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INTRODUCTION

The EU Compass for Action on Mental Health and Wellbeing, a tender commissioned
by the European Commission Consumers, Health, Agriculture and Food Executive
Agency (CHAFEA), aims to support actions that address challenges in mental
health care in Europe through monitoring and disseminating information about
activities related to mental health in the European Union.

The EU Compass builds upon previous mental health and wellbeing work at the EU
level, such as the Green Paper for Mental Health (2005), the European Pact for
Mental Health and Wellbeing (2008), and the joint Action for Mental Health and
Wellbeing (2013-2016)1.

The Joint Action on Mental Health and Wellbeing (JA-WB) began in 2013 and
involved 51 partners representing all EU Member States and 11 European
organizations. The JA-WB delivered a situation analysis and framework for action
in mental health policy at the European level addressing five areas: 1) promoting
action against depression and suicide and implementation of e-health approaches;
2) developing community-based and socially inclusive mental health care for
people with severe mental disorders; 3) promotion of mental health at the
workplaces; 4) promotion of mental health in schools; and 5) promoting the
integration of mental health in all policies. It also succeeded at building a process
for structured collaborative work, involving Member States, the European
Commission, and relevant stakeholders and international organizations.

Building on the work of the Joint Action, the European Commission initiated the EU
Compass for Action on Mental Health and Wellbeing in April 2015 to collect,
exchange, and analyze information on Member States and stakeholder activities in
mental health policy. The Compass was also tasked with undertaking actions to
disseminate the European Framework for Action on Mental Health and Wellbeing

resulting from the Joint Action and monitor its implementation. The EU Compass

1 European Communities (2005). Green Paper - Improving the mental health of the population:
Towards a strategy on mental health for the European Union. Brussels.

European Commission(2008). European Pact on Mental Health and Wellbeing. Retrieved
from:Http://ec.europa.eu/health/ph_determinants/life_style/mental /docs/pact_en.pdf

European Commission (2016a). Joint Action on Mental Health and Well-being. Retrieved from:
Luxembourg http://www.mentalhealthandwellbeing.eu/publications.

European Commission (2016b). European Framework for Action on Mental Health and Wellbeing.
2016. Retrieved from: Luxembourg http://www.mentalhealthandwellbeing.eu/publications.
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focuses on seven priority areas which rotate annually: 1) preventing depression &
promoting resilience; 2) better access to mental health services; 3) providing
community-based mental health services; 4) preventing suicide; 5) mental health
at work; 6) mental health and schools; and 7) developing integrated governance
approaches.

Activities carried out by the EU Compass include the establishment of a platform to
systematically monitor policies, activities and good practices in the field of mental
health and wellbeing by Member States and stakeholders from diverse sectors
(health, labor, education, social affairs and environment). For that, annual surveys
are carried out inviting participants to share information and give visibility to their
achievements in this field. Findings are collated in yearly reports and in good
practice database and brochures. Furthermore, the EU Compass facilitates the
preparation of scientific reports on four of the seven priority areas, as selected by
the Member States. The EU Compass is organizing three annual fora (2016,
2017and 2018) as well as national mental health workshops in each Member State
as well as Iceland and Norway.

The EU Compass is implemented by a consortium led by the Trimbos Institute in
the Netherlands, together with the NOVA University of Lisbon, the Finnish
Association for Mental Health and EuroHealthNet under the supervision and in
close cooperation with the “Group of Governmental Experts on Mental Health and
Wellbeing”.

This report provides a descriptive overview of information collected in 2017 on EU
Member States as well as stakeholder activities and policies in mental health. The
data collected focused on three EU Compass annual themes: 1) mental health at
work; 2) mental health and schools; and 3) preventing suicide. The information
presented in this report was collected through annual surveys completed by
Member States and stakeholders between January and February 2017. This report
is Deliverable 2b of the second year of the EU Compass on Mental Health and
Wellbeing and serves as the background document for the Annual Report

(Deliverable 13a).
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METHODOLOGY

Data on annual activities in mental health among Member States and stakeholders
was collected through an annual Member States survey and a mental health

stakeholder survey.

Data collection tool
Development of the questionnaire
The development of the survey and its dissemination was led by the Finnish

Association for Mental Health (FAMH), together with the other Consortium
members and with input from the DG Santé and Chafea. The surveys were in
accordance with guidelines set forth in a contractual agreement with DG Santé and
Chafea. Indicators and questions were based on existing structures and
frameworks of the surveys used for collecting data on interventions in the Joint
Action on Mental Health and Wellbeing and the World Health Organization’s 2008
guide on documenting good practices in health. The development of the indicators
and questions used for the survey involved extensive rounds of consultations
between DG Santé, the Compass Consortium and the group of governmental
experts in mental health. The survey was piloted with a panel of stakeholders,
which allowed the Consortium to make adjustments to the survey to optimize user
friendliness, clarity, readability and relevance.

The surveys were built using the web-based tool Webropol, which provides a user-
friendly template allowing users to complete their survey online. Access to the
survey was provided through a web link sent to Member State representatives and
stakeholders via email. The Webropol tool allowed users to save their data for later

completion if desired.

Structure of the surveys

The Member State and stakeholder surveys included open and closed questions.
The Member States survey included 45 questions and was more in-depth than the
stakeholder survey, which included 26 questions.

The Member State surveys have six parts. Part A covers background information.

Part B covers updates on key developments in the last year in the following areas:

13



mental health legislation, policy framework, financing and/or funding, services
organization, development and/or quality, promotion and prevention initiatives,
involvement of partners from other policies and sectors, involvement of patients,
families and NGOs, monitoring the mental health status of the population or
particular population groups (including suicidal behavior), measuring the impact
of policies and/or emerging new needs, and the ‘Mental Health in All Policies’
approach. Parts C, D and E focus on three of the annually rotating themes: 1)
mental health at work; 2) mental health and schools; and 3) preventing suicide. Part

F gives an opportunity to propose good practices.

The stakeholder surveys have five parts. Part A addresses basic information on the
organization. Part B focus on the key activities carried out in the organization, with
questions on the objectives of the organization, key activities and achievements,
partners involved, target groups, available resources, strengths of activities,
challenges faced in carrying out activities, and whether or not the activities were
evaluated. Part C, D and E focus on the rotating themes addressed this year, and
includes a number of questions addressing the extent to which action is taking
place respectively on mental health at work, mental health and schools and

preventing suicide.

Data collection

Mapping out respondents

Respondents for the annual activity surveys were mapped out by NOVA University
of Lisbon. The Member States surveys were sent out to pre-defined Member State
representatives in mental health, via a private link. Stakeholder surveys were sent
out to a pre-defined list of stakeholders from national and European organizations.

In addition, the web link was placed on the EU Compass website.

Sampling

The identification of Member State representatives to fill in the survey was
determined through consulting the Group of Governmental Experts and, when
requested, sub-national public authorities. The questionnaire was sent out to

representatives from all Member States, as well as Turkey, Norway, and Iceland.
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Non-governmental stakeholders were identified in the fields of health, social
affairs, education, workplaces and justice, as well as civil society groups. Existing
lists developed for the Joint Action as well as lists of relevant stakeholders of EU
Compass Consortium partners were consulted and used. The total number of
stakeholders identified through this process was 606, all of whom were invited to

take part in the survey.

Data collection process

Member State representatives and stakeholders were invited to participate in the
surveys via e-mail in the beginning of January 2017. To maximize response rates, a
reminder system was used, wherein reminders via email were sent out on
February to non-responders. Member States that failed to respond to the survey by
mid-February 2017 were individually approached via phone and e-mail. The initial
deadline to fill in the Member States survey was the 14th February. At the request
of representatives from Member States, this was extended to the end of March
2017. Data collection through stakeholder surveys occurs on a continuous basis, to

be utilized in further annual reports and the EU Compass database.

Response rate

Of the Member State representatives and three additional countries invited to
participate in the Member States questionnaire 20 representatives?, completed the
survey. Ten Member States3 did not.

Of the 606 stakeholders invited to complete the survey, 47 completed the survey.

Data analysis

Raw data from the 20 respondents of the Member States surveys were exported
from Webropol to Excel. All data from stakeholders was similarly exported from
Webropol to SPSS. Qualitative survey data from both surveys was cleaned,

extracted and edited.

2 Austria, Belgium, Bulgaria, Croatia, Cyprus, Denmark, Finland, Greece, Iceland, Italy, Latvia, Lithuania, Luxembourg, The
Netherlands, Norway, Portugal, Romania, , Spain, Sweden and the United Kingdom

3 Czech Republic, Estonia, France, Germany, Hungary, Ireland, Malta, Poland, Slovakia and Slovenia.
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KEY DEVELOPMENTS IN 2016

B1) Key mental health developments initiated or implemented in 2016

B1.1) Mental health legislation
No new developments

B1.2) Policy framework
In 2016/2017 the Austrian health target No.9 "to promote psychosocial health in all populations Groups" will
be elaborated by an intersectional and multidisciplinary workgroup

B1.3) Financing and/or funding
No new developments, part of the general health budget

B1.4) Services organisation development and/or quality
No new developments

B1.5) Promotion and prevention initiatives

Implementation of the national suicide prevention Programme (SUPRA) is a continuous ongoing process
National Addiction prevention strategy has been published in January 2016

Implementation of the national Dementia strategy is a continuous ongoing process

Implementation of Early Childhood Networks (Friihe Hilfen) a continuous ongoing process

B1.6) Involvement of partners from other policies and sectors (multisector governance)
Coordinating Platform for psychosocial Support of refugees and aiders (this platform also deals with Topics
like living/housing conditions, employment/day structure, access to public transport...) involves several
ministries, the federal states, social insurance and NGOs

B1.7) Involvement of patients, families and NGOs
This is a continuous ongoing process, for example in the national mental health advisory board. In the
Framework of health-target No.9 an Exchange-platform for patients will be established

B1.8) Monitoring the mental health status of the population or particular population groups (including
suicidal behaviour)

Annual suicide Report

Annual drug Report (+every 4 years: General Population Survey on substance consumptions and gaming
behaviour)

Austrian Health Interview Survey (ATHIS) contains some items concerning mental health (conducted every 7
years)

Currently ongoing study on epidemiology of depression

B1.9) Measuring the impact of policies and/or emerging new needs
Monitoring of health Targets
Monitoring of health Promotion strategy

B1.10) Mental Health in All Policies (i.e. promotion of population mental health and wellbeing by
initiating and facilitating action within different non-health public policy areas)

One principle for the development and Elaboration of the Austrian Health Targets is the HiAP Approach - thus
MHIiAP Plays an important role for the Elaboration of Health Targets No. 9 "To promote psychosocial health in
all population Groups"

Safety and Health at Work Act is an important step to Promotion of mental health and prevention of mental
disorders in the workplace

Coordinating platform for psychosocial Support of refugees and aiders (see above)

B1.11) Other
N/A

B2) Links to new documents, reports or resources that could benefit other stakeholders in mental

health:

1. http://www.gesundheitsziele-oesterreich.at/

2.  http://bmg.gv.at/cms/home/attachments/5/5/4/CH1347 /CMS1453460318602/suchtpraeventionsstrat
egie.pdf

3. http://bmg.gv.at/cms/home/attachments/5/7/0/CH1513/CMS1450082944440/demenzstrategie_absch
lussbericht.pdf

4. https://www.ris.bka.gv.at/Dokumente/BgblAuth/BGBLA_2012_[_118/BGBLA_2012_1_118.pdf
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B3) Strengths and weaknesses of the mental health situation

Strengths Weaknesses

Still a lot to do - especially in terms of mental health
promotion/prevention, child and adolescent psychiatry, outpatient
psychiatric care and free of charge psychotherapy

More awareness of mental issues in society and among decision
makers; quite good basic care (in international comparison)

MENTAL HEALTH AT WORKPLACES

C1) Role of mental health at workplaces in national policy or strategy documents

C1.1) Recognition as a priority

As a result of the increasing awareness of the social partners and the national authorities regarding mental
health problems at the workplace, a new Health and Safety Protection Act, (“Novelle zum
ArbeitnehmerInnenschutzgesetz (ASchG)”) was implemented on 1 January 2013.

Most changes of the Austrian Labour Protection Law are clarifications of already existing requirements: First,
psychological strain (e.g. lack of social support or feedback by the supervisor, unclear or conflicting work
targets, lack of participation or lacking job variation) is now named as a risk factor. Second, “health” is defined
as physical and mental health. Third, employers are obliged to conduct workplace risk assessment, i.e.
systematically identify and document workplace risks, implement measures and evaluate their effectiveness.
Thus, employers are no longer obliged only to secure a healthy work environment but to actively evaluate
whether there are psychological strains in the enterprise. This should be done systematically, with a steering
committee involving representatives of the employees, and with standardised screening instruments or
questionnaires. While the employer is free in choosing an evaluation instrument, the instrument has to be
validated.

The new regulations are highly structured and defined. In smaller enterprises, the risk assessment may be
carried out by structured group interviews or interviews with individual employees. Fourth, the workplace
evaluation has to include a preventive focus, i.e. it has to evaluate work tasks, the organisation of work tasks,
the work environment and the operational procedures. Fifth, when it has come to incidents with significantly
elevated psychological strain in an enterprise, a new workplace risk assessment has to be conducted. Sixth,
occupational psychologists are explicitly named as “other” adequate professionals (in addition to chemists,
toxicologists or ergonomists) who can be mandated with the risk assessment, in addition to the acknowledged
“preventive services” - occupational physicians and safety engineers.

C1.2) Estimated impact of activities related to mental health at workplaces on the reduction of disease
burden

At the moment there are no valid data available but an estimated 50 percent of enterprises have started to
implement the risk assessment of psychosocial risks or on the way.

C2) Existence of national programmes/strategies for mental health at workplaces

NO YES

X

C2.1) Components of these programmes
Risk assessment of psychosocial risks has also become a focus of the national Austrian Strategy for
Occupational Safety and Health, 2013 - 2020. The clearly defined structures of this nationwide strategy for the
established bodies as well as consensual objectives form the basis for the implementation of jointly-developed
prevention measures for safety and the protection of health in the workplace. Jointly developed means
involving - as far as possible - all national and regional stakeholders in occupational safety and health in
accordance with their competences and the resources which they can voluntarily provide. It also means
integrating them in an optimal way into strategy, goal-setting, planning and the realization of projects.
The main priorities are:

¢ Improvement of risk assessment and risk awareness, particularly fundamental work on methodology

and statistics
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¢  Reduction of work-related stress and strains, particularly mental stress and strain on the
musculoskeletal system. Working practices which take the age of employees and the prevention of
risks from carcinogenic agents into account
¢ Initial and further training as well as information in the field of occupational safety and health and
improvements in the work of prevention experts
Several focus campaigns of labour inspection (inspection and consulting) have been carried out that also
encompassed psychosocial risk, for example in healthcare, in the cleaning sector and the hotel sector, where
also specific guidelines were distributed

C2.2) Proportion of regions or local authority areas (municipalities) that implemented the
programmes

The labour inspectors control during inspections whether a risk assessment of psychosocial risks has been
carried out.

As part of the national strategy on occupational safety and health a working group consisting of Ministry,
labour inspectors, social partners, social insurance and other experts has developed guidelines on how to carry
out the assessment of psychosocial risks. These guidelines can be downloaded from the website of the labour
inspectorate.

For labour inspectors another guideline has been developed to assess the risk assessment on psychosocial
risks in a company. This document is also available on the website. A whole subpage of the website is
dedicated to psychosocial risks with frequently asked questions.

C3a) Level of implementation in 2015-2016 of recommendations to build effective cross-sector
partnership and cooperation between the health policy and labour policy sectors to improve mental
health and wellbeing at workplaces

NOT AT ALL IMPLEMENTED IMPLEMENTED TO SOME EXTENT FULLY IMPLEMENTED INFORMATION NOT AVAILABLE

Informal (e.g. working groups who
exchange experiences) cooperation
and approaches for key social security
stakeholders in both policy fields to be
permanently involved

Formal (e.g. as part of Occupational
Safety and Health (OSH) or national
government programmes) cooperation
and approaches for key social security
stakeholders in both policy fields to be
permanently involved

Health policy development to legally
anchor structures for inter-sector
cooperation

Health policy sector working together
with OSH stakeholders to make it
easier for SMEs to access support

Key multiplier institutions (chambers
of industry and commerce, sector
associations, trade associations, etc.) to
implement joint information
campaigns for SMEs on work-related
mental health issues

Involve the health policy sector to
identify and promote styles of
management that are conducive to
health
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NOT AT ALL IMPLEMENTED IMPLEMENTED TO SOME EXTENT FULLY IMPLEMENTED INFORMATION NOT AVAILABLE

Development of platforms to facilitate
structured exchange of experience for
social health insurance institutions and
government health agencies

Implement health policy measures and
strategies that promote open
communication in the workplace and
reduce the stigma of mental health
problems

Health insurance institutions and/or
national health services to implement
model dissemination programmes in
co-operation with stakeholders from
other action fields.

C3b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (C3a Table)

C3.4. Several of the stakeholders, e.g. social partners, have shown great interest in this new issue and have
seen the risk assessment as a way to raise awareness and to reduce sickness absence. But employers especially
in SME need to improve their ability of carrying out psychosocial risk assessments more systematically.

C3c) Success factors and facilitators regarding the implementation of the recommendations mentioned
above (C3a Table)

C3.5. Good Cooperation of Central labour Inspectorate with the Austrian Network Workplace Health
Promotion (built by social security institutions and social partners), helped to work out a guide called “Mental
Health -- combined implementation of risk assessment of psychosocial risks and WHP” which was published
in the year 2016.

C3.7. The Austrian National Strategy on Occupational Safety and Health 2013 - 2020 with all relevant
stakeholders and partners.

C3.8. The new Health and Safety Protection Act, (“Novelle zum Arbeitnehmerinnenschutzgesetz (ASchG)”)
which was implemented on 1 January 2013; the workplace risk assessment has to include a preventive focus,
i.e. it has to evaluate work tasks, the organisation of work tasks, the work environment and the operational
procedures, but not the individual behaviour.

C4a) Level of implementation in 2015-2016 of recommendations to prevent mental health problems at
workplaces

INFORMATION NOT

NOT AT ALL IMPLEMENTED IMPLEMENTED TO SOME EXTENT FULLY IMPLEMENTED AVAILABLE

Health policy sector to develop
infrastructure which promotes wider
dissemination of good risk
management practices in enterprises,
including psychosocial factors

Statutory health insurance institutions
and national health services to support
OSH stakeholders in convincing
employers to adopt risk assessment
practices that include psychosocial
factors

Raise the relevance of OSH by
combining risk assessment approaches
with campaigning activities which link
mental health issues to the human
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INFORMATION NOT

NOT AT ALL IMPLEMENTED IMPLEMENTED TO SOME EXTENT FULLY IMPLEMENTED AVAILABLE

resource and labour market agenda

Develop and disseminate easy-to-
understand tools and instruments for
employers

Recognise that small and medium-
sized enterprises (SMEs) need a
tailored approach and support to
tackle psychosocial risk factors

Examine how national health service
and statutory health insurance
institutions can provide support to
workplaces on mental health

Develop coordinated national and
regional goals for OSH and workplace
health promotion and translate them
into general psychosocial
recommendations

C4b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (C4a Table)
N/A

C4c) Success factors and facilitators regarding the implementation of the recommendations mentioned
above (C4a Table)

C4.4. Several branch specific leaflets have been published

Specific standardized instruments for the risk assessment of psychosocial risks have been developed and
distributed

C4.1. National and international campaigns e.g. form the European Agency in Bilbao or the SLIC campaign have
been supportive in raising awareness for this important issue and defining good risk management practices in
enterprises that include psychosocial factors

C4.3. The guide from the Austrian network on WHP and the Central Labour Inspectorate

C4.7. The new Health and Safety Protection Act, (“Novelle zum Arbeitnehmerlnnenschutzgesetz (ASchG)”)
which was implemented on 1 January 2013; the workplace risk assessment has to include a preventive focus,
i.e. it has to evaluate work tasks, the organisation of work tasks, the work environment and the operational
procedures, but not the individual behaviour.

C5a) Level of implementation in 2015-2016 of recommendations to promote mental health and
wellbeing at workplaces

NOTAT ALL IMPLEMENTED TO SOME EXTENT FOLEX

IMPLEMENTED IMPLEMENTED INFORMATION NOT AVAILABLE

Health policy sector promoting good work
organisation and leadership practices as
drivers for business excellence and
competitiveness

Promotion approaches and practices which
combine lifestyle improvements with
working condition focused improvements
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NOT AT ALL
IMPLEMENTED

IMPLEMENTED TO SOME EXTENT

FULLY

IMPLEMENTED

Engagement of key external stakeholders
(social partners, regulatory system, social
insurance, health care etc.) to adopt a
supportive role for enterprises in the field of
workplace health promotion (WHP)

INFORMATION NOT AVAILABLE

Support of the health policy sector in the
dissemination of good practices in the
promotion of mental health at the workplace
in all institutions of the health care system

Institutions responsible for organising health
care or occupational health and safety
develop an independent service area for
workplace health promotion that is
economically accessible for all enterprises

Workplace health promotion services include
basic advisory services for organisations for
the introduction and systematic promotion of
mental health at the workplace

Workplace health promotion services
include the evaluation of data on mental
disorders (if available) at enterprise level
(including benchmarking in the respective
sector)

Workplace health promotion services include
qualification measures in stress management
for employees

Health policy sector examines and modifies
existing rules and regulations, including the
tax system, to encourage enterprises to
invest in measures for workplace mental
health promotion

C5b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (C5a Table)

N/A

C5c) Success factors and facilitators regarding the implementation of the recommendations mentioned
above (C5a Table)

N/A

C6a) Level of implementation in 2015-2016 of recommendations to support the reintegration/return
to work of people who have experienced mental health difficulties

NOT AT ALL IMPLEMENTED

IMPLEMENTED TO SOME EXTENT

ill employees

Health policy sector ensures and
improves access to care for mentally

INFORMATION NOT
AVAILABLE
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NOT AT ALL IMPLEMENTED IMPLEMENTED TO SOME EXTENT FULLY IMPLEMENTED o T

Focus on early identification of the
need for care

Employees have fast and low-
threshold access to outpatient
psychotherapy services

Employers take action to reduce
stigmatisation of mental health
problems at the workplace to
encourage early contact with the
health system and facilitate return
to work

Support services to gradually
reintegrate employees after long-
term absence include integrated
care processes that combine
organisational assistance with
suitable inpatient and outpatient
care services

Support is available for persons
with partial work capacity to
participate in the labour market

Return-to-work is part of a multi-
disciplinary care plan (e.g. between
health care/social security systems)

C6b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (C6a Table)

The biggest challenge is the cooperation across policy sectors, institutions and disciplines. Some measures
have come into force recently or are to enter into force only in 2017, hence not all relevant action has been
implemented (fully) in the reference period 2015-2016.

C6.3. Since there was a shortfall of psychotherapy offers covered by health insurance (mainly due to financing
restrictions), additional psychological or psychotherapeutic treatment has been offered to fit2work clients
since 2013 via a pilot project financed by the unemployment and pension insurances.

According to the 2017 update on the Government’s work programme, the offer of psychotherapy sessions free
of charge is to be extended by a quarter.

C6c¢) Success factors and facilitators regarding the implementation of the recommendations mentioned
above (C6a Table)

It is important to note that recent social legislation (AGG 2010, SRAG 2012) has made cooperation of actors
involved in e.g. rehabilitation and support offers legally binding.

The “fit2work” programme (based on the Labour and Health Act, AGG, in force since 2011) offers information,
counselling and support services (incl. case management) to persons who have experienced (mental or
physical) health problems at the workplace or who lost their job due to health problems, as well as to
enterprises.

C6.2) The Government’s work programme for 2013-2018 features measures to preserve mental health with a
focus on early identification and intervention.

In order to support early intervention, invitation letters to the fit2work services are sent out by the regional
health insurance institutions to persons who have been on sick leave for more than 40 days.

Further action fostering early intervention, to be based on guideline by the Main Association of Austrian Social
Security Organisations, is underway.

C6.5) and C6.7) The fit2work” programme has been providing advice and support with professional
reintegration for more than five years now, offering consulting to employees with health problems as well as
to enterprises who want to establish reintegration structures.

Based on the results of the Government’s 2016 pension summit, several new measures are being implemented.
One refers to a legal basis and better integration of medical and professional rehabilitation from 2017, so that
the treatment factors in the professional situation and requirements.

Furthermore, a new Act on part-time reintegration will come into force in July 2017. This new legislation will
facilitate part-time work following sick leaves of more than 6 weeks duration and introduce a new
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reintegration benefit. fit2work will have an important function here, regarding counselling for employers and

employees and developing a reintegration plan.

C6.6) Legally speaking, “partial work capacity” does not exist in Austria. Persons eligible for part-time
reintegration have to be formally capable of working (i.e. not on sick leave). Support offers include the above-
mentioned, as well as medical and professional rehabilitation for those still incapacitated for work.

C7) Further information on the following areas regarding mental health at workplaces:

workplace?

Areas Further Information
What is the evidence of the cost-effectiveness of mental health at N/A
workplace programmes?
Who funds activities to prevent mental health problems at the N/A

Who funds activities to promote mental health at the workplace?

National health promotion fund (Fonds Gesundes Osterreich), health funds of
the federals states, social insurance

Are there relevant publications and/or evaluations from your country
on these thematic areas?

Who has responsibility for implementation of prevention and N/A
promotion activities?

N/A
Which sectors, and professionals in them, are involved?

N/A
Is the focus on targeted or universal approaches?
What is the evidence of the effectiveness of workplace mental health N/A
programmes?

N/A

MENTAL HEALTH AND SCHOOLS

D1) Role of mental health and schools in national policy or strategy documents

D1.1) Recognition as a priority
Yes, on the basis of epidemiological data

D1.2) Estimated impact of activities related to mental health and schools on the reduction of disease

burden
No.

D2) Existence of national programmes/strategies for mental health at schools

NO YES

D2.1) Components of these programmes

Implementation of evidence based programmes, integration of different stakeholders, exchange of experiences

between national and international experts
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D2.2) Proportion of regions or local authority areas (municipalities) that implemented the
programmes
Ministry of education, regional school boards (federal states)

D3a) Level of implementation in 2015-2016 of recommendations to strengthen information and
research on mental health and wellbeing among children and adolescents

pORETE IMPLEMENTED TO SOME EXTENT FOEEX

IMPLEMENTED IMPLEMENTED INFORMATION NOT AVAILABLE

Establish a solid information base to have a
detailed epidemiological frame of children
and adolescent mental health and evidence
on interventions

Provide information on coverage and
outcomes of interventions (high-risk
groups, size, impact, cost and potential
economic savings)

Carry out a mapping and analysis of existing
screening tools for early identification of
mental health disorders and poor wellbeing
among children and school populations

Examine the potential to increase the access
to promotion information and to prevention
services through the use of web-based
technologies (e-mental health)

D3b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (D3a Table)
Legislative and financial limitation

D3c) Success factors and facilitators regarding the implementation of the recommendations
mentioned above (D3a Table)
Inter-sectoral cooperation, political support

D4a) Level of implementation in 2015-2016 of recommendations to establishing schools as settings for
mental health promotion and prevention of mental disorders

INFORMATION NOT

NOT AT ALL IMPLEMENTED IMPLEMENTED TO SOME EXTENT AVAILABLE

Recognise the role of early
childhood education, school and
peer education in creating
opportunities for collaboration
(whole school approach)

Mandate school administrations to
develop and formalise a mental
health promoting culture in their
statute, so as to systematically
address risk factors such as
bullying and cyber-bullying

Actively consult children and
adolescents and their families when
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INFORMATION NOT

NOT AT ALL IMPLEMENTED IMPLEMENTED TO SOME EXTENT AVAILABLE

developing any programmes to
ensure their best interests are taken
into account

Put in place
evidence based
interventions to
combat early
school leaving

D4b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (D4a Table)

D4.4. Referring to early school leaving: Early school leaving is a highly complex phenomenon that needs
complex answers (political, social, pedagogical, psychological...). Low-threshold supplies and support are
important. Socio-economic background of students plays an important role. Most of these students need
special support. Financial and staff resources are limited.

D4c) Success factors and facilitators regarding the implementation of the recommendations
mentioned above (D4a Table)

D4.4. Early interventions are effective. Cooperation between different stakeholders and psycho-social support
systems are essential. A strong commitment of school is needed to support students at risk. And: School
leadership matters.

D5a) Level of implementation in 2015-2016 of recommendations to enhance training for all school
staff on mental health

NOT AT ALL FULLY

IMPLEMENTED IMPLEMENTED TO SOME EXTENT INFORMATION NOT AVAILABLE

IMPLEMENTED

Review current practices in terms of initial and
continuing professional development and
carry out a consultation to define the training
needs

Involve in the training also representatives of
other sectors, such as social, criminal justice
and youth organisations, and allocate
appropriate resources

Ensure that training is also made available to
the members of the families and caregivers of
children and adolescents, according to a
community level approach

Ensure that particular attention is paid
also to the positive mental health and
wellbeing of teachers and school staff via
continuous support and mentoring

Preparing and sharing relevant guidelines for
mental health and wellbeing promotion in
schools jointly with other sectors, under the
coordination of the education sector

D5b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (D5a Table)
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Capacity to deal with health issue is limited. There are a lot of educational reforms right now.

D5c) Success factors and facilitators regarding the implementation of the recommendations
mentioned above (D5a Table)
Health is part of the existing quality management systems www.sqa.at; www.quibb.at

D6a) Level of implementation in 2015-2016 of recommendations to link schools with other community
stakeholders involved in mental health of children and adolescents

NOT AT ALL

IMPLEMENTED IMPLEMENTED TO SOME EXTENT

FULLY
IMPLEMENTED INFORMATION NOT AVAILABLE

Ensure that the mental health and wellbeing of
children and adolescents is considered when defining
and implementing policy in different sectors

Draw up national/regional legislation to consolidate,
legitimate and regulate the terms of cooperation
between sectors (facilitating cross-sectoral budgeting
and defining responsibilities)

Estimate the data on workforce and financing
specifically dedicated to the mental health of children
and adolescents per sector and ensure adequate,
sustained and shared financing by the different
sectors

Evaluate the effectiveness of school
based interventions, also with the
aim to reduce costs related to
mental health in all sectors

D6b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (D6a Table)

The interest and the main focuses differ between the stakeholders; to keep the budget in balance forces the
ministries to focus on core tasks

D6c) Success factors and facilitators regarding the implementation of the recommendations
mentioned above (D6a Table)
National health targets (Gesundheitsziele Osterreich)

D7) Further information on the following areas regarding mental health and schools:

Areas Further Information

What is the evidence of the cost- N/A
effectiveness of mental health and
school programmes

There are national and regional fundings (ministries, federal states and

Who funds activities to prevent "
communities)

mental health problems in schools?

L There are national and regional fundings (ministries, federal states and
Who funds activities to promote

mental health in schools? communities

Who has responsibility for Ministries and federal states and communities
implementation of prevention and

promotion activities?
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Areas

Further Information

Which sectors, and professionals in
them, are involved?

Mainly specific trained teachers, school psychologist and school medical
doctors

Is the focus on targeted or universal
approaches?

Mainly an universal approach

What is the evidence of the
effectiveness of schools mental
health programmes?

N/A

Are there relevant publications
and/or evaluations from your
country on these thematic areas?

HBSC 2014; drop out:
https://www.bmb.gv.at/schulen/unterricht/ba/schulabbruch_daten_2004-
2015.pdf?5s8ys0

Zeiler, M., Waldherr, K., Philipp, J., Nitsch, M., Diir, W., Karwautz, A., &
Wagner, G. (2016). Prevalence of Eating Disorder Risk and Associations
with Health-related Quality of Life: Results from a Large School-based
Population Screening. European Eating Disorders Review, 24(1), 9-18.

Philipp, J., Zeiler, M. M., Waldherr, M. D. K., Nitsch, M. D. M., Diir, P. D.D. W,
Karwautz, A., & Wagner, M. D. G. (2014). The Mental Health in Austrian
Teenagers (MHAT)-Study: preliminary results from a pilot study.
neuropsychiatrie, 28(4), 198-207.

Paper (in Review):Wagner, G., Zeiler, M., Waldherr, K., Philipp, J.,
Truttmann, S., Diir, W., Treasure J. L., Karwautz, A. (2017). Mental health
problems in adolescents: A nationwide, representative, two stage
epidemiological study applying DSM-5 criteria (Submitted to European
Journal of Child and Adolescent Psychiatry, in review).

SUICIDE PREVENTION

E1) Role of suicide prevention in national policy or strategy documents

E1.1) Recognition as a priority

Suicide prevention is a priority - since 2012 there is a national suicide prevention programme (SUPRA) - the
implementation is an ongoing process. One reason for that is that Austria has a long lasting tradition in suicide
prevention, even though there has not been a nationwide strategy until then.

Suicide prevention is also mentioned in the national health target #9.

E1.2) Estimated impact of activities related to suicide prevention on the reduction of disease burden
There is no scientific data on that - anyway, the suicide rates did not increase in Austria during the economic

crisis.

E2) Existence of national programmes/strategies for suicide prevention

NO YES

E2.1) Components of these programmes
The national program SUPRA contains the description of 10 working areas for suicide prevention, a meta-
analysis of 8 national suicide prevention plans, epidemiology of suicide in Austria and a proposal for a national
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strategy. In 2017 a follow up will be published that describes the strategy in detail containing 6 strategic and
19 operative goals, more than 80 concrete measures, target sizes, indicators and responsibilities for
implementation.

E2.2) Proportion of regions or local authority areas (municipalities) that implemented the

programmes
A nationwide implementation of the program is planned - not all measures are implemented in all regions yet

E3a) Level of implementation in 2015-2016 of recommendations on policy and legislation for suicide
prevention

INFORMATION NOT

NOT AT ALL IMPLEMENTED | IMPLEMENTED TO SOME EXTENT AVAILABLE

Develop a national strategy to
prevent suicide (or implement it
if one already exists) with a clear
action plan and measurable
targets

Revise legislation to include
protections for persons who
have attempted suicide to
return back to work

Promote the implementation of
guidelines (e.g. WHO, EUREGENAS) for
responsible media communication of
suicidal events to national and local
media professionals

Promote the legislation
concerning the restriction of
lethal means (e.g. toxic
substances and firearms)

Reduce the package size of
potentially lethal medicines
and/or restrict their availability

Promote legislation
about restricting
alcohol availability

E3b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (E3a Table)
In times of financial crisis it is not easy to gain funding for new actions

E3c) Success factors and facilitators regarding the implementation of the recommendations mentioned

above (E3a Table)
Strong political support by the federal ministry of health and women; implementation of a coordinating centre
for suicide prevention
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E4a) Level of implementation in 2015-2016 of recommendations on primary suicide prevention

NOT AT ALL

IMPLEMENTED IMPLEMENTED TO SOME EXTENT FULLY IMPLEMENTED INFORMATION NOT AVAILABLE

Provide training to specific
professional target groups to identify
and make contact with suicidal persons

Utilise available and evidence-based
school prevention programmes to
foster awareness about mental health
and coping and problem solving skills
in pupils

Implement mental health first aid
programmes in communities to detect
distress and signs and symptoms

Educate the public about suicide and
increase the public awareness
concerning the sign of crisis

Ensure support is available for people
bereaved by suicide

Provide information about where to
seek help on local predicted venues of
suicidal events (e.g. high places,
railway crossings etc.)

Promote and implement programmes
which lead to increased knowledge and
decreased stigmatization of depression
and other mental health problems in
the general public

Develop age-specific IT
tools for the electronic
delivery of mental health
promotion and suicide
prevention programmes to
the general population.

Promote keeping away dangerous
means from household environment
for preventing impulsive suicide acts

Other: Development of Gatekeeper
training programme

E4b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (E4a Table)
See E3b

E4c) Success factors and facilitators regarding the implementation of the recommendations mentioned

above (E4a Table)
See E3c
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E5a) Level of implementation in 2015-2016 of recommendations on secondary and tertiary suicide

prevention

NOT AT ALL IMPLEMENTED

IMPLEMENTED TO SOME EXTENT

Increase the availability of
telephone hotline services and
utilise the methods and practice of
European best practice telephone
hotline services

INFORMATION NOT
AVAILABLE

Increase the availability of web-
based crisis intervention services
(chats, etc.)

Increase the availability of low
threshold personal services (“drop
in” centres, etc.)

Incorporate brief interventions into
emergency treatment to provide
information about local, available
resources for crisis management,
mental and social care and suicide
prevention e-health tools

E5b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (E5a Table)

See E3b

E5c) Success factors and facilitators regarding the implementation of the recommendations mentioned

above (E5a Table)
See E3c

E6a) Level of implementation in 2015-2016 of recommendations on capacity building and inter-
sectoral collaboration for suicide prevention

NOT AT ALL IMPLEMENTED

IMPLEMENTED TO SOME EXTENT

Establish a national data register
about suicide and attempted
suicide in order to analyse the
characteristics of suicide events
for the better identification of
high risk groups

INFORMATION NOT
AVAILABLE

Promote targeted
prevention/awareness programs
especially focusing on the identified
high risk groups

Systematically monitor national
and regional risk-factors for
suicide and suicide attempt

Collaborate with labour and
educational sectors to have
information available for students
and/or employees in case of a crisis
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INFORMATION NOT

NOT AT ALL IMPLEMENTED IMPLEMENTED TO SOME EXTENT AVAILABLE

Encourage the IT sector and
governmental actors to develop a
sustainable business model to
implement further evidence-
based e-mental health tools

Support local/regional evidence-
based, effective multi-level
approach for combating suicide and
for forming more socially connected
local communities

Assist debt support and debt relief
programmes

Support the establishment and
operation of National Centres for
Suicide Research and Prevention

E6b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (E6a Table)
See E3b

E6c¢) Success factors and facilitators regarding the implementation of the recommendations mentioned
above (E6a Table)
See E3c

E7) Further information on the following areas regarding suicide prevention:

Areas Further Information

What is the evidence of the cost-effectiveness of suicide N/A
prevention programmes

o .. . Federal ministry of health, social insurance, federal
Who funds activities for suicide prevention -~
states

Who has responsibility for implementation of Federal ministry of health, federal states
prevention activities?

Sectors: health, education, defence and sports, social

Which sectors, and professionals in them, are involved? . i
affairs, research and many professionals

Broad approach: universal, selective as well as

Is the focus on targeted or universal approaches? o . o
indicated prevention activities

What is the evidence of the effectiveness of suicide N/A
prevention programmes?

Wasserman et al 2015: School-based suicide
Are there relevant publications and/or evaluations from | prevention programmes: the SEYLE cluster-
your country on these thematic areas? randomised, controlled trial. Lancet. 2015 Apr
18;385(9977):1536-44.
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Additional Information

F1) Other relevant documents, publications or other papers (statements, recommendations, research)
that concern mental health and wellbeing that have been produced this year
N/A

F2) Key stakeholders (organisations/experts) invited to answer the stakeholder version of this survey
in the country (including their e-mail address or other contact details):
N/A
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ANNUAL ACTIVITY REPORT FROM BELGIUM
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KEY DEVELOPMENTS IN 2016

B1) Key mental health developments initiated or implemented in 2016

B1.1) Mental health legislation

New act on the internment of persons with mental health problems. This version of the civil federal law is
effective from 1 January 2016. This new version of the law will optimize the reintegration of internees in
society and the care in function of their needs.

B1.2) Policy framework
No change in the policy framework in 2016

B1.3) Financing and/or funding
Same funding as in 2015

B1.4) Services organisation development and/or quality

Flanders Quality Indicators project for patients and professionals is monitoring 7 indicators as of 2016. The
monitoring applies to psychiatric hospitals, centres for mental health care; protected living initiatives; care
homes for psychiatry; mobile teams; rehabilitation centers for drug support and psychosocial rehabilitation
centres.

B1.5) Promotion and prevention initiatives

A new legislation reinforces and integrates psychosocial risks prevention in the global prevention policy of the
companies. Individual procedures are also extended to the psychosocial risks at word and not only to
harassment and violence at work. More information on: http://www.e/defaultTab.as

B1.6) Involvement of partners from other policies and sectors (multisector governance)
During the implementation of the reform, the following sectors are involved: the wellbeing (disability policy),
justice, education and employment.

B1.7) Involvement of patients, families and NGOs

Both patient and family organizations as well as NGO’s are involved in the reform of mental health care in
Belgium. Different tools were developed for the supporting the patient and family organizations in order to
increase their involvement and empowerment Same type of involvement as in 2015.

B1.8) Monitoring the mental health status of the population or particular population groups (including
suicidal behaviour)

We have a national health survey. This survey has an important part on mental health with questions on
suicidal ideas, suicidal attempts, depression, anxiety, sleep disorders (https://www. isp.be /epidemio
/epifr/crospfr /hisfr/his08fr ./7_sante_men ). In addition we have also the Health Behaviour in School-Aged
Children survey (HBSC). We also have the death certificates for information on suicide.

B1.9) Measuring the impact of policies and/or emerging new needs
Three new studies have started: 1. Organization and optimization of mental health care for elderly in Belgium.
2. Organization of health care services in Belgian prisons 3. Mental Health: future needs

B1.10) Mental Health in All Policies (i.e. promotion of population mental health and wellbeing by
initiating and facilitating action within different non-health public policy areas)
NA

B1.11) Other
NA
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B2) Links to new documents, reports or resources that could benefit other stakeholders in mental
health:
NA

B3) Strengths and weaknesses of the mental health situation

Strengths Weaknesses

1) Huge stakeholder and political commitment support the
reform and more especially the deinstitutionalization 2) The
involvement of patient- and family organizations in the The competences concerning mental health over different
reform 3) The collaboration with justice concerning the governmental levels make it different to take decisions.
organization of mental health care in prisons and the
organization of forensic psychiatric clinics

MENTAL HEALTH AT WORKPLACES

C1) Role of mental health at workplaces in national policy or strategy documents

C1.1) Recognition as a priority

Yes, it is a priority. Belgium was the first country to have a specific legislation for the prevention of
psychosocial risk (PSR) at work. Due to the burden and the cost for the workers, the companies and the
society, it's really important to address these risks. In addition, in 2017 in the framework of the reform of the
mental health care, we will foresee the integration of the rehabilitation function in all the existing mental
health networks (n=22). The model for the reform of mental health in Belgium is based on 5 functions. The
third function covers the psychosocial rehabilitation. Rehabilitation teams offer programs for developing
social skills that enables patients to stand again in the community and in working life. At this moment in 20 of
22 mental health networks there exists already this rehabilitation function. One of the objectives of this
function is to facilitate the integration of patients with a mental health problem into the workplace

C1.2) Estimated impact of activities related to mental health at workplaces on the reduction of disease
burden

No, it is too difficult to estimate. Each company is obliged to do a risk analysis and to take prevention
measures. ESENER 2 survey done by EU-OSHA can provide information.

C2) Existence of national programmes/strategies for mental health at workplaces

NO YES

C2.1) Components of these programmes

Belgium has an OSH national strategy 2016-2020. The prevention of PSR is one of the main goal. The national
strategy is available in French or in Dutch via this link:

http://www.emploi.belgique.be /bien_etre_au_travail.aspx#2016

C2.2) Proportion of regions or local authority areas (municipalities) that implemented the

programmes
NA
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C3a) Level of implementation in 2015-2016 of recommendations to build effective cross-sector
partnership and cooperation between the health policy and labour policy sectors to improve mental
health and wellbeing at workplaces

NOT AT ALL
IMPLEMENTED

IMPLEMENTED TO SOME EXTENT

Informal (e.g. working groups who exchange
experiences) cooperation and approaches
for key social security stakeholders in both
policy fields to be permanently involved

FULLY

IMPLEMENTED

INFORMATION NOT AVAILABLE

Formal (e.g. as part of Occupational Safety
and Health (OSH) or national government
programmes) cooperation and approaches
for key social security stakeholders in both
policy fields to be permanently involved

Health policy development
to legally anchor
structures for inter-sector
cooperation

Health policy sector working together with
OSH stakeholders to make it easier for SMEs
to access support

Key multiplier institutions
(chambers of industry and
commerce, sector associations, trade
associations, etc.) to implement joint
information campaigns for SMEs on
work-related mental health issues

Involve the health policy
sector to identify and
promote styles of
management that are
conducive to health

Development of platforms to
facilitate structured exchange of
experience for social health
insurance institutions and
government health agencies

Implement health policy measures and
strategies that promote open communication
in the workplace and reduce the stigma of
mental health problems

Health insurance institutions and/or
national health services to implement model
dissemination programmes in co-operation
with stakeholders from other action fields
(training and education, public
administration and labour market
management)

C3b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (C3a Table)
Improving the cooperation between GP, occupational physician and health insurance control

C3c) Success factors and facilitators regarding the implementation of the recommendations mentioned

above (C3a Table)

The obligation for employer to take initiatives
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C4a) Level of implementation in 2015-2016 of recommendations to prevent mental health problems at
workplaces

NOT AT ALL
IMPLEMENTED

INFORMATION

IMPLEMENTED TO SOME EXTENT NOT AVAILABLE

Health policy sector to develop infrastructure
which promotes wider dissemination of good
risk management practices in enterprises,
including psychosocial factors

Statutory health insurance institutions and
national health services to support OSH
stakeholders in convincing employers to adopt
risk assessment practices that include
psychosocial factors

Raise the relevance of OSH by combining risk
assessment approaches with campaigning
activities which link mental health issues to the
human resource and labour market agenda

Develop and disseminate easy-to-
understand tools and instruments for
employers

Recognise that small and medium-sized
enterprises (SMEs) need a tailored approach
and support to tackle psychosocial risk factors

Examine how national health service and
statutory health insurance institutions can
provide support to workplaces on mental
health

Develop coordinated national and regional
goals for OSH and workplace health
promotion and translate them into general
psychosocial recommendations

Other - Provide support inside the
companies for suffering employees and also
encourage the companies to take collective
prevention measures.

C4b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (C4a Table)

FPS Employment, Labour and Social dialogue has founded a survey to identify the barriers, the success factors
and facilitators to prevent psychosocial risks at work:

http://www.emploi.belgique.be /moduleDefault.aspx?id=39779

C4c) Success factors and facilitators regarding the implementation of the recommendations mentioned
above (C4a Table)

FPS Employment, Labour and Social dialogue has founded a survey to identify the barriers, the success factors
and facilitators to prevent psychosocial risks at work:

http://www.emploi.belgique.be /moduleDefault.aspx?id=39779

C5a) Level of implementation in 2015-2016 of recommendations to promote mental health and
wellbeing at workplaces

INFORMATION

NOT AT ALL IMPLEMENTED IMPLEMENTED TO SOME EXTENT NOT AVAILABLE

Health policy sector promoting good work
organisation and leadership practices as drivers
for business excellence and competitiveness

Promotion approaches and practices which
combine lifestyle improvements with working
condition focused improvements
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NOT AT ALL IMPLEMENTED

IMPLEMENTED TO SOME EXTENT

Engagement of key external stakeholders (social
partners, regulatory system, social insurance,
health care etc.) to adopt a supportive role for
enterprises in the field of workplace health
promotion (WHP)

INFORMATION
NOT AVAILABLE

Support of the health policy sector in the
dissemination of good practices in the promotion
of mental health at the workplace in all
institutions of the health care system

Institutions responsible for organising health
care or occupational health and safety develop
an independent service area for workplace
health promotion that is economically accessible
for all enterprises

Workplace health promotion services include
basic advisory services for organisations for the
introduction and systematic promotion of mental
health at the workplace

Workplace health promotion services
include the evaluation of data on mental
disorders (if available) at enterprise level
(including benchmarking in the respective
sector)

Workplace health promotion services include
qualification measures in stress management for
employees

Health policy sector examines and modifies
existing rules and regulations, including the tax
system, to encourage enterprises to invest in
measures for workplace mental health
promotion

C5b) Challenges, barriers and limitations regarding the implementation of the recommendations

mentioned above (C5a Table)
NA

C5c) Success factors and facilitators regarding the implementation of the recommendations mentioned

above (C5a Table)
NA

C6a) Level of implementation in 2015-2016 of recommendations to support the reintegration/return
to work of people who have experienced mental health difficulties

NOT AT ALL
IMPLEMENTED

IMPLEMENTED TO SOME EXTENT

Health policy sector ensures
and improves access to care
for mentally ill employees

INFORMATION
NOT AVAILABLE

Focus on early identification of
the need for care

Employees have fast and low-threshold access to
outpatient psychotherapy services

work

Employers take action to reduce stigmatisation of mental
health problems at the workplace to encourage early
contact with the health system and facilitate return to
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NOT AT ALL
IMPLEMENTED

INFORMATION

IMPLEMENTED TO SOME EXTENT NOT AVAILABLE

Support services to gradually reintegrate employees after
long-term absence include integrated care processes that

combine organisational assistance with suitable inpatient
and outpatient care services

Support is available for persons with partial work capacity
to participate in the labour market

Return-to-work is part of a multi-disciplinary care plan
(e.g. between health care/social security systems)

C6b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (C6a Table)
NA

C6c¢) Success factors and facilitators regarding the implementation of the recommendations mentioned
above (C6a Table)

A new legislation about reintegration of the workers has been published in 2016:
http://www.emploi.belgique.be/defaultTab.aspx?id=45586

C7) Further information on the following areas regarding mental health at workplaces:

Areas Further Information

What is the evidence of the cost-effectiveness of mental | NA
health at workplace programmes?

Who funds activities to prevent mental health problems at | NA
the workplace?

Who funds activities to promote mental health at the | NA
workplace?

Who has responsibility for implementation of prevention | NA
and promotion activities?

Which sectors, and professionals in them, are involved? NA

Is the focus on targeted or universal approaches? NA

What is the evidence of the effectiveness of workplace | NA
mental health programmes?

Are there relevant publications and/or evaluations from | NA
your country on these thematic areas?
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MENTAL HEALTH AND SCHOOLS

D1) Role of mental health and schools in national policy or strategy documents
D1.1) Recognition as a priority

Yes, it is part of the reform of Child and Adolescent Mental health Care.

D1.2) Estimated impact of activities related to mental health and schools on the reduction of disease
burden
Too early to estimate

D2) Existence of national programmes/strategies for mental health at schools

NO YES

D2.1) Components of these programmes

In the Flemish region, this programme entails prevention off stress, burn-out and other psycho-social risks.
There is also the Health Promoting Schools Framework that is based on the principles of the Ottawa Charter
for Health Promotion (Ottawa, 1986) and was initiated by the World Health organization. Together, members
work towards providing students with positive experiences and structures that promote and protect their
health.

D2.2) Proportion of regions or local authority areas (municipalities) that implemented the
programmes
NA

D3a) Level of implementation in 2015-2016 of recommendations to strengthen information and
research on mental health and wellbeing among children and adolescents

INFORMATION NOT
NOT AT ALL IMPLEMENTED IMPLEMENTED TO SOME EXTENT M

Establish a solid information base to
have a detailed epidemiological
frame of children and adolescent
mental health and evidence on
interventions

Provide information on coverage
and outcomes of interventions
(high-risk groups, size, impact, cost
and potential economic savings)

Carry out a mapping and analysis of
existing screening tools for early
identification of mental health
disorders and poor wellbeing
among children and school
populations

Examine the potential to increase
the access to promotion information
and to prevention services through
the use of web-based technologies
(e-mental health)
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D3b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (D3a Table)
Too early, mental health reform for young people and children started recently.

D3c) Success factors and facilitators regarding the implementation of the recommendations
mentioned above (D3a Table)
NA

D4a) Level of implementation in 2015-2016 of recommendations to establishing schools as settings for
mental health promotion and prevention of mental disorders

INFORMATION NOT

NOT AT ALL IMPLEMENTED IMPLEMENTED TO SOME EXTENT AVAILABLE

Recognise the role of early
childhood education, school and
peer education in creating
opportunities for collaboration
(whole school approach)

Mandate school administrations to
develop and formalise a mental
health promoting culture in their
statute, so as to systematically
address risk factors such as
bullying and cyber-bullying

Actively consult children and
adolescents and their families
when developing any programmes
to ensure their best interests are
taken into account

Put in place evidence based
interventions to combat early
school leaving

D4b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (D4a Table)

D4.1 and 2: Schools are faced with a lot of things. It requires a lot of efforts of schools to implement a whole
school approach. Not all of them are already familiar with a whole school approach or are convinced of the
benefits off a whole school approach. There is a need for a lot of guidance for schools.

D4c) Success factors and facilitators regarding the implementation of the recommendations
mentioned above (D4a Table)
D4.1 and 2: The connectedness in the school teams increases making it easier to deal with any kind of problem.

D5a) Level of implementation in 2015-2016 of recommendations to enhance training for all school
staff on mental health

INFORMATION NOT

NOT AT ALL IMPLEMENTED IMPLEMENTED TO SOME EXTENT AVAILABLE

Review current practices in terms of
initial and continuing professional
development and carry out a
consultation to define the training
needs

Involve in the training also
representatives of other sectors,
such as social, criminal justice and
youth organisations, and allocate
appropriate resources
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INFORMATION NOT

NOT AT ALL IMPLEMENTED IMPLEMENTED TO SOME EXTENT AVAILABLE

Ensure that
training is also
made available to
the members of the
families and
caregivers of
children and
adolescents,
according to a
community level
approach

Ensure that particular attention is
paid also to the positive mental
health and wellbeing of teachers
and school staff via continuous
support and mentoring

Preparing and sharing relevant
guidelines for mental health and
wellbeing promotion in schools
jointly with other sectors, under
the coordination of the education
sector

D5b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (D5a Table)

D5.3: Schools have a lot of attention for the wellbeing of pupils but often forget to pay attention to the mental
health and wellbeing of the teachers and school staff members. There is still a lot of work to do for the
wellbeing of school teams, but is also related to a lot of theme’s, not only related to the attention of health, but
also related to HRM and policy of schools for their own personnel.

D5c) Success factors and facilitators regarding the implementation of the recommendations
mentioned above (D5a Table)
See above about connectedness

D6a) Level of implementation in 2015-2016 of recommendations to link schools with other community
stakeholders involved in mental health of children and adolescents

INFORMATION NOT

NOT AT ALL IMPLEMENTED IMPLEMENTED TO SOME EXTENT AVAILABLE

Ensure that the mental health and
wellbeing of children and adolescents
is considered when defining and
implementing policy in different
sectors

Draw up national/regional legislation
to consolidate, legitimate and regulate
the terms of cooperation between
sectors (facilitating cross-sectoral
budgeting and defining
responsibilities)

Estimate the data on workforce and
financing specifically dedicated to the
mental health of children and
adolescents per sector and ensure
adequate, sustained and shared
financing by the different sectors

Evaluate the effectiveness of school
based interventions, also with the aim
to reduce costs related to mental
health in all sectors
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D6b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (D6a Table)
Too early

D6c) Success factors and facilitators regarding the implementation of the recommendations
mentioned above (D6a Table)
NA

D7) Further information on the following areas regarding mental health and schools:

Areas Further Information

What is the evidence of the cost-effectiveness of mental | NA
health and school programmes

Who funds activities to prevent mental health problems in | NA
schools?

Who funds activities to promote mental health in schools? NA

Who has responsibility for implementation of prevention | NA
and promotion activities?

Which sectors, and professionals in them, are involved? NA

Is the focus on targeted or universal approaches? NA

What is the evidence of the effectiveness of schools mental | NA
health programmes?

Are there relevant publications and/or evaluations from | NA
your country on these thematic areas?

SUICIDE PREVENTION

E1) Role of suicide prevention in national policy or strategy documents

E1.1) Recognition as a priority

In Flanders suicide prevention is recognised as a priority. Compared to the other European countries, Belgium
and Flanders have high suicide rates. Since 2002 the Flemish government recognises suicide prevention as a
priority and a prevention plan was developed. In 2006 the first Flemish Suicide Prevention Plan was launched
and ended in 2010. The target of this plan was to reduce the Flemish suicide rates with 8% by 2010 (reference
year 2000). The first plan was evaluated in 2011 and showed that the 8% decrease-target was reached. In
2012 a new action plan was launched, with targets and actions based on the evaluation of the first action plan,
recent evidence about suicide prevention and the needs formulated by the Flemish stakeholders. The second
Flemish Suicide Prevention Plan runs from 2012-2020 and has the target to reduce the Flemish Suicide rates
with 20% in 2020 (reference year 2000). The development, implementation and evaluation of the action plan
is coordinated by the Flemish Centre for Expertise in Suicide Prevention (VLESP) which permanently monitors
the needs within the field.

E1.2) Estimated impact of activities related to suicide prevention on the reduction of disease burden
Due to the complexity of suicidal behaviour, it is not easy to make clear statements about the impact of the
suicide prevention activities. Nevertheless when looking at the evolution of the suicide rates, there has been a
decline between 2000 and 2014: for males the suicide rate declined 23%, for females there was a decrease of
11%. Given the economic recession which is impacting all European countries, this can be viewed as a positive
evolution. Continued efforts are made to secure this evolution. Next to the impact on the suicide rates and the
suicide attempt rates, every action is evaluated on its evidence, reach, quality and if possible effect. In 2016-
2017 a first intermittent evaluation of the action plan is made, in order to adjust where necessary and to
develop new actions in case of new priorities.
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E2) Existence of national programmes/strategies for suicide prevention

NO YES

E2.1) Components of these programmes

The Flemish suicide prevention plan wants to reach a decrease of the suicide rates with 20% in 2020

compared to 2000. The plan is based on the USI-model and consists of interventions targeting universal,

selective and indicated prevention. Therefore 5 strategies were developed, each of them including different
actions:

e  Strategy 1: Mental health promotion - Tools to enforce resilience and self-help - Increasing safe
environments (schools, workplace, communities,) - Reducing stigma and help seeking - Enforcing
parental skills - Enforcing social connection (elderly).

e Strategy 2: Providing helplines and online help - Suicide hotline 1813 - Digital portal zelfmoord1813.be -
Development of online self-help, app for people suffering from suicidal ideation.

e Strategy 3: Educating (mental) health professionals and community facilitators - Training programs for
several professions - Poster “is your patient suicidal”.

e  Strategy 4: Programmes targeting high risk groups - Support for bereaved - Development and
implementation of online self-help for people suffering from suicidal ideation - Follow-up of suicide
attempters at ERs and general hospitals - Research on suicidal ideation and suicidal behaviour among
LGBT (which will be followed by new actions in 2017) - RCT examining the effects of two group therapies
(MBCT and Future-Oriented Training) for suicidal patients.

e  Strategy 5: Development of guidelines for detection and treatment of suicidal patients - General
guidelines Suicide Prevention - Guidelines Suicide Prevention in Schools - Guidelines Suicide Prevention
at Work - Development guidelines for professionals: o Detection and treatment of suicidal patients o
Chain-of-care - Development e-tool for the implementation of guidelines

E2.2) Proportion of regions or local authority areas (municipalities) that implemented the
programmes

This action plan is being implemented in the whole Flemish Region. There are provincial structures to
coordinate the loco regional implementation. These provincial structures also include organisation working
with the municipalities. If necessary (e.g. when specific local needs become present) local actions are
stimulated to target specific risk groups.

E3a) Level of implementation in 2015-2016 of recommendations on policy and legislation for suicide
prevention

INFORMATION NOT
NOT AT ALL IMPLEMENTED IMPLEMENTED TO SOME EXTENT M

Develop a national strategy to
prevent suicide (or implement it if
one already exists) with a clear
action plan and measurable targets

Revise legislation to include
protections for persons who have
attempted suicide to return back to
work

Promote the implementation of
guidelines (e.g. WHO,
EUREGENAS) for responsible
media communication of suicidal
events to national and local media
professionals

Promote the legislation concerning
the restriction of lethal means (e.g.
toxic substances and firearms)

Reduce the package size of
potentially lethal medicines
and/or restrict their availability
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INFORMATION NOT

NOT AT ALL IMPLEMENTED IMPLEMENTED TO SOME EXTENT AVAILABLE

Promote legislation about
restricting alcohol availability

E3b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (E3a Table)

The division of responsibilities between the federal level and the regional level especially on issues like
restricting fire arms (E3.4), restriction of alcohol (E 3.6) and medicine packages (E 3.5), recognition and
refunding of psychotherapy.

E3c) Success factors and facilitators regarding the implementation of the recommendations mentioned
above (E3a Table)

A success factor for the development of the Flemish Suicide Prevention Plan is the funding of the Flemish
government to several organisations to develop the prevention plan. Another strength is that there are several
organisations which have a strong expertise and a lot of experience in evidence-based suicide prevention.

E4a) Level of implementation in 2015-2016 of recommendations on primary suicide prevention

INFORMATION NOT

NOT AT ALL IMPLEMENTED IMPLEMENTED TO SOME EXTENT AVAILABLE

Provide training to specific
professional target groups to
identify and make contact with
suicidal persons

Utilise available and evidence-based
school prevention programmes to
foster awareness about mental
health and coping and problem
solving skills in pupils

Implement mental health first aid
programmes in communities to
detect distress and signs and
symptoms

Educate the public about suicide
and increase the public awareness
concerning the sign of crisis

Ensure support is available for
people bereaved by suicide

Provide information about where to
seek help on local predicted venues
of suicidal events (e.g. high places,
railway crossings etc.)

Promote and implement
programmes which lead to
increased knowledge and decreased
stigmatisation of depression and
other mental health problems in the
general public

Develop age-specific IT tools for the
electronic delivery of mental health
promotion and suicide prevention
programmes to the general
population.

Promote keeping away dangerous
means from household environment
for preventing impulsive suicide
acts
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E4b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (E4a Table)

The main barrier for the implementation of the strategies above is linked to the limited resources available to
fully implement the strategies. There are a lot of prevention workers offering suicide prevention training, but
still not all relevant professions are reached. A challenge within this perspective is to involve those settings
that are not ‘naturally’ linked to suicide prevention like work, media, etc. A last limitation is the scarce
evidence concerning universal prevention efforts like campaigns to fight stigma or to promote help-seeking.

E4c) Success factors and facilitators regarding the implementation of the recommendations mentioned
above (E4a Table)

Nevertheless the challenges and limitations, a lot of activities within this field are funded by the Flemish
Government.

E5a) Level of implementation in 2015-2016 of recommendations on secondary and tertiary suicide
prevention

INFORMATION NOT
NOT AT ALL IMPLEMENTED IMPLEMENTED TO SOME EXTENT M

Increase the availability of
telephone hotline services and
utilise the methods and practice of
European best practice telephone
hotline services

Increase the availability of web-
based crisis intervention services
(chats, etc.)

Increase the availability of low
threshold personal services (“drop
in” centres, etc.)

Incorporate brief interventions into
emergency treatment to provide
information about local, available
resources for crisis management,
mental and social care and suicide
prevention e-health tools

E5b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (E5a Table)

A lot of the barriers are related to limited financial resources to fully implement the prevention strategies. For
instance, in Flanders we have invested a lot in low threshold web-based intervention services, providing email
and chat services as well as online self-help modules and apps. But the chat service is now available in the
evening and not 24hours a day because of limited financial resources. Another barrier is the fact that online
therapy by mental health professionals is very scarce or even not existing. At this moment, people chatting
with the crisis helpline cannot be referred to a professional within the online medium.

E5c) Success factors and facilitators regarding the implementation of the recommendations mentioned
above (E5a Table)

At this moment 75% of the emergency departments in Flemish Hospitals use the developed tools to manage
patients following a suicide attempt (such as a semi-structured interview to adequately take care of the
patient; information sheets containing resources for help, etc.). An important success factor for this is the
collaboration between different organisations resulting in an organisation contacting the hospital and
providing training and an organisation developing the tools. An important success factor is also having an
organisation coordinating the Flemish Suicide Prevention Action Plan and developing evidence-based suicide
prevention strategies adapted to the Flemish population
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E6a) Level of implementation in 2015-2016 of recommendations on capacity building and inter-
sectoral collaboration for suicide prevention

INFORMATION NOT

NOT AT ALL IMPLEMENTED IMPLEMENTED TO SOME EXTENT AVAILABLE

Establish a national data register
about suicide and attempted
suicide in order to analyse the
characteristics of suicide events
for the better identification of high
risk groups

Promote targeted
prevention/awareness programs
especially focusing on the identified
high risk groups

Systematically monitor national
and regional risk-factors for
suicide and suicide attempt

Collaborate with labour and
educational sectors to have
information available for students
and/or employees in case of a crisis

Encourage the IT sector and
governmental actors to develop a
sustainable business model to
implement further evidence-based
e-mental health tools

Support local/regional evidence-
based, effective multi-level
approach for combating suicide and
for forming more socially connected
local communities

Assist debt support and debt
relief programmes

Support the establishment and
operation of National Centres for
Suicide Research and Prevention

E6b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (E6a Table)

Some sectors such as IT are more difficult to get involved in e-mental health. Some IT corporations are more
specialized in e-mental health and are easy to collaborate with but for the majority e-mental health is not their
interest.

E6c¢) Success factors and facilitators regarding the implementation of the recommendations mentioned
above (E6a Table)

The data registration of suicide and especially suicide attempts is well established in Flanders (Flanders is one
of the few areas worldwide who has such a large data registration of suicide attempts with data from 75% of
the Flemish Hospitals). One of the main success factors for this is the early start of monitoring suicide attempts
which was started by Prof. Kees van Heeringen in 1986 in Ghent and which has continued since then by his
research unit.

E7) Further information on the following areas regarding suicide prevention:

Areas Further Information

When developing the Flemish Suicide Prevention Action Plan in
What is the evidence of the cost-effectiveness of suicide | 2011 a specific project was developed to assess the cost-
prevention programmes effectiveness of the selected suicide prevention strategies. All the
selected suicide prevention strategies were shown to be cost-
effective. A report was made containing all the information
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Areas

Further Information

regarding the cost-effectiveness.

Who funds activities for suicide prevention

The Flemish Government (i.e. The Flemish Minister of Health,
Family and Wellbeing) is the main funder of all the actions in the
Flemish Suicide Prevention Action Plan). Other possible funders
are Ghent University and private organisations e.g. organisations
sponsored by bereaved parents

Who has responsibility for implementation of prevention
activities?

The Flemish Government, the partner organisation of the
Flemish Government VLESP (Flemish Expertise Centre for
Suicide Prevention) and the other organisations who are funded
by the government for specific preventive actions.

Which sectors, and professionals in them, are involved?

Mental health care, including psychiatrists, psychologists are
involved. Emergency departments are involved. Schools and
teachers are involved. Media is involved.

Is the focus on targeted or universal approaches?

The Flemish Suicide Prevention Plan is based on the USI-model
and thus includes universal preventive strategies, as well as
selective and indicated strategies.

What is the evidence of the effectiveness of suicide
prevention programmes?

When developing the Flemish Suicide Prevention Plan, only
suicide prevention strategies which are evidence-based (based
on thorough literature study) were selected. When the evidence
is scarce or the preventive strategy is rather innovative, VLESP
investigates the effectiveness of the preventive action. VLESP has
performed several RCT’s examining the effectiveness of an online
self-help module, of a poster training hospital personnel in
detecting suicide risk, of two group-therapies for suicidal
persons (MBCT and Future- Oriented Training).

Are there relevant publications and/or evaluations from
your country on these thematic areas?

At this moment a paper has been submitted regarding the
effectiveness of the poster training hospital personnel in
detecting suicide risk (Van Landschoot, Portzky, van Heeringen,
submitted). A paper regarding the results of the RCT examining
the online self-help module is being prepared. A paper regarding
the development of an app for suicidal persons and their
environment has

been submitted. VLESP is now performing an intermittent
evaluation of the Flemish Suicide Prevention Plan to evaluate if
the selected prevention strategies have been developed and
implemented, to evaluate how many new preventive strategies
have been developed, to examine if new actions are needed. The
evaluation report will be finalized in March 2017.

Additional Information

F1) Other relevant documents, publications or other papers (statements, recommendations, research)
that concern mental health and wellbeing that have been produced this year

NA

F2) Key stakeholders (organisations/experts) invited to answer the stakeholder version of this survey
in the country (including their e-mail address or other contact details):

NA
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ANNUAL ACTIVITY REPORT FROM BULGARIA
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KEY DEVELOPMENTS IN 2016

B1) Key mental health developments initiated or implemented in 2016

B1.1) Mental health legislation

N/A

B1.2) Policy framework

N/A

B1.3) Financing and/or funding

N/A

B1.4) Services organisation development and/or quality
N/A

B1.5) Promotion and prevention initiatives

N/A

B1.6) Involvement of partners from other policies and sectors (multisector governance)
N/A

B1.7) Involvement of patients, families and NGOs

N/A

B1.8) Monitoring the mental health status of the population or particular population groups (including
suicidal behaviour)

Development of on-line portal to collect and process data about suicide attempts
B1.9) Measuring the impact of policies and/or emerging new needs
N/A

B1.10) Mental Health in All Policies (i.e. promotion of population mental health and wellbeing by
initiating and facilitating action within different non-health public policy areas)

N/A
B1.11) Other
Training general practitioners in early detection of signs of depression and anxiety.

B2) Links to new documents, reports or resources that could benefit other stakeholders in mental
health:

www.ncphp.government.bg
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B3) Strengths and weaknesses of the mental health situation

Strengths Weaknesses

Some activities funded by external sources (e.g. Norway
Financial Mechanism) have been started in 2015-2016:
training of GP, school workers, psychologists and social
workers in dealing with depression, aggression, anxiety
states and suicidal behaviour; Epidemiological survey on
prevalence of common mental disorders among the
population - expected comparative analysis for ten years
period.

Lack of political will for reforms in the provision of mental
health services; mental health is not among the
governmental priorities. Lack of funding from the budget.

MENTAL HEALTH AT WORKPLACES

C1) Role of mental health at workplaces in national policy or strategy documents

C1.1) Recognition as a priority

It is not recognised as a priority. After a period of activity and international involvement of the country in
networks related with the problem since 2014 there is no political support for continuation the efforts in the
field.

C1.2) Estimated impact of activities related to mental health at workplaces on the reduction of disease
burden

It would be a great impact regarding the productivity and decrease of the cases of absence from work and sick
leave because of neurological and psychiatric problems.

C2) Existence of national programmes/strategies for mental health at workplaces

NO YES

X

C2.1) Components of these programmes
N/A

C2.2) Proportion of regions or local authority areas (municipalities) that implemented the
programmes
N/A

C3a) Level of implementation in 2015-2016 of recommendations to build effective cross-sector
partnership and cooperation between the health policy and labour policy sectors to improve mental
health and wellbeing at workplaces

IMPLEMENTED
NOT AT ALL IMPLEMENTED TO SOME INFORMATION NOT AVAILABLE
EXTENT

Informal (e.g. working groups who
exchange experiences) cooperation and
approaches for key social security
stakeholders in both policy fields to be
permanently involved

Formal (e.g. as part of Occupational
Safety and Health (OSH) or national
government programmes) cooperation
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IMPLEMENTED
NOT AT ALL IMPLEMENTED TO SOME INFORMATION NOT AVAILABLE
EXTENT

and approaches for key social security
stakeholders in both policy fields to be
permanently involved

Health policy development to legally
anchor structures for inter sector
cooperation

Health policy sector working together
with OSH stakeholders to make it easier
for SMEs to access support

Key multiplier institutions (chambers of
industry and commerce, sector
associations, trade associations, etc.) to
implement joint information campaigns
for SMEs on work-related mental health
issues

Involve the health policy sector to identify and
promote styles of management that are
conducive to health

Development of platforms to facilitate
structured exchange of experience for
social health insurance institutions and
government health agencies

Implement health policy measures and
strategies that promote open communication in
the workplace and reduce the stigma of mental
health problems

Health insurance institutions and/or national
health services to implement model
dissemination programmes in co-operation
with stakeholders from other action fields
(training and education, public administration
and labour market management)

C3b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (C3a Table)
Lack of political interest - the issue is not among the priorities of the government

C3c) Success factors and facilitators regarding the implementation of the recommendations mentioned
above (C3a Table)
Not relevant
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C4a) Level of implementation in 2015-2016 of recommendations to prevent mental health problems at

workplaces

NOT AT ALL IMPLEMENTED

IMPLEMENTED
TO SOME EXTENT

FULLY

IMPLEMENTED

Health policy sector to develop
infrastructure which promotes wider
dissemination of good risk management
practices in enterprises, including
psychosocial factors

INFORMATION NOT AVAILABLE

Statutory health insurance institutions and
national health services to support OSH
stakeholders in convincing employers to
adopt risk assessment practices that include
psychosocial factors

Raise the relevance of OSH by combining
risk assessment approaches with
campaigning activities which link mental
health issues to the human resource and
labour market agenda

Develop and disseminate easy-to-
understand tools and instruments for
employers

Recognise that small and medium-sized
enterprises (SMEs) need a tailored
approach and support to tackle
psychosocial risk factors

Examine how national health service and
statutory health insurance institutions can
provide support to workplaces on mental
health

Develop coordinated national and regional
goals for OSH and workplace health
promotion and translate them into general
psychosocial recommendations

C4b) Challenges, barriers and limitations regarding the implementation of the recommendations

mentioned above (C4a Table)
Not relevant

C4c) Success factors and facilitators regarding the implementation of the recommendations mentioned

above (C4a Table)
Not relevant

C5a) Level of implementation in 2015-2016 of recommendations to promote mental health and

wellbeing at workplaces

NOT AT ALL IMPLEMENTED

IMPLEMENTED TO
SOME EXTENT

INFORMATION NOT
AVAILABLE

Health policy sector promoting good work organisation and
leadership practices as drivers for business excellence and

competitiveness

Promotion approaches and practices which combine lifestyle
improvements with working condition focused improvements
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IMPLEMENTED TO
SOME EXTENT

INFORMATION NOT

NOT AT ALL IMPLEMENTED AVAILABLE

Engagement of key external stakeholders (social partners, regulatory
system, social insurance, health care etc.) to adopt a supportive role
for enterprises in the field of workplace health promotion (WHP)

Support of the health policy sector in the dissemination of good
practices in the promotion of mental health at the workplace in all
institutions of the health care system

Institutions responsible for organising health care or occupational
health and safety develop an independent service area for workplace
health promotion that is economically accessible for all enterprises

Workplace health promotion services include basic advisory services
for organisations for the introduction and systematic promotion of
mental health at the workplace

Workplace health promotion services include the evaluation of data
on mental disorders (if available) at enterprise level (including
benchmarking in the respective sector)

Workplace health promotion services include qualification measures
in stress management for employees

Health policy sector examines and modifies existing rules and
regulations, including the tax system, to encourage enterprises to
invest in measures for workplace mental health promotion

C5b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (C5a Table)
Not relevant

C5c) Success factors and facilitators regarding the implementation of the recommendations mentioned
above (C5a Table)
Not relevant

C6a) Level of implementation in 2015-2016 of recommendations to support the reintegration/return
to work of people who have experienced mental health difficulties

NOT AT ALL IMPLEMENTED TO SOME FULLY

IMPLEMENTED EXTENT IMPLEMENTED INFORMATION NOT AVAILABLE

Health policy sector ensures and improves
access to care for mentally ill employees

Focus on early identification of
the need for care

Employees have fast and
low-threshold access to
outpatient psychotherapy
services

Employers take action to reduce stigmatisation
of mental health problems at the workplace to
encourage early contact with the health system
and facilitate return to work
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NOT AT ALL IMPLEMENTED TO SOME FULLY

IMPLEMENTED EXTENT IMPLEMENTED INFORMATION NOT AVAILABLE

Support services to gradually reintegrate
employees after long-term absence include
integrated care processes that combine
organisational assistance with suitable
inpatient and outpatient care services

Support is available for
persons with partial work
capacity to participate in the
labour market

Return-to-work is part of a
multi-disciplinary care plan
(e.g. between health
care/social security systems)

C6b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (C6a Table)

Lack or insufficient support on behalf of the government, trade unions, civil society to implement most of the
listed recommendations

C6c¢) Success factors and facilitators regarding the implementation of the recommendations mentioned
above (C6a Table)

Not relevant

C7) Further information on the following areas regarding mental health at workplaces:

Areas Further Information

What is the evidence of the cost-effectiveness of mental | NOtelevant

health at workplace programmes?

Who funds activities to prevent mental health problems at | Not relevant
the workplace?

Who funds activities to promote mental health at the | Notrelevant
workplace?

Who has responsibility for implementation of prevention | Municipality, Ministry of Health, the employer organisations, Trade
and promotion activities? unions

Not relevant
Which sectors, and professionals in them, are involved?

Not relevant
Is the focus on targeted or universal approaches?

What is the evidence of the effectiveness of workplace Not relevant

mental health programmes?

Are there relevant publications and/or evaluations from Dl izeey

your country on these thematic areas?
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MENTAL HEALTH AND SCHOOLS

D1) Role of mental health and schools in national policy or strategy documents

D1.1) Recognition as a priority

There is a National program on maternity and child health. Some international organisations are involved in
raising the issue as a priority for the State policy (UNICEF, WHO, Global Initiative in Psychiatry etc.). Some of
the related topics are goals in projects with external funding. The Project - improved mental health services
includes activity for integration of education on mental health in schools with special attention towards
aggression and suicidal behaviour.

D1.2) Estimated impact of activities related to mental health and schools on the reduction of disease
burden

In a great extent Bulgaria is on leading places among 42 countries (WHO report 2013-2014) in topics as
smoking experience among adolescents (11, 13, 15 years old), alcohol consumption, bullying and aggression.

D2) Existence of national programmes/strategies for mental health at schools

NO YES

X

D2.1) Components of these programmes
N/A

D2.2) Proportion of regions or local authority areas (municipalities) that implemented the
programmes
N/A

D3a) Level of implementation in 2015-2016 of recommendations to strengthen information and
research on mental health and wellbeing among children and adolescents

IMPLEMENTED TO SOME EXTENT INFORMATION NOT AVAILABLE

NOT AT ALL FULLY
IMPLEMENTED IMPLEMENTED

Establish a solid information base to have
a detailed epidemiological frame of
children and adolescent mental health and
evidence on interventions

Provide information on coverage and
outcomes of interventions (high-risk
groups, size, impact, cost and potential
economic savings)

Carry out a mapping and analysis of existing
screening tools for early identification of
mental health disorders and poor wellbeing
among children and school populations

Examine the potential to increase the access
to promotion information and to prevention
services through the use of web-based
technologies (e-mental health)
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D3b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (D3a Table)
Lack of sufficient political will and coherent approach and coordinated efforts between institutions

D3c) Success factors and facilitators regarding the implementation of the recommendations
mentioned above (D3a Table)
Due to some project and efforts mainly of NGO there are some achievements in the field

D4a) Level of implementation in 2015-2016 of recommendations to establishing schools as settings for
mental health promotion and prevention of mental disorders

ALY 0 IMPLEMENTED TO SOME EXTENT FOEEE

IMPLEMENTED IMPLEMENTED INFORMATION NOT AVAILABLE

Recognise the role of early childhood education,
school and peer education in creating
opportunities for collaboration (whole school
approach)

Mandate school administrations to
develop and formalise a mental
health promoting culture in their

statute, so as to systematically
address risk factors such as bullying
and cyber-bullying

Actively consult children and adolescents and
their families when developing any programmes
to ensure their best interests are taken into
account

Put in place evidence based
interventions to combat early school
leaving

D4b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (D4a Table)
Lack of sufficient political will, coherent approach and coordinated efforts between institutions.

D4c) Success factors and facilitators regarding the implementation of the recommendations
mentioned above (D4a Table)
Due to some project and efforts mainly of NGOs, there are some achievements in the field

D5a) Level of implementation in 2015-2016 of recommendations to enhance training for all school
staff on mental health

NOT AT ALL IMPLEMENTED TO SOME EXTENT FUEEY

IMPLEMENTED IMPLEMENTED INFORMATION NOT AVAILABLE

Review current practices in terms of initial
and continuing professional development
and carry out a consultation to define the
training needs

Involve in the training also representatives
of other sectors, such as social, criminal
justice and youth organisations, and
allocate appropriate resources
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NOT AT ALL IMPLEMENTED TO SOME EXTENT FUEEY

IMPLEMENTED IMPLEMENTED INFORMATION NOT AVAILABLE

Ensure that training is also made available
to the members of the families and
caregivers of children and adolescents,
according to a community level approach

Ensure that particular attention is paid also
to the positive mental health and wellbeing
of teachers and school staff via continuous
support and mentoring

Preparing and sharing relevant guidelines for
mental health and wellbeing promotion in
schools jointly with other sectors, under the
coordination of the education sector

D5b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (D5a Table)

Lack of sufficient political will, coherent approach and coordinated efforts between institutions. The activities
are fragmented and with a low sustainability after the finalisation of the relevant project or funding.

D5c) Success factors and facilitators regarding the implementation of the recommendations
mentioned above (D5a Table)
Due to some projects and efforts, mainly of NGOs, there are some achievements in the field.

D6a) Level of implementation in 2015-2016 of recommendations to link schools with other community
stakeholders involved in mental health of children and adolescents

NOT AT ALL FULLY

IMPLEMENTED IMPLEMENTED TO SOME EXTENT INFORMATION NOT AVAILABLE

IMPLEMENTED

Ensure that the mental health and
wellbeing of children and adolescents
is considered when defining and
implementing policy in different
sectors

Draw up national/regional legislation to
consolidate, legitimate and regulate the terms of
cooperation between sectors (facilitating cross-
sectoral budgeting and defining responsibilities)

Estimate the data on workforce and financing
specifically dedicated to the mental health of
children and adolescents per sector and ensure
adequate, sustained and shared financing by the
different sectors

Evaluate the effectiveness of school based
interventions, also with the aim to reduce costs
related to mental health in all sectors

D6b) Challenges, barriers and limitations regarding the implementation of the recommendations
mentioned above (D6a Table)

Lack of sufficient political will, coherent approach and coordinated efforts between institutions. The activities
are fragmented and with a low sustainability after the finalisation of the relevant project or funding.
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D6c) Success factors and facilitators regarding the implementation of the recommendations
mentioned above (D6a Table)

Due to some project and efforts, mainly of NGOs, there are some achievements in the field. Recently there is
increasing interest from the public and media in these problems when data from international comparative
studies are published and announced.

D7) Further information on the following areas regarding mental health and schools:

Areas Further Information

What is the evidence of the cost-effectiveness of mental | No information
health and school programmes

Who funds activities to prevent mental health problems in | External projects and sporadic NGO activities
schools?

External projects and sporadic NGO activities
Who funds activities to promote mental health in schools? proj P

The Ministry of Education, the Agency for Children, the Ministry of

Who has responsibility for implementation of prevention e o e

and promotion activities?

. . . . Health, educational, social.
Which sectors, and professionals in them, are involved?

st AT it e s e Mai