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SUMMARY
Background: Every year, mental health problems affect more than a third of the European
population. High quality mental health care contributes to a sustainable society. Therefore, the
new European Mental Health Action Plan of the World Health Organization (WHO) requests
member states to develop a common set of quality indicators for mental health care. In order for
Belgium to implement the European Mental Health Action Plan of the WHO, the quality of mental
health care in Belgium should be measured. A set of indicators is needed to assess, monitor
and measure the quality of mental health care.
In this advice, the Superior Health Council (SHC) aims to provide an overview of
recommendations on quality mental health care that can constitute the basis for the
development of quality indicators on mental health care in Belgium. The main questions are:
“What is quality?” and “What should we measure?”.
Methods: A systematic literature study was conducted for the years 2011-2015 to update the
previous work of Gaebel et al. (2012). Electronic databases MEDLINE, EMBASE and Web of
Science were used. The literature study consisted of three parts. The first search was on the
quality of mental hospitals. This search strategy was complemented by a second search on
controlled trials and systematic reviews on a variety of mental health service structures. Finally,
the last search covered out-patient services. Recommendations that were retrieved from the
systematic literature search were discussed and completed by the experts of the SHC and by
stakeholder organizations. Recommendations were categorized, based on the seven aims of
the Mental Health Action Plan of the World Health Organization.
Results: We identified 2126 articles in the original literature search. A total of 113 studies met
our inclusion criteria. In these 113 articles, we found 30 recommendations that were already
formulated in the article of Gaebel et al. (2012). Furthermore, 48 additional recommendations
and/or indicators emerged from the present literature search.
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The categorization of recommendations, taking into account additional information and
suggestions of experts and stakeholders, resulted in 34 recommendations.
Conclusion: These evidence-based recommendations can be used as a general framework for
the selection and development of structure and process quality indicators for mental healthcare.
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1. INTRODUCTION
Every year, mental health problems affect more than a third of the European population (WHO,
2014). The World Health Organization (WHO) defines mental health as “as a state of wellbeing in which every individual realizes his or her own potential, can cope with the normal
stresses of life, can work productively and fruitfully, and is able to make a contribution to her
or his community” (WHO, 2014). Mental health disability imposes an enormous cost to patients,
families, and society. Across free market countries, the rate of mental health disability is
growing and now constitutes about one third of all disability claimants (Drake et al., 2012).
Mental health problems have thus become important public health challenges (European
Mental Health Action Plan of the WHO, 2013). The promotion of mental health and the
prevention and treatment of mental health problems is fundamental to safeguarding and
enhancing the quality of life, well-being and productivity of individuals, families, workers and
communities, thus increasing the strength and resilience of society as a whole. High quality
mental health care contributes to a sustainable society (European Mental Health Action Plan
of the WHO, 2013). Therefore, the concept “quality of mental health care” is an important notion
in the new European Mental Health Action Plan of the WHO (2013). Member states are
requested to develop a common set of indicators in order to monitor a successful
implementation of the Action Plan.
In order for Belgium to implement the European Mental Health Action Plan of the WHO, the
quality of mental health care in Belgium should be measured. A set of indicators is needed to
assess, monitor and measure the quality of mental health care. The main question is the
following: which indicators should constitute an indicator set in order to assess the quality of
mental health care and to meet the requirements of the European Mental Health Plan?
These indicators should be valid for all patients with mental health problems who are currently
being treated or who are in need of treatment. Furthermore, these indicators should also
address the particular needs of vulnerable people or people who are at risk of mental health
problems (prevention). A set of indicators that monitor the quality of mental health care will
help to develop an evidence-based policy in order to develop and/or redirect mental health
care in Belgium.
During the meeting of the working group on October 13th, 2014, a consensus was achieved
concerning the fact that – in order to respond optimally to the advice application – an adequate
general framework is to be defined. The most important questions are the following: ‘What is
Quality?’ and ‘What should be measured?’. The theoretical framework has to apply to the
complete mental health care sector, in different contexts and in relation to all possible mental
health problems.
The experts of the SHC agreed to develop a quality framework. The values that are described
in the European Mental Health Action Plan of the WHO (2013) and the ethical principles
defined by Thornicroft and Tansella (1999) were important sources of inspiration for the expert
group. In addition, the vision statement of the Strategic Advisory Committee of the Flemish
Minister of Welfare, Healthcare and Family (2012) was also considered. In order to develop an
evidence-based framework, a systematic literature review was carried out. In the following
section, a more detailed description of the theoretical framework is provided as well as
definitions of the most important concepts that are used in the advice.
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2

THEORETICAL FRAMEWORK

Quality of care can be considered as “a complex and multidimensional construct which is
defined according to several inter-related dimensions: access to service, relevance to need,
effectiveness, equity, social acceptability, efficiency, and economy” (Maxwell, 1992). The
Institute of Medicine (IOM – National Academy of Medicine, NAM) has defined quality of care
as “the degree to which health services for individuals and populations increase the likelihood
of desired health outcomes and are consistent with current professional knowledge.” A
subsequent Institute of Medicine report stated that high quality care is safe, effective, patientcentered, timely, efficient and equitable (IOM, 2001).
Indicators are described as “defined and measurable items which act as building blocks in the
assessment of health care” (Gaebel et al., 2012). An indicator is “an observable and
measurable entity that serves to define a concept in a practical way. The concept itself is not
measurable” (Passchier et al., 2002; The Question Bank, 2013). A quality indicator is defined
as “a measurable element or practice performance for which there is evidence or consensus
that it can be used to assess the quality and hence change the quality of care provided”
(Legido-Quigley et al., 2008). Quality indicators may take the form of a statement about the
structure, process or outcomes of care (McGlynn and Asch, 1998; Donabedian 1988).
Structure refers to “the attributes of care settings like facilities, equipment, human resources
and organizational structures.” Process stands for “the activities in giving and receiving care
which includes the activities of health care providers”. Finally, Outcome refers to “the effects
of care” (Donabedian, 1988).
The European Mental Health Action Plan (WHO, 2013, p3-15) formulates 4 core objectives
and 3 so-called cross-cutting objectives concerning the quality of mental health care in
European countries.
The 4 core objectives are:
1. ‘Everyone has an equal opportunity to realize mental well-being throughout their lifespan,
particularly those who are most vulnerable or at risk.’
2. ‘People with mental health problems are citizens whose human rights are fully valued,
respected and promoted.’
3. ‘Mental health services are accessible, competent and affordable, available in the
community according to needs.’
4. ‘People are entitled to respectful, safe and effective treatment.’
The 3 cross-cutting objectives are:
1. ‘Health systems provide good physical and mental health care for all.’
2. ‘Mental health systems work in well-coordinated partnership with other sectors.’
3. ‘Mental health governance and delivery are driven by good information and knowledge.’
(WHO, 2013, p3-15)
The WHO asks European governments to develop a common set of indicators in order to
implement the European Mental Health Action Plan (2013). In this advice, the SHC aims to
provide an overview of recommendations on quality mental health care that can constitute the
basis for the development of quality indicators on mental health care in Belgium.
The expert group decided to start with defining a comprehensive, elaborated framework,
before deciding which concrete indicators and instruments should be used. The question to be
answered in this advice is the following: “What should we measure?” Future steps would be to
determine how this can be measured and what can be done with the results.
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The theoretical framework had to apply to the complete mental health care sector, in different
contexts and in relation to several diseases. Furthermore, elements of the framework had to
relate to the micro-, meso- and macro-level. The development of the covering quality
framework was based on the issues described in previous or ongoing work such as: the ethical
principles for mental health care described by Thornicroft and Tansella (1999), the vision note
of the Strategic Advisory Committee of the Flemish Minister of Welfare, Healthcare and Family
(2012) and the Quality indicators of the Flemish Government indicator project on the quality of
mental health care.
Thornicroft and Tansella (1999, p500-503) stated that it is necessary to select and define a set
of principles that can be operationalized and validated as measures to provide a wider balance
of information for health policy and clinical service decisions. Based on a five-stage procedure,
nine principles, the so-called 3 ACE’s, were selected and defined:
1. Autonomy: ‘a patient’s ability to make independent decisions and choices, despite the
presence of symptoms or disabilities. Autonomy should be promoted by effective
treatment and care.’
2. Continuity: ‘the ability of relevant services to offer interventions that are either coherent
over the short term both within and among teams (cross-sectional continuity), or
uninterrupted series of contacts over the long term (longitudinal continuity)’.
3. Effectiveness: at the individual patient level, effectiveness is defined as ‘the ability to
provide the proven, intended benefits of treatments provided in real life situations’. At
the treatment program level, effectiveness is defined as ‘the ability to provide the
proven, intended benefits of services provided in real life situations’.
4. Accessibility: ‘a service characteristic, experienced by patients and their caregivers,
which enables them to receive care where and when it is needed’.
5. Comprehensiveness: ‘a service characteristic with two dimensions’. Horizontal
comprehensiveness means ‘how far a service extends across the entire range of
severity of mental diseases and across a wide range of patient characteristics’. Vertical
comprehensiveness means ‘the availability of the basic components of care and their
use by prioritized groups of patients’.
6. Equity: ‘the fair distribution of resources’. Both the rationale used to prioritize competing
needs and the methods used to allocate resources should be explicit.
7. Accountability: ‘The answerability of a mental health service to patients, their families
and the wider public, all of whom have legitimate expectations of how the service
should carry out its responsibilities’.
8. Coordination: ‘a service characteristic that is manifested by coherent treatment plans
for individual patients. Each plan should have clear goals and include interventions that
are needed and effective, no more and no less’. Cross-sectional coordination means
the coordination of information and services within an episode of care. Longitudinal
coordination means the interlinkages among staff members and agencies over a longer
period of treatment.
9. Efficiency: ‘minimizing the inputs needed to achieve a given level of outcomes, or
maximizing the outcomes for a given level of inputs’.
In Flanders, the Advisory Committee for the minister of Welfare, Healthcare and Family (2012)
formulated a vision note called “Socially responsible care”
(http://www.sarwgg.be/sarwgg/nieuws/sar-wgg-presenteert-visienota-maatschappelijkverantwoorde-zorg, 2011) on social responsible care. This vision note provides a common
basis consisting of five principles.
 First, every user is entitled to quality care and every care provider is obliged to provide
quality care.
 Second, care should be effective, which means that it contributes to an increasing
quality of life and social wellbeing.
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The third principle concerns horizontal and vertical social justice in care. The horizontal
dimension refers to an equal treatment of people with equal needs. The vertical
dimension refers to an unequal treatment of unequal needs.
Fourth, the relevancy of care refers to the accordance of care with basic conditions of
individual needs and public affordability.
And last but not least, the accessibility of care means the absence of formal, financial,
social and geographical limitations to make care accessible for those who need it.

Based on international recommendations and increasing societal expectations, “the Flemish
Government indicator project on the quality of mental health care” was started up in 2012. This
project is funded by the Flemish Government. Five working groups were set up in 2015: 1)
Continuity and coordination, 2) Patient safety, 3) Patient Participation, 4) Depression, 5)
Behavior disorders. These working groups organized regular meetings, involved patient
representatives and conducted literature searches. They developed the following indicators:
- Timely follow-up after discharge
o Indicator: Number of patients that have been contacted by a doctor or a
psychiatrist within 30 days after discharge
- Completeness of medication prescription
o Indicator: Number of complete medication prescriptions
- Implementation of suicide prevention policy
o Indicator: Number of elements of a suicide prevention policy that are present in
the organizations
- Involvement of experienced experts
o Indicator: Number of experienced experts (Full-time equivalents/FTE) in the
organization
- Shared decision making
o Indicator: not defined yet
- Patient perspective
o Indicator: Vlaamse Patiëntenpeiling Geestelijke Gezondheidszorg (GGZ) is a
questionnaire which evaluates the experiences of patients as regards the
quality of mental health care they have received.
- Involvement of the context (working group: depression)
o Indicator: Not yet defined
- The use of treatment guidelines in children and young adults with Attention Deficit
Hyperactivity Disorder (ADHD), Oppositional Defiant Disorder (ODD) and Conduct
Disorder (CD) (working group: behavior disorders)
o Indicator: Not yet defined
In 2016, these preliminary indicators will be measured in mental health services.
Given the presence of a large amount of publications and activities in the field, the expert group
of the SHC agreed to conduct a systematic literature review in order to provide an overview of
all evidence-based recommendations and criteria on the quality of mental health care. This
systematic review was conducted by LUCAS, the Centre for Care Research and Consultancy
of the University of Leuven. The aim is to offer a generic vision for the development and use
of quality indicators in Belgium, as demanded by the WHO European Mental Health Action
Plan of 2013. In the next section, the methodology and results will be described.
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3. METHODOLOGY
After analyzing the request, the Board and the Chair of the working group of the SHC identified
the necessary fields of expertise. An ad hoc working group was then set up, which included
experts in criminology, health psychology, occupational therapy, psychiatry, psychology and
sociology. The experts of this working group provided a general and ad hoc declaration of
interests and the committee on Deontology assessed the potential risk of conflicts of interest.
The systematic literature study entitled: “EPA guidance on the quality of mental health
services” of Gaebel and colleagues (2012) was taken as the point of departure. The aim of this
study was to provide evidence-based recommendations on the quality of mental health care.
Principles of the European Mental Health Action Plan (WHO, 2005) and outcome measures
for mental health care research (Thornicroft and Tansella, 1999) were also taken into account
in the study of Gaebel and colleagues (2012). Thirty recommendations were found, covering
structure, process and outcome quality, both on a generic and a setting-specific level.
Once the advisory report was endorsed by the working group, it was ultimately validated by
the Board.
3.1 Search Strategy
The systematic literature search consisted of three parts. The first search was on the quality
of mental hospitals. This search strategy was supplemented in a second search on controlled
trials and systematic reviews on a variety of mental health service structures. Finally, the last
search also covered out-patient services. Table 1 shows an overview of the three search
strategies.
3.2 Results of the systematic review
A total of 2126 articles were identified in the original literature search (Figure 1). An additional
16 articles were identified through a combination of hand searching of journals and snowball
searching on the references cited in the papers that were identified by the search. We removed
345 duplicates, which resulted in 1797 articles that were screened for inclusion. Subsequently,
351 full-text articles were assessed for eligibility and 113 articles met the inclusion criteria
(Table 1).
In these 113 articles, we found 30 recommendations that were already formulated in the article
of Gaebel et al. (2012). Furthermore, 48 additional recommendations and/or indicators
emerged from the present literature search. Every recommendation and/or indicator was
accompanied by a description which was either an explanation of the recommendation, a
possible operationalization, or a possible way to measure this recommendation and/or
indicator. Table 2 shows an overview of all 78 recommendations. Every recommendation was
accompanied by an indicator, a description of the recommendation, or an example of the
recommendation (see Appendix 1).
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Table 1. Overview search strategies
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Records identified through database
searching
(n = 2126 )

Additional records identified through
other sources
(n = 16)

Total studies identified
(n = 2142)

Records screened
(n = 1797)

Full-text articles assessed for
eligibility
(n = 351)

Studies included in
qualitative synthesis
(n = 113)

Figure 1. Prisma flow diagram of the literature search
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Duplicates removed
(n = 345)

Records excluded
(n = 1446)
Full-text articles excluded,
with reasons
(n = 239)

Table 2. Recommendations retrieved from the systematic review – Update of the systematic
literature study of Gaebel et al. (2012) for the years 2012 to 2015.
Recommendations
*A = recommendations retrieved from the EPA Guidance (Gaebel et al., 2012)
*B = recommendations retrieved from the current systematic review
A1. Mental health education
A2. Mental health reporting and monitoring
A3. Structural requirements to ascertain patient's dignity and basic needs
A4. Multi-professionality of services
A5. Access to good primary healthcare and specialized psychiatric care
A6. Availability of technological equipment for assessment and treatment
A7. Psychiatric workforce
A8. Catchment areas
A9. Day hospital for people with acute mental disorders
A10. Psychiatric care for members of minority groups
A11. Essential in-patient services structural requirements
A12. Essential out-patient services structural requirements
A13. Essential rehabilitation service structural requirements
A14. Community mental health teams for people with severe mental illnesses
A15. Intensive case management
A17. Evidence-based medicine
A18. Safety issues
A19. Informed consent
A20. Monitoring of physical illness and access to general and specialized medical
services
A21. Hospitals/in-patient services - basic requirements
A22. Hospitals/in-patient services – admission procedures
A23. Hospitals/in-patient services: access to wards to special services
A24. Hospitals/in-patient services - detained patients procedures
A25. Elimination of waiting times for outpatient appointments
A26. Rehabilitation units
A27. Effective components of home-based treatment
A28. Essential components of community mental health treatment
A30. Organizational integration of psychiatric in-patient and out-patient services
B1. Integrated care Amiel & Pincus, 2011; Chang et al., 2014; Bradford et al., 2013; Stewart et al., 2012; Beeber et al.,
2013; Aubry et al., 2015; Garand et al., 2014

B2. Symptom or diagnostic assessment Fisher et al., 2013; Parameswaran et al., 2012
B3. Evidence-based pharmacotherapy Fisher et al., 2013; Parameswaran et al., 2012
B4. Evidence-based psychosocial interventions Fisher et al., 2013; Parameswaran

et al., 2012,

Sveinbjarnardottir et al., 2013, Bormann et al., 2014 ; Baker et al., 2014 ; Laaksonen et al., 2013; Kay-Lambin et al., 2011; Chan
et al., 2011; Secades-Villa et al., 2011 ; Fortney et al., 2015 ; Tandon et al., 2014 ; Wells et al., 2013; Mueser et al., 2014 ; Williams
et al., 2014; Jensen et al., 2014; Battersby et al., 2013; Rosenbaum et al., 2014; Bartels et al., 2014; Muntingh et al., 2014; Lobban
et al., 2013; Morokuma et al., 2013

B5. Substance use Fisher et al., 2013; Parameswaran et al., 2012,Cunnincham, 2013; Zhuang et al., 2014
B6. General medical care Fisher et al., 2013; Parameswaran et al., 2012
B7. Continuity of care Fisher et al., 2013; Parameswaran et al., 2012; Tandon et al., 2014
B8. Access measures Fisher et al., 2013; Parameswaran et al., 2012
B9. Efficiency measures Fisher et al., 2013; Parameswaran et al., 2012
B10. Patient safety Fisher et al., 2013; Parameswaran et al., 2012
B11. Forensic and legal issues Fisher et al., 2013; Parameswaran et al., 2012
B12. Recovery measures Fisher et al., 2013; Parameswaran et al., 2012
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B13. Outcome measures Fisher et al., 2013; Parameswaran et al., 2012; Schellings et al., 2012
B14. Cultural or ethnic issues Fisher et al., 2013; Parameswaran et al., 2012
B15. Population-based resources Fisher et al., 2013; Parameswaran et al., 2012
B16. Pharmacotherapy Gorgeon et al., 2012; Schellings et al., 2012
B17. Unplanned hospital admissionsJacobs et al., 2013
B18. Quality concepts for appropriate use and management of antipsychotics for youth
Kealy et al., 2014

B19. Quality indicator for rehabilitative careKillapsy et al., 2012
B20. Effectiveness of psychiatric consult service Lavakumar et al., 2013
B21. Treatment plan Schellings et al., 2012
B22. Care program Schellings et al., 2012
B23. Involvement in treatment of patients and relatives Schellings et al., 2012
B24. Pharmacotherapy Schellings et al., 2012
B25. Governance responsibility Schellings et al., 2012
B26. Seclusion and restraint Sacks & Walton, 2014
B27. Clinical effectiveness Thomas & Rickwood, 2013
B28. Satisfaction Thomas & Rickwood, 2013, Xavier & De Almeida, 2013
B29. Cost effectiveness Thomas & Rickwood, 2013
B30. Service utilization Wood & Wand, 2014
B31. Efficiency Wood & Wand, 2014
B32. Needs Xavier & De Almeida, 2013
B33. Functioning Xavier & De Almeida, 2013
B34. Quality of life Xavier & De Almeida, 2013
B35. Physical activity Jacquart et al., 2014; Varambally et al., 2012; Van De Ven & Delbecq, 1976; Michon et al., 2014;
Bartels et al., 2014; Patterson et aL., 2013 ; Bartels et al., 2013

B36. Case management Tomita et al., 2014 ; Tomita & Herman, 2012 ; Herman et al., 2011 ; Livingston et al., 2013 ;
Archer et al., 2012 ; O’Brien et al., 2012

B37. Caregiver and family burden

Xavier & De Almeida, 2013, Sveinbjarnardottir et al., 2013; Winickoff et al.,

2013; Whitebird et al., 2013; Kuo et al., 2013; Montgomery et al., 2011; Sundsli et al., 2014; Proudfoot et al., 2013

B38. Psychiatric care for members of minority groups

Zhou & Gu, 2014; Malm et al., 2014; Tan & King,

2013

B39. Recovery Cook et al., 2013; Cook et al., 2012; Cook et al., 2012; Aboutanos et al., 2011
B40. Self-help Services Vreugdenhil et al., 2012; Wu et al., 2014; Du et al., 2014 ; Naeem et al., 2014 ; Garrido et al.,
2013

B41. Supported employment

Bejerholm et al., 2015; Waghorn et al., 2014; Orrell et al, 2014; Feinberg et al., 2014;

Cai et al., 2014 ; Hoffmann et al., 2014 ; Torrent et al., 2013

B42. Community health worker workforce Kangovi et al., 2014
B43. Psycho-educationChien & Leung, 2013; Cook et al., 2012 ; Arends et al., 2014 ; Neunhauserer et al., 2013
B44. Skills trainings for healthcare providers Ayers & Arch, 2013; Wiles et al., 2014
B45. First line treatment Srihari et al., 2015; Grupp-Phelan et al., 2012; Gitlin et al., 2013; Roldan-Merino et al., 2013;
Varambally et al., 2012

B46. Telemedicine Gellis et al., 2014; Bedard et al., 2014; Volpe et al., 2015
B47. Cognitive therapy Grupp-Phelan et al., 2012; Velligan et al., 2013; Oosterbaan et al., 2013; Stanton & Reaburn,
2014

B48. Group therapy Bolier et al., 2013
*References 1 - 114 of the systematic review, see p. 40 - 52
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3.2.3

Expert Panel – May 7th, 2015

On the 7th of May, results of the literature study were discussed and complemented by the
working group of the SHC. Afterwards, it was agreed to categorize all recommendations,
based on the seven aims of the Health Action Plan of the WHO (see Appendix 2):
4 core objectives:
1) Everyone has an equal opportunity to realize mental well-being throughout their
lifespan, particularly those who are most vulnerable or at risk;
2) People with mental health problems are citizens whose human rights are fully
valued, respected and promoted;
3) Mental health services are accessible, competent and affordable, available in
the community according to need; and
4) People are entitled to respectful, safe and effective treatment.
3 cross-cutting objectives:
5) Health systems provide good physical and mental health care for all;
6) Mental health systems work in well-coordinated partnership with other sectors;
and
7) Mental health governance and delivery are driven by good information and
knowledge.
3.2.4

Expert Panel – June 29th, 2015

On the 29th of June, remarks of the members of the Superior Health Council were discussed
in order to optimize the categorization. Appendix 3 shows the remarks of the expert group
of the SHC and the second categorization of recommendations, based on the four core
objectives and the three cross-cutting objectives of the WHO.
3.2.5

Consultation with stakeholders and patient representatives – April
18th, 2016

Several patient associations (Vlaams Patiëntenplatform, Ups-and-downs, Uilenspiegel,
Psytoyens, Similes Vlaanderen, Similes Wallonie, Similes Bruxelles and Zelfhulp.be) were
invited in order to ask their opinion on the quality of mental health care in Belgium and to
verify whether the advice is complete and corresponds with the expectations of the mental
health service users. Representatives of the following patient associations attended the
meeting: Psytoyens, Vlaams Patiëntenplatform and Zelfhulp.be. Remarks of the attending
members can be found in Appendix 4.
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4. CATEGORIZATION OF RECOMMENDATIONS
The final optimization of the categorization table was conducted at KU Leuven LUCAS.
Figure 2 shows a final overview of 34 recommendations that were extracted from the
A) EPA Guidance of Gaebel et al. (2012);
B) systematic literature study;
C) expert discussions and;
D) consultation with stakeholders and patient representatives.
All recommendations were categorized, based on the four core objectives and the three
cross-cutting objectives of the WHO. A detailed description of the recommendations is
provided below Figure 2.

16
Superior Health Council
www.shc-belgium.be

Figure 2. Categorization of recommendations based on the four core objectives and the three cross-cutting
objectives of the WHO
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4.1

Description of the 34 recommendations of the SHC for the
development of quality indicators on mental health care in Belgium
4.1.1

WHO objective 1: Everyone has an equal opportunity to realize
mental wellbeing throughout their lifespan, particularly those who
are most vulnerable or at risk

1) Mental health care is available for members of vulnerable groups
Vulnerability is “the degree to which a population, individual or organization is unable to
anticipate, cope with, resist and recover from the impacts of disasters” (WHO, 2002). Members
of vulnerable groups include the economically disadvantaged, racial and ethnic minorities,
elderly, homeless people, people suffering from chronic health conditions, low-income
children, people with HIV/AIDS, detainees, people in preventive detention, etc. (Robert Wood
Johnson Foundation, 2001). Vulnerable groups are at higher risk for mental health problems
(WHO, 2002). These people are likely to be stigmatized and marginalized. This may result in
isolation, which is an important risk factor for mental health problems while it generates poor
self-esteem, diminished motivation and less hope for the future (WHO, 2010).
2) Mental health care is available for children
Twenty percent of the child population suffers from mental illnesses such as anxiety disorders,
attention-deficit disorders, autism spectrum disorders, eating disorders, affective and mood
disorders, schizophrenia, tic disorders, etc. Child mental health care is defined as “the clinical
investigation of phenomenology, biologic factors, psychosocial factors, genetic factors,
demographic factors, environmental factors, history, and the response to interventions of child
mental health problems” (Kaplan and Saddock, 2009).
3) Mental health care is available for adolescents
Approximately one in five adolescents suffers from a mental health problem. However, most
adolescents with mental health problems do not seek the services they need (Schwartz, 2009;
Merikangas, 2010; Coppens et al., 2015). Societal stigma associated with mental health
problems may explain why many adolescents do not seek treatment. Other barriers include 1)
the poor coordination of services; 2) missed opportunities by parents, medical providers,
schools, etc. to identify mental problems; and 3) shortages of providers with a specific
expertise in adolescents’ mental health (National Research Council and Institute of Medicine,
2009).
Adolescents’ mental health care encompasses “the clinical investigation of phenomenology,
biologic factors, psychosocial factors, genetic factors, demographic factors, environmental
factors, history, and the response to interventions adolescent mental health problems” (Kaplan
and Saddock, 2009).
4) Mental health care is available for adults
Adults have mental health care needs that are different from the needs of children,
adolescents and elderly (American Psychological Association, 2016). A recent study in the US
has shown that adults are more likely to receive mental health services than older adults and
when they do, they are more likely to receive care from a mental health specialist (Karel, Gatz
& Smyer, 2012). Furthermore, adults are prone to many transitions in life: entrance to the
working force, career changes, divorce, buying a house, the birth of children, etc. In order to
cope with these changes, research shows the benefits of using mental health services (Boyd,
2008).
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5) Mental health care is available for older adults
Worldwide, the population is ageing rapidly. More than 20 percent of the people aged 65 and
older suffer from a mental or neurological disorder. Multiple social, psychological, and
biological factors determine the level of mental health of a person at any point of time (WHO,
2015).
Mental health care for elderly refers to a subspecialty of mental health care dealing with the
study, prevention and treatment of mental problems in older people (Harkins, 2003). Elderly
people with mental health problems is a general term used to describe “people over the age
of 65 years who have emotional, behavioral or cognitive problems which interfere with their
ability to function independently, which seriously affect their feelings of well-being, or which
adversely affect their relationships with others. These problems have a variety of
biopsychosocial determinants and corresponding methods of treatment and care. People
under the age of 65 who have conditions more commonly seen in elderly people, such as early
dementia, are included in this group" (Wasylenky, 1982).
6) Cultural and ethnic diversity are taken into account
Ethnicity is “the social group a person belongs to, and either identifies with or is identified with
by others, as a result of a mix of cultural and other factors including language, diet, religion,
ancestry and physical features traditionally associated with race” (Bhopal, 2004). A Belgian
study shows that ethnic minorities are less likely to receive mental health services due to
mistrust and fear of treatment, racism and discrimination, and differences in language and
communication (Meys et al., 2014). Therefore, ethnic minorities often experience a greater
disability burden from mental health problems. It is important to understand the roles of culture
and society in order to design and deliver mental health services that are more responsive to
the needs of ethnic minorities (US Public Health Service, 2011).
7) Caregiver and family burden are considered
People with mental health problems often need assistance in their daily activities (Ampalam,
2012). Belgian research shows that this places caregivers at a great risk of mental and
physical problems (Vermeulen et al., 2015). The term caregiver and family burden refers to “a
multidimensional response to the negative appraisal and perceived stress resulting from
taking care of an ill individual. Caregiver burden threatens the physical, psychological,
emotional and functional health of caregivers” (Zarit et al., 1980; Parks and Novielli, 2000;
Etters et al., 2008 ; Carretero et al., 2009).
4.1.2

WHO objective 2: People with mental health problems are citizens whose
human rights are fully valued, respected and promoted

8) Patient organizations have a voice
Involvement in mental health care means “involvement in decision making and active
participation in a range of activities (e.g. planning, evaluation, care, research, training,
recruitment) starting from the expertise by experience of the person, in collaboration with and
as equal partners of professionals” (Tambuyzer, 2011). Research shows that involvement
increases satisfaction and compliance and could enhance mental health outcomes (Loh et al.,
2007; Murray et al., 2007). An example of involvement is to involve patient associations when
developing new policies or legislation (Tambuyzer, 2011).
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9) Patient rights are preserved in mental health care
The Mental Health Declaration of Human Rights articulates guiding principles of the Citizens
Commission on Human Rights (Citizens Commission on Human Rights, 2016).
In Belgium, patient rights are clearly described in the law since 2002 (Wet betreffende de
rechten van de patient, 2002). Under the following link, an overview of the patient rights can
be
found:
http://www.ejustice.just.fgov.be/cgi_loi/change_lg.pl?language=nl&la=N&cn=2002082245&ta
ble_name=wet
In summary, these rights include “1) to receive quality services, 2) to freely choose a health
care professional, 3) to be informed on one’s health condition, 4) to freely approve
interventions, 5) to learn about the insurances of the health care professional and his/her
authorization to practice his/her profession, 6) to rely on a patient file and to be able to look
into the file or to receive a copy, 7) to be assured of the protection of personal privacy, and 8)
to be able to lodge a complaint to the authorized ombudsman’s office”.
10) Staff competencies contribute to quality mental health care and to improved quality of
life of the mental health service users
The quality of mental health care largely depends on the competencies of the professional
health care providers (Heisler and Bagalman, 2015). Staff competencies refer to “a cluster of
related abilities, commitments, knowledge, and skills that enable a person (or an organization)
to act effectively in care and cure contexts. The competencies can be generic, covering a wide
range of care situations, or they can be more specialized as necessary in the treatment of
specific target groups. Staff members in mental health care are acquiring their competencies
in education and traineeships but also by experience.
11) Shared decision making is applied in mental health services
Shared decision making is defined as “an approach were clinicians and patients share the
best available evidence when faced with the task of making decisions, and where patients are
supported to consider options to achieve informed preferences” (Elwyn et al., 2010). Shared
decision making requires information about treatment or prevention options to be shared.
Furthermore, mental health service users are supported to express their preferences and
views during the decision making process (Elwyn et al., 2012). In order to accomplish this,
three types of conversations can be distinguished: introducing choice (choice talk), describing
options (option talk) and helping mental health care users make decisions (decision talk).
Advantages of involving mental health care users in shared decision making include higher
satisfaction with the decision, improved mental health literacy and treatment adherence
(Bleyen, Vertommen and Van Audenhove, 1998; Van Audenhove and Vertommen, 2000; Wills
and Holmes Rovner, 2006; Schauer et al., 2007).
12) Peer support and self-help are available
Self-help is defined as “any act or activity in which persons with mental health problems help
themselves or others to achieve their own goals. Within this definition, a user is defined as a
person who currently receives mental health services, who has received them in the past, or
is eligible to receive them but chooses not to” (Brown and Wituk, 2010). Studies show a
positive association between the use of self-help services and satisfaction with professional
mental health services (Hodges et al., 2003). Self-help services include the use of self-help
manuals, personal and telephone counselling, online self-help treatments, self-help groups or
peer support, etc. (UK National Health Survey, 2010).
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The concept of peer support can have different meanings: it can be a process by which people
offer mutual help to each other to address common problems, but it can also be defined as a
non-reciprocal type of care in which persons who have successfully overcome their mental
health problems offer types of social, emotional or instrumental support that is different from
professional help (Solomon and Phyllis, 2004; Davidson et al., 2006).
13) Seclusion and restraint should be avoided
In 2016, the SHC published an advisory report on the use of coercive measures in mental
healthcare. The SHC defines restraint as "the full range of measures that pertain to the use
and implementation of means of restraint and protection that will result in all or part of the body
being immobilised in order to secure a patient whose behaviour is believed to be dangerous
or inappropriate."
Isolation means that "the patient is held against their will in their own room or in an isolated,
locked room in order to prevent them from having any contact with other people. It is used to
ensure the safety of the patient and/or those around them and to restrict the patient's freedom
of movement if the latter no longer adheres to the normal boundaries of privacy, personal
space and physical integrity" (SHC, 2016).
All patients have the right to be free from physical or mental abuse, and corporal punishment.
All patients have the right to be free from restraint or seclusion, of any form, imposed as a
means of coercion, discipline, convenience, or retaliation by staff.
According to SHC advisory report no. 9193 (2016), "only a situation of serious danger caused
by a patient who is unable to express their will, with all possible alternative, voluntary
measures having either failed or being impracticable (last resort), may justify the use of
coercive measures. Coercive measures are never part of standard psychiatric care. They are
never to be used for punitive purposes. In the exceptional event of a coercive measure being
resorted to, the least restrictive measure should always be chosen and used for the shortest
possible amount of time".
4.1.3 WHO objective 3: Mental health services are accessible, competent and
affordable, available in the community according to need
14) Primary health care is available and accessible
Mental health problems often lead to a diminished wellbeing and a reduced quality of life. It is
estimated that 60% of the people with a mental health problem do not receive a treatment
(NIMH, 2005; Vanclooster et al., 2013). Access to good primary care for mental health
problems should be provided by developing primary care services with the capacity to detect
and treat mental health problems, and create centers of competence and promote networks
in each region; ensure access to specialized mental health care services for those in need”
(Gaebel et al., 2012).
15) Specialized mental health care is available and accessible
Specialized mental health care is delivered by professionals, including psychiatrists,
psychologists, psychiatric nurses and social workers as well as specialized hospitals, inpatient
psychiatric units of general hospitals and outpatient mental health programs (Buhgra and
Morgan, 2010). Specialized mental health service providers are trained to deal adequately
with mental health problems. Furthermore, they have more experience and understanding of
people with serious mental health problems and provide personalized care.
Specialized mental health services organized as part of general medical services provoke less
stigmatization than separate settings (Center for Mental Health Services, 1996).
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The effectiveness of specialized mental health units has been demonstrated in numerous
populations (e.g. elderly, children, prisoners, veterans, etc.) (Wilkinson, 2000).
16) Mental health care workforce is available and accessible
Approximately a quarter of the global population suffers from mental health problems (WHO,
2001). However, worldwide there is a shortage of mental health workers (e.g. psychiatrists,
psychiatric nurses, psychologists and social workers). This shortage is one of the main barriers
to providing treatment and care in low- and middle-income countries (WHO, 2011).
Sufficient and competent workforce should be created in order to ensure an equitable
distribution and to develop specialist training streams (Gaebel et al., 2012).
17) Mental health care is efficient, cost-effective and affordable
Efficiency refers to “the relationship between a specific product or output of the health care
system, and the resources or inputs used to create the product. Achieving efficiency involves
maximizing output for a given cost, or, minimizing cost for a given output” (McGlynn et al.,
2009). An assessment of efficiency thus relates the output of the health care system to its
costs. Cost effectiveness stands for “an economic study design in which consequences of
different interventions are measured using a single outcome, usually in ‘natural’ units” (UK
National Institute for Health and Clinical Excellence, 2008). Due to limited financial resources
and the increased costs for residential mental health services, attention for the efficiency of
mental health services is growing (Lagomasino, 2010).
Finally, it is important that mental health care is affordable for everyone. In many countries,
the high cost of mental health care treatments poses significant financial barriers. In addition,
the use of mental health services is not covered by insurance policies in many countries,
making mental health care unaffordable for many people. The WHO also reports that 25% of
all countries do not provide disability benefits to patients with mental disorders, and one third
of the world’s population lives in countries that allocate less than 1% of their health budget to
mental health (WHO, 2012). Furthermore, 31% of countries do not have a specific public
budget for mental health (Saxena et al., 2007).
18) Technological equipment is available for assessment and treatment
Nowadays, e-mental health is regarded as a promising approach for the delivery of effective
and efficient mental healthcare through the use of smart information and communication
technology (ICT) (Riper et al., 2010). Today, several e-mental health applications exist. These
are oriented towards information provision; screening, assessment and monitoring; treatment;
and communication (Lal and Adair, 2014). Research shows that using ICT as a supplement
to common therapies for mental health problems can improve the accessibility, effectiveness
and affordability of mental health services (Arensman et al., 2015; Lal and Adair, 2014). For
example, computerized Cognitive Behavioral Therapy (cCBT) is effective to treat persons with
psychiatric disorders, can be provided to a large number of people at the same time requiring
no waiting times, and is cost-effective (Anderson et al., 2014; NICE, 2009). Live
videoconferencing technology is a recent development within e-mental health and is used to
facilitate collaboration among healthcare professionals of different settings by means of
videoconferencing (Shore et al., 2013; Chun-Do et al., 2012). It has been shown to be equally
effective or even more effective than practice-based collaborative care (Fortney et al., 2007).
Currently, the Mastermind project aims to stimulate the use of both cCBT and
videoconferencing in routine mental healthcare across Europe (Vis et al., 2015).
Gaebel et al. (2012) also mention the importance of providing evidence-based technological
diagnostic and therapeutic equipment and services within 72 hours (Gaebel et al., 2012). This
recommendation is based on the clinical experience that a thorough diagnostic examination
of a person with mental health problems requires a range of technical investigations (e.g.
neuroimagining, electroencephalography, drug monitoring, somatic counselling services).
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4.1.4 WHO objective 4: People are entitled to respectful, safe and effective
treatments and interventions
19) Clinical effectiveness of mental health treatments is pursued
“A clinically effective treatment is characterized by sustained adherence by the patient to the
prescribed treatment regimen; long-term reduction in symptoms or cure of the disease,
treatment burden (side effects), and impact of the disease on the patient and members of his
or her social circle; and long-term increase in healthy behaviors and restoration of wellness”
(Liberman et al., 2002). However, since the nineties, the recovery movement in mental health
care is growing (Anthony, 1993; Leamy et al., 2011). For people with severe mental health
problems, a real cure is not always possible. Being involved in a process of recovery is
therefore a realistic option. Anthony (1993) defines recovery as ‘a deeply personal, unique
process of changing one’s attitudes, values, feelings, goals, skills and/or roles. It is a way of
living a satisfying, hopeful, and contributing life even with limitations caused by the illness.
Recovery involves the development of new meaning and purpose in one’s life as one grows
beyond the catastrophic effects of mental illness.’ This process can be stimulated, supported
or hindered by the mental health professionals and services. The development of recovery
oriented practice must be considered as a real part of effective mental health treatment in a
community oriented mental health care system.
20) Specific treatments are provided to specific target groups
In their description of community mental health systems in a balanced care system, Thornicroft
and Tansella (2003, p 13) describe the need for specialized treatment programs for specific
target groups such as: eating disorders, dual diagnosis (for example: psychosis and substance
abuse), treatment-resistant affective and psychotic disorders, other specific disorders such as
post-traumatic stress disorder, mental health problems specific to incarcerated persons,
mentally ill mothers and their babies. According to the authors, the decision to develop such
specialized services depends upon the local needs and presence of other services, identified
gaps and finances.
21) Mental health promotion, prevention and risk assessment are largely available
In 2011, Huber et al. defined health as “the ability to adapt and to self-manage, in the face of
social, physical and emotional challenges” (Huber et al., 2011). The prevention of mental
health problems aims at “reducing incidence, prevalence, recurrence of mental health
problems, time spent with symptoms, or the risk condition for a mental illness, preventing or
delaying recurrences and also decreasing the impact of illness in the affected person, their
families and the society” (Mrazek and Haggerty, 1994). While prevention concerns the
avoidance of an illness, promotion is about improving well-being and enhancing the quality of
life (WHO, 2002). Promotion is defined by the WHO (1986) as “the process of enabling people
to increase control over and to improve their health”. Studies show that combining prevention
and promotion programs in mental health care reduces stigma, increases cost-effectiveness
and improves outcomes (WHO, 2002).
“Risk assessment involves a professional duty of care on the part of those working in mental
health services towards the individual service user, where health needs are balanced with
issues of personal and public safety. Health professionals must balance the promotion of client
decision making and autonomy with the demands of personal, professional and public
accountability. Managing risk should not just focus on eliminating risk, it is about providing a
process for ensuring the potential benefits identified are increased and the likelihood of harms
occurring as a result of taking risks are reduced” (Titterton, 2005). Risk assessment is of
increasing importance when dealing with the prevention of criminal behavior (McSherry,
2004).
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In the forensic context, psychiatrists and psychologists could be invoked to evaluate whether
a person will be violent in the future. Also, mental health professionals may be asked to report
whether an accused person may reoffend. This, for the purpose of bail applications,
sentencing and preventive detention, the disposition of offenders with mental health problems,
and parole (McSherry, 2004). In a recovery oriented community mental health care, the
perspective of the user in a process of risk assessment comes more on the foreground.
Boardman and Roberts (2015) describe processes of recovery-orientated risk assessment
and safety planning, based on the concept of shared decision making and the joint
construction of personal safety plans. They state this approach respects service users’ needs
while recognizing everyone’s responsibilities – service users, professionals, family, and
friends – to behave in a way which upholds personal and public safety.
22) Psychotherapy is available
Psychotherapy is “a practice designed varyingly to provide symptom relief and personality
change, reduce future symptomatic episodes, enhance quality of life, promote adaptive
functioning in work/school and relationships, increase the likelihood of making healthy life
choices, and offer other benefits established by the collaboration between client/patient and
psychologist” (American Group Psychotherapy Association, 2007). Approaches to
psychotherapy fall into five broad categories: 1) Psychoanalysis and psychodynamic
therapies, 2) Behaviour therapy, 3) Cognitive therapy, 4) Humanistic therapy, and 5)
Integrative or holistic therapy (American Psychology Association, 2016). Types of
psychotherapies are family therapy, couples therapy, individual therapy and group therapy
(American Group Psychotherapy Association, 2007). According to mental health service
users, psychotherapy enhances their ability to understand themselves, it develops skills in
order to improve relationships, it helps to overcome certain problems (eating disorder, bipolar
disorder, etc.) and indicates how a solution to problems can be obtained (Cooper, 2008).
23) Case management services are available for people with severe mental problems
Case management is “a collaborative process of assessment, planning, facilitation, care
coordination, evaluation, and advocacy for options and services to meet an individual’s and
family’s comprehensive health needs through communication and available resources to
promote quality, cost-effective outcomes” (Case Management Society of America, 2010). The
effectiveness and implementation of case management projects depends on eight domains or
requirements: 1) An appropriate workforce (e.g. skills of professionals, turnover of
professionals, etc.); 2) A tailored service design and organization (e.g. shared decision
process); 3) Self-management and support (e.g. Addressing concerns of beneficiaries and
informal caregivers); 4) Community linkages (e.g. partnership with community organizations);
5) Appropriate financial incentives (e.g. incentives for GP participation); 6) Processes in
support of the quality of care (e.g. monitoring of the care plan); 7) Knowledge management
and decision support (e.g. use of results of research); and 8) Clinical information tools (e.g.
registry). Case management stimulates the quality of life and the autonomy of the mental
health service user (Ontario government, 2005).
24) Standardized outcome measures are used routinely in mental health services
Shellings et al. (2012) defined standardized outcome measurement as “periodically measuring
treatment outcomes by means of a standardized method and using the results for the revision
of the individual treatment plan and for the purpose of the aggregation of the treatment results”.
By means of outcome measures, mental health service providers can identify what has
improved for the mental health service user and which areas still require treatment.
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Outcome measures can highlight changes in an individual mental health service user over
time, and they can also be used at a broader level to reflect on the effectiveness of clinical
practice, a team, a service or a sector. Studies show that outcome measures improve the
quality of mental health services (Department of Human Services, 2006).
25) Safety is assured as a priority
Patient safety is defined by Emmanuel et al. (2008) as “A discipline in the health-care sector
that applies safety science methods towards the goal of achieving a trustworthy system of
health-care delivery. Patient safety is also an attribute of health-care systems; it minimizes the
incidence and impact of, and maximizes recovery from adverse events”.
Operational policies should be implemented in mental health facilities in order to ascertain
patient and staff safety (Gaebel et al., 2012). Patient safety depends on the following factors:
1) patient factors (e.g. disruptive behavior); 2) provider factors (e.g. poor communication);
organizational factors (e.g. community resources, staffing shortages, etc.); and 4) physical
environment (e.g. poor physical design) (BC Mental health and addiction services, 2008).
Furthermore, for persons with mental health problems, psychotropic medications are an
important mode of treatment (Brickel et al., 2009). Medication can help some people to lead
the lives they want to lead. Abuse of medication can cause additional problems (UK Mental
Health Foundation, 2016). The decision whether or not to use medication should be taken by
the multi-disciplinary team and it is good practice to discuss this in shared decision with the
patient and to involve the family with regard to such decisions. Mental health care providers
should also explain the risks of taking medication (Latha and Phil, 2010). Follow-up
appointments for medication monitoring are needed to evaluate the effectiveness of the
treatment and the possible side-effects of the medication (US Mental Health Division of
Student Affairs, 2015). Indeed, most medication has side-effects and problems may occur
when people stop taking the medication.

4.1.5 WHO objective 5: Health systems provide good physical and mental health
care for all
26) Multidisciplinary mental health care is stimulated
Mitchel et al. (2008) state that mental health services are multidisciplinary “when professionals
from a range of disciplines work together to deliver comprehensive care that addresses as
many of the mental health care users’ needs as possible. This can be delivered by a range of
professionals functioning as a team under one organisational umbrella or by professionals
from a range of organisations, including private practice, brought together as a unique team.
As a patient's condition changes over time, the composition of the team may change to reflect
the changing clinical and psychosocial needs of the patient”. The WHO (2013) advocates that
people with mental problems should be treated by multidisciplinary health professionals who
are able to address their biomedical, psychological and socio-economical needs. This holistic
approach leads to improved diagnosis and coordination, improved outcomes for people with
mental health problems and their families, increased cost-effectiveness, etc. (Greenberg,
2011).
27) Physical illness and access to general and specialized medical services is monitored
People with severe mental health problems are likely to have physical co-morbidities that are
not recognized and/or treated (Mitchell et al., 2009). Under-recognition of physical problems
in people with mental health problems is often due to ‘diagnostic overshadowing’ which is
defined as “a process where health professionals wrongly presume that present physical
symptoms are a consequence of their patient’s mental illness. As a result, the patient with
mental illness gets inadequate diagnosis or treatment” (Jones et al., 2008).
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Recent guidelines on healthcare for people with mental health problems include standards for
physical healthcare. These standards should be routinely applied. The monitoring of physical
conditions and access to general and specialized medical services would increase the
likelihood of early detection of medical conditions (Gaebel et al., 2012; Golomb et al., 2000).
4.1.6 WHO objective 6: Mental health systems work in well-coordinated partnership
with other sectors
28) Integrated care and continuity of mental health care are realized
The WHO defines integrated care as “a concept bringing together inputs, delivery,
management and organization of services related to diagnosis, treatment, care, rehabilitation
and mental health promotion. Integration is a means to improve services in relation to access,
quality, user satisfaction and efficiency” (WHO, 2002). Integrated models of cooperative
community care should be developed and implemented in order to provide scientific evidencebased services with joint budgetary responsibility of participating service providers (Gaebel et
al. 2012). Furthermore, mental health services should be integrated organizationally in general
hospitals with mental health out-patient facilities including out-patient facilities in mental health
hospitals, private practices and other ambulatory mental health services (Gaebel et al., 2012).
‘Continuity of care’ is closely related to integrated care. The first component is ‘provider
continuity’, which refers to the importance of a trusting relationship with the mental health care
professional. The second component refers to ‘the continuity across the secondary-primary
care interface’, which stands for discharge planning from specialist to generalist care. The last
component is ‘continuity of information through shared records’ (Gröne and Garcia-Barbero,
2002). Gaebel et al. (2012) emphasize the use of mental health reporting systems in order to
facilitate the continuity of care. By means of mental health reporting systems, the epidemiology
of mental health problems as well as data on the number of mental health care facilities, their
regional distribution, frequency and type of use, staffing and mental health research can be
monitored. Furthermore, the use of mental health case registers (PCRs) should be stimulated.
PCRs are described as “patient-centered longitudinal records of contacts with a defined set of
mental health care services originating from a defined population” (Perera et al., 2009). Mental
health case registers are efficient and cost-effective data-sources that are increasingly used
to investigate questions about health service delivery and to evaluate care programmes and
patterns of care, as well as the validity of diagnostic tools and therapies (Perera et al., 2009).
In this context, the multinational consortium interRAI, an international collaborative network to
improve the quality of life of vulnerable persons through a seamless comprehensive
assessment system, developed the interRAI Mental Health instruments (interRAI Mental
Health, interRAI Community Mental Health, interRAI Child and Youth Mental Health)
(interrai.org, 2016). These interRAI instruments are part of a suite of assessment systems
available for almost every health sector.
Outcomes of the interRAI instruments are client assessment protocols (CAPs), Scales and
Quality indicators (QIs). The interRAI mental Health and other interRAI assessments include
applications for care planning, case-mix, outcomes, and quality measurement (Hirdes et al.,
2000). Research shows the interRAI Mental Health to be a feasible assessment instrument
for deriving mental health quality indicators (Perlman, 2013). Using these instruments
enhances communication between health settings and contributes to a continuity of care for
the individual as they receive services across sectors (Grey et al., 2009).
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29) The transition from child and adolescent to adult mental health services is wellcoordinated
Health care transition has been described as “a purposeful, planned process that addresses
the medical, psychosocial and educational/vocational needs of adolescents and young adults
with chronic physical and medical conditions as they move from child-centred to adult-oriented
healthcare systems” (Blum et al., 1993). Several instances state the importance of supporting
and facilitating the transition of adolescents with mental health problems into adulthood
(American Academy of Pediatrics, 2002). Belgian research shows that transition planning
should be a standard part of providing care for all youth and young adults since a well-timed,
well-planned, and well-executed transition from child- to adult-oriented health care between
the ages of 18 and 21 enables youth to optimize their ability to assume adult roles and activities
(Coppens et al., 2015).
4.1.7 WHO objective 7: Mental health governance and delivery are driven by good
information and knowledge
30) Continuing education opportunities are available for mental health professionals
Continuing education refers to “lectures, courses, seminars, webinars, or any other similar
type of educational program designed to educate an individual and give him or her further
skills or knowledge to be applied in his or her line of work. These programs are intended to
educate persons on new advancements, or to build upon a person’s expertise in a given field.
These may be optional for some trades, but in other circumstances can be required to maintain
status, certification, or licensure” (Business Directory, 2015). It is important for mental health
care professionals to invest in educational programs in order to obtain up to date knowledge
and skills (WHO, 2004). Coordinating bodies, professional federations and academic
committees should organize and oversee public education and should provide awareness
campaigns on mental health and mental health problems (Gaebel et al. 2012).
31) The government monitors and evaluates the quality of mental health services
Monitoring refers to “routine tracking of a plan” and evaluation refers to “a systematic means
of appraisal to assess the value, worth or effectiveness of the policy or plan” (WHO 2007).
Monitoring as well as evaluation are important for the mental health policy development and
for restructuring processes. Firstly, the process of developing the policy should be evaluated.
Furthermore, the content of the policy should be evaluated. Quantitative and qualitative data,
and sometimes both, are important for evaluating policies and plans. The plan should be
monitored to ensure that its output is realized. Finally, at the end of a policy period it is
important to assess whether the objectives have been realized (WHO 2007). The government
body in charge should also be informed about the quality of mental health care and should - if
necessary - adjust the policy (Schellings et al., 2012).

32) Sufficient population-based services are available for mental health care
The government has good data on the prevalence of mental health problems and mental
health needs in the population as well as administrative data on the service use, processes
and outcomes of users of mental health care and the cost of care. Good data means that the
use of care in different settings by the same users can be calculated and that follow up over
the time is possible. At the service level, data need to permit benchmarking between
comparable services in the country and internationally. A Belgian study shows that particular
attention is needed for the most vulnerable groups who very often do not have access to the
services they need: the treatment gap (Vanclooster et al., 2013).
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33) Governments are responsible for the funding and provision of public mental health
services
Worldwide, mental health services as well as mental health research have been chronically
underfunded (WHO, 2011). In Belgium, the mental healthcare budget amounts to 6% of the
total care budget (Meys et al., 2014). Stigma is one of the main reasons of the underfunding.
Despite the costs, people believe that mental health concerns are not on par with concerns
relevant to “physical” health. The lack of funding results in many people who don’t have access
to mental health services. Therefore, the WHO is calling on governments to increase the
budget for services for people suffering from mental, neurological and substance use disorders
(WHO, 2011). Furthermore, Thornicroft and Patel (2014) plead for the inclusion of mental
health among the new millennium development goals of the United Nations. Mental and social
care resources should be provided in parity with resources for services addressing physical
health (Thornicroft and Patel, 2014). Thornicroft and Patel (2014) also suggest the inclusion
of two key indicators: service coverage for severe mental disorders will have increased by
20% by 2020 and the rate of suicide will be reduced by 10% by 2020 (Thornicroft and Patel,
2014).
34) Mental health facilities should be future oriented
Future orientation is defined as “the organizational capability to identify and interpret changes
in the environment and trigger adequate responses to ensure long-term survival and success”
(Future orientation, 2010). In this regard, attention to new target groups is recommended. This
means, for example, that more attention is given to the mental health needs of the growing
group of the elderly in our society and that relevant services and interventions for this group
are developed. The relation between mental health problems and participation in employment,
education and free-time is another topic that requires more attention, as well as the mental
health problems of the growing group of migrants.
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5. CONCLUSION
Every year, mental health problems affect more than a third of the European population. The
new European Mental Health Action Plan of the World Health Organization (WHO) requests
member states to develop a common set of quality indicators for mental health care.
In this advice, the working group of the Superior Health Council aimed to provide an overview
of recommendations on quality mental health care that can constitute the basis for the
development of quality indicators on mental health care in Belgium. A systematic literature
study was conducted for the years 2011 to 2015 to update the previous work of Gaebel et al.
(2012). Recommendations that were retrieved from the systematic literature search were
discussed and completed by the experts of the SHC and by stakeholder organizations. Finally,
recommendations were categorized, based on the seven aims of the Mental Health Action
Plan of the WHO. In total, this process resulted in 34 recommendations of the SHC.
As the literature search was conducted, based on previous work of Gaebel et al., most studies
that were retrieved from literature were conducted in countries other than Belgium. This means
that the link with specific Belgian characteristics of the mental health sector is a point of
discussion for future expert groups. Indeed, with its worldwide highest number of psychiatric
hospital beds after Japan, limited resources for community mental health care, for mental
health promotion and prevention and a strong disintegration over different governments
(federal and regional) the situation of Belgium is relatively unique and not easily comparable
with other countries. In this regard, we refer to some of these characteristics that can be
important for the prioritization of the quality indicators (QI) that could be particularly relevant
for Belgium.
Since 2010, the Belgian mental health care sector is in a transformation movement in the
direction of more integrated care by the development of networks and in the direction of
deinstitutionalization by reducing psychiatric hospital beds and development of mobile teams.
It is important to monitor these innovations with specific attention to the treatment gap and
accessibility, burden on the family and on the community as well as to the evolutions towards
recovery oriented practices.
Special attention could be given to adolescent mental health care. The results of the
ADOCARE study can be inspiring for the development of quality indicators that mark an
evolution in the direction of better integration and transition of youngsters, the development of
youth friendly services and mental health promotion in schools.
Another issue of importance concerns the participation of persons with mental health
problems. Participation in employment appears to be a challenge for the future for many
persons with mental health problems in Belgium (OECD, 2013). Drake and colleagues (2012)
argue that a larger implementation of IPS (individual placement and support) could contribute
positively to many of the negative aspects of burden on society of mental illness.
The evidence-based recommendations that resulted from this study can be used as a general
framework for the selection and development of structure and process quality indicators for
mental health care in Belgium.

29
Superior Health Council
www.hgr-css.be

6 REFERENCES
6.1 Literature theoretical framework
Gaebel W, Becker T, Janssen B, Munk-Jorgensen P, Musalek M, Rossler W, et al. EPA
guidance on the quality of mental health services. Eur Psychiatry 2012;27(2):87-113.
Thornicroft G, Tansella M. Translating ethical principles into outcome measures for mental
health service research. Psychol Med 1999;29(4):761-7.
Vlaams Parlement. Strategische adviesraad. Visienota maatschappelijk verantwoorde zorg.
Brussel; 2011.
WHO – World Health Organization. The European mental health action plan 2013. Internet:
http://www.euro.who.int/__data/assets/pdf_file/0004/194107/63wd11e_MentalHealth3.pdf?ua=1.
6.2 References systematic review
Aboutanos MB, Jordan A, Cohen R, Foster RL, Goodman K, Halfond RW, et al. Brief violence
interventions with community case management services are effective for high-risk trauma
patients. J Trauma 2011;71(1):228-36; discussion 36-7.
Amiel JM, Pincus HA. The medical home model: new opportunities for psychiatric services in
the United States. Curr Opin Psychiatry 2011;24(6):562-8.
Archer J, Bower P, Gilbody S, Lovell K, Richards D, Gask L, et al. Collaborative care for
depression and anxiety problems. Cochrane Database Syst Rev 2012;10:CD006525.
Areberg C, Bejerholm U. The effect of IPS on participants' engagement, quality of life,
empowerment, and motivation: a randomized controlled trial. Scand J Occup Ther
2013;20(6):420-8.
Arends I, Bultmann U, Nielsen K, van Rhenen W, de Boer MR, van der Klink JJ. Process
evaluation of a problem solving intervention to prevent recurrent sickness absence in workers
with common mental disorders. Soc Sci Med 2014;100:123-32.
Arends I, van der Klink JJ, van Rhenen W, de Boer MR, Bultmann U. Prevention of recurrent
sickness absence in workers with common mental disorders: results of a cluster-randomised
controlled trial. Occup Environ Med 2014;71(1):21-9.
Aubry T, Tsemberis S, Adair CE, Veldhuizen S, Streiner D, Latimer E, et al. One-year
outcomes of a randomized controlled trial of housing first with ACT in five Canadian cities.
Psychiatr Serv 2015;66(5):463-9.
Ayers C, Arch J. VA-academic partnerships: challenges and rewards for new VA mental health
investigators. Community Ment Health J 2013;49(6):709-13.
Baker AL, Kavanagh DJ, Kay-Lambkin FJ, Hunt SA, Lewin TJ, Carr VJ, et al. Randomized
controlled trial of MICBT for co-existing alcohol misuse and depression: outcomes to 36months. J Subst Abuse Treat 2014;46(3):281-90.

30
Superior Health Council
www.hgr-css.be

Bartels SJ, Pratt SI, Aschbrenner KA, Barre LK, Jue K, Wolfe RS, et al. Clinically significant
improved fitness and weight loss among overweight persons with serious mental illness.
Psychiatr Serv 2013;64(8):729-36.
Bartels SJ, Pratt SI, Mueser KT, Forester BP, Wolfe R, Cather C, et al. Long-term outcomes
of a randomized trial of integrated skills training and preventive healthcare for older adults with
serious mental illness. Am J Geriatr Psychiatry 2014;22(11):1251-61.
Bartels SJ, Pratt SI, Mueser KT, Naslund JA, Wolfe RS, Santos M, et al. Integrated IMR for
psychiatric and general medical illness for adults aged 50 or older with serious mental illness.
Psychiatr Serv 2014;65(3):330-7.
Battersby MW, Beattie J, Pols RG, Smith DP, Condon J, Blunden S. A randomised controlled
trial of the Flinders Program of chronic condition management in Vietnam veterans with comorbid alcohol misuse, and psychiatric and medical conditions. Aust N Z J Psychiatry
2013;47(5):451-62.
Bedard M, Felteau M, Marshall S, Cullen N, Gibbons C, Dubois S, et al. Mindfulness-based
cognitive therapy reduces symptoms of depression in people with a traumatic brain injury:
results from a randomized controlled trial. J Head Trauma Rehabil 2014;29(4):E13-22.
Beeber LS, Schwartz TA, Holditch-Davis D, Canuso R, Lewis V, Hall HW. Parenting
enhancement, interpersonal psychotherapy to reduce depression in low-income mothers of
infants and toddlers: a randomized trial. Nurs Res 2013;62(2):82-90.
Bejerholm U, Areberg C, Hofgren C, Sandlund M, Rinaldi M. Individual placement and support
in Sweden - a randomized controlled trial. Nord J Psychiatry 2015;69(1):57-66.
Bolier L, Haverman M, Kramer J, Westerhof GJ, Riper H, Walburg JA, et al. An Internet-based
intervention to promote mental fitness for mildly depressed adults: randomized controlled trial.
J Med Internet Res 2013;15(9):e200.
Bormann JE, Oman D, Walter KH, Johnson BD. Mindful attention increases and mediates
psychological outcomes following mantram repetition practice in veterans with posttraumatic
stress disorder. Med Care 2014;52(12 Suppl 5):S13-8.
Bradford DW, Cunningham NT, Slubicki MN, McDuffie JR, Kilbourne AM, Nagi A, et al. An
evidence synthesis of care models to improve general medical outcomes for individuals with
serious mental illness: a systematic review. J Clin Psychiatry 2013;74(8):e754-64.
Brooker DJ, Argyle E, Scally AJ, Clancy D. The enriched opportunities programme for people
with dementia: a cluster-randomised controlled trial in 10 extra care housing schemes. Aging
Ment Health 2011;15(8):1008-17.
Cai C, Yu L, Rong L, Zhong H. Effectiveness of humor intervention for patients with
schizophrenia: a randomized controlled trial. J Psychiatr Res 2014;59:174-8.
Chan D, Fan MY, Unutzer J. Long-term effectiveness of collaborative depression care in older
primary care patients with and without PTSD symptoms. Int J Geriatr Psychiatry
2011;26(7):758-64.
Chang ET, Wells KB, Young AS, Stockdale S, Johnson MD, Fickel JJ, et al. The anatomy of
primary care and mental health clinician communication: a quality improvement case study. J
Gen Intern Med 2014;29 Suppl 2:S598-606.

31
Superior Health Council
www.hgr-css.be

Chien WT, Leung SF. A controlled trial of a needs-based, nurse-led psychoeducation
programme for Chinese patients with first-onset mental disorders: 6 month follow up. Int J
Nurs Pract 2013;19 Suppl 1:3-13.
Cook JA, Copeland ME, Floyd CB, Jonikas JA, Hamilton MM, Razzano L, et al. A randomized
controlled trial of effects of Wellness Recovery Action Planning on depression, anxiety, and
recovery. Psychiatr Serv 2012;63(6):541-7.
Cook JA, Steigman P, Pickett S, Diehl S, Fox A, Shipley P, et al. Randomized controlled trial
of peer-led recovery education using Building Recovery of Individual Dreams and Goals
through Education and Support (BRIDGES). Schizophr Res 2012;136(1-3):36-42.
Cook JA, Copeland ME, Jonikas JA, Hamilton MM, Razzano LA, Grey DD, et al. Results of a
randomized controlled trial of mental illness self-management using Wellness Recovery
Action Planning. Schizophr Bull 2012;38(4):881-91.
Cook JA, Jonikas JA, Hamilton MM, Goldrick V, Steigman PJ, Grey DD, et al. Impact of
Wellness Recovery Action Planning on service utilization and need in a randomized controlled
trial. Psychiatr Rehabil J 2013;36(4):250-7.
Cunningham JA. Comparison of two internet-based interventions for problem drinkers:
randomized controlled trial. J Med Internet Res 2012;14(4):e107.
Druss BG, Ji X, Glick G, von Esenwein SA. Randomized trial of an electronic personal health
record for patients with serious mental illnesses. Am J Psychiatry 2014;171(3):360-8.
Du J, Fan C, Jiang H, Sun H, Li X, Zhao M. Biofeedback combined with cue-exposure as a
treatment for heroin addicts. Physiol Behav 2014;130:34-9.
Feinberg E, Augustyn M, Fitzgerald E, Sandler J, Ferreira-Cesar Suarez Z, Chen N, et al.
Improving maternal mental health after a child's diagnosis of autism spectrum disorder: results
from a randomized clinical trial. JAMA Pediatr 2014;168(1):40-6.
Fisher CE, Spaeth-Rublee B, Alan Pincus H. Developing mental health-care quality indicators:
toward a common framework. Int J Qual Health Care 2013;25(1):75-80.
Fortney JC, Pyne JM, Kimbrell TA, Hudson TJ, Robinson DE, Schneider R, et al.
Telemedicine-based collaborative care for posttraumatic stress disorder: a randomized clinical
trial. JAMA Psychiatry 2015;72(1):58-67.
Gaebel W, Becker T, Janssen B, Munk-Jorgensen P, Musalek M, Rossler W, et al. EPA
guidance on the quality of mental health services. Eur Psychiatry 2012;27(2):87-113.
Garand L, Rinaldo DE, Alberth MM, Delany J, Beasock SL, Lopez OL, et al. Effects of problem
solving therapy on mental health outcomes in family caregivers of persons with a new
diagnosis of mild cognitive impairment or early dementia: a randomized controlled trial. Am J
Geriatr Psychiatry 2014;22(8):771-81.
Garrido G, Barrios M, Penades R, Enriquez M, Garolera M, Aragay N, et al. Computerassisted cognitive remediation therapy: cognition, self-esteem and quality of life in
schizophrenia. Schizophr Res 2013;150(2-3):563-9.
Gellis ZD, Kenaley BL, Ten Have T. Integrated telehealth care for chronic illness and
depression in geriatric home care patients: the Integrated Telehealth Education and Activation
of Mood (I-TEAM) study. J Am Geriatr Soc 2014;62(5):889-95.
32
Superior Health Council
www.hgr-css.be

Gitlin LN, Harris LF, McCoy MC, Chernett NL, Pizzi LT, Jutkowitz E, et al. A home-based
intervention to reduce depressive symptoms and improve quality of life in older African
Americans: a randomized trial. Ann Intern Med 2013;159(4):243-52.
Gorgeon C, Roux A, Gasnier N, Arnaud, L, Schadler, L. Active policy for safe medication
practice in a psychiatric hospital: results at 3 years. Eur J Hosp Pharm 2012;19:123-24.
Grupp-Phelan J, McGuire L, Husky MM, Olfson M. A randomized controlled trial to engage in
care of adolescent emergency department patients with mental health problems that increase
suicide risk. Pediatr Emerg Care 2012;28(12):1263-8.
Herman DB, Conover S, Gorroochurn P, Hinterland K, Hoepner L, Susser ES. Randomized
trial of critical time intervention to prevent homelessness after hospital discharge. Psychiatr
Serv 2011;62(7):713-9.
Hoffmann H, Jackel D, Glauser S, Mueser KT, Kupper Z. Long-term effectiveness of supported
employment: 5-year follow-up of a randomized controlled trial. Am J Psychiatry
2014;171(11):1183-90.
Husebo BS, Ballard C, Sandvik R, Nilsen OB, Aarsland D. Efficacy of treating pain to reduce
behavioural disturbances in residents of nursing homes with dementia: cluster randomised
clinical trial. BMJ 2011;343:d4065.
Jacobs R, Gutacker N, Mason A, Gilbody S, Goddard M, Gravelle H et al. Is higher primary
care quality associated with lower hospital admissions for people with serious mental
illness? J of Ment Health Policy Econ 2013;16(1 Suppl), S15-S6.
Jacquart SD, Marshak HH, Dos Santos H, Luu SM, Berk LS, McMahon PT, et al. The effects
of simultaneous exercise and psychotherapy on depressive symptoms in inpatient, psychiatric
older adults. Adv Mind Body Med 2014;28(4):8-17.
Jensen TK, Holt T, Ormhaug SM, Egeland K, Granly L, Hoaas LC, et al. A randomized
effectiveness study comparing trauma-focused cognitive behavioral therapy with therapy as
usual for youth. J Clin Child Adolesc Psychol 2014;43(3):356-69.
Kangovi S, Mitra N, Grande D, White ML, McCollum S, Sellman J, et al. Patient-centered
community health worker intervention to improve posthospital outcomes: a randomized clinical
trial. JAMA Intern Med 2014;174(4):535-43.
Kay-Lambkin FJ, Baker AL, Kelly B, Lewin TJ. Clinician-assisted computerised versus
therapist-delivered treatment for depressive and addictive disorders: a randomised controlled
trial. Med J Aust 2011;195(3):S44-50.
Killaspy H, White S, Wright C, Taylor TL, Turton P, Kallert T, et al. Quality of longer term
mental health facilities in Europe: validation of the quality indicator for rehabilitative care
against service users' views. PLoS One 2012;7(6):e38070.
Kealey E, Scholle SH, Byron SC, Hoagwood K, Leckman-Westin E, Kelleher K, et al. Quality
concerns in antipsychotic prescribing for youth: a review of treatment guidelines. Acad Pediatr
2014;14(5 Suppl):S68-75.

33
Superior Health Council
www.hgr-css.be

Kuo LM, Huang HL, Liang J, Chiu YC, Chen ST, Kwok YT, et al. A home-based training
program improves Taiwanese family caregivers' quality of life and decreases their risk for
depression: a randomized controlled trial. Int J Geriatr Psychiatry 2013;28(5):504-13.
Laaksonen E, Vuoristo-Myllys S, Koski-Jannes A, Alho H. Combining medical treatment and
CBT in treating alcohol-dependent patients: effects on life quality and general well-being.
Alcohol Alcohol 2013;48(6):687-93.
Lavakumar M, Gastelum ED, Hussain F, Levenson J, Wharton RN, Muskin PR, et al. How do
you know your consult service is doing a good job? Generating performance measures for CL service effectiveness. Psychosomatics 2013;54(6):567-74.
Lysack C, Leach C, Russo T, Paulson D, Lichtenberg PA. DVD training for depression
identification and treatment in older adults: a two-group, randomized, wait-list control study.
Am J Occup Ther 2013;67(5):584-93.
Livingston G, Barber J, Rapaport P, Knapp M, Griffin M, King D, et al. Clinical effectiveness of
a manual based coping strategy programme (START, STrAtegies for RelaTives) in promoting
the mental health of carers of family members with dementia: pragmatic randomised controlled
trial. BMJ 2013;347:f6276.
Livingston G, Kelly L, Lewis-Holmes E, Baio G, Morris S, Patel N, et al. A systematic review
of the clinical effectiveness and cost-effectiveness of sensory, psychological and behavioural
interventions for managing agitation in older adults with dementia. Health Technol Assess
2014;18(39):1-226, v-vi.
Lobban F, Glentworth D, Chapman L, Wainwright L, Postlethwaite A, Dunn G, et al. Feasibility
of a supported self-management intervention for relatives of people with recent-onset
psychosis: REACT study. Br J Psychiatry 2013;203(5):366-72.
Madan A, Fowler JC, Allen JG, Ellis TE, Hardesty S, Groat M, et al. Assessing and addressing
patient satisfaction in a longer-term inpatient psychiatric hospital: preliminary findings on the
Menninger Quality of Care measure and methodology. Qual Manag Health Care
2014;23(3):178-87.
McDonell MG, Srebnik D, Angelo F, McPherson S, Lowe JM, Sugar A, et al. Randomized
controlled trial of contingency management for stimulant use in community mental health
patients with serious mental illness. Am J Psychiatry 2013;170(1):94-101.
Michon H, van Busschbach JT, Stant AD, van Vugt MD, van Weeghel J, Kroon H.
Effectiveness of individual placement and support for people with severe mental illness in The
Netherlands: a 30-month randomized controlled trial. Psychiatr Rehabil J 2014;37(2):129-36.
Montgomery RJ, Kwak J, Kosloski K, O'Connell Valuch K. Effects of the TCARE(R)
intervention on caregiver burden and depressive symptoms: preliminary findings from a
randomized controlled study. J Gerontol B Psychol Sci Soc Sci 2011;66(5):640-7.
Morokuma I, Shimodera S, Fujita H, Hashizume H, Kamimura N, Kawamura A, et al.
Psychoeducation for major depressive disorders: a randomised controlled trial. Psychiatry Res
2013;210(1):134-9.
Mueser KT, Bond GR, Essock SM, Clark RE, Carpenter-Song E, Drake RE, et al. The effects
of supported employment in Latino consumers with severe mental illness. Psychiatr Rehabil J
2014;37(2):113-22.

34
Superior Health Council
www.hgr-css.be

Muntingh A, van der Feltz-Cornelis C, van Marwijk H, Spinhoven P, Assendelft W, de Waal
M, et al. Effectiveness of collaborative stepped care for anxiety disorders in primary care: a
pragmatic cluster randomised controlled trial. Psychother Psychosom 2014;83(1):37-44.
Naeem F, Sarhandi I, Gul M, Khalid M, Aslam M, Anbrin A, et al. A multicentre randomised
controlled trial of a carer supervised culturally adapted CBT (CaCBT) based self-help for
depression in Pakistan. J Affect Disord 2014;156:224-7.
Neunhauserer D, Sturm J, Baumgartlinger MM, Niederseer D, Ledl-Kurkowski E, Steidle E, et
al. Hiking in suicidal patients: neutral effects on markers of suicidality. Am J Med
2013;126(10):927-30.
O'Brien S, McFarland J, Kealy B, Pullela A, Saunders J, Cullen W, et al. A randomizedcontrolled trial of intensive case management emphasizing the recovery model among
patients with severe and enduring mental illness. Ir J Med Sci 2012;181(3):301-8.
Oosterbaan DB, Verbraak MJ, Terluin B, Hoogendoorn AW, Peyrot WJ, Muntingh A, et al.
Collaborative stepped care v. care as usual for common mental disorders: 8-month, cluster
randomised controlled trial. Br J Psychiatry 2013;203(2):132-9.
Orgeta V, Qazi A, Spector AE, Orrell M. Psychological treatments for depression and anxiety
in dementia and mild cognitive impairment. Cochrane Database Syst Rev 2014;1:CD009125.
Orrell M, Aguirre E, Spector A, Hoare Z, Woods RT, Streater A, et al. Maintenance cognitive
stimulation therapy for dementia: single-blind, multicentre, pragmatic randomised controlled
trial. Br J Psychiatry 2014;204(6):454-61.
Patterson M, Moniruzzaman A, Palepu A, Zabkiewicz D, Frankish CJ, Krausz M, et al. Housing
First improves subjective quality of life among homeless adults with mental illness: 12-month
findings from a randomized controlled trial in Vancouver, British Columbia. Soc Psychiatry
Psychiatr Epidemiol 2013;48(8):1245-59.
Parameswaran S, Spaeth-Rublee B, Huynh PT, Pincus HA. Comparison of national mental
health quality assessment programs across the globe. Psychiatr Serv 2012;63(10):983-8.
Proudfoot J, Clarke J, Birch MR, Whitton AE, Parker G, Manicavasagar V, et al. Impact of a
mobile phone and web program on symptom and functional outcomes for people with mild-tomoderate depression, anxiety and stress: a randomised controlled trial. BMC Psychiatry
2013;13:312.
Roldan-Merino J, Garcia IC, Ramos-Pichardo JD, Foix-Sanjuan A, Quilez-Jover J, MontserratMartinez M. Impact of personalized in-home nursing care plans on dependence in ADLs/IADLs
and on family burden among adults diagnosed with schizophrenia: a randomized controlled
study. Perspect Psychiatr Care 2013;49(3):171-8.
Rosenbaum S, Tiedemann A, Sherrington C, Curtis J, Ward PB. Physical activity interventions
for people with mental illness: a systematic review and meta-analysis. J Clin Psychiatry
2014;75(9):964-74.
Sacks MH, Walton MF. Seclusion and restraint as measures of the quality of hospital care:
any exceptions? Psychiatr Serv 2014;65(11):1373-5.
Satre DD, Delucchi K, Lichtmacher J, Sterling SA, Weisner C. Motivational interviewing to
reduce hazardous drinking and drug use among depression patients. J Subst Abuse Treat
2013;44(3):323-9.
35
Superior Health Council
www.hgr-css.be

Schellings R, Essers BA, Kessels AG, Brunner F, van de Ven T, Robben PB. The development
of quality indicators in mental healthcare: a discrete choice experiment. BMC Psychiatry
2012;12:103.
Secades-Villa R, Sanchez-Hervas E, Zacares-Romaguera F, Garcia-Rodriguez O, SantonjaGomez FJ, Garcia-Fernandez G. Community Reinforcement Approach (CRA) for cocaine
dependence in the Spanish public health system: 1 year outcome. Drug Alcohol Rev
2011;30(6):606-12.
Segre LS, Brock RL, O'Hara MW. Depression treatment for impoverished mothers by pointof-care providers: A randomized controlled trial. J Consult Clin Psychol 2015;83(2):314-24.
Sheehan DV, Locklear J, Svedsater H, Datto C. Long-term functioning and sleep quality in
patients with major depressive disorder treated with extended-release quetiapine fumarate.
Int Clin Psychopharmacol 2012;27(5):239-48.
Srihari VH, Tek C, Kucukgoncu S, Phutane VH, Breitborde NJ, Pollard J, et al. First-Episode
Services for Psychotic Disorders in the U.S. Public Sector: A Pragmatic Randomized
Controlled Trial. Psychiatr Serv 2015;66(7):705-12.
Stanton R, Reaburn P. Exercise and the treatment of depression: a review of the exercise
program variables. J Sci Med Sport 2014;17(2):177-82.
Stewart MW, Wilson M, Bergquist K, Thorburn J. Care coordinators: a controlled evaluation of
an inpatient mental health service innovation. Int J Ment Health Nurs 2012;21(1):82-91.
Sundsli K, Soderhamn U, Espnes GA, Soderhamn O. Self-care telephone talks as a healthpromotion intervention in urban home-living persons 75+ years of age: a randomized
controlled study. Clin Interv Aging 2014;9:95-103.
Sveinbjarnardottir EK, Svavarsdottir EK, Wright LM. What are the benefits of a short
therapeutic conversation intervention with acute psychiatric patients and their families? A
controlled before and after study. Int J Nurs Stud 2013;50(5):593-602.
Tan BL, King R. The effects of cognitive remediation on functional outcomes among people
with schizophrenia: a randomised controlled study. Aust N Z J Psychiatry 2013;47(11):106880.
Tandon SD, Leis JA, Mendelson T, Perry DF, Kemp K. Six-month outcomes from a
randomized controlled trial to prevent perinatal depression in low-income home visiting clients.
Matern Child Health J 2014;18(4):873-81.
Thomas KA, Rickwood D. Clinical and cost-effectiveness of acute and subacute residential
mental health services: a systematic review. Psychiatr Serv 2013;64(11):1140-9.
Thornicroft G, Patel V. Including mental health among the new sustainable development goals.
The case is compelling. BMJ 2014;349:g5189
Tomita A, Herman DB. The impact of critical time intervention in reducing psychiatric
rehospitalization after hospital discharge. Psychiatr Serv 2012;63(9):935-7.
Tomita A, Lukens EP, Herman DB. Mediation analysis of critical time intervention for persons
living with serious mental illnesses: assessing the role of family relations in reducing
psychiatric rehospitalization. Psychiatr Rehabil J 2014;37(1):4-10.

36
Superior Health Council
www.hgr-css.be

Torrent C, Bonnin Cdel M, Martinez-Aran A, Valle J, Amann BL, Gonzalez-Pinto A, et al.
Efficacy of functional remediation in bipolar disorder: a multicenter randomized controlled
study. Am J Psychiatry 2013;170(8):852-9.
Urbanoski KA, Mulsant BH, Willett P, Ehtesham S, Rush B. Real-world evaluation of the
Resident Assessment Instrument-Mental Health assessment system. Can J Psychiatry
2012;57(11):687-95.
Van De Ven AH, Delbecq AL. Determinants of coordination modes within organizations. Am
Sociol Rev. 1976; 41(2):322-338.
van der Ploeg ES, Eppingstall B, Camp CJ, Runci SJ, Taffe J, O'Connor DW. A randomized
crossover trial to study the effect of personalized, one-to-one interaction using Montessoribased activities on agitation, affect, and engagement in nursing home residents with
Dementia. Int Psychogeriatr 2013;25(4):565-75.
Varambally S, Gangadhar BN, Thirthalli J, Jagannathan A, Kumar S, Venkatasubramanian G,
et al. Therapeutic efficacy of add-on yogasana intervention in stabilized outpatient
schizophrenia: Randomized controlled comparison with exercise and waitlist. Indian J
Psychiatry 2012;54(3):227-32.
Velligan D, Mintz J, Maples N, Xueying L, Gajewski S, Carr H, et al. A randomized trial
comparing in person and electronic interventions for improving adherence to oral medications
in schizophrenia. Schizophr Bull 2013;39(5):999-1007.
Volpe U, Torre F, De Santis V, Perris F, Catapano F. Reading group rehabilitation for patients
with psychosis: a randomized controlled study. Clin Psychol Psychother 2015;22(1):15-21.
Vreugdenhil A, Cannell J, Davies A, Razay G. A community-based exercise programme to
improve functional ability in people with Alzheimer's disease: a randomized controlled trial.
Scand J Caring Sci 2012;26(1):12-9.
Waghorn G, Dias S, Gladman B, Harris M, Saha S. A multi-site randomised controlled trial of
evidence-based supported employment for adults with severe and persistent mental illness.
Aust Occup Ther J 2014;61(6):424-36.
Webster-Stratton CH, Reid MJ, Marsenich L. Improving therapist fidelity during
implementation of evidence-based practices: Incredible years program. Psychiatr Serv
2014;65(6):789-95.
Wells KB, Jones L, Chung B, Dixon EL, Tang L, Gilmore J, et al. Community-partnered clusterrandomized comparative effectiveness trial of community engagement and planning or
resources for services to address depression disparities. J Gen Intern Med 2013;28(10):126878.
Whitebird RR, Kreitzer M, Crain AL, Lewis BA, Hanson LR, Enstad CJ. Mindfulness-based
stress reduction for family caregivers: a randomized controlled trial. Gerontologist
2013;53(4):676-86.

37
Superior Health Council
www.hgr-css.be

Wiles N, Thomas L, Abel A, Barnes M, Carroll F, Ridgway N, et al. Clinical effectiveness and
cost-effectiveness of cognitive behavioural therapy as an adjunct to pharmacotherapy for
treatment-resistant depression in primary care: the CoBalT randomised controlled trial. Health
Technol Assess 2014;18(31):1-167, vii-viii.
Williams JR, Williams WO, Dusablon T, Blais MP, Tregear SJ, Banks D, et al. Evaluation of a
randomized intervention to increase adoption of comparative effectiveness research by
community health organizations. J Behav Health Serv Res 2014;41(3):308-23.
Winickoff JP, Nabi-Burza E, Chang Y, Finch S, Regan S, Wasserman R, et al. Implementation
of a parental tobacco control intervention in pediatric practice. Pediatrics 2013;132(1):109-17.
Wood R, Wand AP. Quality indicators for a consultation-liaison psychiatry service. Int J Health
Care Qual Assur 2014;27(7):633-41.
Wu F, Fu LM, Hser YH. Effects of a recovery management intervention on Chinese heroin
users' community recovery through the mediation effect of enhanced service utilization. J
Public Health (Oxf) 2015;37(3):521-8.
Wunner C, Reichhart C, Strauss B, Sollner W. Effectiveness of a psychosomatic day hospital
treatment for the elderly: a naturalistic longitudinal study with waiting time before treatment as
control condition. J Psychosom Res 2014;76(2):121-6.
Xavier, M. and De Almeida, J. C. Evaluating the quality of psychiatric care through a multilevel
approach - The need for resemblance between process and outcome indicators. Journal of
Mental Health Policy and Economics 2013;16(1 Suppl), S39-S40.
Zhou B, Gu Y. Effect of self-management training on adherence to medications among
community residents with chronic schizophrenia: a singleblind randomized controlled trial in
Shanghai, China. Shanghai Arch Psychiatry 2014;26(6):332-8.
Zhuang SM, An SH, Zhao Y. Effect of cognitive behavioural interventions on the quality of life
in Chinese heroin-dependent individuals in detoxification: a randomised controlled trial. J Clin
Nurs 2014;23(9-10):1239-48.

6.3 Additional references
AAP - American Academy of Pediatrics; American Academy of Family Physicians; American
College of Physicians-American Society of Internal Medicine. A consensus statement on
health care transitions for young adults with special health care needs. Pediatrics 2002;110(6
pt 2):1304–6
AAP - American Academy of Pediatrics; American Academy of Family Physicians; American
College of Physicians-American Society of Internal Medicine. Clinical Report—Supporting the
Health Care Transition From Adolescence to Adulthood in the Medical Home. Pediatrics 2011.
Aday LA. Who are the vulnerable? In: At Risk in America: The Health and Health Care Needs
of Vulnerable Populations in the United States. 2nd ed. San Francisco, Calif: Jossey-Bass,
publishers;1991:1-15.
AGPA - American Group Psychotherapy Association. Practice guidelines for group
psychotherapy 2007; New York.

38
Superior Health Council
www.hgr-css.be

AHRQ - Agency for Healthcare Research and Quality. Healthcare disparities in rural areas:
selected findings from the 2004 national healthcare disparities report 2006. Internet:
http://www.ahrq.gov/research/ruraldisp/rura ldispar.htm.
Alberta Health and Wellness – Government of Alberta. Alberta primary health care project,
multi-disciplinary teams: Lessons learned 2001. Edmonton, Alberta.
Andersson G, Cuijpers P, Carlbring P, Riper H, Hedman E. Guided Internet-based vs. faceto-face cognitive behavior therapy for psychiatric and somatic disorders: a systematic review
and meta-analysis. World Psychiatry 2014;13(3):288-95.
Anthony WA. Recovery from mental illness: The guiding vision of the mental health service
system in the 1990’s. Psychosocial Rehabilitation Journal 1993;6(4):11-23.
Arensman E, Koburger N, Larkin C, Karwig G, Coffey C, Maxwell M, et al. Depression
Awareness and Self-Management Through the Internet: Protocol for an Internationally
Standardized Approach. JMIR Res Protoc 2015;4(3):e99.
Austin W, Boyd MA. Psychiatric Nursing for Canadian Practice; 2008. Front Cover. Lippincott
Williams and Wilkins.
Bethell C, Fiorillo j, Knickman J, Lansky D. Robert Wood Johnson Foundation. A portrait of
the chronically ill in America, 2001. Internet:
http://www.rwjf.org/files/publications/other/ChronicIllnessChartbook2001.pdf
Bhopal R. Glossary of terms relating to ethnicity and race: for reflection and debate. J
Epidemiol Community Health 2004;58(6):441-5.
Bhugra D, Morgan C. Social psychiatry: alive and kicking. In: Morgan C, Bhugra D, editors.
Principles of social psychiatry, 2010. Wiley, West Sussex.
Bleyen, C., Vertommen, H. & Van Audenhove Ch. (1998). A negotiation approach to
systematic treatment selection: an evaluation of its impact on the initial phase of
psychotherapy. Eur J of Psychol 1998;14:14-25. DOI: 10.1027/1015-5759.14.1.14.
Blum RW, Garell D, Hodgman CH, Jorissen TW, Okinow NA, Orr DP, et al. Transition from
child-centered to adult health-care systems for adolescents with chronic conditions. A position
paper of the Society for Adolescent Medicine. J Adolesc Health 1993;14(7):570-6.
Boardman, J. & Roberts G. (2015). Recovery through anizational change. Risk, safety &
recovery 2015. Briefing paper 9. Internet: http://www.imroc.org/media/publications/
Brach C, Fraser I. Can cultural competency reduce racial and ethnic health disparities? A
review and conceptual model. Med Care Res Rev 2000;57 Suppl 1:181-217.
Brickell TA, Nicholls TL, Procyshyn RM, McLean C, Dempster RJ.Lavoie JAA, et al. Patient
safety in mental health, 2009. Edmonton, Alberta: Canadian Patient Safety Institute and
Ontario Hospital Association.
Brown LD, Wituk SA. Introduction to mental health self-help. In: Brown LD, Wituk SA, editors.
Mental health self-help: Consumer and family initiatives 2010. New York: Springer.

39
Superior Health Council
www.hgr-css.be

Chung-Do J, Helm S, Fukuda M, Alicata D, Nishimura S, Else I. Rural mental health:
implications for telepsychiatry in clinical service, workforce development, and organizational
capacity. Telemed J E Health 2012;18(3):244-6.
CMS - Centers for Medicare and Medicaid Services. Department of Health and Human
Services. Medicare and Medicaid programs; hospital conditions of participation; patients’
rights. Final rule. Fed Regist 2006;71:71377-71428. Internet:
http://a257.g.akamaitech.net/7/257/2422/01jan20061800/edocket.access.gpo.gov/2006/pdf/
06-9559.pdf.
CMSA-Case Management Society of A. Definition of Case Management 2011 [02/10/2013].
Internet
:
http://www.cmsa.org/PolicyMaker/ResourceKit/AboutCaseManagers/tabid/141/Default.aspx
Cooper M. Essential Research Findings in Counselling and Psychotherapy: the facts are
friendly 2008. Londen: Sage Publications.
Coppens E., Vermet I., Knaeps J., De Clerck M., De Schrijver I., Matot J.P. & Van Audenhove
Ch. (2015). ADOCARE – A preparatory action related to the creation of an EU network of
experts in the field of adapted care for adolescents with mental health problems. Brussels:
European Union.
CPSI – Canadian Patient Safety Institute. Internet:
http://www.patientsafetyinstitute.ca/en/toolsResources/Research/commissionedResearch/m
entalHealthAndPatientSafety/Documents/Mental%20Health%20Paper.pdf
Davidson L, Chinman M, Sells D, Rowe M. Peer support among adults with serious mental
illness: a report from the field. Schizophr Bull 2006;32(3):443-50.
Doherty G, Coyle D, Matthews M. Design and Evaluation Guidelines for Mental Health
Technologies.Interacting with Computers 2010;22(4),:243-52.
Drake RE, Bond GR, Thornicroft G, Knapp M, Goldman HH. Mental health disability. An
international perspective. JDPS 2012;23:110-20.
Elwyn G, Frosch D, Thomson R, Joseph-Williams N, Lloyd A, Kinnersley P, et al. Shared
decision making: a model for clinical practice. J Gen Intern Med 2012;27(10):1361-7.
Elwyn G, Laitner S, Coulter A, Walker E, Watson P, Thomson R. Implementing shared
decision making in the NHS. BMJ 2010;341:c5146.
Emanuel L, Berwick D, Conway J, Combes J, Hatlie M, Leape L, et al. What Exactly Is Patient
Safety? (Assessment). 2008.
Encyclo Online. Internet: http://www.encyclo.nl/begrip/pati%C3%ABntenvereniging
Fortney JC, Pyne JM, Edlund MJ, Williams DK, Robinson DE, Mittal D, et al. A randomized
trial of telemedicine-based collaborative care for depression. J Gen Intern Med
2007;22(8):1086-93.
Golomb BA, Pyne JM, Wright B, Jaworski B, Lohr JB, Bozzette SA. The role of psychiatrists
in primary care of patients with severe mental illness. Psychiatr Serv 2000;51(6):766-73.

40
Superior Health Council
www.hgr-css.be

Government of Ontario. Internet :
http://www.health.gov.on.ca/en/common/ministry/publications/reports/mentalhealth/intens_c
m.pdf.
Government of Ontario. Internet :
http://www.health.gov.on.ca/en/common/ministry/publications/reports/mentalhealth/intens_c
m.pdf.
Gröne O, Garcia-Barbero M. Trends in Integrated Care – Reflections on Conceptual Issues.
WHO - World Health Organization, Copenhagen, 2002.
Harkins S. Glossary of Terms; 2003.
Heisler EJ, Bagalman E. 2015. The mental health workforce: a prime. Washington, DC:
Congressional Research Service.
HHS - Department of Health and Human Services. Consensus conference on the essentials
of public health nursing practice and education: Report of the conference. Rockville 1994
HHS - Department of Health and Human Services. The Office of minority Health. Internet:
http://www.omhrc.gov/.
Hodges JQ, Markward M, Keele C, Evans CJ. Use of self-help services and consumer
satisfaction with professional mental health services. Psychiatr Serv 2003;54(8):1161-3.
HRB – Health Research Board. Internet: http://www.hrb.ie/health-information-in-houseresearch/mental-health/information-systems/three-county-case-register/
HRB – Health Research Board. Internet: http://www.hrb.ie/health-information-in-houseresearch/mental-health/information-systems/three-county-case-register/
HSS - US Department of Health and Human Services 2015. Internet:
http://www.ct.gov/dmhas/lib/dmhas/publications/mhethnicity.pdf/.
Huber M, Knottnerus JA, Green L, van der Horst H, Jadad AR, Kromhout D, et al. How should
we define health? BMJ 2011;343:d4163.
Jones S, Howard L, Thornicroft G. 'Diagnostic overshadowing': worse physical health care for
people with mental illness. Acta Psychiatr Scand 2008;118(3):169-71.
Karel MJ, Gatz M, Smyer MA. Aging and mental health in the decade ahead: what
psychologists need to know. Am Psychol 2012;67(3):184-98.
Keppel KG, Pearcy JN, Wagener DK. Trends in racial and ethnic-specific rates for the health
status indicators: United States, 1990-98. Healthy People 2000 Stat Notes 2002(23):1-16.
Kohn R, Saxena S, Levav I, Saraceno B. The treatment gap in mental health care. Bull World
Health Organ 2004;82(11):858-66.
Kriston L, Scholl I, Holzel L, Simon D, Loh A, Harter M. The 9-item Shared Decision Making
Questionnaire (SDM-Q-9). Development and psychometric properties in a primary care
sample. Patient Educ Couns 2010;80(1):94-9.
Lagomasino IT, Zatzick DF, Chambers DA. Efficiency in mental health practice and research.
Gen Hosp Psychiatry 2010;32(5):477-83.
41
Superior Health Council
www.hgr-css.be

Lal S, Adair CE. E-mental health: a rapid review of the literature. Psychiatr Serv 2014;65(1):2432.
Latha KS. The noncompliant patient in psychiatry: the case for and against covert/surreptitious
medication. Mens Sana Monogr 2010;8(1):96-121.
Leamy M, Bird V, Le Boutillier C, Williams J, Slade M. Conceptual framework for personal
recovery in mental health: systematic review and narrative synthesis. Br J Psychiatry
2011;199(6):445-52.
Liberman RP, Kopelowicz A, Ventura J, Gutkind D. Operational criteria and factors related to
recovery from schizophrenia. Int Rev Psychiatry. 2002;14:256–272.
Loh A, Simon D, Wills CE, Kriston L, Niebling W, Harter M. The effects of a shared decisionmaking intervention in primary care of depression: a cluster-randomized controlled trial.
Patient Educ Couns 2007;67(3):324-32.
Malm UI, Ivarsson BA, Allebeck P. Durability of the efficacy of integrated care in schizophrenia:
a five-year randomized controlled study. Psychiatr Serv 2014;65(8):1054-7.
Maxwell RJ. Dimensions of quality revisited: from thought to action. Qual Health Care
1992;1(3):171-7.
Mayberry RM, Nicewander DA, Qin H, Ballard DJ. Improving quality and reducing inequities:
a challenge in achieving best care. Proc (Bayl Univ Med Cent) 2006;19(2):103-18.
McGlynn E, Shekelle PG, Chen S, et al. Rockville, MD: AHRQ - Agency for Healthcare
Research and Quality; 2008. Health Care Efficiency Measures: Identification, Categorization,
and Evaluation, AHRQ Publication No. 08-0030. Internet: http://www.ahrq.gov/qual/efficiency/
McSherry B. Risk assessment by mental health professionals and the prevention of future
violent behaviour. Trends and issues in crime and criminal justice 2004;281: 1-6.
Merikangas KR, He JP, Burstein M, Swanson SA, Avenevoli S, Cui L, et al. Lifetime
prevalence of mental disorders in U.S. adolescents: results from the National Comorbidity
Survey Replication--Adolescent Supplement (NCS-A). J Am Acad Child Adolesc Psychiatry
2010;49(10):980-9.
Meys E, Hermans K, Van Audenhove C. Geestelijke gezondheidszorg en uitsluiting. Rapport
KBS-project; 2014. Leuven: LUCAS KU Leuven.
Mitchell AJ, Malone D, Doebbeling CC. Quality of medical care for people with and without
comorbid mental illness and substance misuse: systematic review of comparative studies. Br
J Psychiatry 2009;194(6):491-9.
Mitchell GK, Tieman JJ, Shelby-James TM. Multidisciplinary care planning and teamwork in
primary care. Med J Aust 2008;188(8 Suppl):S61-4.
Mrazek PJ, Haggerty RJ. Reducing risks for mental disorders: Frontiers for preventive
intervention research. Washington, DC: National Academy Press for the Institute of Medicine,
Committee on Prevention of Mental Disorders; 1994.

42
Superior Health Council
www.hgr-css.be

Murray E, Pollack L, White M, Lo B. Clinical decision-making: physicians' preferences and
experiences. BMC Fam Pract 2007;8:10.
NHCS - National Center for Health Statistics. Health, United States 2005. Washington, DC:
US Department of Health and Human Services; 2005. Available at:
http://www.cdc.gov/nchs/products/pubs/pub d/hus/state.htm
NHS – IAPT. National Health Service – Improved Access to Psychological Therapy. Internet:
http://www.iapt.nhs.uk/silo/files/good-practice-guidance-on-the-use-of-selfhelp-materialswithin-iapt-services.pdf
NHS – National Health Service.
http://www.yorksandhumberdeanery.nhs.uk/media/75621/competencytraineesguide.pdf
NICE – National Institute for Health and Clinical Excellence;
www.nice.org.uk/media/B52/A7/TAMethodsGuideUpdatedJune2008.pdf

2008.

Internet:

NICE - The National Institute for Health and Care Excellence. Guide to the methods of
technology appraisal 2013. Internet: https://www.nice.org.uk/article/pmg9/chapter/foreword.
NRC – IOM. National Research Council and Institute of Medicine. Committee on
Adolescent Health Care Services and Models of Care for Treatment Prevention and Healthy
Development. Adolescent health services: Missing opportunities, 2009. Washington, DC:
National Academies Press. Internet: http://www.nap.edu/catalog.php?record_id=12063.
NRC – National Research Council. Committee on Adolescent Health Care Services and
Models of Care for Treatment Prevention and Healthy Development, National Research
Council, & Institute of Medicine. Adolescent health services: Missing opportunities 2009.
Washington, DC: National Academies Press. Internet:
http://www.nap.edu/catalog.php?record_id=12063.
OECD – Organisation for Economic Co-operation and Development. Mental Health and Work:
Belgium,
Mental
Health
and
Work,
OECD
Publishing,
Paris.
Internet:
http://dx.doi.org/10.1787/9789264187566-en.
OFO - Organizational Future Orientation 2015. Internet:
http://futureorientation.net/2010/07/29/what-is-organizational-future-orientation/.
Onloine Encyclopedie. Internet: http://www.encyclo.nl/begrip/pati%C3%ABntenvereniging.
Passchier WF, Albering HJ, Amelung B, Anderson HR, Briggs DJ, Caratti P e.a. Healthy
Airports. A proposal for a comprehensive set of airport environmental health indicators.
Maastricht: Universiteit Maastricht, Department of Health Risk Analysis and Toxicology 2002.
Internet: http:// www.personeel.unimaas.nl/wf.passchier/products.htm.
Perera G, Soremekun M, Breen G, Stewart R. The psychiatric case register: noble past,
challenging present, but exciting future. Br J Psychiatry 2009;195(3):191-3.
Riper H, Andersson G, Christensen H, Cuijpers P, Lange A, Eysenbach G. Theme issue on
e-mental health: a growing field in internet research. J Med Internet Res 2010;12(5):e74.

43
Superior Health Council
www.hgr-css.be

RWJF – Robert Wood
Johnson
Foundation.
Internet:
http://www.rwjf.org/f
iles/publications/other/ChronicIllnessChartbook2001.pdf.
See
more
at:
http://www.ajmc.com/journals/supplement/2006/2006-11-vol12-n13suppl/nov06-2390ps348s352/P-2#sthash.V4HIrH9B.dpuf.
Satcher D. Eliminating racial and ethnic disparities in health: the role of the ten leading health
indicators. J Natl Med Assoc 2000;92(7):315-8.
Saxena S, Thornicroft G, Knapp M, Whiteford H. Resources for mental health: scarcity,
inequity, and inefficiency. Lancet 2007;370(9590):878-89.
Schauer C, Everett A, del Vecchio P, Anderson L. Promoting the value and practice of shared
decision-making in mental health care. Psychiatr Rehabil J 2007;31(1):54-61.
Schwarz SW. Adolescent mental health in the United States: Facts for Policymakers.
Retrieved November 9, 2012, from http://nccp.org/publications/pdf/text_878.pdf
SHC 9193. Aborder et gérer les conflits et pratiquer des interventions sous contrainte dans
les soins de santé mentale. 2016.
Shore JH. Telepsychiatry: videoconferencing in the delivery of psychiatric care. Am J
Psychiatry 2013;170(3):256-62.
Simon GE, VonKorff M, Rutter C, Wagner E. Randomised trial of monitoring, feedback, and
management of care by telephone to improve treatment of depression in primary care. BMJ
2000;320(7234):550-4.
Solomon P. Peer support/peer provided services underlying processes, benefits, and critical
ingredients. Psychiatr Rehabil J 2004;27(4):392-401.
State Government of Victoria, Australia, Department
http://www.health.vic.gov.au/mentalhealthservices/statewide.htm

of

State Government of Victoria, Australia, Department of
http://www.health.vic.gov.au/mentalhealthservices/intro-mhservices.pdf.

Health.

Internet:

Health.

Internet:

Tambuyzer E, Pieters G, Van Audenhove C. Patient involvement in mental health care: one
size does not fit all. Health Expect 2014;17(1):138-50.
'The Question Bank, ESRC, undated, 'Developing Indicators for Concepts', Question Bank
FACTSHEET
7,
available
at
http://surveynet.ac.uk/sqb/datacollection/developingindicatorsforconceptsfactsheet.pdf,
accessed 5 October 2016
Thomas KA, Rickwood D. Clinical and cost-effectiveness of acute and subacute residential
mental health services: a systematic review. Psychiatr Serv 2013;64(11):1140-9.
Thornicroft G, Tansella M. What are the arguments for a community based mental health
care? Copenhague, Regional office for Europe,WHO (Health Evaluation Network HEN); 2003.
Internet: www.euro.who.int/document/E82976.pdf
Titterton M. Risk and Risk Taking in Health and Social Welfare. London: Jessica Kingsley
Publishers; 2004.

44
Superior Health Council
www.hgr-css.be

Vanclooster S, Vanderhaegen J, Bruffaerts R, Hermans K, Van Audenhove C. (2013).
Inschatting van de behoefte aan GGZ. Leuven: Steunpunt WVG. Internet:
https://steunpuntwvg.be/images/rapporten-en-werknotas/behoefte-aan-ggz
Vermeulen B, Lauwers H, Spruytte N, Van Audenhove C. Experiences of family caregivers
for persons with severe mental illness: an international exploration; 2015. Leuven: LUCAS
KU Leuven/EUFAMI.
Vermeulen B. Eufami - European Federation of Associations of Families of People with Mental
Illness. Rapport 2015. Internet:
http://www.kuleuven.be/lucas/pub/publi_upload/C4C%2520Global%2520Report%2520Final.
pdf
Vis C, Kleiboer A, Prior R, Bønes E, Cavallo M, Clark SA, et al. Implementing and up-scaling
evidence-based eMental health in Europe: The study protocol for the MasterMind project;
2015. Internet: http://munin.uit.no/handle/10037/9001
Vlaamse Overheid. Agenschap Zorg en Gezondheid. Internet: https://www.zorg-engezondheid.be/Beleid/Kwaliteit/Kwaliteitsindicatoren-voor-de-geestelijke-gezondheidszorg.
Wang PS, Aguilar-Gaxiola S, Alonso J, Angermeyer MC, Borges G, Bromet EJ, et al. Use of
mental health services for anxiety, mood, and substance disorders in 17 countries in the WHO
world mental health surveys. Lancet 2007;370(9590):841-50.
Wang PS, Aguilar-Gaxiola S, Alonso J, et al. Worldwide use of mental health services for
anxiety, mood, and substance disorders: results from 17 countries in the WHO World Mental
Health (WMH) Surveys. Lancet 2007;370:841.
Wasylenki D. The psychogeriatric problem. Canada's Mental Health 1982;30:16-19.
Wechsler LR, Tsao JW, Levine SR, Swain-Eng RJ, Adams RJ, Demaerschalk BM, et al.
Teleneurology applications: Report of the Telemedicine Work Group of the American
Academy of Neurology. Neurology 2013;80(7):670-6.
WHO – World Health Oganization 2015 Internet:
http://www.who.int/features/factfiles/mental_health/mental_health_facts/en/index7.html.
WHO – World Health Organization 2015. Internet:
http://www.who.int/environmental_health_emergencies/vulnerable_groups/en/
WHO – World Health Organization 2015. Internet:
http://www.who.int/hrh/resources/observer8/en/
WHO – World Health Organization 2015. Internet:
http://www.who.int/mediacentre/factsheets/fs381/en/
WHO – World Health Organization 2015. Internet:
http://www.who.int/mental_health/media/en/545.pdf.
WHO – World Health Organization 2015. Internet: http://www.who.int/topics/poverty/en/.
WHO - World Health Organization and Mental Health and Poverty Project: Mental health and
development: targeting people with mental health conditions as a vulnerable group. Internet:
http://whqlibdoc.who.int/publications/2010/9789241563949_eng.pdf.
45
Superior Health Council
www.hgr-css.be

WHO – World Health Organization. Internet:
http://www.who.int/whr/2001/media_centre/press_release/en/
Wills CE, Holmes-Rovner M. Integrating Decision Making and Mental Health Interventions
Research: Research Directions. Clin Psychol (New York) 2006;13(1):9-25.

46
Superior Health Council
www.hgr-css.be

7.

COMPOSITION OF THE WORKING GROUP

The composition of the Committee and that of the Board as well as the list of experts appointed
by Royal Decree are available on the following website: composition and mode of operation.
All experts joined the working group in a private capacity. Their general declarations of
interests as well as those of the members of the Committee and the Board can be viewed on
the SHC website (site: conflicts of interest).
The following experts were involved in drawing up and endorsing this advisory report. The
working group was chaired by Chantal VAN AUDENHOVE; the scientific secretary was Sylvie
GERARD.
BRUFFAERTS Ronny
CAMUT Stéphane

Psychology
Occupational Therapy

CASSELMAN Joris
CROMBEZ Geert
HERMANS Kirsten
MERTENS Serge
SEVENANTS Aline
VAN AUDENHOVE Chantal

Psychiatry
criminology
Health psychology
Psychology
Psychiatry
Psychology
Psychology

VAN DEN AMEELE Hans

Psychiatry

VANDENDORPE Florence

Sociology, psychology

KU Leuven
Haute Ecole Libre de
Bruxelles Ilya Prigogine
Collège d'Ergothérapie de
Bruxelles
KU Leuven
UGent
KU Leuven
H.N.P. Saint-Martin
KU Leuven
KU Leuven
AZ
Sint-Jan
BruggeOostende
European Research Council
Executive Agency (ERCEA)

The following experts were heard but did not take part in endorsing the advisory report:
ANDRIEN Hervé
Psytoyens
DE COEN Marlien
Vlaamse
Vereninging
voor
Geestelijke
Gezondheid
DEMESMAEKER Marc
CRESAM
GIELEN Peter
Zelfhulp.be
HOYOUX Stéphane
CRESAM
TAMBUYZER Else
Vlaams Patiëntenplatform
VAN HOUDT Sabine
Vlaams Patiëntenplatform
WEBER Carmen
Psytoyens
The following administrations were heard:
DE BOCK Paul
FPS Public Health

47
Superior Health Council
www.hgr-css.be

8

APPENDICES

Appendix 1. Recommendations that were retrieved from the literature
This appendix shows an overview of recommendations and/or indicators that emerged from
the literature (references see main text). The first 30 recommendations were formulated in the
article of Gaebel et al. (2012). The following 48 recommendations and/or indicators emerged
from the present literature search. Every recommendation /indicator is accompanied by a
description which is either

an explanation of

the recommendation,

a possible

operationalization or a possible way to measure this recommendation and/or indicator.
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Last published systematic review: starting point

EPA guidance on the quality of mental health services
Gaebel W, Becker T, Janssen B, Munk-Jorgensen P, Musalek M, Rössler W, Sommerlad K, Tansella
M, Thornicroft G, Zielasek J. (2012)
STRUCTURE RECOMMENDATIONS
QIs - MACRO
A1. Mental health education
Number of coordination bodies per 100.000 population

A2. Mental health reporting and monitoring
Presence of mental health information system providing annually updated information of the
number of mental healthcare facilities, their regional distribution, their staffing and use
QI’s - MESO
A3. Structural requirements to ascertain patient’s dignity and basic needs
Number of mental healthcare facilities following the ITHACA toolkit recommendations divided by
the number of mental healthcare facilities not following the ITHACA toolkit recommendations
A4. Multi-professionality of services
Number of multi-professional teams per 100.000 people with mental disorders
A5. Access to good primary healthcare and specialized psychiatric care
Number of primary mental health services per 100.000 people with mental disorders. Number of
competence

centers

for

psychiatry

per

100.000

people

with

mental

disorders

A6. Availability of technological equipment for assessment and treatment
Number of in-and outpatient services which provide access to major evidence-based diagnostic
and therapeutic technologies within 72 hours for non-acute cases and immediate access for acute
cases divided by the number of in- and out-patient services without such a provision
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EPA guidance on the quality of mental health services

Gaebel W, Becker T, Janssen B, Munk-Jorgensen P, Musalek M, Rössler W, Sommerlad K, Tansella M,
Thornicroft G, Zielasek J. (2012)
A7. Psychiatric workforce
Number of psychiatrists in out-patient psychiatric services per 100.000 people with mental disorders
Number

of

psychiatrists

in

hospitals

per

100.000

people

with

mental

disorders

A8. Catchment areas
Number of people living in areas which catchment areas are defined divided by the number of
people living in areas in which no catchment areas were defined
A9. Day hospitals for people with acute mental disorders
Number of ‘places’ in day hospital services for people with acute mental disorders per 100.000
people with acute mental disorders
A10. Psychiatric care for members of minority groups
Number of linguistic, ethnic and religious minority groups for which specialized mental healthcare
services are available divided by the number of linguistic, ethnic and religious minority groups for
which specialized mental healthcare services are not available
QIs MICRO
A11. Essential in-patient services structural requirements
Number of psychiatric hospitals/in-patient psychiatric services fulfilling essential structural
requirements
A12. Essential out-patient services structural requirements
Number

of

outpatient

services

fulfilling

the

essential

structural

requirements

A13. Essential rehabilitation service structural requirements
Number of rehabilitation wards fulfilling the structural requirements
A14. Community mental health teams for people with severe mental illnesses
Number of community mental health teams for people with severe mental illnesses or personality
disorders

per

100.000

people

with

severe
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mental

illness

or

personality

disorders

EPA guidance on the quality of mental health services

Gaebel W, Becker T, Janssen B, Munk-Jorgensen P, Musalek M, Rössler W, Sommerlad K, Tansella M,
Thornicroft G, Zielasek J. (2012)
A15. Intensive Case Management
Number of severely ill persons in intensive case management divided by the total number of
severely ill persons
A16. Integrated Care Models
Number of integrated models of cooperative community care providing evidence based services
with joint budgetary responsibility of participating service providers divided by the sum of the
numbers of psychiatric hospitals, psychiatric departments in general hospitals, out-patient mental
healthcare services and private psychiatric practices
PROCESS RECOMMENDATIONS
QIs MESO
A17. Evidence-based medicine
Numbers of mental health services with implemented standard operating procedures ascertaining
obedience to the rules of evidence-based medicine divided by the number of mental health services
without such implemented standard operating procedures
QIs MICRO
A18. Safety issues
Number of mental health services with standard operational policies to ascertain patient and staff
safety

divided

by

the

number

of

those

without

such

standard

operational

policies

A19. Informed consent
Number of patients in all mental health services treated with informed consent divided by the number
of patients in all mental health services without informed consent
A20. Monitoring of physical illness and access to general and specialized medical services
Number of patients with mental illness monitoring divided by the total number of patients with mental
illness
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EPA guidance on the quality of mental health services

Gaebel W, Becker T, Janssen B, Munk-Jorgensen P, Musalek M, Rössler W, Sommerlad K, Tansella M,
Thornicroft G, Zielasek J. (2012)
A21. Hospitals/in-patient services – basic requirements
Number

of

patients

admitted

to

mental

hospitals

and

other

in-patient

services

A22. Hospitals/in-patient services – admission procedures
Number of patients with mental illness admitted to a psychiatric ward or other in-patient psychiatric
service with psychiatric and medical assessment within 24 hours of admission divided by the number
if admitted patients with mental illness
A23. Hospitals/in-patient services: access to wards to special services
Number of mental hospital and other in-patient units with access to psychology, occupational
therapy, social work, administration and pharmacy, divided by the total number of mental hospital
wards
A24. Hospitals/in-patient services – detained patients procedures
Number of detained patients with written information on their rights within 12 hours divided by the
number of detained patients without such information
A25. Elimination of waiting times for out-patient appointments
Number of patients with a waiting time of 0 days, divided by the number of patients with a waiting
time > 0 days
A26. Rehabilitation units
Number of psychiatric rehabilitation wards

A27. Effective components of home-based treatment
Number of mental healthcare facilities providing home treatment and follow a plan for regularly
visiting at home
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EPA guidance on the quality of mental health services

Gaebel W, Becker T, Janssen B, Munk-Jorgensen P, Musalek M, Rössler W, Sommerlad K, Tansella M,
Thornicroft G, Zielasek J. (2012)
A28. Essential components of community mental health treatment
Number of persons in community healthcare who receive all of the following: multidisciplinary
assessment, regular team reviews, monitoring and prescribing medication, psychological
interventions and whose management plan has a focus on the continuity of care, divided by the
number of all persons in community mental healthcare

A29. Active components of intensive case management

A30. Organizational integration of psychiatric in-patient and out-patient services
Number of mental hospital organizations integrated with mental health out-patient facilities divided
by the total number of mental hospitals
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A. Literature search
B.
B1. Integrated care Amiel & Pincus, 2011; Chang et al., 2014; Bradford et al., 2013; Stewart et al., 2012; Beeber et al., 2013;
Aubry et al., 2015; Garand et al., 2014

Quality improvement through the provision of psychiatric care in medical settings, medical
care in psychiatric settings or fully integrated care through broadly trained providers, care
coordinated services (inpatient MH services), integrated care for people with schizophrenia,
a combination of generalist and specialist nurses
B2. Symptom or diagnostic assessment Fisher et al., 2013; Parameswaran et al., 2012
Substance abuse, suicide risk, bipolar or depressive disorder, schizophrenia or other
psychotic illness, anxiety disorder, etc.
B3. Evidence-based pharmacotherapy Fisher et al., 2013; Parameswaran et al., 2012
Selection of medications, medication adherence, polypharmacy, adequate medication
dosage, occurrence of side effects, monitoring, medication reconciliation, etc.
B4. Evidence-based psychosocial interventions Fisher et al., 2013; Parameswaran et al., 2012,
Sveinbjarnardottir et al., 2013, Bormann et al., 2014 ; Baker et al., 2014 ; Laaksonen et al., 2013; Kay-Lambin et al., 2011; Chan et al.,
2011; Secades-Villa et al., 2011 ; Fortney et al., 2015 ; Tandon et al., 2014 ; Wells et al., 2013; Mueser et al., 2014 ; Williams et al., 2014;
Jensen et al., 2014; Battersby et al., 2013; Rosenbaum et al., 2014; Bartels et al., 2014; Muntingh et al., 2014; Lobban et al., 2013;
Morokuma et al., 2013

Assertive community treatment, early intervention programs, mental health screening,
psychotherapy, case management, employment support or assistance, integrated dual
diagnosis treatment, family psycho-education, cognitive behavior therapy, collaborative care,
etc.
B5. Substance use Fisher et al., 2013; Parameswaran et al., 2012,Cunnincham, 2013; Zhuang et al., 2014
Engagement in care, quantity or frequency of use, blood urine monitoring, alcohol health
center (AHC), better drug treatment enrollment, etc.
B6. General medical care Fisher et al., 2013; Parameswaran et al., 2012
Preventive medical care or screening, chronic illness medical care, etc.
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B7. Continuity of care Fisher et al., 2013; Parameswaran et al., 2012; Tandon et al., 2014
Inpatient readmission, outpatient follow-up after inpatient discharge, coordination without
mental health, coordination with primary care, inpatient discharge planning, coordination with
substance abuse treatment, electronic personal health records, etc.
B8. Access measures Fisher et al., 2013; Parameswaran et al., 2012
Access to emergency mental health, access to and wait times for outpatient services, access
to primary care, access to and wait times for substance abuse treatment, etc.
B9. Efficiency measures Fisher et al., 2013; Parameswaran et al., 2012
Duration of hospitalization, utilization of outpatient services, utilization of substance abuse
treatment, etc.
B10. Patient safety Fisher et al., 2013; Parameswaran et al., 2012
Use of seclusion or restraints, medication errors or adverse events, falls or injuries, nonmedication adverse events, etc.
B11. Forensic or legal issues Fisher et al., 2013; Parameswaran et al., 2012
Involuntary or compulsory hospitalization, criminal justice encounters, involuntary or
compulsory community treatment, etc.
B12. Recovery measures Fisher et al., 2013; Parameswaran et al., 2012
Access to peer or consumer services, shared decision making, recovery, etc
B13. Outcome measures Fisher et al., 2013; Parameswaran et al., 2012; Schellings et al., 2012
Functioning, client or family satisfaction with care, change in reported symptoms, general
health status, mortality, employment or income, client or family self-assessment, housing, etc.
Treatment outcome is periodically measured by means of a standardized method and results
are used for the revision of the individual treatment plan and for the purpose of the aggregation
of treatment results.
B14. Cultural or ethnic issues Fisher et al., 2013; Parameswaran et al., 2012
Racial or ethnic disparities in care, training cultural competency, access to culturally specific
care, etc.
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B15. Population-based resources Fisher et al., 2013; Parameswaran et al., 2012
Total expenditure for mental health services for the population, mental health workforce (fulltime equivalents) for the population, etc.
B16. Pharmacotherapy Gorgeon et al., 2012; Schellings et al., 2012
Medication safety, pharmacotherapy (based on medication guidelines), etc.
B17. Unplanned hospital admissions Jacobs et al., 2013
Structured reviews within 15 months, documented comprehensive care plan, monitoring of
blood levels, monitoring lithium patients’ thyroid and kidney function, etc.
B18. Quality concepts for appropriate use and management of antipsychotics for
youth Kealy et al., 2014
Use in very young children, multiple concurrent antipsychotics, higher-than-recommended
doses, use without a primary indication, access to psychosocial interventions, metabolic
screening, follow-up visits with a prescriber, etc.
B19.

Quality indicator for rehabilitative care Killapsy et al., 2012

Ratings of autonomy and experiences of care
B20. Effectiveness of psychiatric consult service Lavakumar et al., 2013
Consultee satisfaction is perceived as a useful global measure of the effectiveness of a
psychiatric consult service
B21. Treatment plan Schellings et al., 2012
An elaborate plan for the individual, including information about psychiatric diagnosis,
informed

consent,

goals

of

treatment,

therapeutic

interventions

B22. Care program Schellings et al., 2012
A general program in which a comprehensive view on the treatment of patients is presented
B23. Involvement in treatment of patients and relatives Schellings et al., 2012
The treatment plan is determined in consultation with the patient and his or her relatives.
B24. Pharmacotherapy Schellings et al., 2012
Pharmacotherapy is based on medication guidelines.
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B25. Governance responsibility Schellings et al., 2012
The governing body is informed about the quality of care and will adjust the policy.
B26. Seclusion and restraint Sacks & Walton, 2014
Restraint events, restraint hours, repeated use of involuntary restraint, seclusion lasting less
than 1 hour, seclusion lasting more than 1 hour but less than 6 hours, and 1 or more seclusion
events, etc.
B27. Clinical effectiveness Thomas & Rickwood, 2013
Clinical improvements at discharge from acute residential units that are similar to or greater
than the clinical improvements of inpatients at discharge.
Subsequent mental health service use.
B28. Satisfaction Thomas & Rickwood, 2013, Xavier & De Almeida, 2013
Satisfaction with mental healthcare / satisfaction with the services.
B29. Cost effectiveness Thomas & Rickwood, 2013
Cost per degree of improvement.
B30. Service utilization Wood & Wand, 2014
Annual referral rates.
B31. Efficiency Wood & Wand, 2014
Response timeliness to hospital staff referrals.
B32.

Needs Xavier & De Almeida, 2013

The service or procedure is what the patient actually needs.
B33. Functioning Xavier & De Almeida, 2013
Independent functioning in the community.
B34. Quality of life Xavier & De Almeida, 2013
Quality of life of the patient.
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B35. Physical activity Jacquart et al., 2014; Varambally et al., 2012; Van De Ven & Delbecq, 1976; Michon et al., 2014;
Bartels et al., 2014; Patterson et aL., 2013 ; Bartels et al., 2013

Exercise for people with a depression, yoga as a complementary intervention in the
management of schizophrenia, community based exercise program for people with Alzheimer,
physical activity for people with a mental illness, hiking for suicidal patients, The In SHAPE
program (for overweight people with serious mental illness), supervised aerobic exercise for
people with a depression, etc.
B36. Case management Tomita et al., 2014 ; Tomita & Herman, 2012 ; Herman et al., 2011 ; Livingston et al., 2013 ; Archer
et al., 2012 ; O’Brien et al., 2012

Critical time intervention for people with severe mental illness, critical time intervention for
homeless people with severe mental illness, The Flinders Program, In-hospital Brief
Violence Interventions with community wraparound case management interventions, etc.
B37. Caregiver and family burden Xavier & De Almeida, 2013, Sveinbjarnardottir

et al., 2013; Winickoff et al., 2013;

Whitebird et al., 2013; Kuo et al., 2013; Montgomery et al., 2011; Sundsli et al., 2014; Proudfoot et al., 2013

Specific short-term therapeutic conversation intervention in acute inpatient psychiatry,
Parental tobacco control intervention (in pediatric practice), Mindfulness-based stress
reduction for family caregivers, Home-based caregiver training program, Tailored Caregiver
Assessment and Referral(R) (TCARE(R)), A manual based coping strategy, REACT
intervention (for family caregivers of people with psychosis), etc.
B38.

Psychiatric care for members of minority groups Zhou & Gu, 2014; Malm et al., 2014; Tan & King,

2013

Housing first for homeless people with mental illness, supported employment (for Latinos in
the US), etc.
B39. Recovery Cook et al., 2013; Cook et al., 2012; Cook et al., 2012; Aboutanos et al., 2011
Wellness Recovery Action Planning (WRAP) (for people with severe mental illnesses),
Humor skill training in a mental health service (for people with schizophrenia), etc.
B40. Self-help services Vreugdenhil et al., 2012; Wu et al., 2014; Du et al., 2014 ; Naeem et al., 2014 ; Garrido et al., 2013
Self-management training (for people with schizophrenia), Self-care telephone talks,
Integrated-IMR, The myCompass program, DVD-based training (for older adults), etc.
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B41. Supported employment Bejerholm et al., 2015; Waghorn et al., 2014; Orrell et al, 2014; Feinberg et al., 2014; Cai et
al., 2014 ; Hoffmann et al., 2014 ; Torrent et al., 2013

Individual placement (for people with severe mental illness), Supported employment
programs, SHARP-at work intervention, problem-solving intervention (for recurrent sickness
absence in workers with mental disorders), etc.
B42. Community healthworker workforce Kangovi et al., 2014
Number of community mental health teams for people with severe mental illnesses or
personality disorders per 100.000 people with severe mental illness or personality disorders,
etc.
B43. Psycho-education Chien & Leung, 2013; Cook et al., 2012 ; Arends et al., 2014 ; Neunhauserer et al., 2013
Needs-based, nurse-led psycho-education program, building recovery of individual dreams
and goals through education and support (BRIDGES), problem solving education (for parents
with children with autism), psycho-education for major depressive disorders, etc.
B44. Skills trainings for healthcare providers Ayers & Arch, 2013; Wiles et al., 2014
VA academic partnership, consultation and expert coaching for training therapists, listening
visits, etc.
B45. First line treatment Srihari et al., 2015; Grupp-Phelan et al., 2012; Gitlin et al., 2013; Roldan-Merino et al., 2013;
Varambally et al., 2012

First-episode service (for people with psychotic disorders), ED-based mental health service
engagement intervention (for adolescents at risk for suicide), personalized in-home nursing
care plan (for people with schizophrenia), listening visits (LV), etc.
B46. Telemedicine Gellis et al., 2014; Bedard et al., 2014; Volpe et al., 2015
Integrated telehealth care (for older adults with chronic illness and comorbid depression),
online well-being intervention (for mildly depressed adults), Computer-assisted cognitive
remediation therapy (for people with schizophrenia), etc.
B47. Cognitive therapy Grupp-Phelan et al., 2012; Velligan et al., 2013; Oosterbaan et al., 2013; Stanton & Reaburn, 2014
Motivational interviewing (MI) (for adults with depression in outpatient psychiatry), in-person
and electronic interventions (for people with schizophrenia), cognitive remediation (for Asian
people with schizophrenia), functional remediation (for bipolar patients), etc.
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B48. Group therapy Bolier et al., 2013
A structured group reading program, etc.
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4 core objectives WHO – Extended version

Appendix 2. First categorization of recommendations, based on the seven objectives of the WHO
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Appendix 3. Remarks of the members of the working group and second categorization of
recommendations, based on the four core objectives and the three cross-cutting objectives of the
WHO
The following remarks of the members of the working group were taken into account, in order
to optimize the categorization:
4 core objectives
1. Everyone has an equal opportunity to realize mental well-being throughout their
lifespan, particularly those who are most vulnerable or at risk:
 Treatment gap should be categorized under objective 3 because it concerns the
accessibility of mental health care.
 Groups that don’t have access to mental health care should be described in more
detail (e.g. forensic patients, poor people, adolescents, etc.).
 The identification of vulnerable groups should be added as a recommendation.
2. People with mental health problems are citizens whose human rights are fully valued,
respected and promoted:
 “Structural requirements to ascertain patient’s dignity and basic needs (A3)” should
be described differently. It is important to refer to personnel and competencies of
personnel to assure the patient’s dignity.
 “Forensic and legal issues (B11)” and “Informed consent (A19)” are covered by
“Shared decision making”. “Freedom of choice (C5)”, “Patient participation (B49)”
and “Second opinion (C6)” should also be categorized under “Shared decision
making”.
 “Patient associations” should be added to “Self-help services (B40)”.
 “Caregiver and family burden (B37)” are categorized under objective 1.
 “Outcome measures (B13)” such as Needs, Satisfaction, Functioning, Quality of
life, etc. are covered by objective 4 because it concerns human rights.
3. Mental health services are accessible, competent and affordable, available in the
community according to need:
 Recommendations “Catchment areas (A8)” till “Hospitals/in-patient services
detained patient procedures (A24)” should be categorized as “Network”.
 “Crisis centers (C8)” should be categorized under “Network”.
 “Waiting lists” should be categorized under objective 3.
 ‘’Monitoring of physical illness and access to general and specialized medical
services (A20)” was transferred to objective 5 since this recommendation applies
to all aims.
 “Competencies of the personnel (C11)” should also be addressed here.
4. People are entitled to respectful, safe and effective treatment:
 In the title of this objective, “treatment” should be replaced by “intervention”.
 “Availability of technological equipment (A6)” should be transferred to objective 3.
 “Case management (A15, B36)” is covered by “Effective components of
homebased treatment (A27, A28)”.
 “Individual therapy” should be added to “Group therapy (B48)”. This covers all
therapies.
 The following recommendations should be added to objective 4: “Prevention
(C14)”, “Transition (C15)”, “Risk taxation (C16)”, “Specific treatments for specific
target groups - age, problems, etc. – (C17)” and “Rehabilitation management
(C13)”.
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3 cross-cutting objectives
5. Health systems provide good physical and mental health care for all:
 “Monitoring of physical illness and access to general and specialized medical
services (A20)” should be added since this applies to all core objectives.
6. Mental health systems work in well-coordinated partnership with other sectors:
 “Case registers (C18)” and “Collaboration between settings (C19)” should be
added.
7. Mental health governance and delivery are driven by good information and
knowledge:
 “Psychiatric workforce (A7)” and “Community health worker workforce (B44)” are
covered by objective 3.
 “Evidence-based medicine (A17)” and “Evidence-based psychosocial interventions
(B4)” go hand. “EBP” can be used as a collective term to describe evidence-based
practice.
 “Population based resources (B15)” and “Governance responsibility (B25)” apply
to all four core objectives.
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Psychiatric care for members of minority
groups (A10)/ Identification of vulnerable
groups (C1)/ Psychiatric care for the poor (C2)
Cultural and ethnic issues (B14)
Caregiver and family burden (B37)
Psychiatric care for children and adults (C3)

Staff competences (C19)
Shared decision making (C4) (e.g.: Forensic
and legal issues (B11), Informed consent
(A19), Freedom of choice (C5), Second
opinion (C6), Patient participation (B49),
Involvement in treatment of patients and
relatives (B23))
Seclusion and restraint (B26)
Self-help services (B40)
patient associations (C5)

Access to good primary healthcare and
specialized psychiatric care (A5)/ Access
measures (B8)/ Treatment gap (taking
account of people who don’t have access to
mental health care) (C9)/ Waiting lists (C10)/
Elimination of waiting times for outpatient
appointments (A25)
Availability of technological equipment for
assessment and treatment (A6)/
Telemedicine (B46)
A7. Psychiatric workforce (A7)
Efficiency measures (B9)/ Efficiency (B31)/
Cost-effectiveness (B29)

Second categorization of recommendations, based on the four core objectives and the three cross-cutting objectives of the WHO
WHO objective 3: Mental health services are
WHO objective 2: People with mental health
WHO objective 1: Everyone has an equal
problems are citizens whose human rights are accessible, competent and affordable,
opportunity to realize mental wellbeing
available in the community according to need
fully valued, respected and promoted
throughout their lifespan, particularly those
[T&T: accessibility, efficiency]
[T&T: equity, justice, autonomy]
who are most vulnerable or at risk [T&T:
equity, justice]

Safety issues (A18)/ Patient safety
(B10)
Effectiveness of psychiatric consult
service (B20)/ Clinical effectiveness
(B27)
Outcome measures (B13) (e.g.:
Satisfaction (B28), Needs (B32),
Functioning (B33), Quality of life
(B34))
Case management (B36)/ Intensive
case management (A15)/ Effective
components of home-based
treatment (A27)/ Essential
components of community mental
health treatment (A28)
Individual and group therapy (B48)
(e.g.: Symptom and diagnostic
assessment (B2), Substance use (B5),
Pharmacotherapy (B24), General
medical care, B12. Recovery
measures, Rehabilitative care (B19),
Recovery (B39), Treatment plan
(B21), Care program (B22), Physical
activity (B35), Supported
employment (B41), Psychoeducation (B43), First-line treatment
(B45), Disability management (C11))
Prevention (C12)
Risk taxation (C14)
Specific treatments for specific target
groups (age, problems, etc.) (C15)
(e.g. Quality concepts for
appropriate use and management of
antipsychotics for youth (B18),
Behavior disorders in children (B51),
Depression in adults (B52))

WHO objective 4: People are entitled
to respectful, safe and effective
treatment [T&T: effectiveness]
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Case registers (C17)
WHO objective 7: Mental health governance and delivery are driven by good information and knowledge
[T&T: accountability, relevance]
Mental health education (A1)/ Skills trainings for healthcare providers (B44)
Evidence-based medicine (A17)/ Evidence-based pharmacotherapy (B3)/ Evidence-based psychosocial
interventions (B4)
Population-based resources (B15)
Governance responsibility (B25)
Future orientation (C18)

Collaboration between different care settings (C16)

Continuity and coordination of care (B50)/ Transition (C13)

WHO objective 5: Health systems provide good physical and mental health care for all [T&T: quality,
relevance, comprehensiveness]
Multi-professionality of services (A4)
Monitoring of physical illness and access to general and specialized medical services (A20)
WHO objective 6: Mental health systems work in well-coordinated partnership with other sectors [T&T:
coordination, continuity]
Mental health reporting and monitoring (A2)
Integrated care models (A16)/ B1. Integrated care (B1)/ Organizational integration of psychiatric in-patient
and out-patient services (A30)/ Continuity of care (B7)/ Network (C7) (e.g.: A8. Catchment areas (A8), Day
hospital for people with acute mental disorders (A9), Essential in-patient services structural requirements
(A11), Essential out-patient services structural requirements (A12), Community mental health teams for
people with severe mental illness (A14), Hospitals/in-patient services – basic requirements (A21),
Hospitals/in-patient services – admission procedures (A22), Hospitals/in-patient services – access of wards to
special services (A23), Hospitals/in-patient services – detained patients procedures (A24), Crisis intervention
centers (C8))

Appendix 4. Remarks of representatives of patient associations
Representatives of patient associations indicated that the most important aspect of care quality is to
provide patient-centered care. This means that every person should be sufficiently informed in an
understandable language. It is important to listen to the patient and to take into account each person’s
questions and his/her network. Follow-up care is also essential, even after the treatment. Finally,
patient associations mention that the recommendations that were retrieved from the literature, are
based on the professional’s point of view and less on the patient’s point of view.
The attending members made the following comments:
- Objective 1: Mental healthcare for detainees and ethnic minorities should be mentioned in
the table.
- Objective 2: Patient rights should be included in the table.
- Objective 3: The accessibility of finances should also be discussed.
- Objective 4: It should be clear that this objective does not only refer to medication intake.
- Objective 7: Besides the availability of population-based resources, it is also important to
focus on the accessibility and the knowledge of population-based resources.
The above-mentioned remarks were taken into account in the final categorization and the description
of the recommendations.
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About the Superior Health Council (SHC)
The Superior Health Council is a federal advisory body. Its secretariat is provided by the
Federal Public Service Health, Food Chain Safety and Environment. It was founded in 1849
and provides scientific advisory reports on public health issues to the Ministers of Public Health
and the Environment, their administration, and a few agencies. These advisory reports are
drawn up on request or on the SHC's own initiative. The SHC aims at giving guidance to
political decision-makers on public health matters. It does this on the basis of the most recent
scientific knowledge.
Apart from its 25-member internal secretariat, the Council draws upon a vast network of over
500 experts (university professors, staff members of scientific institutions, stakeholders in the
field, etc.), 300 of whom are appointed experts of the Council by Royal Decree. These experts
meet in multidisciplinary working groups in order to write the advisory reports.
As an official body, the Superior Health Council takes the view that it is of key importance to
guarantee that the scientific advisory reports it issues are neutral and impartial. In order to do
so, it has provided itself with a structure, rules and procedures with which these requirements
can be met efficiently at each stage of the coming into being of the advisory reports. The key
stages in the latter process are: 1) the preliminary analysis of the request, 2) the appointing of
the experts within the working groups, 3) the implementation of the procedures for managing
potential conflicts of interest (based on the declaration of interest, the analysis of possible
conflicts of interest, and a Committee on Professional Conduct) as well as the final
endorsement of the advisory reports by the Board (ultimate decision-making body of the SHC,
which consists of 40 members from the pool of appointed experts). This coherent set of
procedures aims at allowing the SHC to issue advisory reports that are based on the highest
level of scientific expertise available whilst maintaining all possible impartiality.
Once they have been endorsed by the Board, the advisory reports are sent to those who
requested them as well as to the Minister of Public Health and are subsequently published on
the SHC website (www.shc-belgium.be). Some of them are also communicated to the press
and to specific target groups (healthcare professionals, universities, politicians, consumer
organisations, etc.).
In order to receive notification about the activities and publications of the SHC, please contact:
info.hgr-css@health.belgium.be.
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