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Report on the Mental Health Policy Project:
Working Group Meeting on Financing and Mental Health

Geneva, 4-5 December 2000

1. Introduction
1.1 Background

This meeting on mental health financing is part of a broader project dealing

with the development of an evidence-based guidance package for policy

makers. WHO started thinking about the prOJect weII over one year ago, in
response to a number of challenges:

e Countries rarely have mental health policies and plans, and when they do,
they are often poorly implemented.

e Policy makers and planners are often frustrated with a lack of information
for making wise choices concerning mental health policy and service
strategies. Information, when available, is often overly theoretical, or does
not address the needs of countries at different levels of development.

To help address this need, a Mental Health Policy Project has been created
by WHO'’s Department of Mental Health and Substance Dependence. The
goal of the project is to bring together the latest information on mental health
policy, planning, and service development, compile it into a global, evidence-
based guidance package, distribute it to member countries, and assist with its
implementation. The project is expected to help countries to create policies
and then put them into practice, which will lead to improved mental health
care, treatment, and promotion.

1.2 Purpose of the Meeting

The subject of this meeting, economic and financial aspects of mental health
policy development, is needed due to a shortage of knowledge in this area
and the need to enhance the ability to respond to countries' needs in this
domain of policy and service development. Accordingly, a background report
was commissioned by WHO and prepared by Professor Martin Knapp and
colleagues at the Personal Social Services Research Unit at the London
School of Economics.

The main objéctives of the current meeting were:

1. To validate the content of the background document on financing and
mental health;

2. To formulate key practical recommendations for policy makers on
financing and mental health;

3. To determine the main content areas to be covered by guudance
documents;

4. To begin structuring an international network for the further
development of the WHO Mental Health Policy Project.



2. Meeting Discussion
21 Opening

This meeting occurred at the advent of a series of WHO mental health
activities scheduled for 2001. This includes including World Health Day, the
World Health Assembly (highlighting mental heaith issues), and the release of
the World Health Report (also devoted to mental health). The combination of
these high profile events, along with the development of the Mental Health
Policy Project, provides a unique opportunity to positively influence the global
mental health agenda.

Dr Benedetto Saraceno, Director, Department of Mental Health and
Substance Dependence (MSD) made opening remarks. He welcomed
participants and provided an overview of the context within which the meeting
was to be held.

Dr Michelle Funk, Coordinator, Mental Health Policy and Service
Development, then introduced the background to and rationale for the Mental
Health Policy Project as well as the meeting purpose.

Professor Harvey Whiteford reported on a recently convened meeting on the
economics of mental health, sponsored by the World Bank and the WHO
Commission on Macroeconomics and Health.

2.2 Presentation of Background Document

Following the meeting introduction, Professor Martin Knapp, from the London
School of Economics and lead author of the mental health financing
background document, made a presentation on the key concepts and
recommendations that emerged from the background document. He
highlighted salient points concerning:

¢ The economic impact of mental health problems

e Equity issues in mental health financing and services

e The mixed economy (or myriad ways to organize and fund mental health
services)

Revenue collection

Purchasing

Choosing interventions

Financing at national and district levels

Throughout his presentation, Professor Knapp underscored the scarcity of
robust empirical evidence in mental health financing, particularly with regard
to developing countries. He pointed out that while a sizable body of literature
is available about a) health financing, b) mental health, and c) developing
countries, there is little known about the intersection of all three areas. Thus,
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many of the recommendations in the document must be considered as
preliminary.

2.3 Technical Review Of Background Document

The document was reviewed chapter by chapter. Meeting participants offered
a range of comments and suggestions, which are summarized in Annex 3.

2.4 Key Recommendations on Financing and Mental Health

To provide further context on the discussion of mental health financing, Dr
Shekhar Saxena, Coordinator, Mental Health Determinants and Populations,
provided an overview of the ongoing WHO Country Resource Questionnaire,
which is a survey of mental health resources in member states of the WHO.
Preliminary results, based on a partial sample and interim analysis of the data,
indicated that only approximately 60% of countries have a mental health
budget. Among these, approximately 50% have mental health budgets that
are less than one per cent of the total health budget. Tax-based revenue
collection schemes are generally regarded as the most important source of
financing. ‘

Participants were divided into four small groups to discuss in more depth a
number of key issues. Summarizing across the four groups, the following key
points and recommendations emerged. :

Question 1: What are the advantages and disadvantages of integrating
mental health financing into health financing, generally? What are the
acute and chronic care implications? Given this, should mental health
financing be integrated into overall health financing schemes?

Integration brings numerous advantages, but also some disadvantages that
are important to consider.

One key advantage of integration is that it is administratively simpler to
manage. It might also encourage muliti-professional decision-making and
working, because mental health specialists and other health professionals are
part of the same organization. While working in the same organization is no
guarantee of collaboration, integration would make it easier to create
incentives for other health professionals to work jointly with mental health
specialists. There might also be the opportunity for general health care
providers to learn skills in the treatment of common mental health disorders.

Integration has other potential advantages. It can help to reduce the stigma of
mental disorders, and the associated discrimination. Within an organization, if
budgets can be used flexibly, integration can encourage innovation, such as
the integrated treatment of comorbid mental and physical health problems.



On the other hand, there is a widespread lack of awareness of mental
disorders and their treatment among general health decision makers.
Consequently, as part of an integrated system, mental health resources and
priorities may be neither prioritized nor protected. There are instances where
‘mental health resources’ have been diverted to other medical specialties,
even in health systems where mental heaith is known to be grossly under-
funded. There is evidence from the USA that integrated financing can lead to
under-detection of mental health problems by primary health care staff.

Two competing interests may be at play: to integrate health budgets so as to
avoid the inefficiencies of isolated, unrelated allocation decisions, but at the
same time, to protect funds dedicated to mental health services so they
cannot easily be diverted to other uses. This problem becomes particularly
acute when hospitals or other providers are given more autonomy to spend
public resources. They should be relatively free to redirect funds among
inputs, in pursuit of efficient provision, while being held responsible for a
certain composition of output, including the share of mental health services in
their total provision. In contractual or managerial terms, the goal is to protect
[or "ring fence"] mental health resources, especially when they are only a
small part of the budget, while still allowing flexibility in response to changing
needs within that category and between it and other health services.
Monitoring such arrangements requires a clear definition of what providers are
expected to deliver, and some agreed-upon measures of their output in
relation to the specified funds. .

< Recommendation: |If health planners accept mental health as an
important area to address, and there is clear commitment to support mental
health services, then there may be some advantage to integrate mental health
financing into overall health financing mechanisms. On the other hand,
countries without an identified mental health budget could benefit from
protected start up funding for their mental health services.

Question 2: There is quite substantial reliance in some low income
countries on donor subsidies. This raises concerns of control of the
health agenda, and potentially a deprioritization of mental health care in
favor of other medical conditions. How can we best ensure stable
financing systems for mental health care in countries that are reliant on
donor funding? -

In Uganda, the government identified mental health as one of its priority
areas. Mental health was included in the Uganda Minimum Health Care
Package (UMHCP) both within the Health Policy and the Health Sector
Strategic Plan. The presence of people within the government, who were
committed to a mental health agenda, was important to achieve this goal. The
donor community, which had initially been resistant, was convinced and
mental health remains in the UMHCP hence it will receive funding through the
SWAP.



= Recommendation: governments should formulate policies that include
mental health as a priority; and donors should respond to country agendas
rather than their own agendas. Prior experience suggests that this strategy is
feasible. »

Question 3: Revenue collection schemes might be unfairly biased
against mental health, in that mental health care might be excluded from
mainstream packages, and/or out-of-pocket/user charges might reduce
access to those who are most in need. Given these and other issues,
what is best way to ensure equity and funding stability via revenue
collection systems? :

Different systems of revenue collection have unique disadvantages. For
example, user charges can discourage individuals from seeking treatment
(shown to be especially true in the case of mental health problems), and
generate fundamental issues with equity. ~Pre-payment is widely held to be
preferable to out-of-pocket payments as the main way to finance health care.
For this reason, some countries use pre-payment for general health care, but
out-of-pocket charges for mental health services can still create inequities.
One particular form of pre-payment, voluntary enroliment of individuals into
health insurance schemes, can result in “adverse selection”, which occurs
when a disproportionately large number of people with a high probability of
using mental health services enroll in an insurance scheme. This can
jeopardize a scheme’s financial viability over time.

= Recommendations: Given the market failures inherent within health care,
it is not advisable to rely exclusively on user charges or out of pocket
payments.  Where possible, governments should attempt to achieve
mandatory coverage for mental health, either through national, tax-based or
social insurance. However, in many low income countries, no insurance
schemes exist. In these cases, user charges may be an option, but they can
create inequities, and therefore should be carefully regulated. Community-
based insurance schemes also offer an option and should be promoted,
although ideally they need to be complemented by government subsidies (i.e.,
limiting the coverage of a community scheme to a few, simple mental heaith
interventions, with back-up from government-subsidized services for more
complex, chronic cases). ‘

Question 4: Provider reimbursement schemes can take several forms:
fee for service, salary, population-based capitation, etc. What are the
advantages and disadvantages of each scheme, specific to mental
health care? What sort of provider reimbursement scheme(s) would
maximize equity and mental health outcomes? .

There are certain disadvantages inherent to each provider reimbursement
scheme. The fee-for-service system tends to encourage overproduction, or
“supplier induced demand.” There is no financial incentive on the part of the
provider to contain health care utilization or costs. In a salary system, the



heaith care provider works on a time basis, and is not paid for the quantity of
services provided. In this scheme, there might be an incentive to cut back on
workload, thus potentially compromising the quality of services. In capitation
systems, a fixed fee is paid to a nominated provider who has the responsibility
to provide health care for the duration of the coverage period. When
capitation systems are based on a unique caseload, there is a potential for
providers to practice “cream-skimming”, which is taking only the healthiest
(economically advantageous) cases, who are unlikely to use a high level of
services. In capitation based on global budgeting, that is, local health
services that are funded from the central government for total population
coverage, there is a potential for overall limitation of mental health services to
occur.

< Recommendations: Accreditation systems for providers should be
introduced, and provider fees should be regulated. For capitation systems,
risk-adjustment should occur at the population level, so that mental health
risks more closely match reimbursement (thus reducing the incentive for
cream-skimming). This could be accomplished by including a psychiatric
weighting (e.g. in .allocation formulae) to ensure that providers are not
encouraged to 'exclude' these patients from their caseloads. Non-economic
provider incentives also should be introduced (e.g., advocacy, training,
education) :

Question 5: What are the financing issues specific to mental health in
allocating resources? How can funds be allocated most fa:rly and
efficiently from the national to the district level? :

< Recommendations: First, there needs to be an identified, defined mental
health budget in the first place. Too frequently, countries have. no mental
health budget whatsoever. Second, the relation between general health care,
mental health care and social services needs to be taken into account in
determining and allocating budgets. Third, allocation of the budget to district
levels via a needs-related formula is preferable where possible, otherwise per
capita allocation more realistic. Fourth, concerning the purchase of services,
governments are justified to prioritize services for the more severe, disabling
mental disorders.

Question 6: How can financing be used as a tool for changing service

delivery systems? For example:

e Moving the bulk of mental health care from institutions to
community-based, primary care settings

o Integrating mental health care with other sectors (e.g., cnmmal
Jjustice and education sectors)

e Increasing evidence-based care

Financing must be linked to the health sector reform process. Key elements
for shifting the type of mental health care that is provided include: 1)
transitional funding; 2) timely resources (e.g., community care put into place



before hospital beds are closed); 3) coordination across levels of care; 4)
resource flexibility. There is a need to be aware of the potential for putting an
economic burden on families without providing added support/resources,
especially in low-income countries where welfare and social support systems
are non-existent. :

2 Recommendations: To promote deinstitutionalization or institutional
reform, partial hospital closure is a means of releasing new resources for
development of community services (e.g., in Chile, the introduction of day
hospital services served as a means of reducing inpatient hospital costs). In
this case, it is important to provide transitional or 'hump’ funding to facilitate
this movement from hospital to community based services. Even after
community care has been established, a certain level of parallel funding is
needed to finance acute hospital care. Finally, it is important to engage with
general health sector reform designers, with particular respect to
decentralization efforts.

Question 7: Traditional healers are an important aspect of the mental
health delivery system in many countries. Given this, should traditional
healers be integrated into mainstream health financing schemes? If so,
what are the most appropriate ways for doing so?

There was a recognition that, in certain cultural contexts, people with mental
health needs may be likely to prefer traditional healers over health care
providers who practice Western medicine. Financing issues related to
traditional healers is complicated by the fact that payments are often “in kind”
rather than based on local currency.

2 Recommendations: A clear recommendation did not emerge regarding
whether traditional healers should be integrated into mainstream financing
schemes. However, it was generally agreed that registration and regulation of
traditional healers is important (although enforcement may be difficuit). This
could include two types of action: monitoring of traditional healers’ practice
patterns, to protect patients from harmful intervention; and registration of
traditional healers’ businesses, to prevent financial exploitation.

2.5 Key Recommendations on Policy Project Guidance
Dr JoAnne Epping-Jordan led a discussion on how should the guidance
package should be structured to maximize its relevance and effectiveness.
2 Recommendations

e Merge the financing information with guidance on stewardship and service
delivery. :
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e« Consider two levels of guidance: a) for mental health advisors (more
detailed and process oriented), and b) for general health policy makers

(less detailed)

e Equip mental health policy makers with skills for advocating the mental
health agenda (i.e., imparting skills not only in the area of economics, but
also in the area of policy making).

e Use “good” and “bad” country case examples across the range of regions

and levels of development.

Other recommendations for specific categories of policy makers included ...

Target group / audience

Key issues

Ministry of Health
General policy makers

Important to present information concerning the
“cost” of not acting to reduce the mental health
burden, and information concerning whether it
makes any difference to invest in mental health.
Explicit links to general health sector reform
efforts also would be useful.

Ministry of Health
Mental health policy makers

This group would be interested in receiving skills
to advocate mental health agenda with general
health policy makers, practical information on the
organizational structure of mental health care, and
technical information.

Ministry of Finance / Planning

Important to show the value of mental health
relative to other possible investments (e.g.,
transportation, military, etc.)

Private insurance companies

This group is concerned with making profits,
therefore need to show link between improved
mental health and reduced physical
comorbidity/health care utilization

Service delivery institutions

This group want to know how to calculate the
costs of services

2.6 World Health Report

Dr Srinivasa Murthy, Chief Editor, presented the outline to next year's World
Health Report, which is to be focused on mental health. A brief discussion
about how financial aspects of mental health care could best be incorporated

into the report was held.
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3. .. Meeting Conclusion

The meeting was concluded by Dr Michelle Funk. Dr Funk discussed the
conclusions of the meeting in relation to the meeting objectives.  Summaries
of issues raised were provided by the rapporteurs (Mr Chisholm, Dr Baingana)
and Dr Funk. ‘
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ANNEX 1

Agenda

DAY 1: 4 DECEMBER 2000 (09:00 to 17:30)

General Introduction

09:00 — 09:15 Introductory remarks (Dr B. Saraceno)

09:15 — 10:00 Introduction to Mental Health Policy Project; meeting
background, purpose, and structure; nomination of chair and

rapporteur (Dr M. Funk)

10:00 — 10:15 Presentation of Los Angeles World Bank meeting (Dr H.
Whiteford)

10:15 — 10:30 Presentation of financing background document (Professor M.
Knapp)

Coffee Break: 10:30 to 10:45
Technical review of background document

10:45 — 12:30 Plenary: technical review of background document, chapter by
chapter, and overall

Lunch: 12:30 - 14:00
14:00 — 15:00 Continued Plenary: technical review of background document
Moving from theory to practice

15:00 — 15:15 Presentation of WHO Country Resource Questionnaire results
(Dr S. Saxena)

15:15 — 15:30 Presentation of Mozambique case study on mental health
financing (Professor M. Knapp)

Coffee break: 15:30 to 15:45
15:45 — 16:00 Context setting for small group discussion

16:00 — 17:30 Small group discussion: Key practical recommendations for
countries, based upon content of background document

13



DAY 2: 5§ DECEMBER (09:00 to 17:30)

09:00 — 10:30 Continued ... Small group discussion: Key practical
recommendations for countries, based upon content of
background document :

Coffee Break: 10:30 to 10:45

10:45 — 12:30 Small group report to plenary

Lunch: 12:30 to 14:00

Policy Project Guidance
14:00 — 14:30 Continued ... Small group report to plenary
14:30 - 15:30 Plenary: discussion of how to translate background document

into guidance for policy makers and planners (Dr J. Epping-
Jordan)

Coffee break: 15:30 to 15:45

World Health Report

15:45 — 16:15 Continued ... Plenary: discussion of how to translate
background document into guidance for policy makers and
planners ‘

~ 16:15 = 16:30 Presentation on the World Health Report (Professor S. Murthy)

16:30 — 17:15 Plenary: discussion and feedback on areas of mental health
financing that might be most relevant for the WHR (led by
. Professor S. Murthy) a

17:15 — 17:30 Meeting conclusion (Dr M. Funk)

14



ANNEX 2

List of Participants

Dr Florence Baingana, Mental Health Specialist, Health Nutrition Population, Room
G3-060, The World Bank, 1818 H Street NW, Washington D.C. 20433, USA
Tel: +1-202 458 5939; Fax: +1-202 522 3489; Email: fbaingana@Worldbank.Org

Dr Ivanhoe C. Escartin, Officer in Charge and Mental Health Promotion Coordinator,
National Center for Health Promotion, Department of Health, San Lazaro Compound,
Sta. Cruz, Manila, Philippines

Tel: + 63-2 3383210; Fax: +63-2 3383310; Email: docescartin@yahoo.com

Dr Susan L. Ettner, Associate Professor, UCLA Department of Medicine, Division of
General Internal Medicine and Health Services Research, 911 Broxton Plaza, Room
103, Box 951736, Los Angeles, CA 90095-1736, USA

Tel: + 1 310 794-2289; Fax: 1-310 794-0732; Email: settner@mednet.ucla.edu

Dr Andrew Green, Nuffield Institute for Health: International Division, 71-75
Clarendon Road, Leeds LS2 9PL , UK
Tel: +44 113 233 6947 Fax: +44 113 246 0899; Email: a.t.green@ieeds.ac.uk

Professor Martin Knapp, Personal Social Services Research Unit, London School of
Economics and Political Science, Houghton Street, London, WC2A 2AE, UK
Tel: +44-20 7955 6225; Fax: +44-20 7955 6131; Email: M.Knapp@lse.ac.uk

Dr Gabriela Nino de Guzman, Chief Economist, Municipality of La Paz, La Paz,
Bolivia
Tel +591-2 372671; Fax: +591-2 391678 (Unable to attend)

Dr Roberto Nufio Solinis, IGESALUD, c/Pinares 59 2°D, 39180 Noja-Cantabria,
Spain
Tel: +34-94 2628862; Fax: +34 94 4618427: Email: robnuno@terra.es

Mr David McDaid, Personal Social Services Research Unit, London School of
Economics and Political Science, Houghton Street, London, WC2A 2AE, UK
Tel: +44-20 7955 6381; Fax: +44-20 7955 6803; Email: d.mcdaid@I|se.ac.uk

Dr Alberto Minoletti, Director, Mental Health Unit, Ministry of Health, Miraflores 590, '
Pisa 5, OF.10, Santiago de Chile, Chile
Tel: +56-2 630 0710; Fax: +56-2 664 2719; Email: aminolet@minsal.cl

Dr Massimo Moscarelli, International Center of Mental Health Policy and Economics
(ICMPE), Via Daniele Crespi 7, 20123 Milano, Italy
Tel/Fax: 39-02 5810 6901; Email: moscarelli@icmpe.org

Professor F. Omaswa, Director-General, Ministry of Health, P O Box 7272, Kampala,
Uganda
Tel: +256 41 340 873, Fax: +256 41 231584 (Unable to attend)

Dr Myrtle Perera, Executive Director, Marga Institute, 93/10 Dutugemunu Street,
Kirulapone, Colombo 6, Sri Lanka
Tel: +94-1 828544/829051; Fax: +94-1 828597; email: marga@sri.lanka.net

15



Professor Harvey Whiteford, Department of Psychiatry, The University of
Queensland, Toowong Private Hospital, 496 Milton Road, P.O. Box 822, Toowong
QIld 4066, Australia

Tel: +61-7 3371 5899; Fax: +61-7 3371 1289 Email:
h.whiteford@psychiatry.uq.edu.au or hwhiteford@Worldbank.Org

Professor Shen Yucun, Professor and Direcfor, Beijing Institute of Mental Health,
Beijing Medical University, 51, Huayuanbeilu, Beijing 10083, P. R. China
Tel.: +86-10 620 91953; Fax: +86-10 620 27314; Email Shenvc@pub‘liebta,net.cn

Observer:

Mr Andrew Healey, Personal Social Services Research Unit, London School of
Economics and Political Science, Houghton Street, London, WC2A 2AE, UK
Tel: +44-20 7955 6238; Fax: +44-20 7955 6131; Email: A.Healey@Ise.ac.uk

WHO Secretariat:

Dr Rafael Bengoa, Director, Health Care, World Health Organization, 20 Avenue
Appia, CH-1211 Geneva, Switzerland '
Tel: +41-22 791 2410: Fax: +41-22 791 4769; Email: bengoar@who.int

Dr Thomas Bornemann, Senior Mental Health Adviser, Department of Mental Health
and Substance Dependence, World Health Organlzatlon 20 Avenue Appla CH-1211
Geneva, Switzerland

Tel: +41-22 791 2938; Fax: +41-22 791.4160; Email: bornemannt@who int

Mr Daniel Chisholm, Choosing Interventions: Effectiveness, Quality, Costs, Gender
and Ethics, World Health Organlzatlon 20 Avenue Appia, CH-1211 Geneva,
Switzerland

Tel: +41-22 791 4938; Fax: +41-22 791 4328; Email: chlsholmd@who int

Ms Natalle Drew, Mental Health Policy and Service Development, Department of -
Mental Health and Substance Dependence, World Health Organization, 20 Avenue
Appia, CH-1211 Geneva, Switzerland

Tel: +41-22 791 3206 Fax: +41-22 791 4160; Email: drewn@who.int

Dr JoAnne Epping-Jordan, Mental Health Policy and Service Development,
Department of Mental Health and Substance Dependence, World Health
Organization, 20 Avenue Appia, CH-1211 Geneva, Switzerland

Tel: +41-22 791 4646; Fax: +41-22 791 4160; Email: eppingj@who.int

Dr Michelle Funk, Mental Health Policy and Service Development, Department of
Mental Health and Substance Dependence, World Health Orgamzatlon 20 Avenue
Appia, CH-1211 Geneva, Switzerland

Tel: +41-22 791 3855; Fax: +41-22 791 4160; Ema|I funkm@who.int

Dr Jorn Heldrup, Department of Organization of Health Services Delivery, World
Health Organization, 20 Avenue Appia, CH-1211 Geneva, Switzerland
Tel: +41-22 791 2559; Fax: +41-22 791 4747, Email: heldrupj@who.int

Miss Adeline Loo, Mental Health Policy and Service Development, Department of
Mental Health and Substance Dependence, World Health Organization, 20 Avenue
Appia, CH-1211 Geneva, Switzerland

Tel: +41-22 791 3917, Fax: +41-22 791 4160; Emall looa@who.int

16



Dr Maristela Monteiro, Management of Substance Dependence, Department of
Mental Health and Substance Dependence, World Health Organization, 20 Avenue
Appia, CH-1211 Geneva, Switzerland

Tel: +41-22 791 4791; Fax: +41-22 791 4160; Email; monteirom@who.int

Dr Srinivasa Murthy, Chief Editor, World Health Report 2001, Department of Mental
Health and Substance Dependence, World Health Organization, 20 Avenue Appia,
CH-1211 Geneva, Switzerland

Tel: +41-22 791 4305; Fax: +41-22 791 4160; Email; murthys@who.int

Dr Philip Musgrove, Senior Health Economist, Evidence and Health Policy, World
Health Organization, 20 Avenue Appia, CH-1211 Geneva, Switzerland
Tel: +41-22 791 2852; Fax: +41-22 791 4328; Email, musgrovep@who.int

Dr Benedetto Saraceno, Director, Department of Mental Health and Substance
Dependence, World Health Organization, 20 Avenue Appia, CH-1211 Geneva,
Switzerland

Tel: +41-22 791 3603; Fax: +41-22 791 4160; Email; saracenob@who.int

Dr Shekhar Saxena, Mental Health Determinants and Populations, Department of
Mental Health and Substance Dependence, World Health Organization, 20 Avenue
Appia, CH-1211 Geneva, Switzerland

Tel: +41-22 791 3625; Fax: +41-22 791 4160; Email: saxenas@who.int

Dr Erica Wheeler, Mental Health Policy and Service Development, Department of
Mental Health and Substance Dependence, World Health Organization, 20 Avenue
Appia, CH-1211 Geneva, Switzerland

Tel: +41-22 791 2401; Fax: +41-22 791 4160; Email; wheelere@who.int

Mr Mark Wheeler, Department of Health in Sustainable Development, World Health
Organization, 20 Avenue Appia, CH-1211 Geneva, Switzerland
Tel: +41-22 791 4649; Fax: +41-22 791 4153; Email; wheelerm@who.int

Dr Derek Yach, Executive Director, Noncommunicable Diseases and Mental Health,
World Health Organization, 20 Avenue Appia, CH-1211 Geneva, Switzerland
(Unable to attend) :

Tel: +41-22 791 2736; Fax: +41-22 791 4755; Email; yachd@who.int

17



ANNEX 3

Summary Of Technical Review Of Bacquound Document

Guiding Questions
Chapter by chapter questions
1) Is the reviewed literature accurately represented?

2) Is the literature review comprehensive? Has any body of literature been
overlooked? ‘

3) Is there additional information concerning developing countries that could
be added?

Overall questions ...

4) Has any content area been overlooked that is outside the existing structure
and scope of the background document?

5) Are there any other comments or suggestions on how to improve the
technical content of the document? 3 :

Participant Comments
Chapter 1: Introduction

A series of general questions relating to the overall structure and content of
the background document was raised. Participants wondered about the
document’s specific purpose, and suggested that it covered the economics of
mental health, not simply financing, as its title implies. Other comments were
made concerning the document's reliance on evidence ‘and experiences from
established market economies (as opposed to the current realities of mental
health care in most low-income countries). Finally, it was suggested that
points about mental health financing (as opposed to health financing,
generally), tend to be obscured.

It was suggested that the report could be strengthened by a) shortening the
document and focusing more on issues specific to mental health, b) where
advantageous to do so, placing greater emphasis on issues specific to mental
health (such as stigma and externality arguments leading to under-
investment), ¢) incorporating a description of the broad changes that have
occurred over the last decade with respect to health care reform in developing
countries, such as decentalization and privatization, and d) explicitly
recognizing the links between mental iliness, disability and poverty.
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Chapter 2: The Economic Impact of Mental Health Problems

The general limitations of ‘cost of illness’ studies were noted, due to the
heterogeneity of the methods used and, in common with DALYs, the absence
of decision rules for resource allocation and priority setting. As a result of this
latter limitation, it was questioned whether the conclusion that mental health
care expenditures were inadequate in most countries of the world was actually
supported by the data presented in this chapter. Attention was drawn to the
category of indirect costs that relate to lost employment of women, who may
be engaged in the agrarian economy, and to the medical poverty trap that can
occur with those suffering from mental disorders. The World Mental Health
Survey 2000 that is currently being undertaken in over 20 countries worldwide
was referred to as a new important source of up-to-date information on both
the epidemiological and economic burden of mental disorders.

Chapter 3: Equity and Mental Health

It was suggested that the concepts of horizontal and vertical equity
(introduced in Chapter 5) be added to the set of definitions given at the outset
of this chapter. The related concepts of ability to pay and willingness to pay
(vis a vis user charges) could also be usefully introduced in this context.
Reference was made to the work of Lucy Gilson and others at the London
School of Hygiene and Tropical Medicine on equity issues as they relate to
health care financing in developing (mainly sub-Saharan African) countries.
Finally, the availability of additional data in the Latin American context was
referred to (by Dr Minoletti, Chile).

Chapter 4: The mixed economy of mental health care

Whilst the mixed economy framework was widely acknowledged as a useful
tool for considering or mapping the various stakeholders involved in the
financing and provision of mental health care, it was also considered
important to acknowledge the limited scope of services in many developing
countries, hence service entities such as insurance schemes, social support
and housing have limited relevance in these contexts. A wide-ranging
discussion was held in relation to the potential role of the informal care sector
and traditional healers in particular.  Potential benefits included their
accessibility, their role as case-finding and referral agents, family counseling
and health promotion. The complementary role of traditional healers or the
informal sector was identified as a special issue for further research.
Returning to the issue of general health sector reform in developing countries,
it was suggested that this chapter include an expanded discussion of the
dynamic changes occurring in the health sector, such as: a) decentralization;
b) growth of the private sector; c) SWAPs — sector wide approaches — by
which external resources are channeled through a basket approach.

Chapter 5: Funding mental health services

A number of issues were brought up in relation to user fees, including the very
limited extent to which they generate resources (2-15%), equity problems that
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are raised by their use, and operational problems associated with creating
user fee exemption systems for the poor. More generally, it was felt that there
was a need to explicitly tackle in this chapter a) a vertical versus an integrated
approach to resource allocation/financing and b) the relative merits of
mandatory versus voluntary insurance systems, and in particular the issue of
adverse selection as a key constraint of private insurance.

Chapter 6: Purchasing mental health care.

It was acknowledged that this chapter is quite dense and could benefit from
some further editing. More mental-health specific information is needed, and
an increased emphasis could be placed upon the advantages and
disadvantages of different methods of payment to providers. One key question
to be addressed is whether supplier-induced demand in fee for service
arrangements is greater in mental health services, as opposed to general
health services. Other issues that could be given greater attention included
the distinction between sole source versus multiple source contracting, and
the trade-off between competition versus non-competitive practice. The
issues of need assessment, contestability (as opposed to competition) and
contracting were also raised as discussion points, which needed further
consideration. :

Chapter 7: Choosing interv»entions“

In terms of the ordering of economic questions, it was argued that cost-offset
should follow rather than precede cost-effectiveness. Prioritization should be
made according to the availability of effective / cost-effective interventions and
the presence of significant negative externalities. However, demonstration of
the consequences of doing nothing was emphasized as an important corollary
to studies of the relative cost-effectiveness of interventions. An important
issue raised with respect to priority-setting was the level at which an
intervention is considered cost-effective; this differs by country/region
according to affordability (e.g. in the US the threshold level might be $20,000
per DALY, but in low-income countries might be only $200 per DALY). More
intensive / higher cost mental health care interventions may not be viewed as
a cost-effective use of resources in this competitive priority-setting context.
Participants were given a brief outline of the generalized cost-effectiveness
initiative that WHO is currently undertaking which holds out the prospect of a
standardized methods for comparative sectoral assessment of cost-
effectiveness. '

Chapter 8: National and diStrict-Ievel resource allocation

Many of the comments for this chapter focused upon the relevance of this
information to countries with limited mental health resources. In this context,
the need to demonstrate the economic costs of doing nothing was
emphasized, as was the need for models that could have relevance to low-
income countries in determining the levels of resources required for a given
size of population. ' 4
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