
Mental illness accounts for a
significant part of the burden
of disease in Europe. To

pose an example: in the Netherlands,
mental healthcare expenditures rose
from €2.572m to €5.470m from
2000 to 2009, a factor of 2.12. As a
comparison, total healthcare expendi-
ture rose from €26.874m to €48.602m,
a factor of 1.81. Mental health
expenditures account for 11.3% of
the total healthcare budget in 2009,
compared to 9.6% in 2000; this is a
modest increase. As a comparison,
total healthcare costs as a percentage
of the gross national product rose
from 8% in 2000 to 12% in 2009,
which is similar to the numbers in
many other EU countries. 

In 2000, 535,000 people received
mental healthcare in the Netherlands;
in 2009 one million. Mental disorders
or mental health problems are asso-
ciated with some kind of disability in
the Netherlands in 18% of the Dutch
population, and approximately 30% of
sickness leave and disability pensions
are due to a mental disorder. Depression
is a major factor here. Sickness absence
is elevated eight to nine times in the
case of major depressive disorders,
and this accounts for 80% of produc-
tion costs. For anxiety disorders, similar
data exist. These findings are compa-
rable to in other countries. This makes
obvious that mental health is of great
importance for achieving the growth
goals of the European Union as aimed
at in the Europe 2020 strategy.

What should a public health
agenda for improving mental
health in Europe look like in
terms of mental health
services research? 
Several aspects are important. 

Prevention of mental disorders
and suicide
In terms of prevention, research showed
that approximately 25% of depressive
disorders might be prevented by early
detection of individuals prone to
develop a depressive disorder, and
by offering e-health interventions or
self-help interventions as a first step
in a stepped care model to achieve
depression prevention. Also, European
projects such as the European Alliance
Against Depression follow a multilevel
approach aimed at education of the
public as well as community facilita-
tors, combined with better recognition
and treatment of depression in the
primary care setting, in order to
achieve suicide prevention. Thus,
prevention may require implementa-
tion of stepped care as well as
multilevel interventions based at
community and primary care level.

Primary care and
collaborative care
The role of the primary care system in
early recognition and treatment of
mental disorders such as depression
cannot easily be overestimated.
However, in the primary care setting,
multiple demands tend to diminish
detection of depressive symptoms
and this leads to undertreatment.

Primary care physicians may need
instruments and support to identify
and treat depressive disorders appro-
priately. Psychiatric consultation models
and collaborative care models have
been shown to be effective in this
respect, for example in the Depression
Initiative in the Netherlands, but they
are available on a limited basis in
Europe so far. This may have to do
with the sequestration that exists
between several healthcare settings,
ie primary care, mental healthcare
and the general hospital setting.

‘Mental health services
research, therefore,
needs to pay attention
to the individual with
his or her specific
illness related needs
at psychiatric, somatic
and social levels.’

Although evidence-based collaborative
care and psychiatric consultation
models exist, healthcare organisation
and reimbursement do not favour
systematic implementation of such
collaborative care networks on a grand
scale and further research is needed
to establish how such reorganisation
might best be approached.

The challenge…
Improving mental 
health in Europe
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Somatic-psychiatric comorbidity
Somatic-psychiatric comorbidity is
another challenge that needs to be
addressed to improve care for mental
disorders. This comorbidity occurs in
about 50% of patients visiting
primary care and the majority suffers
from more than one comorbid
somatic disorder, ie diabetes mellitus
and cardiovascular disorders. This
comorbidity is associated with poorer
quality of life, more hospital admis-
sions and higher mortality. Most of
this morbidity and mortality would be
preventable if proper access to care
were to be provided; however, this
does not occur and these patients
tend to be undertreated. 

Most of these patients present in
primary care, the patients with multiple
chronic conditions with complications
present in the general hospital setting,
and the patients with prominent
mental disorders are presented in the
mental healthcare setting, but most
such healthcare services are organised
to provide care for single disorders,
not for comorbid conditions, and this
comorbidity negatively influences
course, adherence to and outcome of
treatment. Not surprisingly, patients
with comorbidity have been found to
experience problems with coordina-
tion of care in a variety of countries.

From a mental health services
perspective, it is obvious that a mental
disorder with a comorbid somatic
disorder may be a health risk factor,
as it has a negative influence on
access to care. In terms of the Filter
model of Goldberg and Huxley, which
describes filters that have to be
passed in order to obtain access to
mental healthcare, somatic-psychi-
atric comorbidity may have a
negative influence on all filters:
illness behaviour of the patient
(patient’s delay), recognition by the
primary care physician (doctor’s
delay) and access to treatment or
referral (organisational delay). 

In a population-based study in the
Netherlands performed by Trimbos
Institute, called ‘NEMESIS’, it was
established that treatment of common

mental disorders is low; only 31% of
patients with depressive, anxiety or
alcohol use disorders get treatment,
either in primary care or in specialty
care. Treatment rates in the primary
care setting get even lower in the
case of somatic comorbidity, espe-
cially in depressive disorders with
comorbidity. Anxiety disorders and
alcohol dependency with comorbidity
do relatively better in specialty
mental healthcare settings, not in the
primary care setting. This makes a
case, first, for not trying to treat all
such comorbidity in the primary care
setting. And second, for better collab-
oration, not only between primary
care and specialty mental healthcare,
such as in a collaborative care model
with psychiatric consultation, but also
between primary care, general
hospital and specialty mental health
care settings. Future developments
will therefore have to include the
development of transmural collabora-
tive care models for mental disorders
with somatic comorbidity.

Occupational healthcare and
return to work (RTW) in
mental disorders
From a public health perspective, it is
not only important to obtain diminished
disease burden, as described previ-
ously. It is also important to improve
the functioning of people with mental
disorders, ie in the workforce. Although
evidence-based treatments exist for
common mental disorders, they do
not automatically lead to a faster RTW,
although psychiatric consultation to
the occupational physician has shown
promising positive effects in terms of
faster RTW. It is noteworthy that
collaboration between different
healthcare settings and medical
disciplines can provide a combination
of expertise to the benefit of the patient. 

A research agenda for mental
health services research
Mental health services research,
therefore, needs to pay attention to
the individual with his or her specific
illness related needs at psychiatric,
somatic and social levels. It needs to
explore which transmural collaborative

care network with access to specialist
services on a consultative or more
long-term basis will most facilitate
improved health and functioning in
the community. This will demand
research aimed at reorganisation and
integration of mental healthcare, as
well as general healthcare. It will also
demand research aimed at providing
insight into the current gaps, as well
as existing best evidence to provide
collaborative networks as mentioned
above. Such a research agenda for
mental health services in public
health perspective will be developed
in the broader context of the EU FP7
funded ROAMER project, ‘A Roadmap
for Mental Health Research in
Europe’, which started recently and
will last for three years.
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