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1.
Welcome and introduction 


Mrs Mel READ, MEP, President of the Health Forum Intergroup
Good afternoon I am very pleased to welcome you all here today. Our subject today is Mental Health in Europe. Our first speaker is Professor Ville Lehtinen.

2.
European Mental Health Promotion: policies and trends


Professor Ville LEHTINEN, STAKES, the National Research and Development Centre for Welfare and Health, Finland

Thank you for your kind invitation to come to this Health Intergroup Forum and of course I am very pleased that mental health has been chosen as the topic of the meeting.

What is mental health promotion? I would like to see mental health promotion as a comprehensive strategy aiming to 1) enhance the value and visibility of mental health; 2) enhance the level of knowledge about mental health and 3) protect, maintain and improve mental health. 
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Why is mental health so important? I would like to stress that mental health must be seen as an issue in everyday life. Mental health originates in families, in schools, on the streets and in workplaces and is also an essential part of general health. One can say that there is no health without mental health and in that sense, mental health enhances emotional resilience. Mental ill health is not only related to mental disorders, but to many aspects of life.  tc  \l 4 "Why is mental health so important? I would like to stress that mental health must be seen as an issue in everyday life. Mental health originates in families, in schools, on the streets and in workplaces and is also an essential part of general health. One can say that there is no health without mental health and in that sense, mental health enhances emotional resilience. Mental ill health is not only related to mental disorders, but to many aspects of life.  "
Mental disorders are rather common, more so than people usually think. I have collected  information from several European and one American study, specifically on the occurrence of mental disorders in the general population. Almost 20% of the population suffer from some type of mental disorder at any given time. One can say that mental ill health is clearly a public health issue. We also know from different studies that mental disorders are increasing and causing mortalities. Studies have shown that the so-called standardised mortality rate is about 4 times higher in people suffering from mental disorders than in a normal population of the same age. One can clearly say that mental ill health is not only harmful, it also kills. We know that mental disorders cause a lot of disability and disability pensioning. Unlike many physical illnesses, this disability begins in the very early years of life.  

Concerning mortality, suicides are one major problem. Mental disorders also cause a severe economic and social burden on society, and also on the families affected by these disorders and, of course, the patients themselves. Lastly, mental disorders affect subsequent generations. In spite of this heavy burden and severe concern from the perspective of public health, mental health has a secondary position in health policies, in the field of health services and in health promotion, both nationally and also at the Community level.

In terms of what has been done so far, I’m happy to say that the European Commission and especially DG V/F which has been responsible for public health programmes, has shown a clear interest in mental health issues. We have started a European Mental Health Agenda Process. Coming from Finland, I am happy to say that Finland has been active in this process and it is very good to see that many European countries have already joined. One sign of this is the European Network on Mental Health Policy, which has been functioning for about 3 years now.  

One important step was the Key Concept Process, funded by the Commission and which defined the concepts and also the priority areas in this field. The Finnish Minister of Health proposed a discussion initiative at the last Health Ministers’ Council meeting. Then a consultative meeting was organised in January 1998, which prepared and discussed the priority areas which should be in a key position when we go forward with this process.  

I will illustrate the 7 priority tracks or areas which were defined in this meeting. One is to increase and enhance the value and visibility of mental health everywhere in different programmes and projects and decision-making. Children and adolescents are in a special position. They emphasised mental health aspects of working life and especially in relation to unemployment. We should look at the ageing population and their mental health and possibilities for a good life. We should put more emphasis on people who are at risk of being marginalised. Then there are 2 more technical tracks: one to develop indicators for mental health and one concerning telematic solutions for mental health promotion.  

Preparatory work is now already going on in almost all of these tracks. I hope that the next important step in this process will be the European Conference on Promotion of Mental Health and Social Cohesion which will be organised in October 1999 as a part of the Finnish EU Presidency.
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Professor Lehtinen, thank you very much indeed for that excellent start. We’re going to hear now from Mrs. Esther TWOMEY.

3.
Criteria for reducing the impact of severe mental illness 
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Thank you very much, Mel. May I say that it’s very important for EUFAMI to have the opportunity to come here and tell people about EUFAMI and the work we are doing. 

Our interest is in families where there is a family member with a severe mental illness. Our concern is to reduce the impact of severe mental illness and we like to start as early in possible in life and provide the support and optimism for people who may otherwise have a lifelong experience of mental illness.

EUFAMI is an organisation of 24 NGOs in Europe from 18 different countries. 75% of out membership are carers of people with severe mental illness, 25% are professionals and quite often this is a cross over in that some of our family members are professionals in the area of psychiatry and psychology etc. We have at least 10% of people with mental illness at our meetings and seminars as a matter of principle. Of the membership, 70% of our family members have someone with schizophrenia or an allied disorder in the family. Carers of people with mental illness were the group who set up EUFAMI some years ago, but of course there is an absolute connection with the life of the person who has the severe mental illness.  

We focussed on carers because we found that the quality of care being offered for people with severe mental illness was extremely poor. There had been a period of time without change. The biggest change was newer medications coming into the area of psychiatric illness, but that in its own way brought new pressures on carers. The Community Care concept was developing at this time. Community Care means going home to your family, whether it’s right or whether you are prepared for it or not.  You have no choice – it happens. Carers really felt that there had to be some rapid change and a better, more wholesome way to care for people with severe mental illness. The closure of the hospitals, the prescription - a medical model which was used for many years without any supporting treatments. Carers found it wasn’t working.  

We also know that at this point in time, despite newer medication coming into the picture, 80% of people with severe mental illness are still taking medication which has very serious side effects. So we felt that this element of sedation and control was not the way that people with severe mental illness should be cared for. Carers themselves got together and we decided that we should look for something that really supported people, that had a liberating influence on people and empowered them to take greater control over their own life and their health options. Carers needed it as much as the people with the illness, because you find in a family where there is serious mental illness the family itself becomes a disfunctional if they are not properly supported.

We in EUFAMI feel that we are a bit different. We have the advantage of a unique network of people within Europe. They are all people living with the issue of severe mental illness.  They know what it is to try and manage this situation themselves. In our mind, and we try to advocate this at all conferences, our members are the real experts. For too long we found at Plenary Sessions and main presentations that the experts are the medical people, rather than the family members who themselves have an enormous fund of experience and expertise which they’ve gained at the coal face

Our members throughout Europe bring us very real examples of the best and the worst practice in the area of psychosis and schizophrenia in particular. We can offer something very tangible to members in that there is no middle strata that abstracts the real issues for our members and the real issues can be spoken about and highlighted in a very pragmatic and tangible way. This is a problem that we have found over the years with the area of health issues and certainly mental health issues that there is a great deal of theory and abstraction. We offer peer support, which is very dynamic and we can offer a fast track to the best practice for our members, so there is an exponential growth in the quality of what’s happening among our membership. 

For too long, carers were made out to be the cause of the illness, traditionally. Afterwards, it became necessary to talk to carers but they were never seen as a person in their own right. We brought this point up at our very first visit to Strasbourg. What we found is that where carers have their needs addressed, they are better able to survive; there is less likelihood that the person with mental illness will deteriorate; and there is less likelihood that the whole network of the family, the friends or indeed the community will deteriorate.

With the help of a grant from Europe we brought people together, we wanted to listen to what was happening and document the real issues. We can’t just say that it is everybody else’s fault, or that we must raise public awareness. We said we would start with ourselves. There’s a great deal of difficulty within our own living day-to-day, starting with the issue of stigma and discrimination. Among family members themselves, we realised that there was a lot of that happening, it wasn’t just out there in the public arena. One of the first conferences we organised for our own members, where again we had our own expert speakers. 

The whole issue of exclusion was a very real issue for our members. You have to have the courage to admit there is somebody severely mentally ill in your family. You are probably aware of the bad press that mental illness, and particularly the words ‘schizophrenia’ and ‘psychosis’ gets. Secondly, we said how are we going to give people the courage and how can we help our members to take hold of the issue, make statements and lobby and take hold of the issue themselves. So we looked at the issue of self-help and empowerment – what can we do for our own members?  We discovered that there were a lot of courses, coping skills, family intervention, things going on over many years, but there’s a critical difference. These courses that were supposedly providing support for family members were really not working in two ways.  Firstly, they work on intervention in the family. They continued to encourage carers to prop up the system as it was. They didn’t encourage carers to challenge the system and say ‘How can I change this? Because by changing I can improve the situation’.  This is a critical difference. The empowerment courses that we looked at are those where the dynamic changes the person, who becomes more able to deal with the issue and is actually moving along a scale of better health themselves and helping therefore the other people in the family. It’s the same not just for carers, but for the person themselves with the mental illness. 

When you are participating in your own wellbeing, driving that and deciding how it is going to be, then there is a better chance that it will work. You have a commitment and an ownership of this. In our third meeting we asked our members to bring us models of good practice and indeed, bad practice. We too often hear of the bad things that are going on and whereas we need to acknowledge that, there is nothing to be gained from continually discussing bad practice – we need to address it and decide what we are going to do. Here, our members looked at issues of our criteria of good practice which will work against the effects of severe mental illness. We’re interested in fast effects, long-term effects and inclusive solutions for members.  

One of our members is a Swedish psychologist, who is quite an unusual man in that he is responsible for a whole psychiatric unit – this is quite an unusual thing to happen.  We also had my colleague Bas Van Raay, 
who is the President of EUFAMI, a family member and psychologist from the Netherlands. Other members speaking at this conference about best practice were people themselves living with severe mental illness and carers. They spoke on ‘What is best practice?’ and ‘What makes a difference for you?’  

We are not isolationists, we don’t say ‘We know it all therefore we don’t want anything to do with professionals’. We say there is a great deal to be done together, we must work together. Professionals talking to professionals has a great influence and these are some of the codes of good practice which we feel that could be encouraged among professionals themselves and which family members should know about. So that when you go to discuss the issues, you are aware of the framework that you can use that gives you greater power when you are lobbying for better health.

What now? Our main interest is the prevention of the worst excesses of serious mental illness. Also, prevention in terms of subsequent generations, as mentioned earlier. As far as the carers are concerned, we have found one particular type of course from Australia by a man called Ken Alexander, to teach carers coping skills. Among those principles are that we do have collective tribal wisdom which is valuable and we should apply it.  We must have our clubs to defend ourselves and to advocate for ourselves and we should also prevent the imposition of caring. People should have a choice about being a carer or not. It should not be assumed that because you have a family member with mental illness, you’re going to be caring for the rest of your life. This is wrong. People must have the option to choose. If people decide to be a carer, there is a lot one can do to support them. By simply having that choice, it makes it different.

I personally have a son with schizophrenia and I do not want to see the battle handed down to my daughter, my granddaughter or whatever. They must make the choice and my son, although I don’t speak on his behalf, says he does not want this to be an automatic thing that happens.

We are looking at projects – one is happening in Sweden. It is about carers, but essentially about children. Those children who are living in a family and whose parents or older brothers and sisters have a serious mental illness are carers.  They’ve been carers since an early age. We have to make some kind of problem which acknowledges, understands that and recognises it very early on. We have one very good example which is happening in Stockholm at the moment. Also, this family support course which radically changes people’s lives so they can be in better health themselves and make a better contribution to whatever it is they decide they want to do. For our people themselves with mental illness, the groups that we’ve seen, both in Ireland where I live and work and in the Netherlands, are very dynamic groups of people who themselves act as peer groups for people with schizophrenia mainly, as it happens, in the group I know called ‘Friends’ in Ireland and the ‘Anoixis’ group in the Netherlands. 

Our point is that it is a civil right. We think that any support given to people should be inclusive and non-intrusive and what we need here is, most importantly, a raised profile, help in the spreading of the information and also resources.


Mrs Mel READ, MEP, President of the Health Forum Intergroup
Esther Twomey, thank you very much indeed. I think there was so much that was impressive about that; it was both the very practical detail for me plus the very broad overview at one and the same time.  I loved the phrase ‘collective tribal wisdom’. It’s something we’re rather conspicuously lacking here in this Parliament.

We’re going to move on now and hear from Mrs Josée VAN REMOORTEL. 

4.
Overview of current issues and developments at a European level


Mrs Josée VAN REMOORTEL, Executive Director, Mental Health Europe  

Thank you very much, Mel, first of all for inviting us here to this Intergroup meeting. It is important certainly for us to be able to speak to MEPs. I know that we are part of the broader group so having mental health on the agenda is really a first step in getting recognition and raising the profile.

I am from Mental Health Europe. We are the European regional council of a broader World Federation for Mental Health, set up just 50 years ago at the same time as the WHO and the United Nations. Within Europe, we have had our own constitution since 1985. We are quite a large organisation with 140 Member Associations and more than 500 individual members all over Europe. We have members in 42 of the 52 countries in Europe which means a broad representation. When you look to those different countries where we have members there is one constant point, that mental health is always, in every country in Europe from Portugal to Azerbaijan or from Iceland to the southernmost part, the Cinderella of the health budget. It is never recognised or well supported and is always the last priority on the list. You know yourself, if you have a list of things you wish to receive, the first, second, third come up, but your fourth or fifth priority is never reached. This is why I am so happy to get the opportunity here at the European Parliament to get mental health a little higher on the agenda.

We are an older organisation and also a multidisciplinary organisation with carers, professionals, users, policy-makers managers of all kinds. We have 3 main aims: 

1) promoting positive mental health; 2) preventing mental illness and 3) protecting the rights of people who can’t speak for themselves or who have no voice at this stage. It is a very strong and widely inclusive message.  

We are very happy to have set up a kind of forum of European NGOs working in the mental health field, and there are other organisations which focus on more specific issues. One of them, EUFAMI, is here, dealing in the first instance with the specific needs of carers, but having the same objective as we have – raising the profile, getting mental health on the agenda, looking at the protection of the people who have no rights. The same goes for the European Users and Ex-users and Survivors group of people who have been affected by mental illness. There is a special grouping, Alzheimer Europe, looking more specifically at Alzheimer’s problems. We have another network mainly looking at employment issues, SEFAC, looking at social firms and employment. All those European organisations with their own specific policy agendas come together in order to lobby MEPs and raise the profile of mental health in Europe.  

At the same time, we are pleased that in some of the policy papers we receive, speeches made by Commissioner Flynn, they sometimes mention mental health.  This is certainly one of the issues that Article 152 of the Amsterdam Treaty, states ‘The European Commission shall ensure a high level of human health protection and, by complimenting national policies, improving public health and prevent human illness and disease’. I am sure that this could be taken as a reason for focussing more on mental health. It is clear to us that more coordination and resources will be needed everywhere. Mental health at this stage is an enormous burden. Social exclusion is a really enormous problem for people with mental illnesses who get discriminated against on all levels – employment, civil rights, housing, witnesses etc. 

I am extremely concerned about the enlargement policy. I hope that the MEPs will be able to do something in the countries of Central and Eastern Europe. When you go abroad and see the problems faced by the users, families and people working in the hospitals, it is heartbreaking to see how few alternatives they have. I hope the EU will not focus on only economic issues although it seems everything must be translated into economics. One way we can get our foot in the door is by saying that mental illness is a cause of unemployment which deprives the unemployed of so much income, along with the people on benefits or disability allowances. This is certainly an issue which I hope the Commission will be able to take up.

Where has mental health been situated to date within the whole European public health framework? Always as part of DG V, where there is the Disability Unit. However they have said to me that  “mental illness – it is not a handicap or a disability, we may not deal with mental illness, we can only do something in terms of promotion’. 

In terms of research, the people working on research in DG XII are looking at very specific research. We need research, as Ville is aware, but we don’t need the same research as for other specific illnesses. We need  action research, a different type of research, but people dealing with research are not interested in action research so we have another battle on that level.  

In terms of learning and programmes such as Leonardo, they deal with university and school exchanges. I put forward a public speaking project from Irish schools, looking at mental health in Ireland and Finland and bringing mental health into the final year of secondary school. We were not in the school track, so it was not possible to get funding or get that type of exchange sponsored. It is a continual battle to try to convince people, to convince the MEPs, to convince the national governments. As long as that doesn’t change on the national level, we will never be able to get a real mental health policy in Europe. 

For more than 10 years, I have been asking whether we can’t have a specific mental health programme like we have for AIDS or drugs or cancer. ‘No, it isn’t a priority. What you’re saying is interesting but there’s nothing we can do.’ I could carry on much longer on this, but I would just like to say that there are very small openings – the door is always slightly ajar. You have to work to try and get your foot in the door and convince people with whom you can work, even if it’s a small group. I am sure that by your presence here today, you will be able to push the wagon of mental health a little further. Thank you for that.


Mrs Mel READ, MEP, President of the Health Forum Intergroup
Josée, thank you very much. I was very glad that you mentioned Commissioner Flynn and the new competence in the Amsterdam Treaty since of course Commissioner Flynn has been to a meeting of this group and made a presentation about what he thought would be the priorities

Our last speaker from the platform is Dr. Lynne FRIEDLI

5.
The case for investing in mental health promotion in Europe: some practical examples 


Dr Lynne FRIEDLI, Programme Manager – Mental Health, Health Education Authority, England

Thank you very much Mrs. Read. The Health Education Authority is funded by the British Ministry of Health and is responsible for health promotion throughout England. I’m pleased to say that we do have a budget for mental health, although it won’t be a surprise to you to hear that it isn’t the biggest budget.

I’m going to speak about 3 things: I’m going to speak briefly about what mental health and mental health promotion are; I’ll then outline the consequences and costs of not investing in mental health promotion and finally, I’m going to give some examples of interventions that are known to be effective. In other words, interventions that we can quite legitimately invest in now without the need for more research.

There are many definitions of mental health, but the one we have found useful in our work is one which focuses on resilience and resourcefulness and that is the resilience of individuals, of families, of communities and of organisations. In other words, that characteristic of mental health which enables individuals, families, communities to survive.  

Mental health is absolutely fundamental. It underpins how people feel, how they communicate, how they interpret the world. More than that, if mental health is fundamental to all health and wellbeing, then mental health promotion is fundamental to all health promotion. We cannot possibly tackle the major public health issues of smoking, alcohol, drug abuse and safer sex if we haven’t tackled mental health - the skills and resources that families and communities and individuals need to enable them to deal with those other issues. So mental health promotion is not just another topic, it’s absolutely fundamental. I think this metaphor of immunisation is a very helpful one, that mental health promotion is a kind of immunisation that works to increase the resilience of individuals, of families, of communities and also to reduce conditions known to damage mental health and wellbeing. We are working at two levels: strengthening individuals and also reducing the factors which we know damage mental health like poor housing, inequality and lack of education.  

What are the consequences of not promoting mental health?  WHO, in their analysis of the global burden of disease, have shown that the burden of mental illness, depression, alcohol dependence and schizophrenia have been seriously underestimated. You will see from this chart that 5 of the leading causes of disability worldwide are psychiatric. The burden is heaviest in the established market economies. You can see there that depression is right at the top, then alcohol use, bipolar disorder and obsessive compulsive disorders.  

Six of the leading causes of disability for women are mental illness. In developed regions (i.e. the established market economies), depression is second only to heart disease as a leading cause of disability-adjusted life years lost. We’re not talking about a small problem.

Finally, if we look at projected trends, this is the WHO projection of what is going to happen over the next 20 years. The projection is that the global burden of depression will increase by half, from the current 10% to 15%. Whereas some of these other physical problems are going down, the trend is for mental health problems to increase. Again, that trend is likely to be more severe in the developed parts of Europe.

Finally, on this issue of the cost of not taking mental health problems seriously, we have done an analysis, just for England but it gives some kind of indication. The total cost of mental illness for England (covering services, lost taxes, lost productivity due to suicide, the cost of caring, the cost of informal care, lost employment) comes to UK£32 billion a year. It is a huge cost. Having presented this picture, what can we do? There is a myth that mental health promotion is so mysterious that we are puzzled about how to begin and we need another 20 years of research before we can legitimately ask for funds. This is not the case. 

I am now going to run through what we know is effective in the hope that we can all start to break down this myth that we don’t know how to promote mental health and that in the face of these costs, we are powerless. Effective interventions fall into 3 categories: changing knowledge, attitudes and awareness; enhancing life skills; and strengthening social support.  
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As we saw from the EUFAMI presentation, there is a great deal to be done in changing public attitudes on the issue of mental health, in reducing stigma and an urgent need to increase public understanding. Integrated mass media campaigns, by which we mean a combination of advertising and unpaid publicity (in other words, lots of journalists writing positive stories – the truth about mental health as opposed to the banner headlines Esther was describing), are known to be effective if combined with local action. There is a good case at this stage for investing in integrated mass media campaigns to change the climate of public opinion, to set the news agenda, to influence opinion formers and to get the public to challenge their own myths and preconceptions particularly about people. That is the first set of interventions which are known to be effective.

The second category is those interventions which are aimed at strengthening individuals. Cognitive behavioural therapy is well known to be effective. Brief interventions for alcohol (in other words, WHO have established that a between 5 and 15 minute intervention from a trained worker – not necessarily a trained medical worker – to somebody about their drinking have a measurable impact on their alcohol intake and will reduce it to safe levels). Life and social skills, by which I mean the kind of interventions which improve people’s communicating, negotiating and influencing skills – the range of skills which are so important in surviving life’s ups and downs. Parenting skills – there have now been a wide range of studies which demonstrate beyond any doubt that support for parents, particularly young and new parents, is strongly protective of the mental health of the parents and of the children. There can no longer be any excuse for not investing in supporting our parents.

Finally, exercise and art work. A lot of us understand that exercise is good for the heart and the bones, but in fact, exercise has a greater proven beneficial effect on mental wellbeing than it does on the heart. Which is not to say that it is not good for the heart, but it’s interesting in view of what the panel has said, that this is the hidden dimension. There are now 9 random controlled trials which demonstrate beyond any shadow of a doubt that exercise reduces the symptoms of depression and anxiety, is as effective as medication in cases of mild to moderate depression and, of course, is very much cheaper and has no side effects. Exercise is a very important mental health promotion initiative.
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There have been a growing number of studies looking at the value of creative pursuits in promoting mental health which demonstrate a positive effect on symptoms of depression, anxiety, self-efficacy. Art helps people to feel more motivated. There have been studies that show the link between involvement in creative pursuits and pathways to employment, so art can be used as a way of moving from non-employment into employment.

For individuals, if we wanted to run a campaign and say what can individuals do to protect their own mental health and that of other people, over 100 positive steps are listed on cards at the back of the room.  

I want to talk briefly about strengthening communities. What kind of interventions helps communities to survive difficulties, economic deprivation, exclusion, trauma, and mass redundancies in an area. I was very struck by the emphasis that Esther Twomey placed on self-help and the value of building on the resources and expertise within the community. There has now been a very interesting study in Munich where they started to invest in self-help and saved something like DM 1.5 million in the first year, just by investing money within the community, within self-help and neighbourhood groups rather than always believing the answer lies with professionals. Strengthening social support – it has been known for many years that high levels of social support protect people’s mental health, particularly in the face of trauma like bereavement, the birth of twins, redundancy, the kind of traumas which we cannot prevent. Strong levels of public support help people to deal with those. Anti-bullying schemes – there’s a strong link between bullying and later crime patterns. This has been demonstrated beyond any doubt in the major study in Norway.  We can safely invest in anti-bullying schemes and not only know that it will protect our children, but in Norway they found over 20 years, that it resulted in a reduction in crime and social disorder.  
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There is a lot of evidence that although work can protect your health, it can also damage your health and there is therefore a strong case for looking at the literature – and there is a good literature on health at work and the features of a mental health promoting workplace.

Finally, there is strong evidence that providing respite for carers protects the mental health not only of the carers, but of those who are cared for.

I want to give some examples of how we could start to measure success. Having made the case for what we think is effective, what kind of indicators could we use in our own efforts to measure success? These are examples of process indicators. Key process indicators – access, participation and influence. People need access to services, they need to participate in them and they need opportunities to influence them.

If we go back to what I said about the 3 levels, another set of indicators at the individual level, emotional literacy; at the community level, participation and trust and at the national or structural level, mental health policies. 

So finally, what would success look like? We would see an increase in mental health promotion policies; we would see mental health integrated into policy, planning and training so that we wouldn’t just be talking about the health impact, but about the mental health impact. What impact would that policy have on people’s mental health? We would see societies characterised by higher levels of trust, tolerance and participation and finally, we would have a population who knew as much about their mental health as they currently know, for example, about cleaning their teeth – an awareness of positive steps for mental health.


Mrs Mel READ, MEP, President of the Health Forum Intergroup
Lynne Friedli, thank you very much,  we are very grateful to you for that contribution.

6.
Discussion
PRIVATE 
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I have to say that I was once, a long time ago, a member of a Health Board at a mental hospital and that was when I first became an elected representative back in 1967, I think it was. When you talk about Eastern Europe today, I can still remember that world of a mental hospital of 700 or 800 patients but only a couple of doctors and nurses who were carers but didn’t have any skills. It was a very depressing world in which people were treated at that time. I remember in my innocence when I was a young County Councillor, proposing one of the solutions for people who have spare time to till their garden. It came to me naturally and perhaps I’m not all that backward because the same subject came up again here

 I’ve had close contact with serious depressions in the meantime and what I know is that it’s treated with drugs mostly in Ireland today, rather than the solutions which the last speaker proposed there, which don’t seem to me to have been tried out.  When you gave us the figure of 17.5%, what percentage of that is brought on by, as my Mother would say, bad living – by drugs and other things. What percentage of that 17.5% would in normal circumstances have lived a normal life?  Has this 17.5% been partly brought on by abuse of alcohol and drugs and maybe bad living conditions?


PRIVATE 
Ludivina GARCÍA ARIAS, MEPtc  \l 1 "Ludivina GARCÍA ARIAS, MEP"
I have learned a great deal and it has been an eye-opener too in a number of areas. I have on occasions seen the suffering of families and I have asked myself whether the right decisions have been made on policy and whether the overall policy is the right one. I know that you haven’t just come to give us information but of course to motivate us as well and to see what can be done in the European Union.  

We are currently discussing the Fifth Research Framework Programme and the deadline for amendments is now behind us, but the matter still has to go to Plenary and there have obviously been discussions on budgetary provision. I’m thinking about the European Commission and what they can do to support these activities because as a matter of social policy, exclusion is now mentioned in the text of the treaties and the whole debate that is currently going on about bringing people closer to the Institutions. I’ve heard Jacques Delors even talking about new social problems, particularly among young people: drug addiction, anorexia nervosa and other types of anorexia. Amongst young people, this is often treated as though it were a physical illness, but of course it isn’t, it’s to do with mental health. So there are a whole series of new problems in a new society. A society of globalisation, competitiveness and so on, all these things that we talk about all the time in the European Union. Of course, we have to see with colleagues in the Parliament how we can contribute more to this, and of course to work at different levels. For example at the Spanish level, how we can look at the Spanish Department of the association represented by Esther Twomey. We are in the run-up phase to the European elections and we’ll be working in our countries at local and regional levels, preparing our manifestos, and this is why we need local information. We need to know more about good practice and bad practice. It is not that my country isn’t doing anything, but we have a lot to gain from all this information and all these contacts. Thank you very much.


Mrs Mel READ, MEP, President of the Health Forum Intergroup
Thank you very much for your contributions and for your support. Mind, which is a mental health charity in the UK have sent a very interesting brief which is on the back table. You’re most welcome to take copies of that away, along with the other literature that some of our speakers have brought with them.

I mentioned the budget, and you may not know that the health promotion budget has been quite severely cut for a number of reasons. We do want to make absolutely sure that when it comes to the next budget preparation that this does not happen again. I hope that everyone will go away and gather serious support in the various committees and political groups for the Health Budget because we must make quite sure that it doesn’t happen again. All the pleas and the very careful considerations of policy and priorities will come to nothing unless there is money from the European Union budget.  

This meeting, among many others, is part of what we think is growing support, a growing pushing up the political agenda, of health and of course of mental health.

7.
Date, place and time of the next meeting 
Notification of the next meeting will be distributed shortly.
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