the mental health system, and established the country’s priorities in both mental health and addiction services, with specific reference to drug and alcohol problems. The development of mental health policy in New Zealand is noteworthy for its focus on the mental well-being of Māori people and other ethnic minorities that together constitute around 25% of the population. Problems associated with these groups were approached with a collaborative spirit, and resulted in the development of a specific Māori mental health strategy and plan for Māori workforce expansion
.

The main objectives set in “Looking Forward: Strategic Directions for the Mental Health Services” included:

•
guaranteeing a community-based and comprehensive range of mental health services

•
encouraging Māori involvement in planning, developing, and delivering mental health services

•
improving the quality of care, through monitoring of community services, data collection, and analysis systems

•
promoting coordination among agencies involved in the system

•
balancing personal rights with protection of the public

•
developing a national alcohol and drug abuse policy.

The Blueprint presented these strategic goals by stressing, in a manner that could be considered visionary, how the mental health system should be rooted in the recovery concept, and spelled out the requirements for recovery-oriented services.

The two documents created the basis for the two National Mental Health Plans in 1997 and 2005, respectively. New Zealand’s approach to system change and service development is based on the aim of establishing and meeting benchmarks for the level of mental health services to be provided. These performance targets were set according to epidemiological data and thorough needs assessment. Mental health system administrators in New Zealand expect the service delivery system to be capable of conducting specialist mental health services for 3% of the adult population and youths with severe mental health disorders; of conducting primary healthcare services in liaison with mental health services for 5% of adults with moderate to severe disorders; and anticipate a combination of primary healthcare and social support to serve 12% of the population that suffers from mild to moderate problems. In addition, the system has the responsibility to promote mental health and educate the general adult population about prevention and treatment services that are available through public health and social services agencies.

The policy guidelines expressed in these documents were translated into National Mental Health Standards
 in 1997, which articulated quality parameters that services must meet. The standards developed are organized within 18 domains:

•
Māori and Pacific people

•
cultural awareness

•
children and young people

•
rights

•
safety

•
consumer record and documentation

•
privacy and confidentiality

•
consumer participation

•
family and caregiver participation

•
prevention and early intervention

•
leadership and management

•
access and entry

•
consumer assessment

•
quality care and treatment

•
community support options

•
discharge planning

•
follow-up and re-entry

•
promotion of mental health and community acceptance.

Vision of the mental health system

1.
Overarching principles

•
Mental health and addiction problems are common.

•
The key goals of mental health services are reduction of the prevalence of mental illness and mental health problems, and improvement of health status with corresponding reduction in the effects of mental disorders.

2.
Principles guiding service development

Mental healthcare should:

•
provide a comprehensive and integrated range of services and collaborative approaches

•
be based on a recovery approach intended as “capacity of living well in the presence or absence of mental illness,” and on hope and the capacity to imagine a better life. The recovery approach should be standard practice in all services, and discrimination given zero tolerance by all services.

•
protect service users’ rights and treat them with respect and equality

•
consider service users as partners in all decision making that affects them

•
empower individual consumers, families, and caregivers

•
be based on best practices

•
measure outcomes and drive service development on best outcomes and recovery

•
be staffed with people who are compassionate and competent to assist consumers in their recovery

•
meet the needs of different groups of consumers, and guarantee cultural safety and Māori involvement

•
ensure consistent safety standards

•
be cost-effective

•
be integrated at all levels.

System problem and deficiencies

Problems with the range of services available to the population

•
low level of resources available to community mental health services, and inefficient allocation of funds during the process of de-institutionalization

•
lack of resources for services targeted at children and their families

•
disproportionate unmet demands for mental health services for youths, Māori people, and individuals within the criminal justice system.

Problems with the quality of services

•
poor co-ordination between community-based and hospital-based mental health services

•
lack of provider responsiveness to the needs of consumers, caregivers, and families

•
poor quality of services for Māori people.

Problems with the infrastructure of the mental health system
•
difficulties in recruiting mental health staff members—especially Māori staff and clinical specialists

•
lack of systematic recording of service utilization and lack of appropriate needs assessment

•
unclear lines of accountability among various agencies delivering mental health services.

Priorities for service reform

The first National Plan
 focused on the idea of improving quality and expanding mental health services to better respond to the scope of mental health needs of the New Zealand population. The second Plan
 was generated in the context of important developments and reforms within the general health and disability sectors and the publication of the New Zealand Health Strategy, the Disability Strategy, the Primary Health Care Strategy and the Māori Health Strategy.

The second plan, therefore, reiterates some themes found in the first plan but also expands the scope of action to include primary care, mental health promotion and prevention, the use of information and information technology and the need for partnerships functioning at DHBs and regional levels, between DHBs, with the primary-care and the non-statutory sectors, and for alignment between delivery of health services and other government-funded social services. The second plan will be accompanied in 2006 by an Action Plan. Both plans also identified the need to develop a national alcohol and drug misuse policy, and to broaden addiction treatment services.

The agenda for change can be summarized by nine objectives:

1.
Guarantee a comprehensive range of community-based services able to meet identified benchmarks.

2.
Improve the quality of services by increasing consumers and caregivers’ involvement in service planning, policy, purchasing, and provision, and increasing responsiveness to a variety of cultures and needs.

3.
Involve Māori people in the development of services, make mainstream services more responsive to Māori needs, and develop a Māori workforce.

4.
Establish a coordinated workforce development plan to guarantee an adequate and skilled mental health and addiction workforce, including an appropriate service user workforce.

5.
Coordinate care within the mental health sector and with other sectors, with clear lines of accountability and development of interagency agreements.

6.
Develop a culture for recovery in every service and in the workforce.

7.
Strengthen primary care by developing assessment capabilities for mental health and addiction needs, and linkages between PHOs and other providers of mental health and addiction services.

8.
Develop availability of information and information systems to guarantee transparency and trust and improve service delivery, planning, and monitoring of performance.

9.
Develop a mental health promotion and prevention agenda by increasing people’s awareness on how to maintain mental health and well being, and by working to overcome stigma and discrimination.

Scotland

Population: 9 million

Unitary state that is one of four constituent parts or nations of the United Kingdom (which consists of England, Wales, Scotland, and Northern Ireland)

Universal healthcare coverage primarily funded by public sources derived from general taxation.

Since 1998, Scotland has had a national Parliament. The United Kingdom Parliament, in London, retains power over Scotland's taxes, social security system, defense, international relations, while the Scottish Parliament has legislative authority for all other areas relating to Scotland. The Scottish Parliament nominates a First Minister and a Cabinet of Ministers forming the Scottish Executive, which is the national government for Scotland. The Scottish Executive is responsible for health, education, justice, rural affairs, and transport.

General Health

•
The Health Department develops national policies for health and community care. It oversees 15 area Health Boards that are responsible for planning health services in their areas, and administers 24 self-governing NHS Trusts.
•
The Chief Executive heads the Health Department and leads the central management of NHS organizations (NHSScotland).
•
Health Boards determine the health needs in their respective areas and manage the allocated resources to commission healthcare services from primary care practitioners, NHS Trusts and other agencies, including mental health services.
•
Health Boards recently created Community Health Partnerships (CHPs) as separate entities. CHPs specifically focus on local services and community care, with the aim of establishing stronger partnership with local authority services (e.g., social work, housing, education, and regeneration) and integrating primary and specialist health services at the local level. Integrated mental healthcare is one of the main functions of CHPs.
Mental healthcare system

•
Within the Health Department, the Mental Health Division—with a National Programme Support Team and Implementation Group—has developed the first National Mental Health Action Programme and is responsible for its implementation.
•
The Health Department also has responsibility for Special Health Boards such as NHS Health Scotland, which deals with public health and health promotion, and NHS Quality Improvement Scotland, which sets and monitors clinical standards.

◊
Both organizations have specific programs related to mental health.

◊
The Centre for Change and Innovation, within the Health Department, plays an important role in the mental health agenda and particularly in the national strategy for treatment of depression.

•
Health Boards are responsible for regional and local level funding and commissioning of mental health services.

[image: image6.jpg]Devolved Government |
Centre for
Frsthinsterand | Change and
Scotish Executive — hnovaton
NHS Qualiy
L [eamn Special mproement Scotiand
Deparment Hoainn ||
Boards
NHS Health Scatiand
NHS Scottand
Vental Health
Diision
(Natonal Programme
2 Support Team and
] mplementaion Group)
]
Health Boards
Local
Auhorites +———
Community
Healh Partnerships
unding and
commissioning

Community health e
care senices

IVAINTD

VOO0V IYNOIDFY




Figure 7. The Scottish mental healthcare system.

Scotland traditionally based the delivery of its mental health services on the guidelines elaborated in 1997 in “A Framework for Mental Health Services in Scotland”
. That document was developed by the Scottish Office Department of Health, Social Work Services Group and Development Department. Nine years later, it still serves as an important guide for planning, commission and provision of integrated mental health services in the country. The guidelines define the core service elements that must be present at the local level, and also identify the profiles or features of services for patients with more complex needs, as well as the types of local partnerships necessary to deliver these services.

Further developments in Scottish mental health policy are present in two key documents. “Our National Health: A Plan For Action, A Plan For Change”
 was proposed in 2000 by NHS Scotland, a branch of the United Kingdom’s National Health Service, and, in 2003, the Scottish Executive brought forward “Improving health in Scotland: The challenge,”
 which contains a specific reference to a national mental health agenda. Both documents reiterate the need to maintain mental health as a priority in Scottish public health policy and to support the implementation of the 1997 framework. Scotland’s action and strategy in mental health culminated with the issuance in 2003 of the first National plan
 and the creation of a Mental Health Division in the Scottish Executive Health Department.

Vision of the mental healthcare system

1.
Overarching principles

•
Mental health is a priority for public policy

2.
Principles guiding service development

Mental healthcare should:

•
be the result of a multi-agency strategy

•
promote privacy, dignity, independence and choice

•
be provided as much as possible at home or in a home-like setting

•
be sensitive to individual needs and based on an individual program of care

•
require the close involvement of people who use the service, families, caregivers, and advocates at all stages (from treatment to service development)

•
recognize that people with mental health problems share common basic human needs for good housing, education, recreation, and paid employment

•
be provided by staff members who can adapt skills to provision of care in community settings, receive appropriate education and training, and have access to research findings, are given joint training on a multi-disciplinary and inter-agency basis, and who receive training in combination with suggestions from service user groups
•
be based on the analysis of aggregated needs of the local population

•
be based on evidence of good practice and effectiveness

•
be quality-driven

•
integrate primary care

•
promote mental health, including action against stigma.

System problems and deficiencies

In 2003 Scotland performed an exercise of mental health service and workforce mapping, with the participation of the voluntary sector. The exercise identified some critical problems within the system. These findings were described in “National Mental Health Services Assessment- Towards the Implementation of the Mental Health (care and treatment) (Scotland) Act 2003”
.

Problems with the range of services available to the Scottish population

•
limited availability of emergency, crisis and specialist services, including psycho-social intervention

•
difficulty in shifting from hospital services to community-based provision.

Problems with the quality of services

 •
greater emphasis on short-term treatment rather than long-term recovery

Problems with the infrastructure of the mental healthcare system

•
limited skill mix among members of treatment teams

•
recurrent inadequacies in management skills and leadership.

Priorities for service reform 

Between 2001 and 2003 Scotland focused on two priorities: suicide prevention and the fight against stigma. The strategies for suicide prevention were organized around the “Choose Life” program
, with seven main objectives:

•
early prevention and intervention

•
responding to immediate crisis

•
longer-term work to provide hope and support recovery

•
better means to cope with suicidal behavior and completed suicide

•
promotion of greater public awareness and encouraging people to seek help early

•
Supporting news media coverage of topics related to mental health

•
awareness and understanding of effective treatment approaches.

The campaign “See-Me” (www.seemescotland.org.uk) has been the linchpin for the action plan to combat stigma and discrimination in Scotland. The campaign, launched in 2002 with a funding of £3 million over four years, was operated by an alliance of five Scottish mental health organizations supported by the Scottish Executive. It was based on a combination of national and local activities and multi-media advertising, often with the direct involvement of consumers trained to interact with the news media.

In the 2003 National Program, suicide prevention and the fight against stigma remain priorities, but the plan expands the list of concerns—highlighting, for instance, the need to develop services for neglected groups such as children, youths, and older people.

A summary list of Scottish national priorities
1.
elimination of stigma and discrimination

2.
suicide prevention

3.
raising awareness and promoting mental health and well-being

4.
guaranteeing a range of services that cover the lifespan (infant mental health, services for children and young people as well as for people in later stages of life) in different settings (with focus on the workplace)

5.
coordinating mental healthcare, in particular, among health and social services agencies

6.
promoting and supporting recovery.

United States of America

Population: around 300 million people

Federal state (50 states, 1 federal district and several territories, with populations ranging from fewer than 500.000 to greater than 30 million people)

Non-universal healthcare coverage

General health•
The organization of the healthcare system in the United States (U.S.) is based on the separation between private and public insurance.

•
Two-thirds of Americans are covered by a private insurance plan associated with their employment.

◊
Employers offer and contribute to health benefit packages that are marketed by insurance companies and linked to networks of healthcare providers.

◊
Employer-based insurance programs pay for roughly 50% of healthcare costs in the United States.

•
The two public payer systems are called Medicaid and Medicare.

◊
Medicaid covers indigent people with low-income and is jointly funded by state and federal governments.

◊
Each state sets its own poverty line, determines the requirements for coverage eligibility, and conducts a Medicaid program through a state Medicaid agency.

◊
In some states, Medicaid pays private health insurance companies that contract with the state Medicaid program, while other states directly pay providers —doctors, clinics and hospitals.

◊
Medicare covers people older than 65 years of age and people with disabilities. It is completely funded by the federal government.

•
Within the Department of Health and Human Services, the Center for Medicare and Medicaid Services (CMS) monitors state-run programs and establishes requirements for service delivery and quality.

Mental healthcare system

•
Spending for mental health constitutes about 7% of total healthcare costs.

◊
57% of mental health costs are funded by public sources.

◊
20% is covered through private insurance.

◊
13% of mental healthcare costs are out-of-pocket expenditures by clients.

◊ 10% other sources

Public mental healthcare

•
Responsibility for formulation of national health policies resides with the federal government. Within the Department of Health and Human Services, the agency of Substance Abuse and Mental Health Services Administration (SAMHSA) is responsible for the elaboration of guidelines in the fields of mental health and substance-use service provision.

◊
SAMHSA also is responsible for a variety of grants and funding opportunities for the states aimed at reinforcing community-based services and at developing a broad service range for specific target populations.

◊
The funds provided by SAMHSA are the only federal resources earmarked for mental health, and constitute less than 4% of state revenues for mental health services.

•
In some respects, the United States lacks a coherent common national mental health policy; instead, each state articulates its own mental health plan.

•
In 2001, under President George W. Bush’s New Freedom Initiative, the Commission on Mental Health (NFC) was created to study the mental healthcare system and to formulate recommendations for its reform. These recommendations have been endorsed at the federal level and, in 2005, a Federal Executive Steering Committee on Mental Health, including high-level representatives of several governmental departments, was instituted to lead a comprehensive reform process and put into action the recommendations of the NFC.

◊
The Federal Executive Steering Committee on Mental Health will create task forces to concentrate on the major priorities and issues for reform in the country.

◊
In addition, the Institute of Medicine, an independent organization with advisory function in medical issues, was commissioned by SAMHSA and other governmental agencies to conduct further analysis of the American behavioral health system. Its report and a blueprint for reform was released in 2005.

•
Responsibility for service planning and coordination is devolved to the states and, in some cases, to county level.

◊
At state level, the Health and Human Services Agency includes a State Department of Mental Health, led by a state Mental Health Program Director.

◊
Each state’s Department of Mental Health is responsible for coordinating state and county plans, evaluating and monitoring the system of care, administrating federal funds, and operating state mental health hospitals.

◊
In several states, county services are under the control of County Departments of Mental Health.

•
Each state government integrates several streams of funding for mental healthcare services: Medicaid and Medicare funding, federal grants and state taxes levied at local level.

◊
Medicaid funding recently has become the most prominent source for financing mental healthcare services.

◊
At the national level, Medicaid contributes 20% of total public spending for mental healthcare, compared to 20% by state and local governments, 13% by Medicare and 4% by other federal grants. As a consequence, the state Departments of Mental Health that previously were separate from their respective Medicaid Agencies are now either integrated or more closely coordinated within several states.

•
Although states can function as direct service providers—as in the case of state mental health hospitals—the majority purchase services and stipulate contracts with non-for-profit private organizations that deliver services in the community. Such contracted services include community mental health centers in residential or inpatient structures.

•
Some states also contract with independent organizations to perform services in non-healthcare settings, such as schools and correctional facilities in collaboration with the state departments overseeing education and justice.

Private insurance-based mental healthcare

•
In the United States, coverage for mental healthcare offered by employer-based, private insurance plans never has been as generous as those for general health services. Any mental health benefit packages offered are limited in type and quantity of services approved for coverage. Moreover, the benefit packages covering mental health services often are managed by entities such as managed behavioral health organizations, which are distinct from operators of plans offering general healthcare benefits.

Non- governmental organizations

•
The long tradition of consumer activism in the United States is evident by the presence of advocacy and consumers organizations throughout the country. Consumers are progressively involved in service provision through self-help, peer-support, and crisis prevention organizations that qualify for reimbursement for their services. Accredited peer-support services, for instance, are reimbursed in some states by Medicaid through a specific waiver.

[image: image7.jpg]‘Substance Abuse

and Mental Health | ——
Senvices Agministiation
‘Centre for Wedicare H
Federal and Medicald Senices S
Government
H

Mentalhealth | 4
private providers | v,

contracts.

e [

State
Gowerment  @— State taxes.

Heallh and Human
Services Agency

Public Mentl Health
Hospials

TEaE

auvis

AINNOD




Figure 8. The mental healthcare system in the United States.

In many respects, President George Bush’s declaration of the 1990s as the “decade of the brain” marked the beginning of renewed attention to mental health in the United States. In 1999, for the first time, the Report of the Surgeon General
 (the principal adviser to the Secretary of Health on public and scientific issues) was dedicated to establishing the scientific basis for modern mental health practice. The report not only made the case that mental health is fundamental to health and that effective treatments are available, but also demonstrated how mental disorders are real health conditions and, therefore, argued for integration of mental healthcare into mainstream general healthcare.

The report also underlined how in the preceding decades solid scientific evidence, derived from molecular biology and neuroscience, has contributed to a better understanding of the brain and its functions, including behavior, emotions, and cognition, as well as its vulnerability to illness and disability. The well-documented efficacy of mental health treatments and the existence of a range of treatments for most mental disorders, therefore, should be the basis for service provision and the organization of the mental health system. A supplement to the report
 focused on racial and ethnic disparities in both access and quality of mental healthcare for people of color in the United States.

Even though the United States, unlike many other countries, has a federal agency (SAMHSA) solely dedicated to mental health and substance abuse policy and services, a historical division between the role of the federal government and the autonomy of the states has complicated formulation and implementation of a national mental health strategy. Most policy has been issued within the domain of the states, which retain responsibility for developing their own public mental health policies and administering service planning. Concurrently, federal healthcare financing policy for programs (specifically Medicaid) targeted to eligible individuals who have disabilities or are living in poverty has substantially stimulated and influenced state-level decisions and practices.

Services conducted through the public system—which is primarily directed toward adults with disabling conditions and children with severe emotional disturbances—traditionally have been separate and uncoordinated, with services reimbursed through private insurance plans. That dichotomy reinforces the split and fragmentation of the mental health system.

In 2001 the New Freedom Commission on Mental Health, instituted by President Bush, formulated a strong critique of the American mental health system, calling it “fragmented, in disarray, and leading to unnecessary and costly disability.” In its final report, “Achieving the Promise: Transforming Mental Health Care In America”
, the commission argued for a radical reform or transformation of the mental health system and proposed six goals. The commission called for creation of a system in which:

•
Americans understand that mental health is essential to overall health.

•
Mental healthcare is consumer and family driven.
•
Disparities in mental health services are eliminated.

•
Early mental health screening, assessment, and referral to services are common practices.

•
Excellent mental healthcare is delivered and research is accelerated.

•
Technology is used to access mental healthcare services and information.

While the report did not spell out the components of this transformation process, it did compose a vision of a future, reformed mental health system in the United States.

Most recently, SAMHSA and other governmental agencies and philanthropic organizations commissioned the U.S. Institute of Medicine (IOM)—an independent organization with advisory function in medical issues—to conduct a further analysis of the American behavioral health system and to create a blueprint for its reform. The IOM Committee built its study on an earlier IOM analysis of the larger healthcare system known commonly as the “Quality Chasm Report”
 and elaborated its recommendations in a report titled “Improving the Quality of Health Care for Mental and Substance-use Disorders,”
 which was released in November 2005.

Vision of the mental health system

1.
Overarching principles

•
Mental health problems are common and can affect people in every stage of their lives.

•
Mental health is as critical to general well-being as physical health, and it is inseparable from physical health.

2.
Principles guiding service development

Mental healthcare in the United States should:

•
be recovery-oriented where recovery is defined as “the ability to live, work, learn and participate fully in the community”; for some that definition embodies living “a fulfilling and productive life despite a disability,” while it is “for others, a reduction or complete remission of symptoms”

•
be based on a full partnership between clinician and consumer and on the possibility for the consumers and families to participate in choosing mental health professionals and in decision-making about treatment options
•
be based on an individualized plan of care
•
be based on easy and continuous access to the most current treatments and best support services
•
be based on timely and accurate information for clinical decision-making, disease self-management, and accountability
•
be equitable and independent from race, gender, age, and place of residence
•
promote the ability to cope with life’s challenges and build resilience meant as the capacity to “rebound from adversity, trauma, tragedy, threats, or other stresses, and to go on with a sense of mastery, competence, and hope”

•
take advantage of scientific and technological progress.

System problems and deficiencies

Problems with the range of services available to the U.S. population

•
gaps in care for children, older people, and adults with serious mental illness; high number of undiagnosed, under-diagnosed and non-treated people

•
racial and ethnic disparities.

Problems with the quality of services

•
lack of a recovery orientation and deficiency in public awareness that mental health problems are treatable

•
delays in translation of scientific knowledge into service.

Problems with the infrastructure of the mental health system

•
lack of a national priority for mental health and suicide prevention

•
fragmentation of mental health service delivery system in different settings and across different agencies

•
unfair treatment limitations and financial requirements in mental health benefits for private health insurance

•
complex and fragmented public-sector reimbursement systems, with limited eligibility for benefits

•
perverse incentives for people with mental health problems to maintain Social Security benefits without returning to employment, and incentives for families to enter the child welfare system to access services

•
workforce inadequacies, including a shortage of providers and a lack of competency in evidence-based practices

•
lack of mental health training for primary-care physicians and other health professionals

•
a very diversified, multidisciplinary healthcare workforce, many members of which operate in solo practices

•
divergent state regulations governing privacy and confidentiality and preventing easy flow of communication between patient and clinician and among clinicians

•
lack of an adequate quality improvement and monitoring infrastructure.

Priorities for service reform 

As one of its main recommendations, the New Freedom Commission on Mental Health stressed the need to generate state-level comprehensive mental health plans based on the contributions of several stakeholders involved with mental health. The commission also noted the need for improved alignment of financing mechanisms, especially between state mental health and Medicaid programs. These priorities for reform have been further refined in the IOM report “Improving the Quality of Health Care for Mental and Substance-use Disorders.” The Institute of Medicine mental and substance use conditions report focused on six key problems and their solutions:

•
assuring that the system is patient-centered

•
enhancing the measurement and quality improvement infrastructures that support care

•
improving linkages across all systems of healthcare

•
promoting active participation by representatives of both the mental and substance use field in the national health information infrastructure

•
building and assuring the competency and capacity of the mental healthcare workforce

•
adapting to the unique marketplace for the care of mental health and substance use conditions.
Both the NFC and IOM reports promoted development of a cross-government mental health agenda and creation of partnerships between governmental departments as a viable strategy for change. The latter suggestion has been put into action with the creation of the Federal Executive Steering Committee on Mental Health, which has representatives from the Department of Health and Human Services, Department of Education, Department of Housing and Urban Development, Department of Justice, Department of Labor, Department of Veterans Affairs and Social Security Administration.

In 2005 the committee published the “Federal Action Agenda: First Steps,”
 which advanced recommendations concerning both the public and private mental healthcare service delivery systems. The publication contains a list of cross-government initiatives aimed at fulfilling the principles set by the President in the New Freedom Initiative. The Federal Action Agenda describes how plans for national public education campaigns can increase awareness about mental health and mental illness as well as foster collaboration between the Department of Labor and the Center for Medicare and Medicaid Services, leading to removal of barriers that now restrict people with disabilities and mental disorders from obtaining employment. In addition, the Federal Action Agenda recommends better integration of mental health considerations in Medicaid demonstration projects, as well as the generation of a National Strategic Workforce Development Plan by a task force involving both public and private stakeholders.
Priorities for mental health system transformation in the United States

1.
Increase public understanding of mental health and mental health problems, and reduce the stigma attached to seeking help for mental health problems.

2.
Promote recovery, resilience, employment, and community participation of consumers.

3.
Build a consumer and family-driven system based on individualized care plans and consumer and family involvement in planning, evaluation, and delivery of services.

4.
Develop services for early mental health screening and intervention.

5.
Take advantage of latest scientific evidence, research, and the use of information technology.

6.
Eliminate mental health disparities, with a specific focus on racial and ethnic minorities and rural populations.

7.
Coordinate care across public and private agencies, primary and specialist mental healthcare, and align reimbursement mechanisms.

Conclusions

In the previous section, the core values and visions for a reformed mental healthcare system, the problems and deficiencies affecting the current systems, and the operational rules and priorities for their reform were reviewed for the seven study countries. The most important national plans and policy statements used for this analysis are summarized in Summary Table 1.

Each of the countries in this study have described a vision of mental healthcare, guiding principles and goals for change and reform of their respective mental health systems. The visions have numerous similarities (see Summary Table 2), and six major common principles or themes can be identified across nearly all of the countries. The six principles are:

1.
Mental health must be considered a critical component of well-being, and mental health problems should not be a source of stigma or discrimination.

2.
Community based services embody the preferred service setting or mode, and systems ought to achieve an appropriate balance between inpatient, residential or facility-based services and community-based services in order to respond to different degrees of the individual’s needs, stages in recovery, and preferences.

3.
Mental healthcare should be based on a therapeutic and healing partnership between clinicians and consumers; the foundation for this alliance is respect of dignity and rights, choice, independence and autonomy, involvement, empowerment, and recovery.

4.
Mental healthcare must be personalized and individualized, taking into consideration the unique needs, preferences, and diverse cultural beliefs of each person served. Services, therefore, should be appropriate and responsive to ages and development, gender and sexual orientation, ethnic and racial background, and other considerations important to each person served.

5.
Mental healthcare must be integrated and coordinated through linkages with primary care, with traditional social services (housing, employment, education), or with any other community resource (self-help, consumer-operated services, befriending). Therefore, care should be performed by a workforce that is multidisciplinary and able to work in teams across agencies and systems.

6.
Mental healthcare must be based on evidence, must focus on effective treatments and best practices, and must result in measurable outcomes.

In addition, all seven countries, independent of their particular financing and organizational systems, have identified a similar sets of problems and deficiencies that affect their systems and influence their plans for change (see Summary Table 3). The seven countries commonly report five conditions:

1.
a lack of focus on mental health

2.
inadequate system capacity and workforce resources and competencies to respond to the demand for services, often resulting in an inadequately diversified range of services and barriers to equitable access

3.
insufficient involvement of consumers and caregivers in service planning that is fully responsive to individual needs and preferences and appropriately coordinated with other social and rehabilitation activities

4.
excessive variability in service provision and in the quality and effectiveness of care provided, complicated by a lack of coordination among agencies

5.
Delay in use of evidence-based practices, quality improvement tools and information technology.

Consequently, the priorities for reform that these countries have established attempt to respond to those five principal problems. Based on a review, integration and synthesis of all the reports and planning documents analyzed (see Summary Table 4), a consensus about international priorities materializes around six fundamental goals:

1.
Make mental health a public priority and promote mental well-being, thereby diminishing the stigma and discrimination associated with mental illness.

2.
Improve access and enhance the range of available services.

3.
Assure an adequate, competent and skilled mental health workforce.

4.
Make consumer involvement, a response to individual needs, and recovery and wellness the focus of mental healthcare.

5.
Integrate and link mental healthcare with general healthcare and other sectors and services.

6.
Promote evidence-based, measurable, and accountable mental healthcare.

Despite lack of a direct point-to-point correspondence, a significant convergence is evident between the United States IOM’s aims, rules and specific finding and concerns and the issues identified in the six other countries. For all intents and purposes, the seven study countries are all facing similar challenges in reforming their mental health systems consistent with the paradigm shift reflected in the values and principles of recovery. Perhaps the greatest difference or point of divergence is that the United States and the IOM report focus on the service delivery system, while the plans and policies of other countries reflect a greater public health awareness and concern about the promotion of mental well-being and prevention of illness and disabilities for communities as well as individuals. However, this perspective is captured to a degree in the U.S. President’s New Freedom Commission Report.
Summary Table 1.
Milestones in mental health reform

	Timeline of national reforms

	Australia
	1992 National Mental Health Policy

1992 First National Mental Health Plan

1996 National Mental Health Standards

1998 Second National Mental Health Plan

2003 Third National Mental Health Plan

	Canada
	2004 Three reports of the Senate Committee on Mental Health

2005 Creation of the Mental Health Commission

2006 Final report of the Senate Committee

	England
	1998 Modernizing mental health services

1999 National Service Framework for Mental Health (18–65 years of age)

2001 NSF for older people (Standard 7)

2004 NSF for children, youth and maternity services (Standard 9)

	Italy
	1994 First National Mental Health Plan 

1998 Second National Mental Health Plan 


Regional Mental Health Plans


	New Zealand
	1994 Strategic directions for mental health services

1997 First National Mental Health Plan

1997 National Mental Health Standards

1998 Blueprint for mental health services 

2005 Second National Mental Health Plan

	Scotland
	1997 Framework for mental health services

2003 National Programme for Improving Mental Health and Well-being

	United States
	1999 Report of the Surgeon General on Mental Health

2003 Report of the New Freedom Commission on Mental Health

2005 The Federal Action Agenda

2005 
Report of the Institute of Medicine


Summary Table 2.
Key words describing reformed mental health systems

	Vision of the mental healthcare system

	Australia
	•
balanced mix between community and inpatient services

•
linked with housing, employment, training, community, and domiciliary care services

•
primary care

•
participation of consumers and communities

•
shared decision-making

•
rights

•
personal growth and recovery

•
individual need

•
early intervention, prevention, and promotion

	Canada
	•
community-based 
•
well coordinated, integrated 

•
patient-centered recovery-focused

•
individual needs, personalized care 

•
culturally competent workforce

•
right mix of skills
•
timely
•
accessible

•
high quality

•
information databases, technology, and research

•
accountability and performance measurement

•
early diagnosis

	England
	•
sound

•
full range of services accessible 24 hours daily and 365 days a year

•
effective and cost-effective

•
coordinated care process

•
health and social sectors, access to employment, education, housing, and welfare

•
primary care

•
effective information flow 

•
supportive

•
individual needs

•
autonomy 

•
choice

•
mental health promotion

•
safe

•
good risk management modern legislative framework

	Italy
	•
proactive

•
anticipate needs

•
home, schools, workplaces

•
evidence-based

•
NGOs and voluntary organizations

•
integrated social and health sectors

•
employment, housing and social inclusion

•
primary care individualized care

•
participation

•
shared decision-making

•
self-help and caregivers

•
mental well-being promotion

•
anti-stigma, community solidarity

	New Zealand
	•
comprehensive and integrated range of services

•
collaborative approaches

•
best practices

•
cost-effective

•
best outcomes

•
integrated at all levels

•
recovery approach

•
consumer rights

•
respect

•
equality

•
service users as partners

•
empowerment

•
compassionate and competent workforce

•
different groups of consumers

•
cultural safety and awareness

•
safety

	Scotland
	•
good practice

•
effectiveness

•
quality-driven

•
multi-agency strategy

•
good housing, education, paid employment

•
appropriate workforce education and training

•
joint training

•
multi-disciplinary and inter-agency basis

•
primary care

•
privacy

•
dignity

•
independence

•
choice 

•
homely setting

•
individual needs individual care programs

•
involvement of service- users families, caregivers

•
mental health promotion

•
against stigma

	United States
	•
easy and continuous access

•
current treatments and best support services

•
timely and accurate information

•
recovery-oriented

•
full partnership between clinician and consumer

•
choice

•
shared decision-making

•
individualized plan of care

•
equitable

•
promoting resilience

•
scientific and technological progress


Summary Table 3.
Problems and deficiencies in mental health systems

	Problems with the range of services available to the population

	Australia
	•
high level of unmet needs

	Canada
	•
lack of comprehensive range of services, with a continuum of adequate responses to individual needs

•
outcome indicators relevant to children

•
services for dual diagnosis patients with barriers and mechanisms to facilitate access to treatment in both the mental health and the addiction systems

•
systematic approaches and assessment tools to identify co-occurring disorders

•
adequate cross-training of the workforce in treating co-occurring disorders

•
recognition that services beyond a medical model are needed in order to support individuals’ recovery

	England
	•
lack of a full range of services (shortage in beds, long waiting lists for psychological interventions, lack of support after discharge)

•
lack of needs assessment at local level

•
overburdened families and caregivers

	Italy
	•
high levels of unmet needs

•
a high burden on families and the not-for-profit sector

•
shortfalls in services for children and adolescents

•
shortages in residential facilities for those who need more support

•
neglect of cases of dual diagnosis and co-morbidities

•
neglect of mental health in correctional facilities

•
scarce interventions in primary and secondary prevention
•
a low turnover of patients in residential care, and lack of diversification in the types of residential care options offered to consumers

	New Zealand
	•
low level of resources available to community mental health services, and inefficient allocation of funds during the process of de-institutionalization

•
lack of resources for services targeted to children and their families

•
disproportionate unmet demands for mental health services among youths, Māori people, and individuals within the criminal justice system

	Scotland
	•
limited availability of emergency, crisis and specialist services, including psycho-social intervention

•
difficulty in shifting from hospital services to community-based provision

	United States
	•
gaps in care for children, older people, and adults with serious mental illness 

•
high number of undiagnosed, under-diagnosed and non-treated people

•
racial and ethnic disparities


	Problems with the quality of services

	Australia
	


	Canada
	•
institutionally-driven philosophy of care that is not patient-centered

•
widespread stigma in the public and within the healthcare system

•
uneven regional distribution and quality of services, especially in rural and remote areas

	England
	•
little involvement of users and caregivers in service commissioning and delivery

•
inequity in access to services

•
difficulty in retaining contact with patients, especially certain particularly isolated groups with severe mental illness

	Italy
	•
a lack of consumer and family involvement in the decision-making process and of collaboration with consumer associations

•
poor adoption of evidence-based clinical guidelines

•
a lack of recognition for the need of social and rehabilitation activities

	New Zealand
	•
poor coordination between community-based and hospital-based mental health services

•
lack of provider responsiveness to the needs of consumers, caregivers and families

•
poor quality of services for Māori people

	Scotland
	•
a greater emphasis on short-term treatment rather than long- term recovery

	United States
	•
lack of a recovery-orientation and inadequate public awareness that mental health problems are treatable 

•
delays in translation of scientific knowledge into service


	Problems with the infrastructure of the mental healthcare system

	Australia
	•
isolation of mental health services from other health services leads to stigma and lower status for mental health workforce

•
lack of a national policy

•
lack of a funding focus

•
variability in the range of services and in the quality of care between states and territories, and between urban and rural areas

•
uneven distribution of mental healthcare services between public and private sectors

•
lack of consistent collection of mental health data across states and territories

•
low priority of mental health research

	Canada
	•
highly fragmented system with mental health services poorly connected with general healthcare, other support services and with self-help initiatives, as well as a lack of integration with addiction services

•
an array of providers, agencies, and access points with a lack of homogeneity in information and recording systems

•
under-funding

•
human resource shortages as well as a lack of central planning and a national workforce database

•
an uneven distribution of professionals with concentration in urban centers

•
long waiting lists and delays

•
insufficient measures of accountability, with roles and responsibilities not clearly defined, and information systems unable to support coordination

•
inadequate training of primary-care physicians in mental health and addiction problems, and in early detection and intervention tools
•
limitations on the amount of mental health services that can be billed by family physicians

	England
	•
inefficiencies in managing resources and under-funding

•
variations in the performance and practice of healthcare organizations and professionals with little performance improvement infrastructure

•
problems in recruiting and retaining staff, and poor staff morale

•
an outdated legal framework (with a specific reference to the Mental Health Act and the regulation of compulsory treatment in the community)

•
little use of computerized record keeping, and different systems for recording treatment and care among health and local authorities 
•
the need to reduce stigma and social exclusion

	Italy
	•
great variability among regions

•
a lack of coordination and leadership in planning and policy implementation

•
a lack in systematic evaluation of resource investment and monitoring of spending

•
a lack of precise accountability and definition of professional roles within mental health services

•
workforce shortages and high turnover complicated by the lack of a workforce development plan
•
a lack of planning and requirements for services provided by NGOs, social cooperatives and private providers

•
a lack of joint planning with local authorities for an inter-sectorial approach

	New Zealand
	•
difficulties in recruiting mental health staff-especially Māori staff and clinical specialists

•
lack of systematic recording of service utilization and lack of appropriate needs assessment

•
unclear lines of accountability between various agencies delivering mental health services

	Scotland
	•
limited skill mix in treatment teams

•
frequent absence of management skills and leadership

	United States
	•
lack of a national priority for mental health and suicide prevention

•
fragmentation of mental health service delivery system in different settings and across different agencies

•
unfair treatment limitations and financial requirements in mental health benefits for private health insurance

•
complex and fragmented public sector reimbursement systems with limited eligibility for benefits

•
perverse incentives for people with mental health problems to maintain social security benefits without returning to employment, and incentives for families to enter the child welfare system to access services

•
workforce issues, including a shortage of providers and a lack of competency in evidence-based practices

•
lack of training in mental health for primary care physicians and other health professionals

•
a very diversified and multidisciplinary workforce with a high prevalence of solo practices

•
different state regulations governing privacy and confidentiality and preventing easy flow of communication between patient and clinician and between clinicians

•
lack of an adequate quality improvement and monitoring infrastructure


Summary Table 4.
Priorities for reform

	Priorities for reform identified in national mental health plans

	Australia
	•
protecting consumers’ rights and guaranteeing their participation in the decision-making process at individual and service planning levels

•
integrating mental health into mainstream general health services for both in-patient and community care

•
guaranteeing networks of specialized mental health services and intersectorial linkages through partnerships at clinical and policy levels

•
providing incentives for innovative projects and new resources for transfer of services to the community

•
promoting the mental health of the population and preventing mental illness

•
improving the quality and safety of care and developing tools for their measurement and evaluation

•
Increasing service responsiveness and a recovery orientation in service delivery

•
creating a coordinated and innovative mental health research agenda

	Canada
	•
concentrating public and government attention on mental health as a public priority

•
increasing funding and incentives to promote the shift to a community-based system

•
guaranteeing a comprehensive range of services with specific attention to expanding children and youth, seniors, dual diagnosis, self-help, and peer-support services

•
promoting return to work, supported employment, and retention strategies for people with mental health problems 

•
supporting consumers with rent supplements and developing affordable housing 

•
developing a mental health agenda for Aboriginal people and guaranteeing equity of access to services

•
developing a mental health promotion and disease prevention agenda

•
establishing a coordinated research agenda and mechanisms for exchanging knowledge and best practices

•
revising and harmonizing the legal framework around privacy and consent

	England
	•
establishing a role for health and social services in mental health promotion, in fighting discrimination of individuals with mental health problems, and in promoting their social inclusion

•
guaranteeing a full range of services for both people with common mental health problems and severe mental illness

•
guaranteeing an easy and prompt access to services through all entry points, from primary care to NHS telephone services

•
reinforcing the use of care planning and making it uniform across health and social services

•
strengthening primary care with the introduction of new mental health professional roles in support to the general practitioner

•
providing support to caregivers

•
promoting social inclusion by creating coordination with employment, education and volunteering opportunities

•
supporting consumers in choosing providers

•
developing services for dual diagnosis within mainstream mental health services

•
reducing health inequalities in mental health and developing services for the black and ethnic minorities community

	Italy
	•
guaranteeing a comprehensive range of services from community-based to inpatient, covering the life span

•
responding to common mental health problems in partnership with primary care

•
coordinating community and specialist mental health services under one organization, creating linkages with general healthcare and other sectors especially employment

•
improving the quality of life of consumers and families

•
strengthening of the quality improvement and information infrastructure of mental health service providers

	New Zealand
	•
guaranteeing a comprehensive range of community-based services able to meet benchmarks

•
improving the quality of services by increasing consumers and caregivers’ involvement in service planning, policy, purchasing and provision, and increasing responsiveness to a variety of cultures and needs

•
involving Māori people in the development of services, making mainstream services more responsive to Māori needs, developing a Māori workforce

•
developing a coordinated workforce development plan to guarantee an adequate and skilled mental health and addiction workforce, including an appropriate service user workforce

•
coordinating care within the mental health sector and with other sectors with clear lines of accountability and development of interagency agreements

•
developing a culture for recovery in every service and in the workforce

•
strengthening of primary care by developing assessment capabilities for mental health and addiction needs and linkages between PHOs and other providers of mental health and addiction services 

•
developing availability of information and information systems to guarantee transparency and trust and improve service delivery, planning and monitoring of performance

•
developing a mental health promotion and prevention agenda by increasing people’s awareness of how to maintain mental health and well being and by addressing stigma and discrimination

	Scotland
	•
eliminating stigma and discrimination

•
preventing suicide

•
raising awareness and promoting mental health and well-being 

•
Guaranteeing a range of services that cover the lifespan (focus on infant mental health, children and young people and later life) in different settings (focus on workplace)

•
coordinating care and, in particular, between health and social services

•
promoting and supporting recovery 

	United States
	•
increasing public understanding of mental health and mental health problems, and reducing the stigma attached to seeking help for mental health problems

•
promoting recovery, resilience, employment, and community participation of consumers

•
building a consumer and family-driven system based on individualized care plans and consumer and family involvement in planning, evaluation, and delivery of services

•
developing services for early mental health screening and intervention

•
taking advantage of latest scientific evidence, research and the use of information technology

•
eliminating mental health disparities, with specific focus on racial and ethnic minorities and rural populations

•
coordinating care across public and private agencies, primary and specialist mental healthcare and aligning reimbursement mechanisms


Section III. Achieving reform: strategies and challenges in seven countries

This section presents and compares examples of the main strategies and initiatives adopted or planned by each country in each of the six priority areas identified earlier in this report. Issues such as financing and information technology are considered cross-cutting topics that affect all of the priority areas. Overall, this approach is consistent with the IOM framework, which seeks to identify levers of change that are informed by core values and operational principles. These seven countries—and no doubt others—share a common agenda for change, and all potentially stand to benefit greatly by understanding each other’s innovations, successes, and mistakes in attempting systems reform.

1. Making mental health a public priority, promoting mental well-being, and diminishing stigma attached to mental illness

Officials in all seven countries within this study view the need to elevate and advance mental health as a greater priority in public health policy as fundamental in any reform agenda. They apparently have attained consensus on the importance of communicating a clear message to the healthcare sector, the workforce, and the general public that mental health is essential to individual and community well-being—on equal grounds with what traditionally has been considered “physical” health.

All of the countries have demonstrated a clear central commitment and leadership by instituting agencies, cross-government committees, or advisory boards specifically dedicated to mental health—although some of the specific steps may differ. The United States has initiated reform with the creation of a cross-government committee on mental health and by awarding transformation infrastructure grants to several states to serve as national pilots. England has created an independent organization (NIMHE) that is responsible for elaborating and managing decentralized mental health programs involving local teams and stakeholders who are charged with community-level implementation. To date, little literature evaluating the benefits and challenges of this type of solution has been published. NIMHE had a budget of £8 million in 2002 and a plan to double resources by 2006. Alternatively, Lombardy—the only Italian region with a purchaser-provider split similar to that of the British system—recently instituted a coordinating body for mental health at sub-regional level. The structure has not been in place long enough to make a definitive determination about the affect of this approach.

With the exception of Canada, all of the study countries have articulated national mental health strategies. Australia has conducted a thorough annual evaluation of progress toward the goals and objectives established by the national plan, and findings have been published in the Annual Reports on Mental Health. Several countries—notably, England
, New Zealand
,
,
 and the United States—have published guidelines to assist states, local health authorities, and providers in planning and designing their services based on a national consensus and policy framework (for more information refer to www.mentalhealth.samhsa.gov/cmhs/communitysupport/toolkits/about.asp). 

In one fashion or another, all of the countries apparently recognize that substantial progress if not radical change could be realized if mental illness were not considered with suspicion and fear that lead to discrimination and exclusion of consumers from their communities. Some countries have articulated a more enlightened vision of increased awareness of the prevalence of mental health problems, which should be approached with an ambitious attitude aimed at recovery. The countries in the study have been involved in several national anti-stigma campaigns that are detailed below (see Innovations and Strategies example 1). 

These reform programs typically are initiated with broad campaigns aimed at educating the public about mental health and illness, followed by more specific approaches directed at defined audiences. Recently, clinicians and mental health professionals themselves have been the focus of these efforts with the recognition that the persistence of stigma and uncertainty about the reality of recovery remains common among physicians and other mental health professionals. In addition, mental health authorities in these countries agree that the effectiveness of anti-discrimination campaigns requires 1) involvement of users and caregivers throughout the design, delivery, monitoring, and evaluation phases of anti-discrimination programs; 2) combination of national programs with local activities and involvement of a variety of opinion leaders and organizations; 3) response to behavior change with a range of approaches; 4) delivery of clear consistent messages targeted to specific audiences; 5) a foundation of long-term planning and funding to guarantee sustainability; 6) appropriate monitoring and evaluation.

	Innovations and Strategies example 1.
Anti-stigma campaigns

	England
	Between 2001 and 2004 England conducted a public awareness campaign titled “Mind Out For Mental Health” that used the news media to reach young people and promoted employment of consumers in health and social services. The campaign instilled the notion of “working minds” to combat discrimination in the workplace. The apparently favorable results of the initiative led NIMHE to expand the program with a more systematic approach in 2004, when it elaborated a five-year strategic plan
.

•
The plan is based on the Disability Inclusion Model, according to which the goal should be “a society where all disabled people can participate fully as equal citizens.”

•
The Disability Inclusion Model 
involves a cross-government network including the Disability Rights Commission, the Department of Work and Pensions, the Office of the Deputy Prime Minister, the Home Office, the Department of Health and the Department of Culture, Media and Sport. The initiative is directed to the news media, to young people (especially those in schools), and the public sector in general, including the NHS, social care, and all public organizations in contact with consumers.

•
The aim is to improve understanding of mental illness and raise professional expectations of what people with mental health problems can achieve; as such it is part of a broader initiative of workforce development.

•
The plan also is intended to increase employment opportunities for consumers and, in this sense, is consistent with social inclusion programs set by the Social Exclusion Unit. The involvement of service users is guaranteed through the so-called “Speakers Bureau,” in which consumers are trained in dealing with media and work as ambassadors of the initiative.

	Italy
	Italy started the campaign “Out Of The Shadows” (Fuori dall’ombra) in 2004 with the aim of educating the public, clinicians, and journalists about mental health and illness, and fighting prejudice surrounding people with mental health problems.

•
This initiative was the result of a collaboration involving the Ministry of Health, the professional societies of psychiatrists and neuropharmacologists, and several voluntary mental health organizations.

•
It includes a web site with information about public mental health providers and other centers for care, an “on-line psychiatry” service, and was accompanied by a dedicated Mental Health Day and advertising on TV and other communication media.

	New Zealand
	In 2003 New Zealand elaborated for the second time a two-year plan to combat stigma and discrimination
. The plan aims at engaging consumers and groups that have experience with mental illness at all levels of the project, and, in a joint approach, a variety of governmental partners, including the Mental Health Commission, the Human Rights Commission, and the Office of Disability Issues.

•
Called “Like Minds, Like Mine,” the campaign aims to reduce the stigma of mental illness and the discrimination that people with ill mental health face every day in the community.

•
The campaign functions through national conferences, workforce-training events, and newsletters, along with mass media, community education, and organizations that are responsible for mental health and social services, including housing, education, employment and income
.

•
In addition, the campaign has taken specific approaches to help combat discrimination faced by Māori, people.

	Scotland
	The “See Me” campaign has been one of the most important mental health programs in Scotland (refer to www.seemescotland.org.uk/about/index.php).

•
It was launched in 2002 with funding of £3 million over four years and operated by an alliance of five Scottish mental health organizations with support from the Scottish Executive.

•
The initiative involves multimedia advertising, a combination of national and local activities, and the involvement of consumers trained to work with the mass media.

	United States
	One of the priorities set in the Federal Action Agenda specifies creation of a National Public Education campaign
. One component is dedicated to parents and the mental health needs of children.


Mental health authorities in the seven countries generally agree that if mental health is a priority, the public system must actively promote the mental well-being of individuals and communities, as well as support prevention efforts while also providing care to individuals (see Innovations and Strategies example 2). Mental health promotion in policy papers is commonly defined as “any action to enhance the mental well-being of individuals, families, organizations or communities”. Such objectives frequently have been included in national mental health plans, but they are difficult to pursue. Most policy papers defend the value of mental health promotion initiatives based on the notion that good mental health has wide social benefits and contributes to physical health. Because of intricate interrelationship between mind and body, mental well-being can reinforce general disease prevention, help to build emotional resilience and the capacity of communities and individuals to manage stress and adversity, as well as support greater community participation (social capital) and productivity.

Common to virtually all the countries is the idea that mental health promotion can best be pursued through the concerted action of a variety of local stakeholders and governmental agencies that together influence the well-being of the population. Several obstacles need to be overcome for such an approach to be truly effective. If physicians and other clinicians are to be involved in promotion activities, they may need to become better prepared and educated to intervene on behalf of entire communities as well as individual patients. In addition, the effectiveness of programs designed to enhance community well-being must be evaluated. Isolating the variables that might influence such a broad concept and identifying suitable indicators to be measured is difficult, however, and further complicated by the challenges of collecting data across multiple agencies and sectors.

	Innovations and Strategies example 2.
Mental health promotion initiatives

	Australia
	Australia published its first Action Plan
 in 1999 and an update in 2000
. Two years later a set of indicators to be used as audit tools for the implementation of the action plan were identified
. The 2000 plan is the product of the work of the Mental Health Promotion and Prevention Working Party under the auspice of the National MH Working Group and the National Public Health Partnership Group.

•
The plan is based on the idea that treatment and healthcare services will be insufficient to counteract the burden of disease compounded by mental problems and disorders; instead, mental health is viewed as an issue for the entire community that requires community-based response.

•
The program reflects a population health approach based on needs assessments at the population level, and interventions to promote health and reduce ill health across whole population groups.

•
The primary objectives of the Action Plan are to enhance social and emotional well-being among populations and individuals; to reduce the incidence and prevalence of mental health problems and disorders; and to improve the range, quality and effectiveness of population health strategies that promote mental health.

•
The plan summarizes strategies for 15 priority groups across the lifespan, encompassing rural communities, Aboriginal people, and people from diverse cultural and linguistic background, as well as consumers and caregivers, the mass media, health professionals, and clinicians.

For each group the plan highlights outcomes, the rationale for intervention, the evidence-base for action, essential stakeholders, setting, linked initiatives, process indicators, outcome indicators and national action with the agreed national activities undertaken in this area. The plan identifies five common outcome indicators to be applied and monitored across all priority groups:

1.
reduction of mental health problems and symptoms related to a range of symptomatic presentations and disorders

2.
increased mental health, well-being, quality of life and resilience

3.
increased mental health literacy

4.
improved family functioning and community connectedness

5.
increased investment in evidence-based programs relevant to promoting mental health and prevention by governments and non-government agencies.

Since measurable changes in health outcomes might be long-range effects, process indicators as intermediate elements to monitor are also identified and include:

1.
increased monitoring and surveillance of mental health problems, and risk factors, including social and family functioning

2.
presence of evidence-based programs related to promotion, prevention and early intervention

3.
increased early identification of mental health problems and appropriate referral

4.
increased community education related to mental health

5.
increase in public policy and practices that promote mental health in different settings

6.
increased professional education and training

7.
increased inter-, intra-, and multi-sectorial collaboration

8.
increased mental health research and evaluation activities,

	England
	Mental health promotion was first introduced as a priority in British mental health policy in the 1998 National Service Framework on Mental Health
. Over time this goal has proven difficult to achieve; some officials have suggested that “in the pressing priorities to improve the delivery of mental health services, promoting mental health can sometimes be seen as an optional extra”
.

Despite disappointment over those results, several recent policy papers have clarified and reinforced the notion of mental health promotion
,
. The impetus for renewed interest in mental health promotion can be attributed in part to U.K.’s participation in the first European Ministerial Meeting on Mental Health in Helsinki (2005) and the signing of a WHO Declaration
 that sets mental health promotion as a European health priority. In addition, the British government reinforced the public health agenda in 2005 with a new white paper titled “Choosing Health”
, and clearly stated that “We will have delivered if we improve the mental health and well-being of the general population
.”
•
The use of social marketing and new technologies have been identified as key strategies in the National Plan to help motivate people to look after their own and others’ mental health, focus on communities, and work to improve their quality of life and life satisfaction.

•
In addition, specific attention has been given to some people at risk and to members of vulnerable groups (including racial and ethnic minorities, parents and children, and older people) and to some settings, (including schools and the workplace), which may have particular mental health promotion needs.

•
Mental health promotion is presented in the plan as a shared responsibility that depends on the cross-sector stakeholder collaboration and the possibility to draw upon a wide range of resources. For example, mental health promotion is included in the national service mapping database that is annually updated by local implementation teams in order to assess gaps and create links.

•
In addition, health and local authorities are encouraged to incorporate mental health promotion initiatives in their joint Health Improvement Programs and Community Strategies. Finally, mental health is part of the Public Service Agreement targets for several governmental departments including DoH, Education, the Office of the Deputy Prime Minister, Home Office, Work and Pensions, Culture, Media and Sport.

•
The results of mental health improvement should be evaluated by measuring increases in economic, human, social and identity capital, and requires a set of nationally accepted “quality of life” indicators.

	New Zealand
	In 2001 New Zealand published guidelines for promotion of mental health
 and created a database of initiatives with a mental health promotion or prevention component.

•
The key areas of action highlighted in the plan focus on building healthy communities that experience belonging, trust, participation and social support, working across sectors including health, employment, housing, education, environment, social services, and community-based organizations.

•
Attention also is paid to the important tasks of improving the skills of the workforce in mental health promotion and, more in general, in the understanding of the population health approach.

•
The plan recognizes the need to develop a process for assessing the mental health consequences of government decisions and policies in other sectors, along with mechanisms for joint venture projects at local level and for encouragement of research and development of a body of knowledge about mental health promotion focused on specific population groups.

	Scotland
	Scotland has been part of the European Network of Health Promoting Schools since 1993. The project is designed to promote physical, social, spiritual, mental and emotional health and well-being of all pupils and staff.

The idea is based on the concept of a learner-centered education, the development of a culture of partnership, the promotion of a sense of responsibility and empowerment concerning health-related behaviors
.

	United States
	In 2004 SAMHSA launched a Strategic Prevention Framework (for more information refer to http://www.samhsa.gov/Matrix/SAP_prevention.aspx) within the context of the Healthier U.S
. initiative prompted by the Secretary of Health and Human Services. This program is intended to assist states in developing strategies to decrease substance use and abuse; promote mental health; prevent mental disorders; and reduce disability, co-morbidity and relapse related to substance use and abuse and mental illness.

•
The framework gives specific attention to youth development, building resilience, and preventing problem behaviors across the life span. 

•
Initial incentive grants have been available for up to 20 states and U.S. territories, but the ultimate plan is to implement the Strategic Prevention Framework in every state.

•
Mental health promotion practices as well as effective strategies for prevention of substance abuse and mental disorders are also in the process of incorporation in the National Registry of Effective Programs and Practices.


2. Improving access and enhancing the range of available services

One of the common themes in the policy papers of the countries under examination is the gap in mental health services between the need, the demand and the care provided. Officials in all countries observe that only 25-40% of people with mental health problems actually receive services, and acknowledge that the stigma related to mental illness might deter people from seeking help. Correspondingly, these countries express the need for a broader range of mental health services and creation of mechanisms for easier access to these services through multiple entry points.

Mental health officials generally agree that mental health services should be community-based, and suggest their establishment in new settings more convenient for the patient—for example, in the home, schools, and workplaces. At the same time, options for inpatient and residential mental healthcare should be expanded.

All such services must respond to a broader spectrum of diagnoses and needs across the life span and must be flexible enough to accommodate shifts in prevalence—for example, to the recent growing phenomenon of eating disorders and trauma-related disorders. In particular, children, youth and older people are segments of the population that appear to have been unserved or under-served for long time and require the development of specialized services.

In England, for instance, the National Service Frameworks for children and youth health
 and another framework for older people
 each include a section on mental well-being. In 2005, Scotland published “The mental health of children and young people: a framework for promotion, prevention and care”
 describing the priorities for mental health services designed for those population segments. In the United States, the Federal Action Agenda proposes the development of a state-wide system of care for children with mental disorders, integrated with the already established system of care for children, and expansion of screening and early intervention services, especially in schools. In Italy the Second National Mental Health Plan
 dedicates great attention to the need of developing mental health services targeted to children and adolescents in coordination with the Department of Maternal and Child Health and social services, and to the diversification of these services according to pathology and age category. The plan also suggests that different organizational models to administer this kind of care might be piloted in different regions. The Emilia Romagna region, for instance, has created separate Centers for Children and Youth Psychiatry and Psychology.

In the United States and Australia, both of which encompass large geographic areas, development of new service strategies for rural populations are among the top priorities for mental health services. The United States is in the process of generating a National Rural Mental Health Plan dealing with possibilities for integration of mental health in general healthcare, alternative insurance mechanisms, workforce issues, and telehealth.

A means to respond to the needs of individuals with co-occurring substance use and mental health problems in an integrated and coordinated fashion is also a shared priority. New Zealand is the only country that from the very start has developed national plans that took those two areas into consideration and worked toward providing integrated services at point of delivery. In the other six countries, attempts to coordinate and integrate the two types of services are under way (see Innovations and Strategies example 3). Recurrent themes are the need for more solid research and evidence to support treatment and service development, the need for partnership and mechanisms of joint planning and fund pooling between the agencies in charge of mental health and substance abuse services, and the need for joint training of the workforce.

	Innovations and Strategies example 3.
Dual diagnosis services

	Australia
	The National Co-morbidity Project 
 was promoted by the National Drug Strategy and the National Mental Health Strategy and generated a series of recommendations.

•
The main focus of the recommendations is the need for a solid research and evaluation agenda and correspondent incentives for the application of the dual diagnosis services that are known to be effective, reliable and yield valid information about the extent and nature of co-morbidities and its incorporation into national minimum data sets.

•
The recommendations also are intended to increase awareness among caregivers and consumers of the availability of services for dual diagnosis, the need for training in co-morbidity treatment, and for mechanisms of collaboration between services through, for instance, common assessment tools and single patient files.

	England
	In 2002, the Department of Health published “Mental Health Policy Implementation Guide –Dual Diagnosis Good Practice Guide,”
 which expressed the idea that patients suffering from mental illness and problems of substance abuse should be treated within the mental health system. The importance of substance misuse in mainstream mental healthcare also should be recognized with creation of a position of lead clinician in dual diagnosis in each mental health provider agency and joint training for staff.

•
The guide recommends establishment of joint planning encompassing mental health and substance abuse services, and creation of a local strategy to achieve collaboration among Local Implementation Teams (LITs) and Drug Action Teams (DATs).

•
DATs are local partnerships that encompass senior representatives of health, social services, criminal justice, education, and housing agencies. They have a pooled budget and often a Joint Commissioning Group that amasses service commissioners and budget holders such as Local Health Authorities or Primary Care Trusts.

•
An evaluation of progress toward that goal in 2004 showed that only 20% of LITs have a dual diagnosis strategy and although more interaction has occurred between LITs and DATs, service providers lament the lack of research evidence on which to base service development.

	Italy
	Some regions have set dual diagnosis service standards and defined services types. Lombardy’s Regional Mental Health Plan
, for instance, stressed the necessity to develop innovative projects for treatment of cases of dual diagnosis and to generate clinical protocols adopted by both the Department of Mental Health and Community Addiction Services.

•
The responsibilities of the newly established Coordinating Bodies for Mental Health include projects in dual diagnosis as well as creation of common teams and procedures, and joint training and supervision of the workforce.

	Scotland
	The publications “Mind the Gaps—Meeting the Needs of People with Co-occurring Substance Misuse and Mental Health Problems”
 and “Integrated Care of Drug Users: Principles and Practice”
 promoted in Scotland the need for action on treatment of mental and substance-abuse co-morbidity.

•
The strategies proposed included creation of a program budget specifically targeted to this population; stronger collaboration among drug and alcohol action teams, mental health commissioners and other agencies, especially the criminal justice system; development of standards for integrated services for people with co-occurring problems; training of the workforce on the identification and treatment of co-occurring disorders; promotion of research and dissemination of best practice recommendations; and, more in general, a rise in expectations among staff and users for potential beneficial treatment outcomes among this target population.


Service expansion and development are not sufficient to guarantee care to people in need if access to services is not easy, facilitated, continuous, and equitable. All the countries in this study have attempted to strengthen and increase access to mental health services by some focus on the entry points through which patients contact the healthcare system. England, for instance, trained all the nurse advisers employed by NHS Direct—the 24-hour telephone advice and referral service—to identify and manage mental health risks and have access to comprehensive national and local mental health services directories. In addition, the NHS plan
 in 2000 decreed that 500 new community mental health staff or “gateway workers” should be designated to work with general practitioners, primary care teams, NHS Direct, and in each A&E department to provide access and effective triage for people who may need contact with mental health services in emergency cases as well as in the transition from primary to specialist services. Apart from a clinical role, gateway workers
 also could have a more strategic function by maintaining accurate information about existing local authority and non-statutory services; by liaising with the NIMHE development center and the criminal justice system; by supporting practitioners in establishing partnerships with stakeholders, including service users; and by supporting audit and evaluation. The NHS Plan also established the recruitment by 2004 of 1,000 new “graduate mental health workers”
,—psychology graduates willing to undergo a one-year postgraduate course and then start working with appropriate supervision from social workers and psychiatric nurses. Graduate workers are supposed to support general practitioners in the treatment of common mental health problems with counseling and cognitive behavioral therapy and assistance with self-help.

In Australia, the “Better Outcomes in Mental Health Care” Initiative
,
 is the foundation through which general practitioners (GPs) undergo education and training in mental health skills and subsequently directly perform evidence-based psychological therapies such as psycho-education, cognitive behavioral therapy and interpersonal therapy for up to six planned sessions, of at least 30 minutes each. GPs are reimbursed for providing these therapies and are eligible for a Service Incentive Payment. If the GP does not feel confident, the consumer can be referred to another GP who has been trained, or to a trained allied health professional such as psychologists, social workers, mental health nurses, occupational therapists and Aboriginal health workers. Alternatively, a psychiatrist can perform consultancy assistance to GPs in urgent situations with risk of harm via a free telephone number or computer-based or fax-based service. Psychiatric consultation for GPs also has been introduced in New Zealand.

Across the study countries, apparent lack of adequate funding (or funding for mental health that is less than the levels for other areas of healthcare) has contributed to the problems of access and availability to a comprehensive range of services. Employing a variety of different strategies (see Innovations and Strategies example 4), all of the countries have tried to increase and protect public funding dedicated to mental health services. While funding for mental health has increased during this reform period, such increases may remain inferior to financial support for other areas of healthcare.

	Innovations and Strategies example 4.
Public funds for mental health services

	Australia
	•
Agreement between Commonwealth and states to earmark funds for mental health and shift resources to community services during the deinstitutionalization process

•
Creation of additional federal funds and incentives to the states for innovative programs concerning the targets of the National Strategy, such as integration and continuity of care, shift to care in general hospitals and community, collection of data and performance indicators, integration and coordination of public and private services, introduction of routine consumer outcome measurement, and development and implementation of a national mental health case mix classification.

	England
	•
Creation of Modernisation Funds for health and social care

•
Earmarking within the fund for mental health services (£500 m) with additional £120 m for extra and new drug therapies and £70m for training psychiatrists, mental health nurses and other staff for the first three years of the reform process

•
Inclusion of Modernisation Funds targets in Health Improvement Programmes agreed between Strategic Health and Local Authorities, but no earmarking in the transfer of funds to Primary Care Trusts that commission services

•
Additional funds for training, recruiting and retaining the workforce, plus a leadership pack to encourage people to pursue and develop a career in mental health

•
Dedicated Mental Health Grant from the government with funding for adult social services

•
Incentives to general practitioners for some quality targets in mental health

	Italy
	•
Law 180 prohibited new admissions to psychiatric hospitals and created the urgency to develop alternatives to hospital services and to reallocate resources to community-based care. The law specifies that throughout the nation, individual regions should allocate 5% of total regional health spending for mental health.

	New Zealand
	•
Since the adoption of the mental health strategy, public investment in mental health and addiction services has grown, with a 127% increase in funds between 1994 and 2002 and a promise from the government to maintain this type of commitment

•
Creation of Primary Care Organizations has reduced the out-of-pocket contribution of patients when accessing primary-care services, with beneficial effects on the provision of mental health services

	Scotland
	•
New investments and increase in the Mental Illness Specific Grant that is distributed by the Scottish Executive to District Health Boards.

	United States
	•
Awarding of Mental Health Transformation State Incentive Grants by SAMHSA to support efforts to develop prototypes of state comprehensive mental health plans, to strengthen mental health services infrastructures, and to implement science-based mental health interventions. The 2005 budget allocated $44 million to this purpose, together with $20 million authorized by Congress. SAMHSA offers technical assistance to implement the plan and maintains an information database to monitor results and progress. The results will be disseminated through the web site of the National Association of State Mental Health Program Directors.
•
In collaboration with Human Resources and Services Administration (the federal agency dealing with healthcare services for uninsured and vulnerable people), Child and Adolescent State Infrastructure Grants were created to support the development of a statewide system of care for children with mental disorders 

•
Creation of Seclusion and Restraint State Incentive Grants to support training of staff in alternatives to seclusion and restraint and to create a resource center as repository for effective practices

•
Creation of Co-occurring State Incentive Grant Program to build service infrastructure for integrated treatment.


3. Assuring an adequate, competent and skilled mental health workforce

The complexities associated with maintaining an adequate mental health workforce encompass two principal components: capacity and competency. Capacity refers to the mere availability for appropriately trained, licensed and certified individuals to fill positions and perform services. Competency refers to the knowledge, skills and abilities—especially in the emerging recovery and wellness framework—of the provider pool. Expansion and refinement of services requires adjustments in the pipeline of future workers currently in school, retraining the existing workforce in application of new principles and practices, enhancing the skills of the primary-care general health team, preparation of consumers and family members to enter the workforce, increasing the availability of peer services, and other improvements. While workforce capacity and competency are interrelated, each requires distinct strategies and interventions.

Workforce inadequacies in the mental health field are complicated because the delivery of mental health services engages a diverse and diffuse group of providers. This spectrum includes primary healthcare as well as specialty healthcare and a broad system of social and community-based services. General healthcare routinely is conducted by physicians, nurses, and licensed physician’s assistants. Specialty care for mental conditions is performed through a range of disciplines, including psychiatry, psychology, nursing, social work, and counseling. Pastoral and faith-based clinicians, consumer and peer providers, and others also may administer such services. Together, they constitute a mental health services work force that is far more complex than that for general healthcare.

This diffuse spectrum of providers makes adherence to a core set of competencies difficult, complicated by a lack of consistent licensing and continuing education standards across the professions. Educational preparation for some practitioners may be at the doctoral level, while others require a master’s degree or other certification. In addition, some providers who work in solo practice or in geographically isolated regions are not commonly integrated or coordinated with general health services. This combination of factors results in a workforce that is fragmented by widely variable standards of quality and evidence-based care.

That combination of conditions and inadequacies imposes limits on the expansion of resources and services. Shortages are often scattered across the professional disciplines, some of which suffer from instances of geographic maldistribution. Without sufficient staffing to perform services, systems cannot grow and change. This problem is both immediate and long-term, and requires extended planning as well as short-term remedies to increase the numbers of available providers. Numerous strategies ranging from international recruitment to “de-professionalizing” the workforce have been considered and attempted. Another, more rational approach, may offer a practical solution to the need for better allocation of services and resources between general and primary-care healthcare and specialty mental healthcare systems.

The Annapolis Coalition for workforce development has characterized the gap between the existing system and emerging needs in at least the United States in the form of a series of nine “paradoxes”:

1.
We train graduate students, residents, and others for a world that no longer exists. Students are trained by educators who often are isolated from actual practice settings and even when practicing, do not commonly do so in the field in which students are training.

2.
Mental health practitioners who spend the most time with consumers receive the least training. The mental health workforce includes a considerable contingent of staff members who operate at the point of service, yet typically have the least experience and training.

3.
Continuing education programs persist in utilizing ineffective teaching strategies. Considerable evidence indicates that continuing education that is didactic in nature is not well suited to changing clinician behavior. Yet, the preponderance of continuing education persists in this approach.

4.
Persons in recovery and their families are under-recognized in the workforce. Consumers and families have been largely absent from the process of training and development of the workforce that performs mental and substance use care. The sanctity of the doctor-patient relationship has ignored the collective experience and guidance of those who receive care, as well as that of their families who support the care and recovery process.
5.
The diversity of the current workforce doesn’t match the diversity of those served. The preponderance of the workforce is not culturally diverse and not well prepared to serve a diverse population. Recruitment and retention have been largely unsuccessful in resolving such imbalances in racial and cultural diversity.

6.
Students are rewarded for “doing time” in our educational systems. Graduation and licensing for care in mental and substance use is not generally focused on the attainment of core competencies, and students who put in the necessary time generally are able to move into direct care roles. In addition, licensing is not well tied to proficiency in core competencies or evidence-based care.

7.
Once hired, patient care workers receive little supervision or mentoring. As funding for care has been reduced and limited, the areas most immediately vulnerable to cuts have been those involving supervision, training and ongoing development of the existing workforce. These reductions have resulted in a decline in the growth and mentoring of this workforce.

8.
Career ladders and leadership development are haphazard. Reductions in the overall scope of the workforce has been accompanied by corresponding declines in the preparation and development of leaders. The assumption that good clinicians make good leaders has led to a decline in teaching and development of the skills requisite for effective management and leadership.

9.
Service systems thwart rather than support the competent performance of individuals. The existing workforce is embedded in systems of care that do not foster high quality and lack a focus on evidence-based care. Cost exists as the driving force, and quality is too often an afterthought. Systems that are not attentive to the workforce thwart the best intentions of good providers and impede the delivery of quality services.

The nine paradoxes constitute a framework for examination of the critical work force challenges embedded in any effort at systems-level reform. The delivery of quality services is necessarily dependent upon an adequate number of providers who are oriented toward a recovery and wellness approach, well versed in core competencies, trained in evidence-based care, and working in systems that support the career development of these providers. Any initiatives to improve the quality of care must be attentive to the workforce and their competencies.

Based on these concerns, most of the countries in this study consider mental health workforce development essential and demanding reconsideration and reform, and have developed or are in the process of developing national strategies and action plans in response (see Innovations and Strategies example 4). Strategies appear to concentrate on three critical aspects:

•
how to recruit and retain the workforce. England and New Zealand, for example, have taken initiatives in recruiting internationally, creating new professional roles (as discussed in the previous section), and tapping into new workforce pools, such as services users and NGOs.

•
how to assure that the workforce is competent and capable of working in new ways focused on recovery, with a positive attitude toward illness 
and a multi-disciplinary, multi-agency cross-systems collaborative approach. The United States is developing a national strategic plan focused on education, training and competence of the existing workforce; psychiatrists in England already have started a reflective evaluation of their competencies and role in a modern mental health system.

•
 how to revise and update the education and training of mental health professionals. England, New Zealand, and Australia have moved to define practice standards and a set of core competencies that need to be acquired and introduced in new curricula.

	Innovations and Strategies example 4.
Workforce development

	Australia
	The National Practice Standards
 were developed by the National Mental Health Education and Training Advisory Group and were based on the idea that each mental professional should have the opportunity to be educated by consumers, their family members or caregivers. They outline and identify the shared knowledge and skills required when working in a multi-disciplinary mental health environment, and complement each of the professional groups’ discipline-specific practice standards or competencies.

The guiding principles behind the standards are:

1.
promotion of the optimal quality of life for consumers and families

2.
recognition of their unique physical, emotional, social, cultural, and spiritual dimension

3.
encouraging their decision making

4.
promotion of the involvement of consumers in service planning, development, and evaluation

5.
ensuring that clinical practice is driven by evidence

6.
provision of comprehensive, coordinated, and individual care that considers all aspects of an individual’s recovery.

	England
	In 2004 the Mental Health Care Group Workforce Team, an expert advisory body with representation from a variety of stakeholders, developed the National Mental Health Workforce Strategy
. The Workforce Implementation Team, led by the NIMHE National Workforce Programme, drives the implementation of the strategy and its coordination into a single national work program. The plan is derived from the principle that mental health workforce should base its activity on a “positive attitude of hope and recovery” and provide patient-centered, socially inclusive, and recovery-oriented services in multi-disciplinary settings. The strategy embodies six key focus areas:

1.
to improve workforce design and planning

2.
to identify and use creative means to recruit and retain people in the workforce

3.
to facilitate new ways of working across professional boundaries

4.
to create new roles through which to tap into a new recruitment pool and complement existing staff types

5.
to develop the workforce through revised education and training at both pre- and post-qualification levels

6.
to develop the leadership and change management skills of the workforce.

The National Strategy has generated a series of initiatives and programs aimed at reforming the mental health workforce. For instance, the report “New ways of working for psychiatrists”
, published by the Royal Society of Psychiatrists, chronicles ongoing revision of the psychiatrist’s professional role. The report documents critical issues of recruitment and retention in England, and the need for new capacity for psychiatrists
. The country is attempting to solve this problem partially through international recruiting. Moreover, psychiatrists need to develop new ways of working based on hope and recovery and a holistic approach to care that goes beyond symptom relief. In addition, psychiatrists ought to be flexible and work in multi-disciplinary and multi-agency teams based on care pathways. This profound change can be achieved only with a strong leadership effort. The report is accompanied by “Creating Capable Teams Toolkit (CCTT),” which defines the main issues of accountability in multidisciplinary and multi-agency teams, and the need for explicit team rules and for a definition of the distinctive contribution to the team and care by a professional category. The revision process is meant to extend to other classifications of caregivers, including psychologists, members of the allied health professions, nurses, and pharmacists.

Initiatives related to the creation of new mental health professional roles in England see the introduction, among others, of Support, Time and Recovery (STR) Workers
. Volunteers, ex–service users or community support workers, who often are already affiliated with mental clinical teams, could see their role formalized into that of an STR worker. The role is to offer companionship and friendship to the service user, to listen and take time to evaluate individual needs in order to aid recovery, help with the practicalities of everyday life and rehabilitation and social reintegration. STR workers must undergo an induction course. A target of 3000 STR workers by the end of 2006 has been set.

The reform of the mental health workforce cannot occur without an important revision of the training and education of health professionals. England has published National Occupational Standards for the field of mental health (refer to http://www.skillsforhealth.org.uk/mentalhealth/standards.php), and the “10 essential shared capabilities”
 describing the common capabilities that all staff working in mental health services should achieve as part of their pre-qualifying training. The capabilities are:

1.
working in partnership 

2.
respecting diversity 

3.
practicing ethically 

4.
challenging inequality 

5.
promoting recovery 

6.
identifying people’s needs and strengths 

7.
performing user-centered care 

8.
making a difference by applying best quality, evidence-based, values-based health and social care

9.
promoting safety and potentially productive risk taking 

10. continuing personal development and learning.

As part of this revision, service users and caregivers are progressively involved in mental health education through direct delivery, course and module planning, program management, recruitment and selection of students, and course evaluation
.

	Italy
	The National Plans clearly define the workforce capacity of each Department of Mental health and roughly the skill-mix necessary to guarantee a range of services. Each DMH also is responsible for a needs assessment, an annual workforce plan and training programs for its workforce.

	New Zealand
	New Zealand’s Mental Health and Addiction Workforce Development Plans are the result of the cooperation among different agencies: the Mental Health Workforce Steering Committee that administers all mental health and addiction workforce development; the Clinical Training Agency that purchases post-entry mental health and specialist training programs on behalf of the Mental Health Directorate; the Ministry of Health Workforce Advisory Committee that advises the government on strategic issues in the area of health and disability workforce; and the Health Workforce Advisory Committee that independently assesses workforce capacity and needs.

New Zealand already has published a framework
 and two development plans
,
 covering the mental health workforce. The vision of the mental health workforce that is expressed in these national strategies is the one of professionals “confident in their positive and unique contribution to the journey of recovery” and “person-centered, culturally capable and delivering ongoing commitment to assure and improve the quality of services.” District Health Boards and NGOs are the drivers of workforce development.

The two Development Plans focus on five strategic areas of action:

1.
workforce development infrastructure: To increase the ability of DHBs and NGOs to advance workforce development, four national centers and programs have been established to confront problems in workforce allocation and in particular, with child and adolescent mental health, M_ori workforce, users of services for adults and older people, and the addiction treatment workforce. The centers manage a significant proportion of national allocations, 50% of which funds training and development. In addition regional coordinators’ positions have been established, together with a variety of initiatives and scholarships.

2.
organizational development: The aim is to develop an organizational culture that attracts and retains staff and creates opportunities for service improvement and change management.
3.
recruitment and retention: A national campaign to promote mental health and addiction as a career to school graduates, university students, adults and current health professionals has been started; a national mental health and addiction recruitment web site has been created.

4.
training and development: The Health Practitioners Competency Act changed the context in which education of mental health workers is conducted, and requires regulatory bodies of registered health professionals to ensure the safety of the public, ongoing competency certificates, and a stronger accountability. A core dual (clinical and cultural) competency framework for mental health and addiction workers has been generated with focus on recovery-based models of care, cultural competency, skills for treatment of older people, collaborative and multi-disciplinary teamwork, and basic information managements skills.

5.
research and evaluation: To guarantee the availability of reliable information about the workforce and support proper planning. a Health Workforce Information system has been developed for collection of annual workforce data from mental health NGOs and DHBs.

To assure national consistency, the Development Plans are supported by a set of national performance indicators related to workforce capability, full-time equivalent positions, vacancy rates, staff turnover, retention rates, and staff satisfaction. In addition, the targets of the national development plans have been integrated in the planning cycles of the DHBs.

One of the strategies adopted by New Zealand to guarantee an adequate workforce capability involves tapping into new workforce pools such as service-users
. The aim is to develop people who have experienced mental illness into a “skilled, powerful and pervasive and openly identified part of the mental health workforce.” Potentially, service users can be employed in mainstream services as advisers, consultants, or trainers, or be involved in peer-run services. New Zealand has experienced an increase in the number of service users employed in mainstream services, but most roles are new, often ill-defined, and not accompanied by training. About forty peer-run services operated in the country and have not grown much during the past decade. New Zealand is in the process of creating a coordination agency to lead service-user workforce development, to allocate funding support for both peer-run services and training of the future service-user workforce, and to create a culture responsive to service-users’ involvement in care delivery.

New Zealand has been particularly active in creating not only a culturally competent workforce but also a dedicated Māori workforce that could perform services according to the priorities set in the Māori National Mental Health Strategy.

	United States
	The development of a National Workforce Development Strategy is ongoing. An independent group, the Annapolis Coalition (refer to www.annapoliscoalition.org), active in workforce issues, has been charged with creating a broad group of stakeholders and a consultation process to generate a plan for reform of the mental health workforce. This plan is aimed at remediation of 12 paradoxes that impede the development of the American workforce for mental health
. The Institute of Medicine has proposed development of a federal agency to oversee the behavioral health workforce, similar to those that already exist for the medical and nursing workforces.


4. Making consumer involvement, response to individual needs, and recovery the focus of mental healthcare

The idea that mental healthcare needs to be more patient-centered and based on a recovery approach is often reiterated in the national plans and policy statements of the countries under consideration. Evidence reveals that this concept is at the very core of the interaction between consumers, clinicians and the whole mental health system. Yet, it is often the area in which change is most difficult to achieve and also the area for which concrete actions, at a broad national level, are most difficult to define. Agencies in the United States, the United Kingdom (Care Programme Approach), and in Italy have focused on the importance of written individual recovery and wellness plans as a vehicle for assuring person-centered approaches.

Explicit definitions of recovery are included in national documents in the United States, Australia, England, New Zealand, and Canada. The United States recently reinforced the importance of describing the parameters of recovery by formulating a national consensus definition of recovery
 after a thorough consultation process involving the consumer community and other stakeholders involved in mental health. England has published a document illustrating emerging best practices in mental health recovery
 based on initiatives carried out in the Ohio Department of Mental Health and a guiding statement on recovery
. Scotland has created the National Recovery Network, which is intended to collect and disseminate evidence and material about recovery (for more information refer to www.scottishrecovery.net/content/). Patient-centeredness, in its various meanings, also is integral in the practice and occupational standards for mental health professionals in England and Australia, which regard it as one of the essential capabilities that all mental health providers need to possess.

Each country has attempted to spell out the ingredients that could make mental healthcare patient-centered and started initiatives in this direction. Common themes or elements across the countries include:

•
Shared decision-making and choice: Interactions with the clinician should be based on the creation of a therapeutic partnership in which the consumer, and eventually the family and caregivers, are involved in decision-making, and offered choices of treatments, providers and service solutions. England, for instance, has developed a checklist to be followed by providers in order to increase choice of treatments and services for consumers, and is promoting the use of individual budgets (Innovations and Strategies example 5). In addition, countries are evaluating alternative ways for facilitating information exchange and communication between consumers and clinicians, such as e-mail, other Internet applications, and tele-psychiatry.

•
Personalization of care, cultural awareness and equity: Care should be organized around and tailored to individuals’ needs and preferences informed by their culture, race and ethnicity, gender, and stage of life and age. The United States, the United Kingdom and New Zealand have started programs aimed at increasing the cultural competence of mental health professionals, and creating group-specific services and workforce skills attuned to the needs and preferences of racial and ethnic minorities (Innovations and Strategies example 5).

•
Consumer empowerment: Care should lead to an improvement in the consumer’s self-esteem, self-determination, and sense of independence, as well as community engagement. The United States and the United Kingdom are in the process of including mental health in self-management training programs. In England, the National Expert Patients Programme (refer to http://www.expertpatients.nhs.uk/index.aspx) is based on the chronic disease self-management course (CDSMC) devised by K. Lorig at Stanford University and is targeted to people with long-term conditions
. The idea is that people with the right support and training can learn to be active participants in their own care, living and managing the condition, preventing complications and deteriorations. Plans are in place to extend this type of training to people with mental health problems.

The principle of consumer self-determination should be maintained in a situation of crisis even when the decision-making capabilities of the consumer may not be optimal. Along with promoting the use of advance directives, the United States has initiated a National Action Plan for reducing the use of seclusion and restraint in mental healthcare, and has funded training and practice and systems change initiatives to develop alternative solutions to these practices.

The mental health system also should, as a whole, promote consumer empowerment by involving consumers not only in service delivery, but also in planning and design of the system, the education of healthcare professionals, and in setting the agenda at policy-level. For example, Australia has established a mental health consumer advisory committee in each state and has appointed consumers to the National Advisory Group. The implementation of these initiatives at state level is a condition for qualification of funding from the central government. In the United States, Consumer Affairs offices have been created at the state level (in 27 states) and within SAMHSA, and are operated by consumers.

New Zealand has published guidelines to clarify the meaning of consumer and family participation, to determine when it is appropriate, and to specify how it should be viewed and understood by mental health professionals
,
. These guidelines suggest that creating an appropriate environment and culture for consultation, guaranteeing availability of funding, and frequently evaluating participation are critical to overcoming the existing barriers to consumer involvement. 

Two major trends to increase consumer participation in service delivery can be observed. Integration of service users into the mainstream of the mental health workforce has been proposed in New Zealand
, and in England new professional roles such as the Support, Time and Recovery workers
 have been created to promote inclusion and participation. Another approach includes the expansion of consumer-operated services such as self-help, peer support drop-in centers. In the United States, a National Mental Health Consumers’ Self-help Clearinghouse (for more information see http://www.mhselfhelp.org/) has been created to collect and disseminate information about consumer-operated services to promote the widespread adoption of this approach. Participants in several research and evaluation studies are attempting to calculate the effectiveness of this type of service. Interest has arisen in expanding funding for consumer-operated services, as well as developing competencies and curricula for peer-support specialists. Some peer services already are being reimbursed by “safety net” public funding.
	Innovations and Strategies example 5.
Initiatives in patient-centered mental healthcare:
Shared decision-making and choice

	England
	The emphasis in England on the value of choice in mental healthcare can be seen in the context of a broader healthcare reform aimed at introducing choice of providers for service-users. The government paper “Independence, well-being and choice”
 set a 10–15 year program for adult social care based on the idea that services must help maintain independence by giving choice and control over the way needs are met. Within this framework, NIMHE has developed a specific agenda about choice in mental health
 and identified several types of consumer choice, including preferences: 

1.
in goals in the recovery process

2.
in treatment option and service packages to be accessed

3.
in how to contact mental health services

4.
about time and place where assessment is conducted. 

To support local mental health communities in offering choice, NIMHE has generated a checklist encompassing suggestions, guidance and examples of productive practices
. The progress of local services in implementing or planning to implement the checklist was reviewed during 2005.

To increase opportunities for exercising choice in health and social care, England is promoting the use of individual budgets for older people, people with physical or learning disabilities, and with mental health needs (refer to http://individualbudgets.csip.org.uk/index.jsp). Programs based on the idea of expanding the direct payment approach already in use for social services to encompass budgets for each service-user with income streams from more than one agency are being piloted. NIMHE is planning initiatives to support consumers in taking advantage of these opportunities.

	
Initiatives in patient-centered mental healthcare:
Personalization of care, cultural awareness and equity

	England
	England has begun to consider the concept of cultural awareness in mental healthcare based on the observation that black and ethnic minorities (BME) tend to have higher rates of mental health problems, worse access to mental healthcare services, higher rates of misdiagnosis, inappropriate and coercive treatment, and, in general, deficient experiences and dissatisfaction with services. The strategy that was proposed in several policy papers
,
,
 and aimed at reducing and eliminating these inequalities involves action on multiple fronts, including development of a culturally competent workforce and service models targeted to these groups. The introduction of BME community development workers able to engage the community in mental health matters, to build its capacity for leadership and partnerships, as well as to devise innovative service solutions has been another proposed strategy.

	New Zealand
	National Mental Health Plans in New Zealand have from the very start assigned critical priority to the country’s need to approach the mental well-being of the Māori population and other ethnic minorities with an inclusive attitude and with respect for diversity in cultural beliefs about health and disease. This motivation has been translated into concrete strategies with the creation of a Māori Mental Health Strategy and Action Plan
,
, the development, recruitment, and retention of a Māori mental health workforce, and the design of group-specific services.

	Scotland
	The program “Equal Minds—Addressing Mental Health Inequalities in Scotland”
 describes the broad approach that Scotland has taken in tackling a range of mental health inequalities—in particular those related to gender, ethnicity, sexual orientation, and disability (both mental and physical). The strategy is based on the value of social justice and on an analysis of the different causes for mental health inequalities:

1.
At a population level, poverty and injustice are likely causes of mental disability, and require resolution through improvement of the economic and social life chances of the population. Such an approach implies action across sectors and integration of concepts of mental well-being into social justice programs.

2.
At the level of communities, social and economic inequalities can exert differential impacts on specific groups, making the appropriateness, accessibility and cultural competence of services for different groups essential activities in efforts to overcome mental health disparities.

3.
At an individual level, personal characteristics and cultural beliefs influence the manifestation of disease and mental distress and require, therefore, services tailored to the individual.


5. Integrating mental healthcare and creating linkages with general healthcare and other sectors

A common understanding among the countries in this study is the notion that that mental healthcare should be coordinated and integrated into a seamless continuum of services organized around the consumer. Integration is, for instance, a domain in the Australian National Service Standards; the capacity of mental health professionals to create and work in multi-disciplinary and multi-agency teams is expressed as a requirement in all national workforce development plans. Agencies in these countries not only concentrate on creating service integration at the point of care delivery, but also at service planning, commissioning, and policy levels. In other words, part of the reform process in these countries has been promotion of new mechanisms of partnership and collaboration among stakeholders involved in mental health—first at the local level, and then at a central government level in an effort to align the whole system.

Strategies for improved integration generally focus on three aspects or components:

1.
integration and coordination of care within the mental health service delivery system and across the life span

2.
integration of specialty mental health services with general health and primary care

3.
integration of the mental health system with other social and care services.

Integration within the mental health service system and across the life span

All too often, consumers and family members experience siloed and fragmented services. Many program administrators subscribe to the notion that coordination and continuity of care in mental health services are needed to accompany individuals through their various
 life transitions (i.e., from children to adult mental health service). Many are similarly concerned that coordination and integration are required across multiple healthcare settings (e.g., inpatient and community-based services) and between disciplines and providers within the mental health system. All the countries in this study in some way support the use of written care plans for people with severe mental illness as a general strategy for responding to fragmentation as well as person-centeredness. Along with being individualized (see previous section), care plans often are coordinated by a case manager or support worker who is responsible for organizing a multidisciplinary group of professionals and assuring coordination and integration of services in support of recovery.

The study countries have pursued several specific strategies through which to examine and rectify integration-related problems within their own systems. For example:

•
In the United States, one of the priorities expressed in the Federal Action Agenda is the identification of prototypes of care plans for children, adults, and older people that would concurrently support person-centered approaches and encourage system and service linkages.

•
Scotland has initiated development of integrated mental healthcare pathways (ICPs) accompanied by a quality assurance scheme to guarantee their performance, and has appointed a National ICP Coordinator for Mental Health within the NHS Quality Improvement Agency.

•
Italy has suggested resources eventually should be organized around a mental healthcare pathway, and has attempted to promote integration across mental health services through a system of information sharing. Each local Department of Mental Health is responsible for an integrated information system that comprises all public facilities under its supervision (from community mental health centers, ambulatory care, and day care centers to the psychiatric wards within general hospitals), as well as private mental health providers that normally limit their activity to inpatient and residential mental healthcare.

Mental health services also are often conducted in schools, prisons, workplaces, and other settings that are outside of the traditional healthcare system. These services frequently are managed and supervised by different agencies or entities that apply a variety of standards and service approaches. Agencies in the United States have indicated their intention to coordinate services so that, for example, metal health services initiated in a jail can be coordinated at release with a transition to the public mental health system.

Integration with general health and primary care

In several countries, the shift of acute inpatient care from stand-alone psychiatric hospitals to wards in general hospitals has been has been one tangible result of the movement to integrate mental health and general health services. But this is a small aspect of surmounting the obstacles to integration, and a more profound change will doubtless require action at other levels of mainstream healthcare.

Various activities throughout the seven study countries have been initiated with the intention of improving the ability of primary care providers (PCPs)—including physicians, nurse practitioners, and physician assistants) to fulfill the needs of individuals who have common mental health problems. Strategies include co-locating general practitioners and mental health professionals, offering PCPs the possibility of psychiatric consultation via telephone or televideo link, educating PCPs in counseling and psychological therapies, and giving them incentives to directly perform these services
. The increasing recognition that mental and physical illnesses are very frequently co-occurring, and that the body and mind are interrelated, has given rise to the concept of incorporating mental health assessments into routine general clinical practice and, correspondingly, the use of general health assessments in the mental health services setting.

These efforts are also linked to initiatives discussed in priority areas two and three above, which are related to improved access and workforce development. Increasing the availability of competent mental health providers in the primary-care setting is one viable approach through which to improve access.

Integration with other social and care sectors

Integration with the social sector is particularly important because individuals needing mental health services are often also in need of services to help with employment, education, and housing, as well as with disability and welfare benefits. The aim of this integration is twofold: 1) to respond to the basic needs of consumers and maintain a whole-person approach that recognizes the individual as more than an abstract diagnosis or symptom cluster; and 2) to promote community participation and integration for individuals with a mental illness and reduce the likelihood of a long-term disability complicated by the social exclusion and isolation that often affects consumers.

Numerous initiatives to achieve those goals have been launched (see Innovations and Strategies example 6 for examples in the United Kingdom and the United States); some such initiatives require system-wide changes or creation of new services. However, progress often can be achieved by taking a person-centered approach in linking existing resources. Many programs focus on removal of barriers to employment and community participation, with a an emphasis on education of employers as well as promotion of recruitment and retention for people with mental health problems. True success in this area may require the creation and concerted effort of dedicated cross-government collaborations and committees.

	Innovations and Strategies example 6.
Initiatives for employment and community participation

	United Kingdom
	In the United Kingdom, one of the priorities for reform has been the integration of mental healthcare plans, or the Care Programme Approach (CPA), between specialist mental health and social services
, as well as the integration of health and social care staff in community mental health teams. Both aspects have been translated in performance indicators used to evaluate and “star-rate” Mental Health Trusts. By 2004 all CPAs were supposed to show plans to secure employment or occupational activity, housing and entitlement to welfare benefits. Moreover, care plans are to be recorded in a database common to health and social services, guaranteeing information sharing between the two sectors. This approach also is intended to create a minimum mental health data set in support of an integrated electronic record. 

In the U.K., the concept of linking mental health and social services and, especially, of providing opportunities for employment to people with mental problems, has been a principal priority of the Social Exclusion Unit (SEU), part of the Office of the Deputy Prime Minister.

•
The Unit published two reports in 2004, “Mental Health and Social Exclusion—Report”
 and “Action on Mental Health: a Guide to Promoting Social Inclusion”
, stating that improvement of the lives of people with mental health problems requires elimination of barriers to employment and wider social participation.

•
The reports propose a series of initiatives, including support to consumers for education and training opportunities, removal of barriers to community roles (e.g., jury service), guidelines for housing authorities on renting to consumers, access to financial and legal advice, and affordable transportation for consumers.

•
The SEU recommends linking each mental health service user with an employment adviser to everyone with serious mental illness, training recruitment and employment agency staffs about mental illness and recovery, and performing support services that help employers recruit and retain consumers in their jobs.

•
In addition, the SEU advocates for more profound changes in benefit rules for people who wish to return to work, and urges support to people who are interested in enterprise and self-employment.

An NIMHE team has been created to translate the Social Exclusion Unit’s report into detailed action steps, and has given rise to the National Social Inclusion Programme (NSIP)
. The program is under the governance of a cross-government network with the involvement of the DoH, the Social Exclusion Unit, the Department of Work and Pensions and a network of key organizations and affiliates, and progress has been achieved on several fronts. The Department of Work and Pensions, for instance, is successfully operating a “Pathways to Work” vocational rehabilitation program for people on disability benefits. In addition, funding has been authorized to promote enterprise and self-employment, an employer forum has been organized, and a series of volunteering initiatives for people with mental health problems has been established.

	United States
	The New Freedom’s Commission on Mental Health prioritized access to evidence-based supported employment service and an employment specialist linked to the treatment team for all mental health consumers interested in work
.

•
Financing solutions to pay for these services and removal of incentives to remain on social benefits are equally important tasks required to better promote employment for consumers.

•
The Federal Steering Committee has put these recommendations into action through a series of initiatives in collaboration with the Department of Labor (DOL) that focus on integration of mental health considerations in pre-existing DOL grant programs and Comprehensive Employment Opportunities Infrastructure Grants administered by the Center of Medicare and Medicaid Services.

•
In addition, the Department of Housing and Urban Development has generated a plan through which to authorize access to 150,000 units of permanent supportive housing for individuals and families struggling with ongoing homelessness and mental illness.


Some of the countries included in this study have encouraged creation of intermediate-level local collaborations between care providers and central government as a means of reinforcing integration of mental health services with general healthcare and services provided by the social sector and other sectors. In some cases, these collaborations are formalized and regulated, while in others the relationships remain more informal. For example:

•
England and Scotland have created joint service planning structures through which to coordinate the activities of strategic health
 authorities or health boards with local authorities that are responsible for health and social services; joint investment plans enable pooling of resources.
•
Local Implementation Teams in England include representation from healthcare trusts, local and health authorities, service-users and caregivers, in a partnership responsible for planning and monitoring the National Service Framework on Mental Health locally. In addition, specialist mental health services are commissioned through a unified local commissioning process in which Primary Care Trusts are the driving force.
•
In Scotland, Community Health Partnerships (CHPs), under the supervision of health boards, are charged with local coordination of a set of services including community mental health services, with the intention of establishing a bridge between primary and secondary care, and between health and social care. They have been created from so-called Local Healthcare Co-operatives, in the context of a reform process expressed in “Partnership for Care”
, in which community–based professionals are at the center of service delivery with horizontal as well as vertical integration.
•
Since 2005 Lombardy has been the only Italian region to put into action the National Mental Health Plan recommendation to create a Coordinating Body for Mental Health associated with each local health authority. The Coordinating Body includes the director of the DMH, director for drug and alcohol abuse services, director of primary care services, and representatives of local authorities (social services), of private providers, NGOs and consumers’ associations. It monitors needs and services provided, governs resource allocations, initiates mental health promotion and education initiatives, and performs benchmarking. Its duties include development of a “community pact for mental health” consistent with the regional plan (to be renewed every three years and updated annually with data about activities, workforce, costs, objectives, resources, and local agreement protocols); an annual community conference for mental health involving all stakeholders; and roundtables at the local level for discussion of specific topics of immediate local interest.
•
In the United States, the Federal Action Agenda has promoted creation of collaborations between state-level mental health stakeholders and state mental health and Medicaid and Medicare authorities. Meetings of respective state agency directors are encouraged, as well as the development of guidelines for integration of their services and generation of comprehensive state mental health plans. Medicaid also is organizing state demonstration projects focused on topics related to mental health, including supported employment, respite care services, community-based alternatives for children, self-determination, and consumer direction, as well as innovative financing mechanisms for mental health programs.
•
New Zealand is concentrating on creation of partnerships, promoting shared planning and pooling of resources among District Health Boards in the form of regional mental health networks. The aim is a more rational and efficient planning process, as well as better coordination of services across geographical areas with diverse population densities and social and ethnic characteristics.
6. Making mental healthcare evidence-based, measurable, and accountable

Agency officials in all the countries in the study agree that consensus within the medical and scientific community on the effectiveness of mental health treatments has been difficult to achieve. Consequently, development of guidelines, protocols, and standards has proceeded more slowly than in other areas of general healthcare. that deliberation is probably due to several factors, including: 

•
lack of well-funded and targeted mental health research and evaluation studies

•
difficulties in achieving agreement on the health outcomes to be measured

•
delayed development of standards by which to monitor progress

•
the variety of professionals involved in mental healthcare and the diversity of their approaches.

In addition, perhaps more conflict has occurred within the mental health field than in other healthcare disciplines about the inherent tension between the individual nature of the recovery process and care plans, and the value of evidence-based practices that have been evaluated for their effectiveness and have been “standardized.”
Apart from international initiatives such as the Cochrane Collaboration—which conducts systematic reviews of effective practices based upon randomized controlled trials and other evidence—the United States and England have created databases of evidence-based practices and have begun development of clinical guidelines for treatment of several mental health disorders. In the United States, the National Registry of Evidence-Based Programs and Practices (NREPP) regularly updates its listing of model, effective, or promising mental health and substance abuse practices, as determined by SAMHSA. NREPP focuses more on specific initiatives and programs than on generic practices and treatments; in 2005, more than 130 mental health-related interventions were listed in NREPP. In addition, the Agency for Healthcare Research and Quality has instituted four Evidence-Based Practice Centers dedicated to a comprehensive synthesis and analyses of the scientific literature concerning mental health and addiction disorders.

In England, the National Institute for Clinical Excellence (NICE) is responsible for creating clinical guidelines and performing technology appraisals through its regional centers. Until 2004, NICE had developed seven technology appraisals and five clinical guidelines specific to mental health. In addition, the NHS Centre for Reviews and Dissemination focuses on the evaluation of clinical practices and cost-effectiveness of interventions in health and social care, for which it maintains several databases. The National electronic Library for Health (NeLH) and Electronic Library for Social care (ELSC) maintain digital libraries of information about treatment effectiveness. to which health professionals and patients have access. 

Despite the progressive development of evidence-based practices and clinical guidelines in mental health, the pace of dissemination and implementation is slow; practices are not consistently adopted and integrated into general practice or tailored to the local context. For example, England has no statutory requirement for Primary Care Trusts to fund guideline implementation. None of the countries in this study has created specific incentives to adopt clinical guidelines or follow evidence-based practices. In England, Australia and New Zealand, the use of best and evidence-based practices has been included in National Occupational/Practice Standards for the mental health workforce and will be integrated in education curricula, but no strategies have been adopted to assure compliance.

To accelerate the speed of this process in the United States, SAMHSA and the National Institute of Health created the Science-to-Service Program
 to facilitate the transition of new scientific discoveries and promising programs into practice. The Federal Steering Committee has made this initiative one of its priorities and will dedicate a task force to strengthen the program at national level. In Italy, each Department of Mental Health is responsible for all local specialist mental health services and is in charge of an annual plan for workforce education and development. This includes convening a group of professionals who are expert in evidence-based medicine, organizing related training courses, and disseminating clinical guidelines through discussions among professionals. However, typically only 0.51% of the total budget of a mental health ministry or department is dedicated to workforce development.

Using a somewhat different approach, Australia was the first country to start a Mental Health Classification and Service Costs project
 in order to identify and disseminate evidence-based practices. The aim of the initiative is twofold: 1) to develop a national case-mix classification for specialist mental health services that could be the basis for the identification of patterns of effective care across settings and, consequently, clinical protocols; and 2) to determine a system of cost weights associated with these patterns that could give rise to an activity-based funding system tailored to mental health services. The pilot project began simply by testing the relationship between resource use and severity of disease. It commenced in 1995 and is ongoing. During its first three years of operation, project participants analyzed about 25% of Australia’s specialist mental health sector and approximately 18,000 consumers. Project researchers found that although the level of services received was related to the severity of the conditions, provider factors weakened this correlation. This may be due to disagreement among clinicians about which treatments are most effective and appropriate.

Mental health program administrators generally recognized that some mental health systems have been slower than others in elaborating quality measurement tools and indicators that could be used to monitor the indicators of service delivery, including the effectiveness of care, the volume and appropriateness of services provided, and the performance of provider organizations. However, Australia and New Zealand have started to routinely collect client-level health outcome measures, from both the clinician and consumer’s perspectives, in all public agencies that perform mental health services. In the United States, a “consumer-oriented mental health report card” based upon consumers’ evaluation of the quality and experience of care has been in place for 10 years. Performance and outcome measures have also been created for “aggregations” of mental health providers such as Mental Health Trusts in England and Departments of Mental Health in Italy, as well as for entire state and regional or national mental health programs in other countries (see Innovations and Strategies example 7).

	Innovations and Strategies example 7.
Quality improvement initiatives and mental health performance measures

	Australia
	In 1996 Australia generated National Service Standards for Mental Health Services
 to be used as accreditation standards, to monitor states and territories through service and funding agreements, to develop new services, and to support continuous quality improvement and self-monitoring activities. The standards were developed around eleven dimensions:

•
Rights

•
Safety

•
Consumer and caregiver participation

•
Promoting community acceptance

•
Privacy and confidentiality

•
Prevention and mental health promotion

•
Cultural awareness

•
Integration (service integration; and integration with health system and with other sectors)

•
Service development

•
Documentation

•
Delivery of care (access, entry, assessment and review, treatment and support, community living, supported accommodation, medication and other medical technologies, therapies, inpatient care, planning for exit, exit and re-entry). 

Related to these standards ,a National Mental Health Minimum Data Set
 has been established. All public mental health providers are expected to collect this information, which at present covers admitted patient mental healthcare, residential mental healthcare and community mental healthcare and recording service utilization and patient encounters. All public mental health providers are also required to record measures of adult, child, and adolescent consumer health outcomes, including ratings by clinicians and self-ratings by consumers (HoNOS and other scales).

•
In 2003 around 57% of Australian public mental health services had commenced the process.

•
Around 10,000 clinicians (comprising 60% of the workforce) had participated in training about health outcomes measurement scales.

•
The recording of this information also has required an overhaul of the information systems in all states and territories.

•
In the private sector, the Strategic Planning Group for Private Psychiatric Services has started a similar initiative with development of a data collection system in private psychiatric hospitals. Nearly all private hospitals—43 of 46—had implemented the system by 2003.

Australia also is in the process of developing a national key performance indicator framework for public mental health services
 based on the nine dimensions of quality for health system performance established in the National Health Performance Framework (effective, appropriate, efficient, responsive, accessible, safe, continuous, capable, sustainable).

As part of a broader national workforce development strategy, National Practice Standards have been developed for psychiatry, nursing, social work, psychology and occupational therapy based on 16 dimensions:

•
rights

•
responsibility

•
safety and privacy

•
consumer and caregiver participation

•
awareness of diversity

•
mental health problems and mental disorders

•
promotion and prevention

•
early detection and intervention

•
assessment

•
treatment

•
relapse prevention and support

•
integration and partnership

•
service planning, development and management

•
documentation and information systems

•
evaluation and research

•
ethical practices and professional responsibilities.

	England
	The NHS has a Performance Assessment Framework across six domains:

•
health improvement

•
fair access

•
effective delivery of appropriate healthcare

•
efficiency

•
patient and caregiver experience

•
health outcomes.

In the National Service Framework for Mental Health, England explicitly indicated the standards to be met by all mental health services. In addition, specific indicators were introduced to evaluate and “star-rate” the performance of Mental Health Trusts. Star-rating information is public but until recently patients could not choose where to receive care, so the value and impact of the ratings is unclear. The performance indicators were strictly correspondent to the targets for service development set in the NSF and in the NHS Plan in 2000 and included:

•
the implementation and expansion of assertive outreach teams

•
the integration of health and social staff in community mental health teams

•
the effective implementation of the Care Programme Approach system, efficient financial management, hospital cleanliness, improved working conditions for staff, and collection of data according to the Mental Health Minimum Data Set
 (MHMDS).

MHMDS is a nationally defined framework of data on adult mental health patients including older people in which each record describes a mental healthcare episode or the whole period during which an individual receives care, from referral to final discharge. MHDS represents, therefore, a collection of clinical information and service utilization data that are supposed to create the basis for nation-wide comparisons and, in the future, for an integrated electronic mental health record able to span primary and secondary care, as well as health and social services
. In the evaluation of progress on the NSF in 2004
 the adoption of the minimum mental health data set by providers was considered delayed as well as the use of IT for data collection.

Mental health performance indicators were supplemented by a broader set of thirty-one indicators used to monitor all Trusts and related to three areas (clinical focus, patient focus, capacity and capability focus) but was reduced to 20 nationally set targets between 2005 and 2008. A dedicated organization, the Health Care Commission, is charged with the overall responsibility for the monitoring and measurement of performance of Mental Health Trusts. Some mental health standards also have been set for Primary Care Trusts, and a new contract for general practitioners includes incentives for achievement of certain quality standards related to mental health and, in particular, to the prescription of anti-depressants.
As part a broader national workforce development strategy, in 2003 National Occupational Standards were established with detailed descriptions of competencies required in providing mental health services and as basis for measurement of output and performance. Some of the key standards specify the need for providers to:

1.
operate within an ethical framework (practice in a reflective and professionally appropriate manner—focus on communication, effective relationships, best practice, records, and needs of the population)

2.
work with and support individuals, caregivers and families (information about services, individual needs and programs of care, life management and social interactions)

3.
influence and support communities, organizations, agencies and services (mental health needs of populations; work with groups and communities; initiate agency interaction for the benefit of service-users)

	Italy
	Italy has not adopted national performance indicators for mental health, but each Department of Mental Health is responsible for the creation of an internal Evaluation and Continuous Quality Improvement Unit. The DMH annual plan is evaluated based on quality indicators defined by the Regional Health Department in collaboration with professionals, and includes a program for the education of the workforce in quality improvement tools and data collection. 

•
In some regions, such as Lombardy, a Committee for Quality in Mental Health Services and an Observatory of Health Care Services Quality
 have been created with the aim of developing quality indicators and measurement tools that could be applied at the regional level and used for accreditation purposes with Italian and international regulatory bodies.

•
At the workforce level, an initiative named “professional accreditation among equals” calls upon mental health professionals to set their own quality standards, using guidelines published in the so-called Quality Manual, and to voluntarily undergo self-evaluation, external review and comparison based on these same standards.

	New Zealand
	In 2001 New Zealand published National Standards for the Mental Health Sector
. Since 2004, when the standards became operative, District Health Boards have been obliged to routinely measure health outcomes from the clinician’s perspective with the use of the Health of the Nation Outcome Scales (HoNOS) for different age groups
. The aim is to complete these measures with scales capturing other viewpoints such as those of consumers, cultural perspectives, family, caregiver, and public perspectives.

•
New Zealand is developing National Key Performance Indicators
 for mental health, including a set of formal national indicators related to workforce development.

	Scotland
	Scotland is attempting to develop a set of quality indicators for public mental health services. A preliminary list
 has been created with the support of NHS Quality Improvement agency. The quality domains in consideration are:

1.
assessment of need (at strategic and individual levels)

2.
delivery of care (case record, key worker, care plans, mental health legislation, care program approach, critical incident reviews, advocacy, observation level, treatment, guidelines and protocols, discharge)

3.
community mental health teams

4.
mental health day services

5.
clinical governance .

	United States
	The Mental Health Statistics Improvement Program
 (MHSIP) was initiated by the federal government in the 1970s with the goal of establishing a mental health minimum data set to be collected by all mental health providers. Each clinical event is recorded in MHSIP as a basic unit of the system to which information about patients or clients, providers and financial sources can be linked.

•
Recently, MHSIP has been integrated in a more ambitious information project, the Decision Support 2000+, that aims at combining different types of data (population, enrollment, encounter, provider, human resources, organizational, financial, outcome, guideline, and other performance indicators) from multiple users in a single information system that could support consumers, payers, employers, and policy-makers in their choices and decisions.

•
As part of the MHSIP initiative and noted above, a “consumer-oriented mental health report card” has been created, based upon a consumer survey and evaluation of service quality across four domains (access, appropriateness, prevention, and outcome).

The indicators included in the MHSIP report card have been used to evaluate mental health program at both state and local levels, and are often linked with measures of service utilization and resource use.

•
In an effort to achieve greater consistency in performance measurement, thirty-two indicators for state mental health programs were piloted in 16 states between 1999 and 2001
.

•
The selected indicators have a strong focus on outcomes (i.e., level of functioning and symptoms, hospitalization, use of assertive community services, use of supported employment services, and use of atypical medications), and have been integrated into a unique reporting system used by all states and linked to the awarding of federal grants to the states for support of community mental health services.

•
In addition, SAMHSA has created a web-based tool to describe states’ substance abuse and mental health prevalence, treatment and funding data in ten domains named National Outcomes Measures. Included in this set are measure of abstinence from drug or alcohol use, decreased mental illness symptoms, employment and education, crime and criminal justice, stability in housing, access to services and capacity, retention, social connectedness, perception of care, cost effectiveness, and the use of evidence-based practices (refer to www.nationaloutcomemeasures.samhsa.gov)

•
The states will be given support and technical assistance by SAMHSA to implement these measures through a new States Outcomes Measurement and Management System (SOMMS).


Conclusion

A recent publication of the Policy Hub

 clearly makes the case for the value of international comparison:

The use of international comparisons is an essential element of modern, professional policy making. Looking abroad to see what other governments have done can point us towards a new understanding of shared problems; towards new solutions to those problems; or to new mechanisms for implementing policy and improving the delivery of public services.

International examples can provide invaluable evidence of what works in practice, and help us avoid either re-inventing the wheel or repeating others' mistakes. We can also learn from the way in which other governments undertake the process of policy making itself.

International comparisons might assume an even more determinant role in situations in which countries face system-wide reforms and change, and need reference points and evidence to build new policies. At the same time, a framework for comparison is essential. In analyzing reform processes
, such a framework must at minimum compare:

1.
the set of core values and the vision of the reformed systems

2.
the key principles and priorities for the delivery of care and the strategies for change

3.
roles and responsibilities of the essential stakeholders involved in the reform process.

The framework developed by the United States’ Institute of Medicine (IOM) was used in this multinational comparison of mental health policy for a number of reasons. It offers a rich and broadly applicable approach to defining quality of care that has demonstrated international relevance at least in the general health arena. This model defines the six aims (core values and vision), ten rules (principles and priorities for the delivery of care) and four functional levels within healthcare systems that describe the focus and role of major stakeholders categories. While this paradigm initially was developed for general healthcare, a recent IOM study
 of quality of care for treatment of mental and substance use conditions clearly supports the notion that this framework has utility also for examining systems of care for these specialty areas and, most importantly, can constitute the basis for a blueprint or action agenda for change
. In the United States, the IOM’s framework has been used to develop several key strategies for mental health system transformation and to inform national policies.

Based
 on this framework, we have compared the national mental health reform efforts in Australia, Canada, England, Italy, New Zealand, Scotland, and the United States. This analysis reveals a high degree of similarity and convergence among these countries, although each nation may have its own emphasis or focus that is subject to change over time. These nations not only share problems affecting their current systems, and face similar obstacles, but also have developed a common vision of future mental healthcare. Based on this vision, they have set priorities for reform and adopted a broad spectrum of strategies. Critical ingredients in their approaches have included a renewed focus on mental health within the larger public health agenda, creation of cross-government and advisory committees dedicated to mental health, an increasing investment of public money in the redesign of mental health systems, creation of new types of partnerships for service planning and commissioning, and movements to improve the capacity and competency of the mental health workforce. This strong commonality should constitute a fertile ground for exchanges and collaborations among the countries considered in this analysis, along with joint evaluations of their efforts.

This report, therefore, focuses on the first two main domains of the IOM framework: core values and vision and strategies for change, but does not describe in detail how these have been matched in each country with stakeholder responsibilities. Change cannot occur or succeed without the establishment of national plans that are driven by vision, values, and a careful analysis of problems that are translated into specific actions for each stakeholder category. While an initiative or recommendation may appear to be directed at a specific stakeholder group, all such changes almost always have broader implications across the stakeholder spectrum. Consequently, desired change can be reached only with the synergistic alignment of all components in the system. For example, while all countries support some form of patient-centered mental healthcare, the responsibility for its implementation goes well beyond the purview of the clinician and patient relationship. Any such change imposes obligations for support among policy makers, funders, educators and oversight agencies or boards.

The recent IOM report identifies specific action steps to enact change and directs each of several stakeholder groups to specific tasks. In summary, the main stakeholder categories and their respective tasks are:

	Clinicians and mental health professionals
	Quality of care and recovery-focus

	Provider organizations
	Organizational policies and measures in support to the care process, linkages and coordination with other providers

	Service purchasers and commissioners
	Good mix of services and support for evidence-based practices, need assessment, incentives to guide providers

	Policy makers and regulators
	System coordination, favorable legal framework, cross-government approach


Alignments between some of the IOM’s stakeholder-specific strategies and the identified international priorities can be identified when comparing the IOM approach for the United States with the strategies employed in the remaining six study countries:

Australia

The approaches to Australian mental health reform coincide with many of the stakeholder categories outlined by the IOM report. The respect of patients’ rights is highlighted as a key factor in clinician-consumer and provider organization-consumer interactions, and the problems that providers and health systems must surmount in order to move beyond coordination and seek integration are identified. Recognition of these obstacles is punctuated with a call for community-based services, and the need for both safety and outcome measures are specified. These latter two areas broaden the stakeholder focus to include quality of care as a system priority, and are linked to a call for a new research agenda.

Canada

For Canada, the key features of the stakeholder agenda highlight the importance of social responsibility in efforts to provide services that are more patient (person)-centered. The need for a greater focus on mental health as a public priority is also cited, as is the need for resources to support community services. These community-based services include prevention, a focus on housing, employment, return to work and productivity, and expanded services for children and adolescents. Canada’s stakeholder agenda stresses the importance of privacy rights throughout all stakeholder organizations and endorses the value of additional research.

England

In the English approach to system reform, a number responsibilities for effecting change are identified for both providers and healthcare organizations. Priorities focus on access, coordination of care, and on a consumer-centered model with choice as a key system driver. The English approach also pays strong attention to the larger areas of public policy and social inclusion, and assigns great relevance to mechanisms of integration between health and social sectors.
 These tasks for clinicians and providers organizations have been formalized
.

Italy

The stakeholder focus for the Italian system priorities emphasizes the importance of consumer-centered care and of the community as responsible for the mental well-being of the population. It introduces the concept of quality of life through a focus on coordination of care not only between primary and specialty care, but also within both social systems of care and healthcare. Quality improvement is linked to information technology and the possibility of sharing clinical and administrative information among stakeholders.

New Zealand

The New Zealand priorities for mental health reform focus on the comprehensive role of multiple stakeholders at all levels. The concept of purchasing resources is introduced at the level of consumers, whose involvement in the development of the workforce is also contemplated. New Zealand’s priorities consider expansion of accountability of providers and systems beyond the level of quality and improvement. The priorities additionally acknowledge the need to link across all stakeholder categories mental and substance use systems
.

Scotland

The priorities for the Scottish reforms, which are anchored in public awareness and stigma reduction, involve all four primary stakeholder groups. Patient (person)-centered care is reflected in the priorities for recovery, general awareness and stigma. A specific focus on suicide is different from the IOM’s more global focus on well-being. In addition, the Scottish attention to the spectrum of services across the life span expands the concept of continuous healing relationships in a truly personalized fashion.

Concluding observations

This report strongly suggests that people other than national policy makers can take advantage of opportunities for collaboration among countries. Opportunities to promote exchange of information that can help lead to problem solving may motivate accelerated change in mental health through an international community of shared experience and learning. The challenge ahead lies in evaluating across international borders how different categories of stakeholders have internalized and made operational national mental health policies.

� Under contract with the US Substance and Abuse and Mental Health Services Administration, Center for Mental Health Services 
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