
MENTAL HEALTH 
SYSTEMS COMPARED

 





MENTAL HEALTH 
SYSTEMS COMPARED

 





CHARLES C THOMAS • PUBLI SH ER, LTD.
Springfield • Illinois • U.S.A.

MENTAL HEALTH
SYSTEMS COMPARED

Great Britain, Norway, Canada, 
and the United States

Edited by

R. PAUL OLSON
Minnesota School of Professional Psychology

at
Argosy University—Twin Cities



Published and Distributed Throughout the World by

CHARLES C THOMAS • PUBLISHER, LTD.
2600 South First Street

Springfield, Illinois 62704

This book is protected by copyright. No part of
it may be reproduced in any manner without written
permission from the publisher. All rights reserved.

© 2006 by CHARLES C THOMAS • PUBLISHER, LTD.

ISBN 0-398-07658-8 (hard)
ISBN 0-398-07659-6 (paper)

Library of Congress Catalog Card Number: 2006040458

With THOMAS BOOKS careful attention is given to all details of manufacturing
and design. It is the Publisher’s desire to present books that are satisfactory as to their
physical qualities and artistic possibilities and appropriate for their particular use.
THOMAS BOOKS will be true to those laws of quality that assure a good name

and good will.

Printed in the United States of America
UB-R-3

Library of Congress Cataloging-in-Publication Data

Mental health systems compared : Great Britain, Norway, Canada, and the United
States / edited by R. Paul Olson.

p. cm.
Includes bibliographical references and index.
ISBN 0-398-07658-8 (hard) -- ISBN 0-398-07659-6 (pbk.)

1. Mental health services--Great Britain. 2. Mental health services--
Norway. 3. Mental health services--Canada. 4. Mental health services--
United States. I. Olson, R. Paul.

RA790.7.G7M482 2006
362.2--dc22 2006040458



v

CONTRIBUTORS

John L. Arnett obtained his Ph.D. in clinical psychology from the University
of Manitoba, Winnipeg, Manitoba, Canada. He is Professor and Head of the
Department of Clinical Health Psychology, Faculty of Medicine at the Uni-
versity of Manitoba. His research interests and publications address profes-
sional training, clinical health psychology, neuropsychology, and psychosocial
effects of various medications with seizure disorders. Dr. Arnett served as Pres-
ident of the Canadian Psychological Association in 2004.

Patrick DeLeon obtained his Ph.D. from Purdue University in clinical psy-
chology and thereafter, a masters degree in public health from the University
of Hawaii, and a jurisprudence degree from the Columbus School of Law at
Catholic University. Following work as a staff psychologist in Hawaii, he has
served since 1973 as Administrative Assistant to U.S. Senator Daniel K. Inouye.
He is a former President of the American Psychological Association, and pres-
ently a member of its Board of Trustees. He has served on boards and com-
mittees with numerous other professional associations, and he is presently on
the National Advisory Committee of the Institute for Public Policy Studies at
Vanderbilt University. He has been a consulting editor with several professional
journals and he is the recipient of several awards for distinguished service.

John N. Hall received his Ph.D. in clinical psychology from Leeds Univer-
sity, Leeds, England. He has worked with the British Health Service in both
clinical services and as a consultant in clinical psychology to the British Gov-
ernment. Since 1992 he has been both part-time Specialist Adviser in Mental
Health at the Health Advisory Service, and Visiting Professor in Mental Health
at Oxford Brookes University. Dr. Hall is currently Chair of the Quality and
Effectiveness subcommittee of the Division of Clinical Psychology within the
British Psychological Society, and the head clinical psychologist for Oxford-
shire. He is working presently on two projects related to mental health policy
funded by the British Government Department of Health.

Haldis Hjort received her Ph.D. in psychology from the University of Oslo,
with a specialization in clinical psychology. She has worked in outpatient pri-
vate practice with children and adults with a variety of mental disorders, and



in institutions for psychiatric and drug abusing patients. In addition, Haldis is
a Senior Researcher at the Norwegian SINTEF research group (department
of mental health research, Oslo), the author of three books, co-editor of an-
other four, and author of several other chapters and articles, many of which
relate to the field of psychotherapy practice. She is on the editorial staff for
Matrix, the journal of psychotherapy for the Nordic area of Europe (Norden).

Arnulf Kolstad earned his Ph.D. from the Norwegian Institute of Technology
(NTNU) and another doctorate in philosophy from the University of Bergen,
Faculty of Psychology. While on the faculty of NTNU, he has been a research
scientist at The Norwegian Institute for Hospital Research (UNIMED/SINTEF).
He is presently a professor in social psychology at NTNU in Trondheim, and
researcher with the Norwegian Research Council responsible for evaluation
of Psychiatric Health Services in Norway. His expertise includes psychiatric
epidemiology, planning and evaluation of mental health services, psychology
of law, group conflicts and conflict resolution, and political psychology.

R. Paul Olson obtained his Ph.D. in clinical psychology from the University of
Illinois at Urbana. After providing direct clinical services for several years in a
private, multidisciplinary clinic and in a managed care organization, he became
associate professor of clinical health psychology at the University of Wisconsin,
Stevens Point. Thereafter, he served for ten years as Dean of the Minnesota
School of Professional Psychology (MSPP). Dr. Olson is currently a professor
in clinical psychology at MSPP, a program of Argosy University-Twin Cities.
His teaching interests include mental health delivery systems, professional
issues and ethics, experiential psychotherapy, psychology and religion. His
publications are in the areas of managed behavioral health care, graduate ed-
ucation, applied psychophysiology, psychology and religion, and the experi-
ence of reconciliation. Dr. Olson has provided expert testimony to both state
and national committees in the area of health care policy, and he has served as
co-chair of the legislative committee of the Minnesota Psychological Associa-
tion.

Danny Wedding obtained his Ph.D. in clinical psychology from the Univer-
sity of Hawaii. He has provided clinical services in both civilian and military
settings with specialties in neuropsychological assessment, behavioral medi-
cine, and psychotherapy. He served for two years as Congressional Health
Policy Fellow and Congressional Science Fellow, two programs administered
respectively by the Institute of Medicine and the American Psychological As-
sociation. Since 1991 he has been Professor of Psychiatry in the Department of
Psychiatry and Neurology, and Adjunct Assistant Professor of Psychology in
the Department of Psychological Sciences, University of Missouri-Columbia.
Dr. Wedding is the current Director of the Missouri Institute of Mental Health.
His publications are in the areas of psychotherapy theory, neuropsychology,
behavioral medicine, and mental health policy and services. 

vi Mental Health Systems Compared: Great Britain, Norway, Canada, and the United States



FOREWORD

It is a pleasure and honor to write the foreward to this book. As psycholo-
gists, as educators, and as individuals committed to the promotion of health

-- captured by WHO’s depiction as a “state of complete physical, mental and
social well-being” (WHO, 2001) -- the authors of this volume have collectively
undertaken an overview and comparison of the mental health infrastructures
and services in four countries – Canada, Great Britain, Norway and the United
States.  Their very comprehensive, thorough and comparative approach
makes this a unique volume – they address mental health services as part of a
larger social service and health care delivery system, embedded in larger sys-
tems of culture, history, attitude and belief. 

What you will learn from this book. The authors, psychologists from
the four countries surveyed, used a common framework to organize their in-
formation on the mental health systems of Canada, Norway, the United King-
dom and the United States – countries that vary in size, wealth, population,
and governmental and social services organization. Collectively, the chapters
on these countries offer a trove of information that will educate readers about
the current status of mental health care in a rich context from a public policy
and public health perspective. Understanding mental health care in any one
country requires both detailed and organized understanding of how that
system is positioned within the larger health care system. This volume pro-
vides that overview by describing the many layers comprising the system.
These include a snapshot of each country’s social, political, demographic, ge-
ographical and economic history with an eye to capturing the context in which
health and mental health are addressed; an overview of important policies
and programs, and the resulting health and mental health systems, including
indications of effectiveness, cost, and serving the needs of the population.  No
one can help emerging from this book without two things – an appreciation of
the broad-ranging attention paid to health and mental health by commissions,
researchers, politicians, agencies and global bodies, and a sense of awe at the
extent to which an ideal world with quality health and mental health care, ac-
cessible in a timely fashion to all is still not fully realized even in those coun-
tries with a vast protective net.

Why you should read this book. As editor Paul Olson points out, the
time is right for a volume that provides a common framework for looking at
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information across countries.  Thoughtful comparative summaries concern
such broad issues as access to services, mental health workforce needs, and
meeting the needs of the population; a section on lessons learned provides a
wealth of information and inspiration for those who want to understand and
improve their country’s mental health system services. We always benefit from
looking beyond our own borders to see how others, with different histories,
systems and expectations have approached solving common challenges. This
volume contributes to that discussion.

Merry Bullock
Senior Director, Office of International Affairs
American Psychological Association
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PREFACE

In September 2000 representatives from 189 countries, including 147 heads of state, met
at the Millennium Summit in New York City to adopt the United Nations Millennium
Declaration. The declaration set out the principles and values that should govern inter-
national relations in the twenty-first century. (WHO, 2003, p. 25)

National leaders made commitments in several areas including the devel-
opment of nations and eradication of poverty. Goals prepared subse-

quently in this area are generally called Millennium Development Goals
(MDGs). The MDGs are the collective expression of desired ends and in-
tended outcomes, not a prescription for the means by which these ends are to
be achieved.

Three of the eight MDGs, eight of the 18 targets required to achieve them,
and 18 of the 48 indicators of progress are health-related (WHO, 2003, Table 2.1,
p. 28). Mental health was not cited specifically or separately as one of the health-
related goals, targets, or indicators. Though not mentioned explicitly, mental
health is an implicit goal by virtue of  the WHO definition of health as “. . . a
state of complete physical, mental, and social well-being” (WHO, 2001, p. 3).

Moreover, as a component of health, the WHO has endorsed mental health
as both a universal human right and a fundamental goal for the health sys-
tems of all countries irrespective of their stage of development. The right to
health was affirmed in the Constitution of the WHO drafted in 1946: “The
WHO Constitution identifies ‘the enjoyment of the highest attainable stan-
dard of health’ as ‘one of the fundamental rights of every human being with-
out distinction’” (WHO, 2003, p. xi). Health, including mental health, is
viewed as a goal closely connected with two other core values to be actual-
ized internationally in the twenty-first century — the values of security and jus-
tice. An essential aspect of justice is the promotion among nations of universal
access to affordable mental health care of the highest attainable quality.

One year after the Millennium Summit, the WHO devoted an entire
annual report (WHO, 2001) to a description of the mental health needs of 192
member nations. This landmark report included prevalence estimates of se-
lected mental disorders and their contribution to the burden of disease world-
wide evident in the death and disability attributable to mental disorders.
Nations’ health expenditures in public and private sectors were cited as indi-
cators of how well the mental health needs were being met.
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In the same report, the WHO reaffirmed that the prevalence and conse-
quences of mental disorders have a substantial impact on health care systems
generally. A large proportion of medically ill and injured individuals experi-
ence co-morbid depression, which interferes significantly with patients’ ad-
herence to recommended medical treatments (WHO, 2001, Box 1.3, p. 9).

Tragically, many individuals do not receive any health care for their mental
disorders, let alone mental health services appropriate to their specific type
and severity. The WHO cited two common barriers to treatment: (a) stigma
and discrimination, and (b) inadequate mental health infrastructures to meet
the large and increasing need for mental health services. The present volume
addresses the second factor by comparing the mental health systems of four se-
lected countries (WHO, 2003, Box 1.4, p. 19).

These four countries illustrate both strengths and limitations in the way
mental health services are organized, delivered, and financed. An under-
standing of their commonalities and differences provides insights about both
the challenges many countries face, and the possibilities for meeting them. It
is the authors’ hope that our respective countries might learn from one an-
other what policies and strategies seem to work, and how the gap between
mental health needs and mental health services can be bridged to reduce this
form of human suffering worldwide. We believe that improvement in the
mental health of countries will help to promote international security, justice,
and peace, in addition to promoting the well-being of individuals.

The purpose of this book is twofold: First, to describe the mental health
systems of four Western industrialized societies (Great Britain, Norway,
Canada, and the United States), and second, to evaluate and compare these
systems on a set of common criteria. Particular attention is given to how each
society delivers and finances mental health services for their population with
identified mental disorders. The authors from each country evaluate their own
mental health system relative to six common criteria to facilitate comparison
with the other three countries. Common criteria include access/equity, qual-
ity/efficacy, cost/efficiency, financing/fairness, and protection/participation.
On the final criterion (population relevance), the authors provide a summative
evaluation by addressing the degree to which their country’s present mental
health system meets the identified needs for mental health services. All six cri-
teria are defined subsequently in the introductory chapter. The authors’ eval-
uations lead to recommendations for improvement in mental health policies
and in the structure and functioning of their country’s system for delivering
and financing mental health services. The book’s final chapters address con-
vergence and divergence among the four systems, and provide conclusions
and recommendations for mental health system reform.
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OVERVIEW AND CONTEXT

Within the past decade mental health has received
increased international attention. Stimulated by

calls to action by the United Nations Secretary General
(Boutrous-Ghali, 1995) and by World Health Organi-
zation (WHO) health ministers (WHO, 2001a), the
WHO began a project on “nations for mental health”
( Jenkins, McCallough, and Parker, 1998), and devoted
its annual world health report to mental health (WHO,
2001b). “In 1999, the World Bank established posi-
tions for mental health in its Washington, DC head-
quarters and for the first time, considered the funding
of mental health interventions within its lending pro-
gram as well as including mental health in its policy
dialogue with countries” (Gulbinat et al. 2004, p. 6).

Within this same period, there have been signifi-
cant advances in technical knowledge and cost-effec-
tive interventions (WHO, 2001b), but the application
of empirical research in mental health delivery sys-
tems has been limited, and especially in developing
nations, with the result that the large majority of
people with mental disorders remain untreated. Esti-
mates of untreated mental and neurological disorders
in developing countries (85%) is much greater than in
developed countries (54%), but remains high in both
(Institute of Medicine, 2001).

Among the causes for the wide treatment gaps
both within and between countries, three system fac-
tors have been identified: (a) the lack of a policy on
mental or neurological health; (b) the failure of pro-
fessionals in the fields of mental health and neurology
to engage in the economic aspects of the health and
social policy dialogue; and (c) the lack of preparation
and training for leadership in policy development and
dialogue (Gulbinat et al. 2004, p. 6).

A fourth factor implicated in the treatment gap is
the small number of international comparative studies
of mental health needs and mental health systems that
are more or less successful in meeting their popula-
tion’s needs. Gulbinat et al. (2004) observed that in-
ternational comparative studies of mental health
services, programs, and policies have been very lim-
ited, if not nonexistent until the late 1990s when a few
studies were published (e.g., Global Forum for Health
Research, 1999; Gulbinat et al. 1996; Jenkins and
Knapp, 1996; Manderscheid, 1998; Sartorius, 1998).
This limited research is itself one of the barriers to es-
tablishing evidence for the impact of mental health
policies and mental health systems.

In recognition of the need for comparative studies,
particularly on the impact of mental health policy for-
mulation and implementation upon sector-wide
reform, the International Consortium on Mental
Health Policy and Services developed (a) a frame-
work (template) identifying key domains and ele-
ments of a national mental health policy, and (b) a
standardized method (mental health country profile)
to assess a country’s current mental health status. Ad-
ditional goals of this international effort included (c)
establishing a global network of expertise in mental
health policy and services, (d) evaluating the cost-ef-
fectiveness of implementations of various elements of
mental health policy under different conditions, and
(e) generating guidelines and examples for improving
mental health policy and mental health system per-
formance appropriate to existing delivery systems
and demographic, cultural, and economic factors
(Gulbinat et al. 2004, p. 9).

Among mental health specialty groups, clinical
psychologists have not been trained systematically,
if at all, in mental health policy formulation and
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implementation, nor in systems theory or mental
health services research. One consequence has been
much less psychological research on the performance
of mental health delivery systems than on the devel-
opment of cost-effective, evidence-based clinical in-
terventions. There has been a particular deficit in
professional psychology curricula devoted to under-
standing the language of health economists, finance
experts, and health policymakers and politicians. Psy-
chologists who have contributed to systems level re-
search on policy formulation and implementation
have been those with a keen interest and practical ex-
perience in positions that require a system-wide per-
spective. We have found examples of these experts
from the four countries that constitute the focus of the
present comparative study of how countries finance,
organize, and deliver mental health services to meet
their population’s needs.

None of our contributing authors claim to repre-
sent a consensus or official perspective on the perfor-
mance of their mental health system. All of them
have been immersed in the operations of these sys-
tems at clinical and/or administrative levels, in the ed-
ucation and training of clinical psychologists, in
research, consultation or supervision related to the de-
livery of mental health services and/or in mental
health policy formulation and implementation.

Our authors have volunteered to share their own
expert views of the mental health systems operating
in their own country. They have not been asked to
create a complete “mental health country profile” ac-
cording to the specifications of the International Con-
sortium on Mental Health Policy and Services
( Jenkins et al. 2004), but elements and domains of the
guiding framework (template) have been selected to
facilitate comparisons among these four developed
countries (Townsend et al. 2004). To be more specific,
the authors have been invited to address some, but
not all of the elements of all four domains pertinent to
mental health policy formulation: context, resources,
service provision, and outcomes.

The purpose of this chapter is to provide an
overview and context for the planned comparisons
among the systems for delivering and financing
mental health services in Great Britain, Norway,
Canada, and the United States. Because this book ad-
dresses specifically the systems for treating mental dis-
orders, the introduction begins with definitions of two
central terms: “mental health systems” and “mental
disorders.” Thereafter, an international perspective is
provided on the significance of mental disorders by
citing current statistics summarized by the World

Health Organization on the prevalence and the con-
tribution to the burden of disease evident in the death
and disability attributed to mental disorders (WHO,
2001b, 2004).

A mental health system does not exist as an au-
tonomous sector within a society; rather, it functions
as a subsystem within a society’s overall health care
system. How mental health services are delivered and
financed is influenced significantly by the way in
which a society organizes, delivers, and finances all
health services. Consequently, to understand similar-
ities and differences among the four mental health
systems selected for this study, it is helpful to appre-
ciate the comparative estimates of both total health
expenditures and the predominant sources of public
versus private financing. The World Health Organi-
zation (WHO) provides these estimates in its annual
reports, though not for mental health spending sepa-
rate from total health expenditures. The latter data
have been reported most recently in the Mental Health
Atlas – 2005 (WHO, 2005a).

Following the report of health expenditures by
each of the four countries, the domains and criteria
are discussed in this chapter relevant to the twin goals
of description and evaluation of the mental health
system for each country. This discussion is followed
by presentation of the common chapter outline
adopted by the contributing authors to facilitate com-
parisons. The introduction concludes with comments
about our authors and intended audience.

In its annual report devoted to mental health, the
WHO recognized that mental health is crucial to the
overall well-being of individuals, societies, and coun-
tries. The report also acknowledged the following:

Unfortunately, in most parts of the world, mental health
and mental disorders are not regarded with anything
like the same importance as physical health. Instead,
they have been largely ignored and neglected. Partly as
a result, the world is suffering from an increasing burden
of mental disorders and a widening ‘treatment gap.’
(WHO, 2001b, p. 3)

It was estimated that in 2001 about 450 million
people worldwide suffered from a mental or behav-
ioral disorder, but only a small minority received
even the most basic treatment. There continues to be
significant unmet needs for mental health services
around the world. The WHO projected that the
burden of disease attributable to mental disorders will
increase from ten percent in 1990 to 15 percent in
2020 (WHO, 2001b, p. 19).

The annual report devoted specifically to mental
health (WHO, 2001b) reflects the growing awareness
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within the international community of the significant
impact of mental health upon the social, economic,
political, and individual well-being of the world’s pop-
ulation. Moreover, the WHO acknowledged the sig-
nificance of mental health by including it as an
essential component in the basic definition of health.
Health is “not merely the absence of disease;” rather,
health is “. . . a state of complete physical, mental, and
social well-being” (WHO, 2001b, p. 3). This defini-
tion reflects a consensus about both the holistic nature
of health and consequently, the integral part mental
health plays in general health.

Although the present volume focuses on the ways
the diagnosis and treatment of mental disorders are
organized, delivered, and financed, it is important to
appreciate conceptually and empirically that mental
health is more than the absence of a mental disorder.
Moreover, the contributing authors share the convic-
tion that the promotion of mental health and the pre-
vention of mental disorders are as important as their
diagnosis and treatment, but it is the latter that our
contributing authors have been asked to emphasize,
though not exclusively.

Use of the terms “mental health” and “mental
illness” would seem to imply endorsement of a med-
ical model of these phenomena. Mental illness is a
general term, which refers to all diagnosable mental
disorders regardless of their etiology. While acknowl-
edging the major advances biomedical science has
brought to our understanding and treatment of
mental disorders, the authors of this volume embrace
a biopsychosocial model of these forms of human suf-
fering. Appreciation for all three dimensions in the
etiology, diagnosis, and treatment of mental disorders
provides a more comprehensive and inclusive ap-
proach, which recognizes and invites the contribu-
tions of multiple disciplines and professions to
multimodal interventions.

The preferred term for the phenomena under
study will be “mental disorders” to connote the more
holistic, biopsychosocial model and to appreciate the
impaired (disordered) functioning that individuals
suffer as a consequence of these conditions. Never-
theless, we adopt the conventional term “mental
health services” utilized in the specialized area of re-
search called health services research, of which this
text is one example. More specifically, this book com-
pares mental health systems from four countries in
terms of the way they organize, deliver, and finance
mental health services. Since mental health systems
are the focus of this volume, it is appropriate to elab-
orate on the meaning of that term prior to defining

mental disorders and discussing indicators of their
prevalence and consequences.

Definitions

Mental Health System

Based on the WHO definition of a “health system”
(WHO, 2000, p. xi; 2003, p. 105), the working defin-
ition adopted for the purposes of this study is as fol-
lows: A mental health system comprises all organizations,
institutions, and resources that produce actions whose pri-
mary purpose is to improve mental health.

In order to describe a mental health system, one
needs to ask such questions as who delivers what ser-
vices to whom, when, where, how, and why. Ulti-
mately a description of a mental health system
requires researchers to attend not only to providers,
patients, and payers, but also to health plan managers,
regulators, and policymakers as they interact in their
various roles as members of the system. One of the
goals of this volume is to provide information to these
constituencies to help them understand how their
own and other mental health systems work, and how
to work their system in order to ensure high quality
mental health services at affordable cost, distributed
equitably, and financed fairly.

The previous statement suggests that a perfor-
mance appraisal of a mental health system involves
the application of values and criteria expressed in
goals and performance standards. These will be dis-
cussed subsequently in this introductory chapter and
by each chapter author. Prior to that discussion, a few
more comments are offered here about the definition
of a mental health system.

The general definition of a mental health system de-
notes structures and functions as elements for analysis
addressed in general social systems theory (e.g.,
Ashley and Orenstein, 1990; WHO, 2000, Chp.1;
Willing, 1989). The structures are not only organiza-
tions, institutions, and resources for delivering and fi-
nancing mental health services, but include the
statuses and roles occupied by various individuals
who perform different functions that contribute in dif-
ferent ways and in varying degrees to the general goal
of enhancing a society’s mental health. Theoretically
speaking, a mental health system is an abstract con-
cept; nevertheless, it refers ultimately to concrete re-
lationships and interactions among its members in
their various roles.

A mental health system includes more than the
human and financial resources organized to provide
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